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EXECUTIVE SUMMARY 

Concerns about behavioral health problems have received increased attention in recent years in the United 

States. Studies estimate that 30–50 percent of adults have a mental illness at some point of their life.1 Anxiety, 

depression, and substance use disorders are the three most frequently occurring mental health problems in 

working adults.2 The COVID-19 pandemic, subsequent stay-at-home orders, and economic downturn resulted 

in a major increase in the prevalence of these conditions.3 Workers’ compensation stakeholders recognize the 

importance of unaddressed behavioral health issues and how they might delay a worker’s recovery and return 

to work after an injury. However, many have concerns that the current efforts to address the behavioral health 

care needs of workers with injuries may be insufficient.  

In this white paper, we (i) define behavioral health in the context of workers’ compensation; (ii) provide 

information about intervention and treatments currently in use; and (iii) articulate several considerations 

around currently available data and additional data that may be needed for answering important questions 

about the effectiveness of behavioral health interventions. Our goal is to provide a resource that serves as an 

introduction to behavioral health care for the diverse community of workers’ compensation stakeholders. For 

this white paper, we collected qualitative information in the form of semi-structured, open-ended interviews 

with a convenience sample of mental health care professionals and other health care providers within the 

workers’ compensation system, employers, labor advocates, and workers’ compensation insurers. We also 

performed a review of select national-level and state-specific occupational treatment guideline 

recommendations related to the provision of behavioral services, as well as a literature review focused on the 

behavioral health services provided in the workers’ compensation system. By combining various perspectives 

with guidelines and literature in one place, this report provides information that all workers’ compensation 

stakeholders could use to form a common understanding about behavioral health in workers’ compensation.  

The behavioral health issues that are encountered in workers’ compensation are on a continuum ranging 

from psychosocial factors affecting recovery and return to work, to psychological symptoms and mental health 

diagnoses. Our stakeholder interviews revealed that the most frequent behavioral health issues relevant for 

workers’ compensation are when psychosocial factors are present and act as barriers to recovery following a 

work-related physical injury. These factors include poor recovery expectations after an injury, fear of pain due 

to movement, catastrophizing, distress, perceived injustice, job dissatisfaction, or lack of family or community 

support systems.4 Other behavioral health conditions that are relevant for workers’ compensation include 

chronic pain, depression, anxiety, substance use disorders, and other mental health symptoms or conditions. 

                                                            
1 Kessler et al., 2005; Moffitt et al., 2010. 
2 Center for Behavioral Health Statistics and Quality, 2015. 
3 Panchal et al. (2021), available here: https://www.kff.org/report-section/the-implications-of-covid-19-for-mental-
health-and-substance-use-issue-brief/.  
4 In this study, we mainly address psychological risk factors, as the focus of the study is on behavioral health. However, it 
is important to recognize the role of other social, economic, and environmental factors in postinjury recovery 
independently or through their effect on behavioral factors. The psychosocial factors related to the individual’s 
occupation, referred to as “blue flags,” include job dissatisfaction, workplace stress, and low support from supervisors and 
peers (e.g., Shaw et al., 2009; Bultmann and Brouwer, 2013). Preexisting mental health symptoms or conditions at the 
time of a work-related accident are referred to as “orange flags,” and system or contextual obstacles are referred to as 
“black flags.” These factors and the screenings and interventions to address them are briefly addressed in this report; we 
provide references to studies that address these issues in greater detail.  
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In this report, we review these conditions and the impact they may have on recovery and return to work after 

a work-related injury. 

Although behavioral health claims that do not have a physical injury component are infrequent in many 

workers’ compensation jurisdictions, our stakeholder interviews revealed that these instances have been 

growing in frequency in recent years.5 They are also referred to as “mental-mental” claims.6 For instance, in 

some cases traumatic experiences and events at the workplace can result in post-traumatic stress disorder 

(PTSD), acute stress disorders, or in milder cases, adjustment disorders. Not least, we discuss behavioral health 

claims that may be linked to the COVID-19 pandemic, which could have exacerbated work-related stress in the 

case of, for instance, health care and essential workers. We also address post-COVID-19 condition, where 

psychosocial factors and mental health conditions may result in delayed recovery. Table TA.2 provides the list 

of International Classification of Diseases (ICD-10) diagnosis codes associated with behavioral health 

conditions discussed in this report. 

Psychosocial factors and other psychological symptoms (such as anxiety or depression) are common 

human experiences. Not all workers with these experiences have delayed recovery; in fact, many may continue 

to have normal function and return to work. However, when these factors are elevated, they may interfere with 

the worker’s recovery. There is an array of brief screening tools that workers’ compensation stakeholders such 

as treating providers, physical therapists, nurses, claims representatives, vocational counselors, and mental 

health providers may use to identify workers with psychosocial risk factors and symptoms, so that they can be 

referred for appropriate interventions including psychological evaluations and treatments. One of the widely-

used screening tools to identify psychosocial factors is the Orebro Musculoskeletal Pain Screening 

Questionnaire (OMPSQ), previously referred to as the Acute Low Back Pain Screening Questionnaire (Linton 

and Halldén, 1998). OMPSQ (a 25-item self-reported questionnaire) and OMPSQ-10 (a shorter 10-item 

version) screen for six psychosocial factors identified as important risk factors for work disability due to 

musculoskeletal pain: self-perceived function, pain experience, fear-avoidance beliefs, distress, return-to-work 

expectancy, and pain coping. Other commonly used screening tools to identify psychosocial risk factors for 

delayed recovery include the Keele STarT Back Screening Tool (SBST) and the Functional Recovery 

Questionnaire (FRQ). Examples of screening tools used for psychosocial risk factors and various behavioral 

health conditions such as depression, anxiety, substance use disorders, and PTSD are provided on pages 29–30. 

Early identification of psychosocial factors is key for ensuring that these factors do not affect the worker’s 

recovery.7 If, with the help of the early screening tools from above, a worker is identified as having psychosocial 

risk factors, health and claims personnel administering the tools may use the information on risk factors to 

provide brief interventions, such as educating the patients about psychosocial factors and teaching them self-

management strategies, or direct them to specialists. For example, workers with severe psychological risk factors 

                                                            
5 This increase may have been the result of regulatory changes for post-traumatic stress disorder coverage for first 
responders. 
6 A commonly used framework to classify claims with behavioral health concerns is based on the nature of the injury and 
consequences: (a) physical-mental claims are claims with a physical injury with subsequent mental consequences, (b) 
mental-physical claims are claims where a mental stimulus (such as occupational stress) produces physical consequences, 
and (c) mental-mental claims are claims where a mental stimulus produces mental health conditions (Victor, 1988). 
While this framework addresses mental claims, the scope of our paper is broader in that it includes a larger spectrum of 
behavioral health issues. Other conceptual frameworks suitable for understanding behavioral health care in workers’ 
compensation are discussed in Chapter 2.  
7 Early screening for psychosocial risk factors is recommended by guidelines. The Washington State Department of Labor 
and Industries’ guide on psychosocial determinants influencing recovery recommends screening for psychosocial risk 
factors at two to six weeks of time lost due to injury. The 2022 update of the Colorado Low Back Pain guideline 
recommends screening as a routine part of care or when barriers to recovery are seen during initial evaluations. 
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(anxiety, depression, pain catastrophizing, substance use disorders, etc.) may be referred to mental health 

professionals, who may conduct a comprehensive biopsychosocial assessment and provide appropriate 

behavioral treatments. Medical treatment guidelines contain detailed recommendations on comprehensive 

psychological and psychiatric assessments for specific cases, including for workers with chronic pain, delayed 

recovery, PTSD, or acute stress disorders, and before initiating some treatments such as chronic opioid therapy. 

Details about psychosocial factor screenings and comprehensive behavioral health assessments are provided in 

Chapter 3.  

In this white paper we provide an overview of the most often used behavioral treatments, as were identified 

during our interviews with workers’ compensation stakeholders. We highlight interventions addressing 

psychosocial factors and behavioral treatments provided for chronic pain, substance use disorders, PTSD and 

other stress disorders, depressive disorders, and anxiety disorders. Many of these conditions may be co-

occurring in workers, and there is a significant overlap in treatments recommended for these conditions. 

Cognitive behavioral therapy (CBT) is the most often recommended treatment by national and state-specific 

guidelines for various behavioral health conditions. During our interviews with mental health care professionals 

treating workers with injuries, we learned that work-focused cognitive behavioral therapy (W-CBT) treatments 

are provided to workers, which are brief and time-limited, as opposed to traditional psychotherapy (or “talk 

therapy”). The treatment is a collaboration between the provider and the worker, where the provider listens, 

teaches, and encourages the use of techniques, while the worker learns, acquires, and practices these skills. The 

focus of the treatment is on psychological symptom reduction, improving pain and function, and encouraging 

return to work. Other psychotherapies, pharmacotherapies, and treatments provided for various conditions are 

discussed in Chapter 4. 

Behavioral health assessments and treatments can be billed using Current Procedural Terminology 

(CPT®)8 codes based on whether the patient has a primary physical health diagnosis or a compensable mental 

health diagnosis. Health and behavior assessment and intervention (HBAI) CPT® codes introduced in 2002 are 

used for the assessment of biopsychosocial factors that have an impact on injury-related physical health 

problems, and for the required behavioral health treatments. Also, CPT® codes for psychiatric services are used 

when addressing behavioral health issues in workers with a compensable mental health diagnosis. An important 

data limitation arises from the fact that when behavioral health services are delivered by non-behavioral health 

providers (such as screening for psychosocial risk factors of delayed recovery, or for teaching patients about 

pain coping or fear avoidance), HBAI guidelines direct medical doctors and nurse practitioners to use 

evaluation and management (E&M) or preventative medicine CPT® codes.9,10 Also, when physical therapists 

screen for psychosocial factors, they may use physical therapy service or procedure codes. However, these codes 

are not unique to behavioral health services, so it is difficult to identify whether behavioral health services were 

provided or not during the visits billed using these codes. Therefore, although one may be able to identify 

whether behavioral health services (both assessments and treatments) are provided by mental health 

professionals (i.e., psychologists, licensed clinical social workers, licensed professional counselors, etc.) using 

administrative claims data, it may be difficult to obtain a complete picture of all behavioral services using only 

                                                            
8 CPT® is a registered trademark of the American Medical Association. 

9 The 2020 Health Behavior Assessment and Intervention Billing and Coding Guide can be accessed at 
https://www.apaservices.org/practice/reimbursement/health-codes/billing-guide.pdf.  

10 Note that psychiatrists and nurse practitioners practicing in behavioral health care settings who are doing medication 
management and not providing any psychotherapy services may also bill for the visits using E&M codes 99201–99205 (for 
new patients) and 99211–99215 (for established patients). 
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administrative data. This is because behavioral health care provided by other medical treating providers and 

non-medical stakeholders, such as claims managers, activity coaches, and vocational rehabilitation counselors, 

is likely to be underreported because the services are either not billed or they are billed using codes that are not 

specific to behavioral health services, as discussed above. Special data calls to obtain these data will be critical 

for understanding the extent of behavioral health issues in the workers’ compensation system and the 

effectiveness of the behavioral services provided.  
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1 

INTRODUCTION 

In recent years, the health care system in the United States has come a long way in understanding and 

appreciating behavioral health, and the important role it plays in maintaining activities of daily living. The 

association between behavioral health and physical health is well-documented. Several studies show that poor 

behavioral health increases the likelihood of developing physical conditions and vice versa.1 Workers’ 

compensation stakeholders recognize the importance of unaddressed behavioral health issues and how they 

might delay a worker’s recovery and return to work and increase medical costs.2 But many have concerns that 

the current efforts to address behavioral health care needs of workers may be insufficient.  

This white paper serves as a primer to workers’ compensation behavioral health care that can be shared 

widely across a diverse group of stakeholders. It defines behavioral health in the context of workers’ 

compensation, provides information about evaluations and treatments currently in use, and identifies data 

considerations for answering important questions about the extent of use and effectiveness of behavioral health 

services. Another purpose of this white paper is to create a common understanding for stakeholders in the 

workers’ compensation system. In future studies on this topic, we intend to use WCRI’s Detailed 

Benchmark/Evaluation (DBE) database, together with supplements to the DBE, to identify the prevalence and 

costs of behavioral health services among appropriate subgroups of workers. These data may also be used for 

examining the effect of behavioral health evaluations and treatments on worker outcomes.  

For this white paper, we collected qualitative information in the form of semi-structured, open-ended 

interviews with a convenience sample of mental health care professionals and other health care providers within 

the workers’ compensation system, employers, labor advocates, and workers’ compensation insurers. We also 

performed a review of select national-level and state-specific occupational medical treatment guideline 

recommendations related to the provision of behavioral services, as well as a literature review of behavioral 

health services provided in workers’ compensation systems. 

The concept of behavioral health was first introduced in the 1980s and has rapidly evolved in the last few 

decades. In its current iteration, the Substance Abuse and Mental Health Services Administration (SAMHSA, 

2014) defines behavioral health as follows: 

“A state of mental (or emotional) being or choices and actions that affect wellness. 

Behavioral health problems include substance abuse or misuse, alcohol and drug addiction, 

serious psychological distress, suicide, and mental and substance use disorders. This 

                                                            
1 Ohrnberger, Fichera, and Sutton, 2017; Surtees et al., 2008; Bair et al., 2003; McWilliams, Cox, and Enns, 2003. 
2 In Rousmaniere and Fikes (2017), a study based on a survey of claims professionals, the main finding is that the most 
important obstacle to timely work injury recovery and controlling claim costs is the presence of psychosocial issues. They 
tend to increase claim costs far more than catastrophic injuries, mainly due to delayed recovery, and rank above other 
roadblocks like overpriced care, low quality of care, or litigation. 
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includes a range of problems from unhealthy stress to diagnosable and treatable diseases 

like serious mental illness and substance use disorders, which are chronic in nature, but 

from which people can recover.”   

Behavioral health care encompasses all services that address behavioral health problems that affect overall 

health and wellness. These services may be delivered by clinicians, physical therapists, claims managers, activity 

coaches, and counselors from various disciplines, including but not limited to mental health professionals (Peek 

et al., 2013). This understanding was echoed in our interviews with workers’ compensation stakeholders. 

Consistent with what we heard during our interviews, we consider the behavioral health issues in workers’ 

compensation to lie on a spectrum, ranging from psychosocial factors to mental health diagnoses, and the 

services that are being provided in these instances range from non-medical to medical interventions. 

In this white paper, our goal is to gather information from the scientific literature and current practices in 

one place to provide an overview of the most relevant behavioral health aspects encountered in workers’ 

compensation. We hope that this white paper will contribute to and inform the efforts of workers’ 

compensation stakeholders as they address the current gaps regarding behavioral health aspects often 

accompanying work-related injuries. On the one hand, we summarize the most relevant behavioral health 

research studies and guidelines—without providing a full-scale literature review. On the other hand, we convey 

a consensus of views, tools, and approaches that coalesced during the diverse stakeholder interviews conducted 

for this purpose. Our search parameters for the literature review of studies and guidelines were guided by the 

themes that emerged from our stakeholder interviews. We are hopeful that our study will also inform future 

efforts on data collection related to behavioral health, as well as contribute to the articulation of future 

conceptualizations and research questions in this field. 

This report is organized as follows. Chapter 2 summarizes the behavioral health conditions seen in workers’ 

compensation. It provides information about psychosocial factors affecting recovery, chronic pain, substance 

use disorders, depressive disorders, and other mental health symptoms and diagnoses. It also details the 

interrelationships between psychosocial factors and these other conditions. Chapter 3 reports behavioral health 

screenings and assessments provided to workers with injuries and illnesses. We describe screening tools that 

are used for early identification of psychosocial risk factors in workers with injuries that may benefit from 

behavioral health services, and we review guideline recommendations on behavioral health assessments that 

provide a more comprehensive picture of the workers’ behavioral health concerns. Chapter 4 provides 

information on behavioral health treatments provided in workers’ compensation. Chapter 5 discusses the 

identification in the data of behavioral health conditions and behavioral health services provided in workers’ 

compensation. We review several limitations associated with these identification approaches. The technical 

appendix provides additional resources, including diagnosis and procedure codes used to identify behavioral 

health assessments and treatments, and behavioral health policies.  
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2  

BEHAVIORAL HEALTH CONDITIONS IN  
WORKERS’ COMPENSATION 

The behavioral health issues that are encountered in workers’ compensation range from psychosocial factors 

affecting recovery and return to work, to psychological symptoms and mental health diagnoses. Our 

stakeholder interviews revealed that the provision of behavioral health services in the workers’ compensation 

system arises most frequently in workers who also sustain a physical injury. Although behavioral health claims 

that do not have a physical injury component are relatively rare, our interviews revealed that these instances 

have been growing in frequency in recent years.1 In this chapter, we describe the characteristics of instances 

when behavioral health services are commonly provided, and emphasize the importance of addressing the 

behavioral health concerns in these circumstances. 

PSYCHOSOCIAL FACTORS 

An important insight from our interviews is that the most frequent instances of workers’ compensation patients 

receiving behavioral health services occur when psychosocial factors are present and act as barriers to recovery 

following a work-related injury. In broad terms, psychosocial factors are characteristics that shape an individual 

psychologically and/or socially; they include protective factors and risk factors, which improve or worsen, 

respectively, the individual’s physical and mental health (e.g., Thomas et al., 2020). Factors that impede 

postinjury recovery and/or increase medical costs are more relevant in the context of workers’ compensation. 

These factors typically include the following:  

 poor recovery expectations after an injury;  

 fear of pain due to movement (“kinesiophobia”);  

 catastrophizing;  
 perceived injustice;  

 job dissatisfaction; 

 pessimism; 

 being fearful in general; 

 having low levels of motivation; or 

 lack of family or community support systems.  

                                                            
1 This increase may have been the result of recent regulatory changes for post-traumatic stress disorder coverage for first 
responders. In addition, it is likely that, as the workers’ compensation stakeholders have recently begun to more openly 
acknowledge the importance of behavioral health, the increase in the incidence of these claims may reflect improved data 
collection efforts. 

A   P R I M E R   O N   B E H A V I O R A L   H E A L T H   C A R E   I N   W O R K E R S '   C O M P E N S A T I O N

copyright © 2022 workers compensation research institute

_____________________________________________________________________________________________



13 

These psychosocial risk factors for prolonged disability and return to work—often after musculoskeletal 

injuries—are also referred to as “yellow flags” (Kendall et al., 1997). Other “yellow flags” include social 

integration, self-esteem, lack of psychological resources, or adverse childhood events.  

In addition to the several psychological factors listed above, other groups of psychosocial risk factors can 

complicate recovery after a work-related injury.  The psychosocial factors related to the individual’s occupation, 

such as the worker’s perception that their workplace is stressful or not supportive, are also known as “blue flags” 

(e.g., Shaw et al., 2009; Bultmann and Brouwer, 2013).2 Preexisting mental health symptoms or conditions at 

the time of a work-related accident are referred to as “orange flags,” and system or contextual obstacles are 

referred to as “black flags” (e.g., Knoop et al., 2021). In this white paper, we primarily address psychological 

risk factors, as our focus is on behavioral health care. Chapters 3 and 4 mainly address screenings, assessments, 

and interventions for these factors. However, it is important to recognize the role of other social, economic, 

and environmental factors in postinjury recovery independently or through their effect on behavioral factors. 

The related screenings and directed interventions are also briefly addressed in this report. 

The clinical literature provides ample evidence of how the worker’s recovery is affected in the presence of 

psychosocial factors. Regarding psychological factors and their impact on recovery after musculoskeletal 

injuries, there is extensive evidence that poor recovery expectations after an injury can have multiple negative 

implications. Negative expectations, recovery perceptions, beliefs about return to work, and self-predicted work 

status might be significant obstacles for recovery, the period of time receiving benefits, and health outcomes 

and costs (e.g., Marhold et al., 2002; Mondloch et al., 2001; Cole et al., 2002; van der Giezen et al., 2000; Schultz 

et al., 2004; Cancelliere et al., 2016). Another psychological factor, fear of pain, may be more disabling than 

pain itself (Waddell and Newton, 1993; Crombez et al., 1999), especially in the case of patients with low back 

pain. Mechanisms of avoidance behaviors, such as catastrophizing, kinesiophobia, and fear-avoidance beliefs 

also contribute to negative worker outcomes (Heymans et al., 2006). Pain catastrophizing, defined as one’s 

tendency to focus on pain and negatively evaluate one’s ability to deal with it, was shown to be a strong and 

consistent psychosocial factor associated with chronic pain and dysfunction (Keefe et al., 2004; Jensen et al., 

1991; Boothby et al., 1999). Also, the perception of social support is associated with less pain and better 

functioning—in particular, better psychological functioning (Jensen et al., 2011). Regarding factors related to 

the workplace, there is evidence that stressful and monotonous work significantly predicts onset of low back 

pain (Harkness et al., 2003). Back disorders are associated with job dissatisfaction, high work demand, low 

supervisor support, or low co-worker support (e.g., Garg et al., 2014; Hoogendoorn et al., 2001). We discuss 

preexisting mental health symptoms and conditions later on in this chapter.3 

There are several ways in which psychosocial factors may impede a worker’s recovery. The psychosocial 

                                                            
2 The Washington State Department of Labor and Industries (2019) outlines routine screening and methods to alleviate 
psychosocial determinants influencing recovery (PDIR), as a way to reduce disability. PDIR are considered to include 
factors that impact how individuals cope with difficult situations, such as attitudes, beliefs, education, habits, or support 
systems. In combination with individual circumstances and capacity, they determine how recovery is facilitated or 
impeded. 
3 Strictly speaking, contextual obstacles that are specific to the workers’ compensation system (i.e., “black flags”) are likely 
outside the scope of a behavioral health discussion. However, it is important to consider them, as litigation, and/or delays 
in claim acceptance and treatments may have a negative impact on treatment responsiveness, pain, and the quick recovery 
of workers with injuries. Wang, Mueller, and Lea (2020) found that in the case of patients with low back pain, delays in 
the delivery of physical therapy treatments—potentially due to pending compensability and related litigation, delayed 
notice of injury, or access to providers for initial visits—are associated with increases in medical costs and the duration of 
temporary disability. Also, injured workers whose claims have attorney involvement have been associated with higher 
costs, poorer clinical outcomes, delayed return to work, and poorer satisfaction with treatment (e.g., Bernacki et al., 2007; 
LaCaille et al., 2007; Vaccaro et al., 1997) 
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factors can augment the chronic pain many workers experience after a work-related accident. In turn, when 

chronic pain is exacerbated, it can lead to substance use disorders (if workers become addicted or overuse 

opioids and other painkillers), eating disorders, other addictive behaviors, or even depression or anxiety. Also, 

once chronic pain develops, the intensity and effect of the psychosocial factors may be amplified. Psychosocial 

factors can lead to mental health symptoms or mental health diagnoses even in the absence of chronic pain. In 

such cases, workers’ return to function and return to work is delayed, with negative consequences on indemnity 

payments and medical costs.  

Previous work provides evidence that psychosocial factors are commonly present among workers with 

injuries. (e.g., Shaw et al., 2005; Shultz et al., 2006; Cole et al., 2002; or Cancelliere et al., 2016). For instance, in 

a longitudinal study identifying early disability risk factors for low back pain, Shaw et al. (2005) point to 

substantial proportions of workers who report feeling “downhearted and blue,” being “under stress,” or being 

“worried that physical activity will increase pain or cause reinjury.” Cole et al. (2002) found that almost half of 

a prospective cohort of 1,566 injured workers surveyed shortly after they filed a claim thought they were 

progressing worse than expected, and that about two-thirds of the participants responded “don't know” to the 

question regarding expected time until return to usual activities; these negative recovery expectations were 

associated with worse outcomes. A series of WCRI reports examining worker outcomes over multiple years and 

states also provides evidence for the existence of work-related psychosocial factors. About 1 in 4 workers 

reported being “not at all” or “somewhat” satisfied with their job at the time of the injury. When workers were 

asked whether they were afraid of being fired after a work-related injury, 27 percent of them strongly agreed. 

This response may indicate lower trust in the workplace, fear, pessimism, inadequate coping mechanisms, or 

other psychosocial factors not measured in the study. After controlling for all observable individual 

characteristics, these workers were found to have recovered more slowly and be less likely to work after the 

injury. They also had longer durations of disability and higher medical costs per claim. Moreover, they 

expressed problems getting the medical care they desired and were very dissatisfied with their care.4 

In what follows below, we review other situations of behavioral health that are relevant for workers’ 

compensation, such as chronic pain, substance use disorder, depression, anxiety, and other mental health 

symptoms. Many of these conditions may be co-occurring in workers with injuries. As already previewed, 

psychosocial factors can play an important role in the onset and severity of these other behavioral health 

conditions. We therefore also discuss in detail the relationships between the psychosocial factors and the other 

situations where behavioral health services are delivered. We further discuss other links among behavioral 

health instances that do not necessarily involve psychosocial factors. 

CHRONIC PAIN 

Chronic pain is pain an individual still experiences three or more months after the onset of pain, and it can 

often be difficult to treat. Traditionally, chronic pain has been addressed from a “biomedical” perspective, that 

is, by targeting and treating a specific “pain generator.” These models do not account for the entire variability 

(Sullivan et al., 1998) of pain, and can result in suboptimal outcomes, as they ignore key individual, social, and 

cultural contexts. More recently, biopsychosocial models of pain have been developed, that provide more 

insights into chronic pain, in which pain is recognized as being the result of the individual’s imbalanced 

physiological and psychological state, socio-cultural background, beliefs, and interactions with and within the 

                                                            
4 Savych, Thumula, and Victor, 2014 and 2015; Thumula, Savych, and Victor, 2014. 
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workplace, home, and disability and health care systems.  

Among the factors that substantially affect the perception and expression of pain among workers with 

injuries are the psychosocial factors, and they can play a larger role than the direct somatic factors related to 

the nature and extent of the original injury. Also, the psychosocial factors can directly influence and modulate 

the pain.5   

Some of the most frequent work-related injuries result in low back pain. For these injuries, psychosocial 

factors tend to be particularly important determinants of chronic pain. Catastrophizing explained 28 percent 

of the worker’s disability whereas severity of pain explained 3 percent (Kovacs et al., 2011). Turner et al. (2002) 

found that catastrophizing plays an important role in the cognitive and behavioral responses to the chronic 

pain experienced by individuals with spinal cord injuries. Also, Feyer et al. (2000) found that preexisting 

psychological distress increases workers’ probability of low back pain, while Gatchel et al. (1995) found that 

overall psychosocial and personal risk factors have a dominant role in the development of chronic low back 

pain. Davis and Heaney (2000) conclude that there is evidence pointing toward a strong relationship between 

workers’ reaction to work load, lack of influence at work, or quality of relationship with coworkers (manifested 

in the form of job dissatisfaction), and the probability of low back pain. While some studies cited above provide 

evidence on the relative contribution of the psychosocial factors, more up-to-date empirical evidence on how 

each group of psychosocial factors explain the variability of chronic pain in workers’ compensation populations 

is relatively scant. 

Similar findings hold for other conditions and disabilities associated with chronic pain—of which some 

are also encountered in workers’ compensation—such as spinal cord injury and acquired amputation, or 

lumbar disc surgeries (e.g., Jensen et al., 2011; Dorow et al., 2017).6 

It is important to mention that in addition to contributing to the onset and severity of chronic pain, 

psychosocial factors may also lead to avoidance of care in the aftermath of a work-related injury and suboptimal 

compliance with treatment recommendations, ultimately resulting in poorer outcomes and delayed recoveries.   

DEPRESSIVE DISORDERS 

In this section we focus on mechanisms and pathways leading to depression that are relevant for the workers’ 

compensation system. These pathways include stress resulting from the work injury, chronic pain, psychosocial 

factors, and substance use disorders.  

Studies based on clinical data show that chronic pain, as a stress state, often induces depression (e.g., von 

Knorring et al., 1983; Aguera-Ortiz et al., 2011). Up to 85 percent of patients with chronic pain are affected by 

severe depression (Bair et al., 2003; McWilliams et al., 2003). Moreover, patients suffering from chronic pain-

induced depression exhibit a poorer prognosis than those with chronic pain only. Importantly, in addition to 

chronic pain and depression being closely correlated in terms of occurrence and development, they reinforce 

each other in the progress of their severity (Fishbain et al., 1997). The injury sensory pathways of pain share the 

same regions of the brain involved in mood management, a proximity that provides a foundation for the 

coexistence of chronic pain and depression (Meerwijk et al., 2013). Chronic pain and depression are based on 

common neuroplasticity changes (Sheng et al., 2017), so it is not surprising that once maladaptive neural 

                                                            
5 Psychosocial factors can also affect acute pain (e.g., Keefe, 2009). However, in this study we focus mainly on the impact 
of psychosocial factors on chronic pain, since this pain type is more relevant for the recovery of workers with injuries. 

6 Other conditions relevant for workers’ compensation may include complex regional pain syndrome, or post-
laminectomy syndrome. 
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plasticity changes occur as a result of a work-related injury, chronic pain is often accompanied by depression.  

It follows that the presence of psychosocial factors not only increases the prevalence and intensity of chronic 

pain, but it can also be associated with a higher prevalence of depression among workers with injuries, since 

chronic pain and depression tend to be co-occurring.    

Depression can also be precipitated or exacerbated by chronic stress (Pittenger and Duman, 2008). Stress 

has been shown to have effects on the mechanisms of neuroplasticity (Shors et al., 1989). This is particularly 

relevant in the case of workers’ compensation, as workers suffering from chronic stress—caused, for instance, 

by conflicts with a supervisor or stress due to work load—can develop depression, which can in turn lead to a 

higher probability of work-related accidents, and then longer and more expensive recoveries in the aftermath 

of a work-related accident.7 

Also, depression, as well other mental disorders, can sometimes be induced by, or co-occur with, 

medication or substances like opioids. Depression may occur during active use, intoxication, or withdrawal 

(e.g., Revadigar and Gupta, 2021). 

POST-TRAUMATIC STRESS DISORDER AND OTHER STRESS DISORDERS 

There are traumatic events at the workplace that can result in post-traumatic stress disorder (PTSD) and other 

stress disorders. These instances may or may not be accompanied by a physical injury. In several jurisdictions, 

stress claims are managed under limited circumstances even when a physical injury is absent (see Table TA.3). 

These conditions may result from directly experiencing or witnessing a traumatic event outside of the worker’s 

usual experiences,8 and can have subsequent effects on cognition and mood. First responders and other 

professionals who are exposed to potentially traumatic events at work are four to five times more likely to 

develop PTSD compared with the general population (Kessler et al., 2005). Workers experiencing PTSD, acute 

stress disorders, and other similar conditions display symptoms such as intrusive memories, avoidance, 

negative changes in thinking and mood, and changes in physical and emotional reactions. Moreover, PTSD is 

associated with reduced occupational, social, and family functioning (Beck and Sloan, 2012). Wise and Beck 

(2015) point out the large compounding costs of not treating PTSD. These disorders could translate into 

debilitating impairment and continued suffering, which in the case of workers’ compensation can lead to long 

recoveries and thus long periods of time away from work (Hensel et al., 2011).   

Traumatic disorders may often be accompanied by other psychiatric conditions, such as major depression 

and substance use disorder issues. For instance, Hensel et al. (2011) found that among a sample of injured 

workers with PTSD, 58 percent had one or more secondary psychiatric diagnoses, with depression being the 

most frequent. PTSD and substance use disorders are functionally related to one another, with PTSD typically 

preceding substance abuse, as substances are used to alleviate PTSD symptoms (Jacobsen et al., 2001).   

Traumatic disorders may have long-lasting effects that can lower the workers’ productivity and raise the 

risk of accidents even after they return to work (Palmer et al., 2008). Also, anxiety disorders and PTSD can lead 

to an increased probability of costly chronic medical conditions such as hypertension, coronary heart disease, 

and metabolic syndromes (e.g., Player and Peterson, 2011). When traumatic disorders are associated with 

substance use disorders, the outcomes may be even poorer. 

                                                            
7 American College of Occupational and Environmental Medicine Guidelines for Depressive Disorders (2020). 
8 For example, work stress resulting from layoffs, termination, stress due to work load, or conflicts with a supervisor are 
not considered compensable.  
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The category of other stress disorders also includes acute stress disorder (ASD), defined as a dysfunctional 

reaction after a traumatic event. It typically lasts less than a month, and if symptoms persist longer, individuals 

are diagnosed as having PTSD. The symptoms are in general the same as those of PTSD.9 As in the case of 

PTSD, the prevalence of acute stress disorder is higher among rescue workers (e.g., Fullerton et al., 2004) and 

among survivors of robbery, assaults, mass shootings, and other disasters. If ASD does not progress to a PTSD 

or other psychiatric diagnoses, the impact on worker outcomes may be more limited and of a shorter duration.10 

ADJUSTMENT DISORDERS 

Stressful events can lead to PTSD and acute stress disorders, as discussed above, but in many other cases it leads 

to adjustment disorders, which can occur when an individual has difficulties coping with a stressful life event 

(Diagnostic and Statistical Manual of Mental Disorders, fifth edition, [DSM-5], 2013).11 When workers have 

problems adjusting to the stress caused by a work-related injury, they may experience severe psychological 

symptoms and sometimes even physical symptoms.  The symptoms typically overlap with those of more serious 

mental health conditions, such as PTSD, depression, or anxiety. Therefore, adjustment disorders are harder to 

diagnose when another disorder is present (e.g., Carta et al., 2009). Although adjustment disorders have been 

subject to intense controversy in the past, the newly adopted ICD-11 defines adjustment disorders by explicit 

symptom grouping (Bahem and Casey, 2018).12 Nonetheless, adjustment disorders remain relatively poorly 

researched (O’Donnell et al., 2016). 

There are six types of adjustment disorders, each with specific symptoms or signs. They are, respectively, 

adjustment disorders with (i) depressed mood; (ii) anxiety; (iii) mixed anxiety and depressed mood; (iv) 

disturbance of conduct; (v) mixed disturbance of emotions and conduct; and (vi) unspecified (DSM-5, 2013).   

The signs of adjustment disorders with depressed mood are feelings of sadness and hopelessness, crying, 

and/or not enjoying activities that were previously enjoyed. Adjustment disorders with anxiety are marked by 

feelings of being overwhelmed, an inability to concentrate, or memory issues. Disturbance of conduct 

adjustment disorders involves behavioral issues like driving recklessly or starting fights. Finally, an unspecified 

adjustment disorder is characterized by symptoms that are not specific to the other adjustment disorders. 

Specifically, unspecified adjustment disorders often include physical symptoms or problems with friends or 

family. Physical symptoms are typically insomnia, muscle twitching, fatigue, body pain or soreness, and not 

least, indigestion. 

Since adjustment disorders tend to have less severe symptoms than PTSD or depression, they are likely to 

have a lower, but still potentially moderate, impact on a worker’s recovery. O’Donnell et al. (2016) found that 

in the aftermath of a severe injury, individuals with adjustment disorders have worse outcomes compared with 

those without psychiatric diagnoses, but better outcomes when compared with individuals with other 

psychiatric disorders. Importantly, individuals with adjustment disorders at 3 months postinjury were 

significantly more likely to meet criteria for a psychiatric disorder at 12 months after the injury. This finding is 

                                                            
9 U.S. Department of Veterans Affairs, National Center for PTSD, available at 
https://www.ptsd.va.gov/understand/related/acute_stress.asp. 
10 American College of Occupational and Environmental Medicine Guidelines for Post-Traumatic Stress Disorder and 
Acute Stress Disorder (2021). 
11 Adjustment disorders first appeared in DSM III (1980). In DSM-5 (2013), the exposition of adjustment disorders is 
covered in the “Trauma- and Stressor-Related Disorders” chapter, alongside PTSD and ASD. 
12 However, many states do not accept only ICD codes for diagnostics, but require the use of DSM codes. 
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consistent with the possibility that adjustment disorders can evolve into more serious mental illness conditions. 

Similarly, in a subgroup of workers who experienced adjustment disorders after losing their job involuntarily, 

Lorenz et al. (2018) found evidence of a worsening of symptoms 6 months after the stressful event. 

ANXIETY DISORDERS 

Anxiety disorders are typically characterized by excessive or persisting fear and a state of anxiety. Excessive fear 

is an emotional response to a real or perceived imminent threat—accompanied by surges of autonomic arousal, 

thoughts of immediate danger, and escape behaviors—while anxiety is an anticipation of a future threat, more 

often associated with muscle tension and vigilance in preparation for future danger and cautious or avoidant 

behaviors. Panic attacks are often present with anxiety disorders. Anxiety disorders include generalized anxiety 

disorder, separation anxiety, panic disorder, selective inability to speak, social phobia, substance/medication-

induced anxiety, and agoraphobia (DSM-5, 2013). Often grouped together with depressive disorders, the 

publication of DSM-5 (2013) had an important impact on the classification of anxiety disorders, by providing 

a more sophisticated approach to their etiology and pathogenesis and by sharpening the separation points of 

diagnostic groups under anxiety disorders (Kupfer, 2015).   

Anxiety disorders tend to develop during childhood and may persist in adulthood if not treated (DSM-5, 

2013). They are therefore more likely to appear in workers’ compensation claims as preexisting or concurrent 

conditions. We discuss these instances below. However, although work-related circumstances are less likely to 

be behind anxiety disorders, poor working conditions have been shown to contribute to the development of 

anxiety disorders (Plaisier et al., 2007). 

SUBSTANCE USE DISORDERS 

In DSM-5, substance use disorders (SUDs) are described as conditions when stimulants (e.g., alcohol, caffeine, 

cannabis, hallucinogens, inhalants, opioids, or sedatives) are taken in excess, This results in the direct activation 

of the brain reward system, which ultimately produces such strong feelings of pleasure that normal activities 

may end up being neglected.  

There are multiple reasons why substance use disorders may be seen in workers’ compensation. If a worker 

has untreated substance use disorders before the work-related injury, then the preexisting condition may 

impede the recovery of the work injury. Even if a worker is in remission from a preexisting SUD, the work 

injury or the medications prescribed for the work injury, such as opioids, may result in a relapse of an SUD. 

Moreover, opioids and other medications with addiction potential, such as benzodiazepines and sedatives, may 

lead to substance use disorders even if there is no prior history of an SUD.  

In addition, it may often be the case that psychosocial factors are associated with, or contribute to, 

substance use disorders. For instance, using a longitudinal prospective study design, Traweger et al. (2004) 

found that the prevalence of drug consumption increases substantially when workers experience high levels of 

job dissatisfaction and experience “a bad atmosphere at work.” 

PREEXISTING MENTAL HEALTH SYMPTOMS OR DIAGNOSES 

Another category of instances when behavioral health services may be provided is when workers have a history 

of mental health symptoms or mental health conditions at the time of injury—also known as “orange flags,” as 

discussed earlier in this chapter. These are situations that are not caused by work accidents but can contribute 
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to an increased risk of work accidents, a higher severity of work-related injuries when they occur, and 

substantially delayed recovery and return to function. Although empirical evidence of these associations is 

scarce in workers’ compensation populations—likely due to the lack of information on mental health 

comorbidities in administrative databases—a number of non-workers’ compensation studies indicate that 

these relationships are likely to be important. For instance, looking at burn injuries, Hudson et al. (2017) found 

that preexisting psychiatric disorders (with depression being the most common) substantially increase the risk 

of more severe injuries, more complications, or longer treatment durations. Iverson et al. (2020) reviewed the 

literature on outcomes after sport concussions and concluded that there is emerging evidence that preinjury 

mental health problems appear to increase the risk of worse clinical outcomes. Also, a large body of medical 

literature shows that childhood victims of abuse have a greater incidence of disability during adulthood (e.g., 

Campbell et al., 2016). Discrimination, negative parental behavior in childhood, and other psychosocial factors 

can lead to depression that could last through adulthood (e.g., Young et al., 2017). 

In addition, workers with anxiety disorders are about twice as likely to both miss work for two or more 

weeks and have an impaired work performance than workers without anxiety disorders (Plaisier et al., 2010). 

When these workers also suffer work-related injuries, these outcomes are likely even worse, and their treatments 

are likely to include not only injury-specific treatments but also behavioral and mental health services.   

POST-COVID-19 CONDITION 

Not least, the COVID-19 pandemic may have exacerbated work-related stress in the case of, for instance, health 

care and essential workers. Also, prolonged symptoms of COVID-19 (post-COVID-19 condition [PCC]) may 

be associated with symptoms that can last for weeks, months, or years. According to the Centers for Disease 

Control and Prevention (CDC), post-COVID-19 conditions are found more often in people who had severe 

COVID-19 illness and in people who were not vaccinated against COVID-19.13 Among the symptoms of PCC, 

the CDC lists as “neurological symptoms” difficulty thinking or concentrating (“brain fog”), headache, sleep 

problems, dizziness when you stand up (lightheadedness), pins-and-needles feelings, change in smell or taste, 

and not least, depression or anxiety. This is an area of rapid change and evolution that may need to be closely 

monitored by workers’ compensation stakeholders so that they can stay ahead of the curve and ensure that the 

behavioral health challenges of long COVID are addressed.   

CONCEPTUAL FRAMEWORKS FOR BEHAVIORAL HEALTH IN WORKERS’ COMPENSATION  

As a final consideration in this chapter, it is important to note that several frameworks can be used to classify 

and conceptualize the various behavioral health conditions arising in workers’ compensation.  

A conceptual perspective of behavioral health in workers’ compensation could be useful in understanding 

the behavioral health concerns discussed in this chapter, and the associated interventions that can be provided 

to improve work disability. In the above discussion, we employed a simple conceptual framework in which 

behavioral health issues range on a continuum, from psychosocial risk factors to psychiatric conditions.  

Psychosocial factors, including preexisting mental health issues, have an important role in the onset and severity 

of chronic pain for work-related injuries, and they often are associated with a progression toward depression, 

                                                            
13 The CDC provides information on post-COVID-19 conditions: https://www.cdc.gov/coronavirus/2019-ncov/long-
term-effects/index.html (last updated on May 5, 2022). 
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anxiety, substance abuse disorders, and other mental health symptoms or conditions. This approach has been 

informed and guided by our stakeholder interviews, which revealed that the most frequent behavioral health 

issues that are relevant for workers’ compensation are when psychosocial factors are present—such as the 

individual-level psychological factors and workplace factors—and act as barriers to recovery following a work-

related physical injury. This framework provides a parsimonious account of more comprehensive models of 

work disability, and is suitable for the scope of this white paper. At a more comprehensive level, there are a 

large number of more complex conceptual models of work disability. Costa-Black et al. (2013) reviewed them 

from a historical perspective and described them by focusing on the relevant variables and mechanisms 

underlying work disability. These models allowed for the formulation of testable  

hypotheses around the effectiveness of new approaches and treatments.14 Three contemporary models reviewed 

by Costa-Black et al. (2013) include the expanded International Classification of Functioning (ICF) model, the 

integrated model for control of musculoskeletal disorders, and the cancer and work model. The second model, 

i.e., the integrated model, can be viewed as a broad extension of our conceptual framework and a rich source 

of future contributions to the development of new hypotheses for behavioral health in workers’ compensation. 

That model has a sharp focus on injury causation, is applicable to work-related conditions (musculoskeletal in 

particular), and takes into account individual characteristics, psychosocial factors, work organization systems, 

work demands, hazards, and legal systems, to inform outcomes related to work disability, pain discomfort, 

work performance, return to work, and costs. As this and other models continue to evolve, they will likely 

provide new testable implications for future research and subsequent treatments and interventions. Therefore, 

future conceptualizations of behavioral health and the provision of behavioral health services should take into 

account these theoretical perspectives and developments. 

The American College of Occupational and Environmental Medicine (ACOEM) Workplace Mental Health 

Guideline describes a classification model of mental health conditions based on their work-relatedness. This 

framework is important from a policy perspective, because there is considerable variation in the jurisdictional 

rules regarding the coverage of claims with mental health conditions (see Table TA.3). A portion of workers’ 

compensation claims with behavioral health conditions discussed in this chapter can be classified as (a) 

physical-mental claims, when a physical injury leads to mental health consequences; (b) mental-mental claims, 

when a mental stimulus produces mental health conditions; and (c) mental-physical claims, which arise when 

a mental stimulus produces a physical consequence. This framework was used by Victor (1988) to classify 

mental stress and occupational stress instances, mainly in the context of the abrupt increase in the mental stress 

claims in California in the 1980s. According to this framework, for physical-mental claims, an example is when 

workers with back injuries develop chronic pain with generalized anxiety disorder. An example of a mental-

mental claim is when a worker who experiences a traumatic event at the workplace may develop PTSD, acute 

stress disorders, or in milder cases, adjustment disorders. In other cases, prolonged exposure to mental stress 

may also lead to mental injuries. Finally, an example of a mental-physical claim is when severe or excessive 

stress produces heart attacks or other physical consequences. However, this framework cannot be extrapolated 

to classify all behavioral health issues in the workers’ compensation system addressed in this report. It does not 

                                                            
14 They started by reviewing the International Classification of Functioning (ICF) model, proposed by the World Health 
Organization (WHO, 2001), which integrates a biopsychosocial perspective in the individual’s rehabilitation. Another 
historical model is the one proposed by the Institute of Medicine and National Research Council, in which the “person-
environment” interface is considered as one of the central pieces influencing the medical, biomechanical, work 
environment, and psychosocial factors in the development of musculoskeletal disorders and disability. These models 
provide a wide-ranging, trans-disciplinary perspective on work disability, in which behavioral health is one piece of the 
puzzle while the person’s interaction with the environment and systems are taken into account in a systematic way. 
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account for psychosocial factors and psychological symptoms, either preexisting or consequent to an injury, 

which may lead to delayed recovery and return to work. For instance, we discussed that it is common for 

workers with musculoskeletal injuries to have psychosocial risk factors, such as poor recovery expectations after 

an injury or fear of pain due to movement, which results in the development of chronic pain and longer 

recovery. Not all of these workers may meet all the criteria for a specific DSM-5 psychological diagnosis, such 

as generalized anxiety disorder, even if state policies allow and payors are willing to add on a mental health 

claim. However, many workers may have elevated psychosocial factors that can be addressed with limited 

treatment. Relying on a framework based solely on causation and attribution may impede getting coverage for 

treatments needed to address these barriers to return to work.
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3  

BEHAVIORAL HEALTH SCREENINGS AND 

ASSESSMENTS 

In this section we turn our attention to (a) behavioral health screenings that are used for early identification of 

workers with psychosocial risk factors and (b) behavioral health assessments that provide a more 

comprehensive picture of workers’ behavioral health concerns.1 First, we address approaches used for early 

identification of patients with psychosocial risk factors for delayed recovery that were discussed in the previous 

chapter.2 These tools are not intended as a comprehensive psychological assessment, rather they are indicated 

for identification of at-risk patients who may need subsequent interventions to address these risk factors. Some 

of the patients with severe psychosocial risk factors may be referred for psychological and psychiatric 

assessments and behavioral health treatments. Second, we discuss occupational medical treatment guideline 

recommendations on comprehensive psychological and psychiatric assessments for common behavioral health 

conditions addressed in the previous chapter, including chronic pain and mental health conditions (such as 

depression and anxiety). This chapter also provides examples of screening tools that are recommended by 

guidelines for psychosocial risk factors, depression, anxiety, and substance use disorders. Finally, we briefly 

summarize our findings on behavioral health evaluations from the interviews we conducted with workers’ 

compensation stakeholders.  

EARLY SCREENING FOR PSYCHOSOCIAL RISK FACTORS 

It is well-documented in the literature that psychosocial factors are a strong predictor of adverse outcomes in 

patients with work-related injuries (Linton, 2000; Campbell et al., 2013; Chou and Shekelle, 2010; Mallen et al., 

2007). Early identification of psychosocial risk factors is recommended by guidelines, and studies have shown 

that addressing these modifiable psychosocial risk factors results in improved outcomes (Nicholas et al., 2011; 

Nicholas et al., 2020). The Washington State Department of Labor and Industries’ guide on psychosocial 

determinants influencing recovery recommends screening for psychosocial risk factors at two to six weeks of 

time lost due to injury.3 The 2022 update of the Colorado Low Back Pain guidelines also recommends a 

                                                            
1 The terms behavioral health screenings and behavioral health assessments cannot be used interchangeably. The differences 
in these two terms are clarified in a statement issued by the American Psychological Association and American 
Psychological Association Work Group on screenings and psychological assessments called “Distinguishing between 
screening and assessment for mental and behavioral health problems.” Available at 
https://www.apaservices.org/practice/reimbursement/billing/assessment-screening.  
2 A comprehensive review of occupational, social, and environmental risk factors of delayed recovery and screenings and 
interventions to address these risk factors is beyond the scope of this report.  
3 The Washington State Department of Labor and Industries’ guide on psychosocial determinants influencing recovery is 
available at https://lni.wa.gov/patient-care/advisory-committees/_docs/2019%20PDIR%20Resource_Final.pdf. 
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biopsychosocial approach to treatment. They encourage the use of psychological screening as a routine part of 

care and recommend that screening is required when barriers to recovery (such as poor recovery expectations 

after an injury, pain catastrophizing, or avoidance behaviors) are seen during initial evaluations. An 

interdisciplinary approach to treatment is recommended in these cases. Furthermore, psychological or 

psychosocial assessment is recommended during follow-up care if expected progress is not observed within six 

weeks of injury and if symptom validity cannot be established with objective data. The Colorado Division of 

Workers’ Compensation suggests that 3–10 percent of all workers with injuries may exhibit delayed recovery. 

ACOEM’s Work Disability Prevention and Management Guideline also emphasizes the usefulness of 

psychological screening tools in initial assessments for psychological risk factors.  

There is an array of brief screening tools that workers’ compensation stakeholders such as treating 

providers, physical therapists, nurses, claims representatives, vocational counselors, and mental health 

providers may use to screen for psychological risk factors or yellow flags early after a work injury. These tools 

may be helpful in distinguishing workers with more psychosocial problems who may be referred for appropriate 

interventions.4 One of the advantages of these brief screening tools is that clinicians and claims personnel can 

administer them to a large number of workers. Another advantage to consider is that using standardized 

questionnaires can assist primary care physicians and other users with less experience with psychosocial risk 

factors to understand potential risks and facilitate appropriate treatment pathways. On the other hand, more 

extensive clinical assessments by experienced treating providers have the advantage of being personalized to the 

patient’s concerns and establishing treatment goals with the patient during the same visit.5  

One of the widely-used screening tools to identify psychosocial factors is the Orebro Musculoskeletal Pain 

Screening Questionnaire (OMPSQ), previously referred to as the Acute Low Back Pain Screening 

Questionnaire (Linton and Halldén, 1998). OMPSQ is a 25-item self-reported questionnaire addressing six 

psychosocial factors identified as important risk factors for work disability due to musculoskeletal pain: self-

perceived function, pain experience, fear-avoidance beliefs, distress, return-to-work expectancy, and pain 

coping. Responses are combined into a score that ranges from 2 to 210 points, with higher scores indicating 

more psychosocial problems and higher risk of work disability.6  

A shorter 10-item version of the OMPSQ (OMPSQ-10) was created by using 2 items from five domains 

that had significant predictive power in the original questionnaire.7 The short form was reported to have similar 

predictive power to the original questionnaire while taking less time to administer (Linton, Nicholas, and 

MacDonald, 2011). Responses to the 10 items in the short form are combined into a score from 0 to 100. Linton 

Nicholas, and McDonald found that a OMPSQ-10 threshold of 50 was useful in predicting persisting disability, 

                                                            
4 There are several early intervention strategies addressing psychosocial risk factors that were shown to be associated with 
reducing work disability. Shaw, Linton, and Pransky (2006) outline a risk factor based intervention strategy for acute low 
back pain cases. They hypothesize that cases with elevated yellow flags may benefit from physical interventions 
incorporating behavioral components. Those with higher scores on workplace risk factors may benefit from workplace 
contact and evaluation, job modifications, and increased supervisor support. People who are overwhelmed may be 
referred to interventions that improve problem solving and coping skills, stress management, and cognitive therapy. 
Chapter 4 provides more information about interventions provided to workers with psychosocial risk factors and other 
behavioral health concerns. 
5 Kendall, Linton, and Main (1997) summarize the pros and cons of using standardized questionnaires versus clinical 
assessments by treating providers. 
6 A score exceeding 105 is used to identify patients at risk for longer-term work loss (New Zealand Acute Low Back Pain 
Guide, 2004 Edition, available at https://www.healthnavigator.org.nz/media/1006/nz-acute-low-back-pain-guide-
acc.pdf).  
7 The five domains are self-perceived function, pain experience, fear-avoidance beliefs, distress, and return-to-work 
expectancy. Pain coping was excluded because it had low predictive ability. 
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a finding corroborated in other studies (Nicholas et al., 2019).  

Examples of the questions addressing the five psychosocial factors include the following:8 

 On a scale of 1 to 10,  

 Pain experience: How would you rate the pain you have had during the past week? 

 Self-perceived function: What best describes your current ability to do light work for an hour? 

 Distress: How tense or anxious have you felt in the past week? 

 Fear avoidance beliefs: An increase in pain is an indication that I should stop what I’m doing 

until the pain decreases.  

 Return-to-work expectancy: In your estimation, what are the chances you will be working your 

normal duties in 3 months?  

Several studies validated the predictive utility of OMPSQ in clinical settings. The majority of studies 

focused on low back pain patients, but the tool was also validated to be used to predict time to return to 

preinjury work duties following soft-tissue injuries regardless of body part (Nicholas et al., 2019). Importantly, 

the authors demonstrated that the OMPSQ-10 could be administered by insurance claims managers over the 

phone within 15 days of injury so that it can be more readily used in the workers’ compensation system for 

identifying workers at risk for delayed recovery.  

Another commonly used instrument to identify psychosocial risk factors for delayed recovery is the Keele 

STarT Back Screening Tool (SBST), a nine-item self-reported questionnaire that contains questions related to 

pain, disability, fear, anxiety, pessimistic patient expectations, low mood, and how much the patient is bothered 

by pain. An overall score and a separate score from the subset of questions that relate to psychosocial factors is 

produced using this questionnaire (Hill et al., 2008). A systematic review that compared OMPSQ and SBST 

indicates that both tools have predictive value, but OMPSQ focuses on prediction of work disability while the 

SBST is designed to assist primary care physicians in making treatment decisions. OMPSQ has better predictive 

utility for work disability rather than in predicting functional outcomes (Lheurex and Berquin, 2019).  

The Washington State Department of Labor and Industries’ guide on psychosocial determinants 

influencing recovery recommends the use of the Functional Recovery Questionnaire (FRQ) to screen for 

psychosocial factors.9 It is a six-item survey that screens for pain interference with activities, pain sites, recovery 

expectation, fear avoidance, and work accommodations. The resource also includes a treatment pathway for 

screening for psychosocial risk factors by treating providers of newly injured workers with musculoskeletal 

injuries. They recommend administering the questionnaire at two to six weeks of time lost due to injury. FRQ 

is currently being used by the Washington Centers of Occupational Health and Education for early 

identification of psychosocial risk factors (Fulton-Kehoe et al., 2008).  

Various other prognostic screening tools covering multiple psychosocial risk factors are used to predict 

persistent disability in patients with musculoskeletal conditions. Some examples include the Vermont Disability 

Prediction Questionnaire (Hazard et al., 1996), Back Disability Risk Questionnaire (Shaw, Pransky, and 

Winters, 2009), and Absenteeism Screening Questionnaire (Truchon et al., 2012). Workplace characteristics 

are important to consider along with psychological risk factors among workers with injuries. Some of these 

questionnaires address workplace concerns including who was to blame for the injury, job satisfaction, and 

                                                            
8 Linton, Nicholas, and MacDonald (2011). 
9 The Washington State Department of Labor and Industries’ guide on psychosocial determinants influencing recovery is 
available at https://lni.wa.gov/patient-care/advisory-committees/_docs/2019%20PDIR%20Resource_Final.pdf. 
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availability of job modifications. A WCRI study series spanning several years and states examined predictors of 

worker outcomes after an injury and found that a measure of trust in the work relationship was among the 

strongest predictors of perceived recovery and return to work after a work injury (Savych, Thumula, and Victor, 

2014 and 2015; Thumula, Savych, and Victor, 2014).10 Screening tools that measure specific psychosocial risk 

factors such as fear avoidance, pain catastrophizing, perceived injustice, depression, and anxiety are available 

and may be used in further assessments.  

During our interviews with workers’ compensation stakeholders, several reported using the original or 

shortened version of OMPSQ for screening workers with lower resilience resulting in delayed recovery.11,12 

These tools were reported to be used in both clinical and insurance claims management settings to stratify 

workers at risk for delayed recovery early after the injury. Other interviewees reported using a guided interview 

approach with a short list of questions derived from these validated risk assessment tools to identify 

psychosocial risk factors. Claims managers and supervisors were trained to ask questions to identify 

psychosocial factors during initial interactions in lieu of a formal survey to identify the risk factors. We also 

heard that psychosocial factors in workers with injuries are under identified due to a lack of standardized 

screening protocols.  

An important goal of early identification of psychosocial factors is to prevent these factors from affecting 

workers’ recovery using appropriate interventions. Clinicians, other providers, and claims personnel 

administering the screening tools may use the information about risk factors to educate the patients about 

psychosocial factors and counsel them to better cope with and manage these risk factors. In more complex 

cases, they may direct workers to specialists who can provide necessary care. For instance, if a worker is 

identified as having severe psychological risk factors (anxiety, depression, pain catastrophizing, substance use 

disorders, etc.) using early screening tools, the worker may be referred to specialists who can conduct a 

comprehensive biopsychosocial assessment and provide appropriate behavioral treatments.13 There may be 

stigma associated with behavioral health; guidelines recommend that when a worker is being referred for 

behavioral health services, caution should be exercised to ensure that the words used should not imply to the 

worker that their claims are invalid or that the patient has mental health conditions.14 If work-related barriers 

are identified, then work-focused interventions might be considered. There is emerging evidence that suggests 

that modifying treatment patterns to address psychosocial risk factors identified by these screening tools results 

in an improvement in patient outcomes. In a prospective study comparing two case management approaches 

for workers with injuries, Nicholas et al. (2020) showed that using OMPSQ-10 scores to stratify workers to 

provide early psychological interventions resulted in a reduction in lost work time compared with the usual 

stepped care approach. Chapter 4 provides more information about interventions provided to workers with 

psychosocial risk factors. 

                                                            
10 Trust in the work relationship was measured by asking the following question: “I was concerned that I would be fired or 
laid off.” Workers could choose from four possible answers: strongly agree, somewhat agree, somewhat disagree, and 
strongly disagree.  
11 Resilience is the ability to adapt to setbacks such as workplace injuries, illnesses, or a job loss. People with lower 
resilience may tend to dwell on the challenges they are facing, catastrophize their injuries, or exhibit unhealthy coping 
mechanisms such as substance use.  
12 Note that not all interviewees use behavioral health screening, but those using screening tools to identify at-risk claims 
reported using different variations of OMPSQ.  
13 The Washington State Department of Labor and Industries’ guide on psychosocial determinants influencing recovery 
(PDIR). 
14 On the other hand, if there are concerns about malingering or symptom over-reporting, a comprehensive 
biopsychosocial assessment may also be helpful in assessing symptom validity (Patterson et al., 2012).  
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GUIDELINE RECOMMENDATIONS ON BEHAVIORAL HEALTH ASSESSMENTS 

Comprehensive psychological and psychiatric assessments are recommended by medical treatment guidelines 

in various cases including for workers with chronic pain, delayed recovery, mental health conditions, and before 

initiating some treatments such as chronic opioid therapy. For instance, the Colorado medical treatment 

guidelines recommend that all injured workers with delayed recovery (defined as failure to make expected 

progress within 6 to 12 weeks after initiating treatment) should be administered a comprehensive psychological 

evaluation.  

Comprehensive behavioral assessments are generally conducted by providers with a specialty in 

psychological and psychiatric services (i.e., psychologists and psychiatrists).15 These assessments are intended 

to provide a complete clinical picture of the patient’s mental and physical health and may include a clinical 

interview, behavioral observations, functional assessments, psychometric testing, psychological and 

physiological monitoring, administration of multiple screening tools, review of clinical records, and 

interpretation of the results from the consultation, screenings, and psychometric tests.  

Guidelines recommend that behavioral health assessments of workers with injuries should focus on various 

key aspects. First, the assessments should distinguish between preexisting psychological comorbidities, which 

may not have a bearing on the work injury, and conditions aggravated by the current injury, which may in turn 

delay recovery. During our interviews, providers of behavioral health services indicated that if significant 

preexisting psychological comorbidities are identified, the worker may be provided a referral to receive 

additional treatments to address preexisting conditions outside workers’ compensation concurrently or after 

their work-related conditions are treated. Second, assessments should comprehensively assess primary 

psychiatric comorbidities such as mental status as well as secondary psychosocial risk factors such as fear 

avoidance beliefs and job dissatisfaction, which are important in the context of work-related injuries. Finally, 

guidelines recommend that these evaluations should be interpreted in the context of the patient and their social 

environment. The Colorado chronic pain guidelines note that individual patients’ pain experience varies by 

affective, cognitive, motivational, and coping processes, and by sociodemographic characteristics such as 

gender, age, race, ethnicity, nationality, religion, or socioeconomic status. Therefore, they suggest that 

psychometric tests should be administered by or under the supervision of psychologists. Even when the testing 

is conducted by other providers, the guidelines caution that interpretation of the tests should be done by 

specialists in psychological and psychiatric services. 

Psychological and psychiatric assessments are a routine part of evaluation and management of mental 

stress claims, also referred to as mental-mental claims. These assessments are used to accurately determine 

whether a mental health condition is present, identify the specific diagnoses, and recommend treatments where 

indicated. Assessments include psychometric testing to evaluate the validity of the symptoms reported by the 

patient. If the tests are valid, they provide objective evidence to confirm a diagnosis; if tests suggest malingering 

or symptom over-reporting, a diagnosis may not typically be confirmed. Table TA.3 provides information 

about state rules on the coverage of mental stress claims (such as PTSD and acute stress disorders) in the absence 

of a physical injury. As state laws have different requirements for compensability, assessments may also be used 

                                                            
15 The Colorado chronic pain guidelines recommend that a comprehensive psychological or psychosocial evaluation 
should be performed by a psychologist or a psychiatrist, preferably with experience in managing chronic pain disorders 
and/or physical injuries.   
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to determine work-relatedness of the diagnosis.16  

CHRONIC PAIN 

Guidelines recommend that all injured workers with chronic pain should have psychosocial or psychological 

evaluations.17 As discussed in Chapter 2, chronic pain is a biopsychosocial phenomenon. There is substantial 

evidence that psychosocial factors play an important role in development of persisting pain and disability. Note 

that there are ICD-10 codes available to document diagnoses of chronic pain patients with psychological risk 

factors.18 Psychological comorbidities are very common in complex chronic pain cases. For example, Dersh et 

al. (2006) found that 65 percent of patients with chronic disabling occupational spinal disorders attending a 

functional restoration program of rehabilitation had a diagnosis for a psychiatric disorder, compared with 15 

percent of the general population. The most common psychiatric diagnoses in this population were personality 

disorders19 (70 percent), major depressive disorder (56 percent), substance use disorder (14 percent), and 

anxiety disorders (11 percent). Chronic pain patients with psychiatric comorbidities, such as anxiety and 

depression, are also more likely to develop opioid use disorders (van Rijswijk et al., 2019). Therefore, 

psychological assessments are recommended as an important part of chronic pain management.  

These evaluations can help identify if patients have a past history of psychological problems, whether they 

need assistance with coping, and if they have symptoms of anxiety or depression that may have resulted from 

or been exacerbated by pain. The assessments may also uncover social, work-related, or other factors that may 

have an impact on the worker’s recovery. An understanding of these factors may help the clinician develop a 

psychologically-informed treatment plan including behavioral therapies.  

There are numerous screening tools (for early identification of behavioral issues) and psychometric tests 

(for confirming a diagnosis) for use in patients with subacute and chronic pain. Examples of screening tools 

cited in various guidelines to assist in behavioral health assessments are provided on pages 29–30. There is no 

general agreement regarding psychometric tests recommended for diagnosing specific conditions in chronic 

pain patients. However, guidelines recommend standardized psychometric tests for the purpose of diagnosis.20 

Examples of standardized psychometric tests used in chronic pain patients are Battery for Health Improvement 

(BHI™) and Millon® Behavioral Medicine Diagnostic (MBMD®). 

  

                                                            
16 Other evaluation and management services provided by mental health care providers in workers’ compensation include 
impairment ratings, determination of maximum medical improvement, and assessment of workers’ capacity to return to 
full or partial work.  
17 The 2017 revisions to the ACOEM Chronic Pain Guideline that were released in May 2017 include an extensive section 
on behavioral health, the role of psychology, and recommendations to integrate psychological principles in chronic pain. 
18 Diagnosis codes F45.42 (pain disorder with related psychological factors) and F54 (psychological factors affecting 
physical conditions) may be used for chronic pain diagnoses with psychosocial risk factors. Clinicians may also use G89.4 
(chronic pain syndrome) for chronic pain associated with psychosocial issues.  
19 DSM-5 lists 10 types of personality disorders—paranoid, schizoid, schizotypal, antisocial, borderline, histrionic, 
narcissistic, avoidant, dependent, and obsessive-compulsive. Personality disorders may be a factor in the experience of 
pain.  
20 Non-standardized tests are also used for tracking changes in symptoms over time. 
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CHRONIC OPIOID USE AND SUBSTANCE USE DISORDERS 

The medical treatment guidelines all advise a similar approach, which includes behavioral health assessments 

before initiating chronic opioid therapy. Prior to receiving opioids on a chronic basis, patients should be 

carefully screened through a comprehensive baseline assessment, including physical examination, pain and 

medical history, and psychosocial assessment. Many guidelines also recommend initial assessment of past 

prescription drug use by checking the state prescription drug monitoring program (PDMP) database for signs 

of aberrant drug-related behavior and other risk factors. Patients with a history of drug or alcohol abuse, or 

other psychological issues, are less likely to benefit from chronic opioid therapy and require close management 

by professionals who have expertise in addiction and pain control. Additionally, if there are signs of opioid 

misuse, abuse, or addiction, then guidelines recommend an evaluation of the individual by an addiction 

medicine specialist.  

POST-TRAUMATIC STRESS DISORDER (AND OTHER STRESS DISORDERS) 

Guidelines recommend that initial assessments for PTSD and ASD patients should define the trauma and 

identify the severity and time since the traumatic event. A comprehensive patient history (including 

sociodemographic, work, and social characteristics), physical, and mental examination is recommended. PTSD 

screening tools and psychometric testing (example: Posttraumatic Adjustment Scale, PTSD Checklist for DSM-

5) are recommended for screening and tracking purposes, not for a confirmatory diagnosis.21   

DEPRESSIVE DISORDERS 

A comprehensive behavioral evaluation is recommended to diagnose depressive disorders. Similar to the 

recommendations for PTSD, screening tools and standardized psychometric tests can be used to support the 

diagnostic process, and the diagnosis should be confirmed based on other information obtained during the 

comprehensive assessment. For example, the Patient Health Questionnaire (PHQ-9) is recommended for 

screening for potential depressive disorders in the New York medical treatment guidelines section on work-

related depression and depressive disorders. The Official Disability Guidelines (ODG) recommend tests such 

as the Minnesota Multiphasic Personality Inventory®, Battery for Health Improvement, Millon® Clinical 

Multiaxial Inventory, and Structured Interview of Reported Symptoms for diagnostic purposes. Other 

recommended tools are listed on pages 29–30.  

  

                                                            
21 New York Post-Traumatic stress Disorder and Acute Stress Disorder guideline. 
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SCREENING TOOLS USED FOR VARIOUS BEHAVIORAL HEALTH CONDITIONS 

EXAMPLES OF SCREENING TOOLS FOR GLOBAL DISABILITY ASSESSMENT 

 Patient-Reported Outcomes Measurement Information System (PROMIS®-29)22 

 36-Item Short Form Survey (SF-36®) 

 World Health Organization Disability Assessment Schedule 2.0 (WHODAS 2.0)  

EXAMPLES OF SCREENING TOOLS THAT MEASURE SPECIFIC PSYCHOSOCIAL RISK FACTORS 

 Fear Avoidance Beliefs Questionnaire (FABQ)23 

 Pain Catastrophizing Scale (PCS)24 

 Injustice Experience Questionnaire (IEQ)25 
 Brief Coping Orientation to Problems Experienced (Brief-COPE)26 

 Brief Resilient Coping Scale (BRCS) 

 Multidimensional Scale of Perceived Social Support (MSPSS)27 

EXAMPLES OF SCREENING TOOLS THAT MEASURE MULTIPLE PSYCHOSOCIAL AND MEDICAL FACTORS RELATED TO PAIN 

AND DISABILITY 

 Orebro Musculoskeletal Pain Screening Questionnaire (OMPSQ and OMPSQ-10) 

 Keele STarT Back Screening Tool (SBST) 

 Functional Recovery Questionnaire (FRQ) 

 Vermont Disability Prediction Questionnaire (VDPQ) 

 Back Disability Risk Questionnaire (BDRQ) 

 Absenteeism Screening Questionnaire (ASQ) 

 Pain Disability Questionnaire (PDQ) 

 McGill Pain Questionnaire (MPQ and MPQ-SF) 

 Roland-Morris Disability Questionnaire 

 Oswestry Disability Questionnaire (ODQ) 

 Brief Battery for Health Improvement, 2nd Edition (BBHI™ 2) 

 Pain Patient Profile (P-3®)  

                                                            
22 PROMIS®-29 includes a single item for pain intensity and has seven discrete domains with four items per domain 
(anxiety, depression, fatigue, pain, physical function, sleep disturbance, social participation). 
23 FABQ measures fear avoidance beliefs related to physical activity and work in low back pain and can be modified to 
other conditions. It is helpful in identifying patients with acute pain at risk of poor physical therapy outcomes (Waddell 
and Newton, 1993).  
24 PCS measures catastrophic thinking related to pain, which is a tendency to expect adverse outcomes (Sullivan et al., 
1998). Kovacs et al. (2011) found that catastrophic thinking explained 28 percent of the variation in disability, whereas 
severity of pain explained 3 percent.  
25 IEQ measures perceived injustice associated with injury and how that has affected the worker’s life. Perceived injustice 
is a sense of unfairness and blame about the circumstances involving the injury, which may lead to anger, distress, and 
mistrust. IEQ is used to predict return to work and function in musculoskeletal conditions.  
26 Brief-COPE measures coping strategies used by individuals to manage stress. 
27 MSPSS measures an individual’s perception of social support received from family, friends, and significant others. 
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EXAMPLES OF SCREENING TOOLS THAT MEASURE SPECIFIC BEHAVIORAL HEALTH CONDITIONS 

depression 

 Beck Depression Inventory® (BDI®)  

 Patient Health Questionnaire (PHQ-9) 

 Center of Epidemiologic Studies Depression Scale (CES-D) 

 Hamilton Rating Scale for Depression (HAM-D)  

 Zung Self-Rating Depression Scale (SDS) 

anxiety 

 Generalized Anxiety Disorder 7-item scale (GAD-7)  

 Beck Anxiety Inventory® (BAI®)  

 State-Trait Anxiety Inventory for Adults™ (STAI-AD) 

substance use disorder 

 CAGE Questions Adapted to Include Drug Use (CAGE-AID) 

 Drug Abuse Screening Test (DAST) 

ptsd 

 PTSD Checklist for DSM-5 (PCL-5) 

 Posttraumatic Adjustment Scale (PAS)28  

 Posttraumatic Stress Diagnostic Scale (PDS) 

multiple psychiatric syndromes  

 Brief Symptom Inventory (BSI® and BSI®-18) 

 Symptom Checklist-90-Revised (SCL-90-R®) 

EXAMPLES OF PSYCHOMETRIC TESTS USED FOR IDENTIFYING VARIOUS PSYCHIATRIC SYNDROMES: 

 Millon® Behavioral Medicine Diagnostic (MBMD®) 

 Millon® Clinical Multiaxial Inventory (MCMI®-IV)29 

 Minnesota Multiphasic Personality Inventory®, 3rd Edition (MMPI®-3)30 

  

                                                            
28 A 10-item symptom-based screening tool used to detect PTSD and major depressive episodes. 
29 MCMI®-IV has 24 standardized scales aligned with DSM-5 diagnoses such as affective disorders, psychosis, substance 
use disorders. 
30 MMPI® includes multiple standardized scales that assess somatic/cognitive dysfunction, emotional dysfunction, 
behavioral dysfunction, interpersonal functioning, and interests. MMPI® is recommended for assessment of symptom 
exaggeration or malingering.  
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PREDICTIVE ANALYTICS 

In addition to conventional and custom-made screening tools, another instrument used by claims adjusters or 

health care providers is data-based predictive analytics. The main objective of these quantitative efforts is to 

ensure an early identification and subsequent optimal interventions, especially in higher-risk cases.   

Predictive analytics include patient-level risk stratification, as a function of individual-specific health and 

biopsychosocial characteristics,31 and a number of artificial intelligence/machine learning techniques.32, 33 It 

remains to be determined how effective these tools are for the screening and predictive purposes of behavioral 

health issues. Often times, workers’ compensation administrative data contain only a limited number of 

characteristics with predictive potential. For instance, variables such as the individual’s level of education, 

race/ethnicity, family status, number of comorbidities, prior mental or behavioral health issues (including 

psychosocial factors), are typically missing from injury claims level data. Sophisticated techniques, such as the 

ones mentioned above, cannot compensate for the lack of this predictive information and may unavoidably 

yield predictions that are likely affected by a large degree of variability. It is often the case that surveys elicit 

information that is much more useful for predictive analytics than administrative data. For instance, Young et 

al. (2017) show that simple survey questions are much better predictors of delayed recovery than hierarchical 

analyses of administrative variables. Also, natural language processing techniques rely on the accuracy of notes 

taken by providers during encounters with injured workers. Any inconsistencies in the way providers take 

notes, if notes are taken at all, are likely to further complicate predictive analytic efforts. 

KEY LESSONS FROM INTERVIEWS WITH WORKERS’ COMPENSATION STAKEHOLDERS ABOUT 

BEHAVIORAL HEALTH EVALUATIONS 

 Early screening for psychosocial risk factors is important to prevent delayed recovery. Screenings 

administered within a few weeks of the injury may result in shorter duration of disability and, thus, lower 

costs.   

 Multiple screening tools are used by workers’ compensation system stakeholders to identify psychosocial 

risk factors during initial interactions with workers. They reported using standard, well-established tools 

such as OMPSQ-10 and/or modified questions from validated risk assessment tools. 

 There are also proprietary tools developed based on predictive analytics, which are used to identify claims 

at high-risk for poor claim outcomes. Sometimes screening questionnaires are used to gather 

information about cognitive, attitudinal, and psychosocial factors in addition to condition-specific tools 

such as GAD and PHQ.  

 Intake tools that identify psychosocial risk factors during initial interactions allow workers to be referred 

to appropriate providers or counselors.   

                                                            
31 These predictions can be obtained using regression analyses (e.g., probit or logit models, with various extensions, such 
as multivariate probit, multinomial logit, ordered logit, and others).   
32 Techniques like least absolute shrinkage and selection operator (LASSO), random forest, gradient boosting, or neural 
networks have been successful in paring down characteristics of less predictive importance, as well as detecting hidden 
complex patterns in the data. WCRI used a series of these techniques to predict claims at risk for developing longer-term 
opioid use (Savych and Thumula, 2020). 
33 Another set of artificial intelligence techniques includes natural language processing (NPL) and optimal character 
recognition (OCR), aimed at detecting patterns in written text, such as claims notes or descriptions written by providers 
during visits.  
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4  

BEHAVIORAL HEALTH TREATMENTS PROVIDED TO 

WORKERS WITH INJURIES  

This chapter describes a number of behavioral health treatments1 that are provided to workers to facilitate their 

recovery after a work-related injury or illness. These treatments may be provided to address psychosocial 

barriers, mental health symptoms, and diagnoses that are identified as barriers to recovery from a physical 

injury, or they may be provided to address mental health diagnoses without an associated physical injury. Our 

objective is to provide a brief overview of behavioral treatments that were identified during the interviews with 

workers’ compensation stakeholders as those most often used to facilitate recovery of workers with and without 

a mental health diagnosis associated with the claim. We organized the discussion by behavioral treatments 

provided for the following conditions: psychosocial factors affecting recovery, chronic pain, substance use 

disorders, PTSD and other stress disorders, depressive disorders, and anxiety disorders. Many of these 

conditions may be co-occurring in workers with injuries, and there is significant overlap in treatments 

recommended for these conditions. We do not attempt to provide a comprehensive overview of all available 

treatments or combinations of treatments prescribed for these conditions. Readers may find a comprehensive 

list of treatments recommended for certain behavioral health conditions in occupational medical treatment 

guidelines addressing mental health and chronic pain, as well as guidelines related to opioid use.2  

PSYCHOSOCIAL BARRIERS TO RECOVERY 

In previous chapters we discussed the psychosocial factors that typically impede workers’ recovery postinjury 

and reviewed several screening approaches that are used for the early identification of these factors. In this 

section, we turn our attention to interventions that are used to address these psychosocial risk factors. Several 

studies suggest that early targeted interventions to address psychosocial risk factors result in an improvement 

in patient outcomes (Nicholas et al., 2020; Gatchel et al., 2003; Sullivan et al., 2005). For instance, Nicholas et 

al. (2020) showed that when case managers used a screening tool to stratify workers to provide early 

psychosocial interventions, the treatment approach resulted in a reduction in lost work time compared with 

the usual stepped care approach, which causes delays in addressing these risk factors. In this study, the 

                                                            
1 By behavioral health treatments we refer to services or interventions provided by behavioral health treating providers, 
other treating providers, and non-medical professionals to address behavioral health concerns including psychosocial risk 
factors. Behavioral health services such as screenings and assessments are discussed in Chapter 3.  
2 Examples of guidelines addressing behavioral health treatments include ACOEM’s Workplace Mental Health Guideline, 
the ODG treatment guidelines on Mental Illness and Stress, the New York Post-Traumatic Stress Disorder and Acute 
Stress Disorder guideline, the New York Work-Related Depression and Depressive Disorders guideline, the Washington 
State Department of Labor and Industries’ guide on psychosocial determinants influencing recovery (PDIR), and the 
Colorado chronic pain disorder medical treatment guideline. 
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successful treatment protocol involved a return-to-work (RTW) coordinator working in tandem with 

psychologists and other stakeholders (including the treating provider, physical therapists, and workplace 

supervisors) to address psychological and workplace factors.  

There are several early intervention strategies addressing psychosocial risk factors that have been shown in 

studies to be associated with reducing work disability. Shaw, Linton, and Pransky (2006) outlined a risk factor 

based intervention strategy for acute low back pain cases based on these studies. They hypothesized that cases 

with elevated yellow flags, such as poor recovery expectations after an injury, pain catastrophizing, or avoidance 

behaviors, may benefit from physical interventions incorporating behavioral components. People who have 

high emotional distress may be referred to psycho-educational interventions that improve problem solving and 

coping skills, stress management, and cognitive therapy. Those with higher scores on workplace risk factors 

may benefit from workplace contact and evaluation, job modifications, and increased supervisor support. 

Workers’ compensation stakeholders from various backgrounds, such as treating providers, physical therapists, 

nurses, claims managers, activity coaches, vocational counselors, and mental health providers, deliver the 

interventions addressing psychosocial risk factors. From the interviews, we gleaned that claims and health 

professionals with appropriate training can use screening tools or guided interviews to identify psychosocial 

risk factors and can counsel the workers to better cope with and manage these risk factors.3  

Medical treatment guidelines also emphasize the need for early identification of psychosocial risk factors 

and recommend various interventions to address the barriers to recovery. The Washington State Department 

of Labor and Industries’ guide on psychosocial determinants influencing recovery (PDIR) is the first 

comprehensive guideline addressing psychosocial risk factors. It details several interventions that can be 

delivered by treating providers and specialists. In individuals with psychosocial barriers that are impeding 

workers’ ability to cope with pain, treating providers are encouraged to educate patients about self-

management strategies. PDIR recommends that treating providers consider several approaches to accelerate 

recovery, including the following: 

 Motivational interviewing 

 Physical activation (including maintaining an activity diary and encouraging exercise) 

 Patient education about psychological conditions (or psychoeducation) 

 Self-efficacy enhancement 

 Pain coping  

 Relaxation training and techniques (breathing techniques, muscle tension and movement 

techniques, meditation, visualization, etc.) 

 Management of sleep habits 

In more complex cases, PDIR suggests that the treating providers may direct workers to specialists who 

can provide necessary care. For instance, if using early screening tools a worker is identified as having severe 

psychological risk factors (such as anxiety, depression, pain catastrophizing, or substance use disorders), the 

worker may be referred to specialists who can conduct a comprehensive biopsychosocial assessment and 

provide appropriate behavioral treatments discussed later in this chapter. There are several other factors beyond 

psychological risk factors that can impede recovery. PDIR recommends that treating providers consider 

                                                            
3 Rousmaniere and Fikes (2017), a study based on a survey of claims professionals, reports that workers’ compensation 
claims management is shifting to an advocacy approach that treats the person as a whole and is therefore better suited to 
address psychosocial factors. A third of organizations reported using advocacy models and another third reported 
considering these models.  
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referrals to other programs, such as activity coaching4 or vocational rehabilitation5 when issues around return 

to work are identified. 

 In a systematic review of workplace interventions for workers with musculoskeletal, pain, and mental 

health conditions, Cullen et al. (2018) identified that there is strong evidence that multi-domain interventions, 

where psychological treatments are linked to the workplace, are effective in reducing work disability. The 

authors recommend that work-focused cognitive behavioral therapy (W-CBT) programs that focus on work-

relevant solutions can help reduce lost time from work and claim costs for mental health conditions. During 

our interviews with workers’ compensation stakeholders, we learned that W-CBT delivered by mental health 

professionals was effective in preventing delayed recovery due to psychosocial risk factors in workers with work-

related physical illness and injury.6  Mental health professionals can deliver behavioral health assessments and 

treatments for psychosocial factors upon referral by a treating provider even when there is no mental health 

diagnosis associated with a claim. Health Behavior Assessment and Intervention (HBAI) CPT® codes can be 

used for billing in these cases under the diagnosis associated with the physical injury.  

It is also important to note that the use of cognitive behavioral techniques intended to mitigate 

psychosocial barriers is growing beyond the mental health provider setting. For example, Progressive Goal 

Attainment Program (PGAP®), a standardized community based approach of reactivation and cognitive 

behavioral techniques, delivered by occupational therapists or physical therapists trained by the program, is 

used to address psychosocial risk factors. The Washington State Department of Labor and Industries also 

approves activity coaches to deliver the PGAP. In some organizations, case managers also receive training in 

cognitive behavior therapy to address psychosocial risk factors.7  

CHRONIC PAIN  

Behavioral treatments are strongly recommended by medical treatment guidelines in the management of 

chronic pain patients with the following indications: psychosocial risk factors, psychological comorbidities, 

delayed recovery, chronic pain unresponsive to other treatments, and aberrant medication use patterns. 

Chronic pain guidelines (for example, the Colorado chronic pain disorder medical treatment guideline, and 

ODG and ACOEM chronic pain guidelines) recommend integrating behavioral assessments and treatments 

into chronic pain management in these cases. For instance, ODG recommends the following stepped care 

approach: (1) identify pain concerns and encourage self-management, and screen for patients that may benefit 

from early psychological intervention; (2) if there is delayed recovery, initial assessment by a psychologist and 

brief individual and group therapies are recommended; and (3) if pain persists, a multidisciplinary treatment 

approach is recommended.  

When behavioral treatment is indicated in chronic pain management, cognitive behavioral therapy (CBT) 

is the most often recommended treatment by national and state-specific guidelines. CBT is also the most 

researched behavioral treatment and is shown to be effective in chronic pain patients in several systematic 

reviews. Other recommended behavioral treatments include acceptance and commitment therapy, 

biofeedback, fear avoidance belief training, and interdisciplinary rehabilitation programs.  

                                                            
4 Activity coaching is a generic term used for any strategy facilitating return to normal activities. 
5 Vocational rehabilitation counselors assist employers and workers by preventing needless work disability. 
6 W-CBT interventions were also shown to be effective in improving return-to-work outcomes for workers with delayed 
recovery from work-related COVID-19 (LeGoff et al., 2022) and concussions (LeGoff et al., 2021). 
7 Ceniceros, 2014. 
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 Cognitive behavioral therapy: CBT refers to a group of psychotherapies that focus on modifying 

maladaptive associations between cognition (how we think), emotion (how we feel), behaviors (how 

we behave), and physical symptoms. CBT is individualized to patients’ behavioral health concerns 

identified using comprehensive psychological assessments (such as pain coping, fear avoidance 

beliefs, and co-occurring depression or PTSD) and unique protocols are developed. There are several 

forms of psychotherapy based on CBT, including dialectic behavior therapy, rational behavior 

therapy, cognitive therapy, and rational emotive behavior therapy, that may be used based on patient 

needs. 

CBT is recommended by several workers’ compensation guidelines addressing chronic pain 

management.8 The effectiveness of CBT is well-documented, with many studies showing 

improvements in pain and function. Other reasons for recommending CBT are that the treatment 

has few adverse effects, is noninvasive, and is considered a cost-effective treatment option. 

Guidelines suggest that a limited number of CBT sessions are generally effective in chronic pain 

patients. The number of sessions recommended varies. The ACOEM guidelines suggest that the 

treatment should be limited to 6 or fewer sessions initially and that additional sessions may be 

needed for complex cases. The typical number of treatment sessions for chronic pain patients varies 

between 8 and 16 sessions according to the Colorado guidelines. ODG recommends a maximum of 

13 to 20 visits if there is improvement during the course of therapy. More sessions are recommended 

in cases with more severe psychological comorbidities. Table TA.4 shows whether the jurisdiction 

statutes or rules limit, by regulation, the number of behavioral health treatments that can be 

provided to an injured worker without additional authorization of the payor or the regulator.   

During our interviews with mental health care professionals treating workers with injuries, we 

learned that work-focused CBT treatments provided to workers are brief and time-limited, as 

opposed to traditional psychotherapy (talk therapy). The treatment is a collaboration with the 

provider and the worker where the provider listens, teaches, and encourages the use of techniques 

and the worker learns, acquires, and practices these skills.9 The focus of the treatment is on 

psychological symptom reduction, improving pain and function, and encouraging return to work. 

CBT can be administered in a group or individual setting, but individual sessions are provided to 

workers in most cases. 

CBT is also recommended for behavioral health conditions seen in workers’ compensation 

(other than chronic pain) such as PTSD, depression, and substance use disorders, as discussed later 

in this chapter, but they are distinct therapies with different treatment goals and protocols.  

 Acceptance and commitment therapy (ACT): ACT is a newer form of CBT. This intervention relies 

on increasing psychological flexibility to overcome difficult situations rather than fighting the issue. 

For example, in the context of chronic pain, ACT focuses on acceptance of pain experiences.10  

The intervention typically lasts several weeks and is provided in individual or group settings. 

The use of ACT is also recommended for the treatment of patients with work stress, psychotic 

symptoms, obsessive compulsive disorders, mixed anxiety, and substance use disorders.  

                                                            
8 We reviewed the ODG, ACOEM, California, Colorado, Washington, and Massachusetts guidelines.  
9 As psychotherapies are a collaboration between the patient and the provider, matching patients with the right providers 
to achieve a therapeutic alliance is important for better outcomes.   
10 An overview of ACT is discussed by Harris (2006). 
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 Biofeedback: Biofeedback is a behavioral medicine treatment that teaches patients self-awareness 

and self-regulation skills so that they have greater control over bodily processes, such as muscle 

tenseness and brain waves.11 Biofeedback is recommended for chronic pain patients with significant 

stress, anxiety, and muscle tension. Behavioral health specialists may use biofeedback in conjunction 

with other psychotherapies.12 Other uses of biofeedback in chronic pain patients are to teach self-

management of pain, fear, distress, insomnia, and opioid withdrawal symptoms. It is often provided 

along with other self-regulating strategies including relaxation training, mindfulness, etc. 

Biofeedback treatment is shown to be as effective as CBT for chronic low back pain.  

 Pain reprocessing therapy (PRT) is a new psychological treatment shown to be effective in treating 

chronic back pain (Ashar et al., 2022).13 PRT is centered on changing patients’ beliefs about the 

causes and threat value of pain, and in turn reducing or eliminating it.  Another emerging treatment 

is the use of virtual reality (VR) for chronic pain reduction.14 In November 2021, the U.S. Food and 

Drug Administration (FDA) authorized the marketing of a prescription VR device for chronic low 

back pain called EaseVRx, which uses CBT and other therapies.15 

If pain persists despite the administration of brief behavioral treatments, a multidisciplinary program 

treating pain using biopsychosocial models is recommended by some guidelines.16 For example, the Colorado 

chronic pain guidelines say that interdisciplinary rehabilitation programs are the gold standard of treatment 

for patients unresponsive to less intensive treatments. The use of these programs for complex chronic pain 

patients is also supported by other guidelines, including ODG, and the Washington State Department of Labor 

and Industries’ guide on PDIR. Behavioral assessments and treatments are an important component of these 

programs.  

On the other hand, a referral to a behavioral health service provider may not be warranted for all injured 

workers with chronic pain. As discussed in the previous section, in individuals with minor psychosocial barriers 

that are impeding workers’ ability to cope with pain, treating providers are encouraged to educate chronic pain 

patients about self-management strategies. Treating providers may also consider referrals to other programs, 

such as activity coaching17 or vocational rehabilitation,18 when return-to-work barriers are identified. 

                                                            
11 These bodily processes are monitored using electromyograms, electroencephalographs, or other methods and are 
displayed back to the patient along with coaching by a specialist to teach self-management of pain, stress, and other 
psychological conditions. Other biofeedback techniques include self-management using skin temperature, respiratory 
feedback, heart rate variability, and electrodermal response.  
12 Psychologists or psychiatrists providing biofeedback require certification from Biofeedback Certification International 
Alliance (BCIA) if practicing outside the scope of their regular training. 
13 Ashar et al. (2022) found that 66 percent of chronic back pain patients receiving four weeks of PRT were completely or 
nearly pain-free at the end of the treatment and at a one-year follow-up, compared with 20 percent of patients in the 
placebo group and 10 percent of patients in the usual care group.  
14 Mallari et al., 2019. 
15 https://www.fda.gov/news-events/press-announcements/fda-authorizes-marketing-virtual-reality-system-chronic-pain-
reduction.  
16 Multidisciplinary programs involving physical therapy along with psychological, social, or occupational therapy are 
recommended.  
17 Activity coaching is a generic term used for any strategy facilitating return to normal activities. 
18 Vocational rehabilitation counselors assist employers and workers by preventing needless work disability. 
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POST-TRAUMATIC STRESS DISORDER (AND OTHER STRESS DISORDERS) 

A systematic review of studies examining interventions to treat work-related PTSD found that trauma-focused 

CBT and eye movement desensitization and reprocessing (EMDR) are commonly used to treat people with 

work-related PTSD, and these studies reported an improvement in return-to-work outcomes (Torchalla and 

Strehlau, 2018). CBT and EMDR are also recommended by various occupational medical treatment guidelines 

on mental health.19  

 Cognitive behavioral therapies: Trauma-focused CBT treatments are used to treat PTSD. 

Treatment includes a variety of component therapies such as cognitive processing therapy, 

computer-assisted cognitive therapy, and various types of exposure therapy. Based on our interviews 

with workers’ compensation behavioral health specialists, cognitive processing therapy is often used 

in workers with PTSD. This treatment approach is not the same as CBT but there are some aspects of 

each approach that overlap. It is a dynamic type of psychotherapy that teaches reframing of negative 

thoughts about trauma. The therapist looks for opportunities to develop through and beyond the 

trauma using talk therapy and journaling about feelings. These trauma-focused therapies may cause 

temporary discomfort for the patient due to reliving the experiences, but they are reported to be 

effective. Treatments are typically provided in an individual setting in weekly sessions for up to three 

months.20 Prolonged exposure therapy is used as a component of CBT in very selective cases. In this 

treatment, the individual is taught how to gain control over their fears by exposing them to the 

stimulus that produces the trauma. The treatment is provided in individual settings that typically last 

up to two to three months. The New York PTSD guidelines suggest that non-trauma-focused 

therapies (such as stress inoculation training) may be used by practitioners when the patients are 

unwilling to receive trauma-focused CBT. 

 Eye movement desensitization and reprocessing: Another form of psychotherapy that consists of 

multiple co-interventions, including making the patient recall specifics of the trauma while 

simultaneously focusing on an external stimulus such as therapist guided lateral eye movements. 

Other external stimuli, such as hand tapping and audio cues, may also be used. The ACOEM 

guidelines recommend exposure therapy and CBT components of treatment for patients with PTSD; 

inducing rapid intermittent eye movements is not recommended. EMDR causes the patient to 

temporarily experience discomfort related to trauma but helps the brain and body adjust to the 

intrusions and avoidance symptoms and begins to normalize the traumatic experience.   

 Medications: When pharmacological interventions are considered, selective serotonin reuptake 

inhibitors (SSRIs)—sertraline (Zoloft®), paroxetine (Paxil®), and fluoxetine (Prozac®)—as well as 

the serotonin-norepinephrine reuptake inhibitor (SNRI) venlafaxine (Effexor®) are recommended 

by guidelines for PTSD.21 Of these, sertraline and paroxetine are approved by the FDA for PTSD. 

                                                            
19 ACOEM’s Workplace Mental Health Guideline (March 2019), the ODG treatment guidelines on Mental Illness and 
Stress (March 2021), the New York Post-Traumatic Stress Disorder and Acute Stress Disorder guideline (added in 
November 2021), and the American Psychological Association Clinical Practice Guideline for the Treatment of 
Posttraumatic Stress Disorder (2017), available at https://www.apa.org/ptsd-guideline/ptsd.pdf. 
20 A maximum duration of 9 to 12 months is recommended by New York’s medical treatment guidelines. 
21 ACOEM’s Workplace Mental Health Guideline (March 2019), the ODG treatment guidelines on Mental Illness and 
Stress (March 2021), the New York Post-Traumatic Stress Disorder and Acute Stress Disorder guideline (added in 
November 2021), and the American Psychological Association Clinical Practice Guideline for the Treatment of 
Posttraumatic Stress Disorder (2017), available at https://www.apa.org/ptsd-guideline/ptsd.pdf. 
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Medication use in combination with individual psychotherapy and group support were shown to be 

effective, and ensuring medication compliance is recommended in these patients. Finally, while 

antidepressants are shown to be effective in treating PTSD and have a favorable adverse-effect 

profile, side effects of these medications during the initial treatment period might interfere with 

workers’ ability to perform certain job duties such as operating heavy machinery or driving (Stein, 

Ipser, and Seedat, 2006). Emerging evidence suggests that micro-dosing of psychedelic drugs such as 

psilocybin and methylenedioxymethamphetamine (MDMA) in combination with therapies may 

help in the treatment of PTSD and other mental health conditions (Krediet et al., 2020). The FDA 

granted a breakthrough therapy designation for MDMA-assisted therapy for PTSD and for 

psilocybin in the treatment of major depressive disorder. 

 Mind-body interventions, such as mindfulness, yoga, and guided imagery, are also used in PTSD 

treatment.  

DEPRESSIVE DISORDERS22 

Psychological treatments such as ACT, CBT, and mindfulness therapy are recommended for patients diagnosed 

with depressive disorders such as major depressive disorder and adjustment disorder with depressed mood. 

Several pharmacological treatments have also been mentioned in guidelines to address depressive disorders, 

including antidepressants and antipsychotics. CBT in combination with antidepressants is recommended in 

moderate to severe cases. Electroconvulsive therapy and transcranial magnetic stimulation are recommended 

in cases unresponsive to other treatments.  

SUBSTANCE USE DISORDERS  

Injured workers with a co-occurring SUD (from the use of opioids or other psychoactive substances) are 

sometimes provided treatments under workers’ compensation. Opioid use disorder (OUD) is a particular 

concern in workers’ compensation as workers are often prescribed opioids at high doses and/or over longer 

periods for their injuries, as documented in previous WCRI studies (Thumula, Wang, and Liu, 2019). DSM-5 

classifies the severity of OUD based on the number of criteria met as mild (2 to 3 criteria), moderate (4 to 5), 

or severe (6 to 7).23  

Treatment for OUD begins with medical stabilization or a detoxification phase, where the substance is 

slowly tapered. The Colorado guidelines recommend a progressive taper of 10 percent of total dosage per week 

in outpatient settings. Rapid detoxification under anesthesia is not recommended. After medical stabilization 

is achieved, patients are recommended behavioral therapies alone or in combination with medications. The 

following treatment modalities might be used in this maintenance phase: a 30–90 day nonhospital residential 

treatment program, a partial hospitalization program, or less intensive outpatient psychotherapy.   

Medication-assisted treatment (MAT) is often considered for patients with OUD, due to a large evidence 

                                                            
22 ACOEM’s Workplace Mental Health Guideline (March 2019), the ODG treatment guidelines on Mental Illness and 
Stress (March 2021), and the New York Work-Related Depression and Depressive Disorders guideline (added in 
November 2021). 
23 These include hazardous use, use of larger amounts or over longer periods than prescribed, use resulting in 
interpersonal problems, neglected roles and activities, physical or psychological symptoms, withdrawal, tolerance, craving, 
and previous attempts to control use.  
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base supporting the efficacy of this approach. MAT uses medications such as buprenorphine,24  methadone,25 

and naltrexone26 in combination with counseling and behavioral therapies to treat OUD. These medications 

reduce cravings and euphoria associated with opioids. Long-term treatment with these medications is often 

recommended to prevent relapses. The focus of behavioral therapies (such as CBT and motivational 

enhancement therapy [MET]) is teaching the patient how to manage SUD, psychosocial factors, and other 

psychological comorbidities so that relapses can be prevented. These treatments may be provided in an 

individual or group setting by certified addiction counselors and psychologists (SAMHSA, 2015; National 

Institute for Occupational Safety and Health, 2019).  

KEY LESSONS FROM INTERVIEWS WITH WORKERS’ COMPENSATION STAKEHOLDERS ABOUT 

BEHAVIORAL HEALTH TREATMENTS 

 CBT is the most commonly used intervention to address psychosocial risk factors as well as mental health 

conditions. Specific behavioral health issues identified by the comprehensive assessments are addressed 

with the goal of reducing the severity of behavioral health symptoms and the time to return to work.  

 Behavioral health treatments provided in workers’ compensation are brief and time-limited. 

Individualized treatments are provided over a short duration. Typical duration of therapy is around six 

to eight weeks. Each session is tailored by borrowing aspects from different treatment approaches, 

including CBT, ACT, behavior activation therapy, fear avoidance belief training, biofeedback, and 

mindfulness therapy, among others. 

 Traditional psychotherapy approaches are rarely used.  

 Behavioral health service providers are cognizant of work-relatedness of behavioral health problems 

identified during the screening. When a patient is identified as having underlying non-injury-related 

behavioral health comorbidities, the patient is referred for appropriate treatments outside workers’ 

compensation.  

 Use of telehealth for behavioral health treatments increased during the COVID-19 pandemic. The 

majority of behavioral health services for behavioral health conditions commonly seen in workers’ 

compensation are being delivered via telehealth during the ongoing COVID-19 pandemic, and they have 

been found to be equally as effective as in-person care. Furthermore, telehealth has the potential to 

increase use of behavioral health services by removing barriers such as stigma, transportation time, and 

costs.  

 

                                                            
24 Buprenorphine is a partial opioid agonist; it binds to the opioid receptors but does not produce the full effect of opioids 
like oxycodone or heroin. It helps in preventing intense cravings and withdrawal symptoms associated with opioid use. 
Buprenorphine is available by itself (Subutex®, Butrans®) and in combination with naloxone (Suboxone®, Zubsolv®, 
Belbuca®). Naloxone is an opioid antagonist that reverses or prevents the effects of opioids. It was added to the sublingual 
drug formulation to discourage intravenous and nasal use of the medication. MAT using buprenorphine can only be 
provided by physicians with special training and certification to treat OUD. 
25 Methadone is a full opioid agonist, similar to opioids like oxycodone and heroin. The rationale behind methadone 
treatment is to saturate opioid receptors with methadone, which acts slowly (slow onset and prolonged duration), 
therefore leaving few unbound receptors when additional opioids are consumed to produce euphoric effects. Methadone 
is available as a tablet (dolophine) and oral concentrate (methadose). This treatment is only available through a federally-
regulated opioid treatment program.  
26 Naltrexone is an opioid antagonist administered orally three times per week (Revia®, Depade®) or as a monthly 
injection (Vivitrol®) and produces no euphoria. They bind with high affinity to the opioid receptors, thereby blocking the 
effect of additional opioids taken to produce euphoric effects. Naltrexone can be prescribed outside of opioid treatment 
programs.  
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 There is a need for coordination of care between mental health professionals and other providers to 

create a strategy for timely return to work. Regular meetings between mental health professionals, other 

treating providers, and claims managers may be organized to ensure coordinated care.  

 Timely delivery of behavioral health care is recognized as an effective approach to resolving psychosocial 

risk factors of delayed recovery. If preauthorization of services might delay care, those barriers might be 

removed in controlled circumstances.  
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5  

CAPTURING BEHAVIORAL HEALTH CONDITIONS 

AND INTERVENTIONS IN WORKERS’ 

COMPENSATION PAYMENT DATA 

LIMITATIONS OF IDENTIFYING BEHAVIORAL HEALTH ASSESSMENTS AND TREATMENTS PROVIDED TO 

WORKERS WITH INJURIES 

Behavioral health assessments and treatments can be billed using CPT® codes, which are listed in Technical 

Appendix Table TA.1.1 There are two types of procedure codes used based on whether the patient has a primary 

physical health diagnosis or a primary mental health diagnosis: (1) health and behavior assessment and 

intervention (HBAI) CPT® codes are used for assessments to identify biopsychosocial factors that are important 

to physical health problems arising from the work injury and corresponding treatments to improve the patient’s 

health and well-being (the focus here is not on mental health diagnoses); and (2) psychiatric services CPT® 

codes are used when addressing behavioral health issues for workers with a compensable mental health 

diagnosis.  

HBAI codes were introduced in 2002 and were widely adopted in primary and specialty care settings.2 

Based on Medicare claims data from 2002 to 2017, the percentage of claims with CPT® code 96150 (health and 

behavior assessment services) in outpatient settings grew from 9 percent in 2002 to 24 percent in 2017. These 

codes were recently updated in 2020 to reflect the focus on psychological and psychosocial factors in health and 

the greater role of behavioral services in interdisciplinary care.  

 CPT® code 96156 is used for health behavior assessment or re-assessments (which include a health-

focused clinical interview, behavioral observations, and clinical decision making).  

 CPT® codes 96158 and 96159 are used for health and behavior interventions in an individual setting, 

96164 and 96165 are used for group settings, 96167 and 96168 are used in family settings when the 

patient is present, and 96170 and 96171 are used in family settings when the patient is absent.  

                                                            
1 Table TA.1 also lists the Healthcare Common Procedure Coding System (HCPCS) codes that can be used to bill for 
behavioral health assessments and treatments. 
2 Coupland (2009) notes the challenges of providing behavioral treatments in the workers’ compensation system prior to 
the introduction of these codes. Previously, behavioral treatments such as CBT were typically authorized only when there 
was an associated psychiatric diagnosis and the services were billed using psychiatric CPT® codes. If a worker had 
psychosocial factors impeding recovery, behavioral treatments would not have been authorized since psychological risk 
factors are non-medical issues. After HBAI codes were introduced, psychologists and other behavioral health providers 
could provide assessments and treatments to patients with a requisite physical health diagnosis and no psychiatric 
diagnosis.   
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These codes are typically used for billing when assessments and treatments are provided by behavioral 

health care specialists such as psychologists, licensed clinical social workers, licensed professional counselors, 

etc.  

When behavioral health services are delivered by non-behavioral health providers (such as screening for 

psychosocial risk factors of delayed recovery or teaching patients about pain coping or fear avoidance), HBAI 

guidelines direct medical doctors and nurse practitioners to use evaluation and management (E&M) or 

preventative medicine CPT® codes.3,4 When physical therapists screen for psychosocial factors, they may use 

physical therapy service or procedure codes. These codes are not unique to behavioral health services; therefore, 

it is difficult to identify whether behavioral health services were provided during the visits billed using these 

codes.  

Previous WCRI studies reported low rates of use of behavioral health evaluations and treatment services 

recommended by treatment guidelines for chronic opioid management (Wang, 2017; Thumula, Wang, and 

Liu, 2019). Wang (2017) reported that less than 10 percent of claims had services billed for psychological 

evaluations where the worker had longer-term opioid use, and 5 percent or fewer claims were billed 

psychological treatments in the majority of study states.5 One of the reasons for the lower rates of behavioral 

health services seen among workers with chronic opioids is that behavioral health evaluations and treatments 

provided during regular office visits by treating providers are not captured using health and behavior CPT® 

codes. For example, if a treating provider conducted a psychological screening as a part of the office visit and 

billed the service using a CPT® code for evaluation and management, that office visit code cannot be used to 

identify psychological services because of the lack of differentiation from other routine office visits.6  

In Chapter 3, we noted that employers and payors may provide behavioral health support services as a part 

of routine case management. Whether or not behavioral health screenings are used, the types of screenings used 

and services provided likely vary. Examples of these activities include screening for psychosocial risk factors 

and counseling the worker to help them cope with the stressors arising from the injury (such as fear, job 

accommodations, child support, and financial concerns). These support activities are a part of various other 

risk mitigation strategies used as part of claims management, and no separate billing and payment are allocated 

to the claim. Thus, the use of screening tools to identify psychosocial barriers and provision of support services 

is understated in claim data. Sometimes, when psychosocial issues are identified, workers may be referred to 

other ancillary support programs available at the workplace, such as wellness programs or employee assistance 

programs (EAPs). EAPs might be used by workers following a work injury when they are feeling depressed or 

have interpersonal issues, but they are outside of the workers’ compensation data and system.  

In sum, one may be able to identify whether behavioral health services (both assessments and treatments) 

are provided by behavioral health care specialists (i.e., psychologists, licensed clinical social workers, licensed 

professional counselors, etc.) using administrative claims data. The behavioral health care provided by other 

                                                            
3 The 2020 Health Behavior Assessment and Intervention Billing and Coding Guide can be accessed at 
https://www.apaservices.org/practice/reimbursement/health-codes/billing-guide.pdf.  
4 Note that psychiatrists and nurse practitioners practicing in behavioral health care settings who are doing medication 
management and not providing any psychotherapy services may also bill for the visits using E&M codes 99201–99205 (for 
new patients) and 99211–99215 (for established patients). 
5 Relatively more claims with longer-term opioids were billed psychological assessments and treatments in Texas; about 
one in three claims were billed psychological evaluations and one in eight were billed psychological treatments.   
6 Analyses of clinical notes using techniques such as natural language processing (NPL) and optical character recognition 
(OCR), aimed at detecting patterns in written text, may indicate the presence of psychosocial risk factors, mental health 
comorbidities, screening results, and treatments provided.  
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medical treating providers and non-medical stakeholders, such as claims managers, activity coaches, and 

vocational rehabilitation counselors, is underreported because (a) the services are not billed, and/or (b) the 

services are billed using codes that are not specific to behavioral health services.  

LIMITATIONS OF IDENTIFYING BEHAVIORAL HEALTH CONDITIONS USING WORKERS’ COMPENSATION 

CLAIMS DATA  

Behavior health conditions are rarely a primary reason for a workers’ compensation claim. In most cases, 

psychological symptoms and psychiatric diagnoses are identified and treated because they affect recovery of 

workers with a physical injury. One of the limitations of identifying the prevalence of these conditions is the 

lack of consistent recording of comorbidities using ICD-10 codes in workers’ compensation claims data. Table 

TA.2 shows the ICD-10 codes associated with behavioral health conditions discussed in this report, such as 

chronic pain, substance use disorders, PTSD, anxiety, depression, other psychological symptoms, and 

psychosocial factors. There is concern among workers’ compensation practitioners we interviewed that claims 

data do not have sufficient information to systematically identify psychological comorbidities at this time.  

Behavioral health service providers are encouraged to use the existing diagnosis associated with the physical 

injury when behavioral assessments and treatments are provided. Therefore, we are likely to under identify the 

prevalence of behavioral health conditions by relying on ICD-10 codes, especially among claims where a mental 

health diagnosis is not the primary reason for the workers’ compensation claim.7  

Others have expressed concerns that relying on other data sources such as clinical notes to identify mental 

health diagnoses also has certain challenges. Diagnosis of mental health conditions is based on the American 

Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5). DSM-

5 includes a comprehensive list of all recognized mental illnesses and provides protocols for diagnosis of each 

illness. The problems in diagnosing mental health disorders within workers’ compensation are discussed in the 

Mental Illness and Stress Chapter of ODG. The chapter illustrates the pervasive use of diagnoses that are not a 

part of DSM-5, based on an analysis conducted by the chapter’s lead author using aggregate data obtained from 

several agencies that collect workers’ compensation data. For example, a review of the clinical documentation 

conducted to validate mental health diagnoses in workers’ compensation claims showed that 43 percent of the 

600 claims involved a diagnosed mental illness that did not exist in the DSM manual. Examples of such 

diagnoses include “anxiety due to work-related injury” and “depression due to work-related injury,” among 

others. The ODG authors note that the incorrect diagnoses present challenges in establishing a treatment plan.  

  

                                                            
7 Pharmacy data may be used to identify workers with some behavioral health diagnoses. However, it is important to 
distinguish between off-label use of psychotropic drugs for pain and approved use for behavioral health conditions.  
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6 

CONCLUDING REMARKS 

This white paper serves as a primer on behavioral health care that can be shared widely within the workers’ 

compensation industry and seeks to establish a common understanding among all stakeholders regarding 

behavioral health for workers’ compensation. We define behavioral health in the context of workers’ 

compensation as a broad spectrum of conditions ranging from psychosocial factors acting as barriers to 

recovery following a work-related injury, to mental health diagnoses such as generalized anxiety disorder, major 

depressive disorder, PTSD, and adjustment disorders. We identify the services that are being provided in these 

instances, which include non-medical and medical interventions.  

The important role of behavioral health in recovery and return to work after a work-related injury is 

becoming increasingly clear to the workers’ compensation industry. In particular, workers’ compensation 

stakeholders recognize the importance of addressing psychosocial barriers impeding recovery (Rousmaniere 

and Fikes, 2017). Also, research on the effectiveness of behavioral health assessments and treatments on health 

and disability outcomes is growing, while workers’ compensation treatment guidelines are increasingly 

addressing behavioral health conditions. Importantly, there is growing interest among workers’ compensation 

payors to provide and reimburse for interventions that mitigate psychosocial factors and psychological 

comorbidities, although various challenges around behavioral health may be contributing to the reluctance of 

some payors to accept psychological diagnoses and interventions.1 Some of the challenges noted by workers’ 

compensation stakeholders include difficulties in determining the work-relatedness of behavioral health 

conditions and treatments, patients not meeting the criteria for a specific DSM diagnosis but having elevated 

psychosocial risk factors, concerns about malingering or symptom over-reporting, or a lack of clarity regarding 

the effectiveness of behavioral health screenings and interventions.   

Behavioral health concerns commonly arise when workers with a physical injury have psychosocial risk 

factors such as poor recovery expectations after an injury or fear of pain due to movement, which may lead to 

development of chronic pain, delayed recovery, and delayed return to work. In some cases, these workers may 

also develop psychological symptoms and conditions such as generalized anxiety disorder or depressive 

disorders. Behavioral health issues associated with a workplace mental stimulus are less prevalent in many 

workers’ compensation jurisdictions, but our stakeholder interviews revealed that these concerns have been 

growing in frequency in recent years. For example, a worker who experiences a traumatic event at the workplace 

may develop PTSD, acute stress disorders, or in milder cases, adjustment disorders. In other cases, prolonged 

exposure to mental stress may also lead to mental injuries. In this report, we reviewed the various psychosocial 

barriers to recovery, mental health symptoms and diagnoses, and the impact they may have on recovery and 

return to work after a work-related injury. Diagnoses with behavioral issues encountered in workers’ 

                                                            
1 Ceniceros, 2014. 
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compensation that are detailed in this white paper are chronic pain, depressive disorders, anxiety disorders, 

PTSD and other stress disorders, adjustment disorders, substance use disorders, and post-COVID-19 

condition.  

Early brief screenings for psychosocial risk factors and interventions targeting these risk factors are 

associated with improved workers outcomes (Nicholas et. al, 2020; Gatchel et al., 2003; Sullivan et al., 2005).  

Several screening tools are available to medical providers and claims professionals for early identification of 

workers with psychosocial risk factors so that workers with risk factors for delayed recovery may be routed to 

appropriate interventions in a timely manner. A review of the literature and our interviews with workers’ 

compensation stakeholders showed that one of the widely-used screening tools to identify psychosocial factors 

is the Orebro Musculoskeletal Pain Screening Questionnaire (OMPSQ), previously referred to as the Acute Low 

Back Pain Screening Questionnaire. OMPSQ (a 25-item self-reported questionnaire) and OMPSQ-10 (a 

shorter 10-item version) screen for six psychosocial factors identified as important risk factors for work 

disability due to musculoskeletal pain: self-perceived function, pain experience, fear-avoidance beliefs, distress, 

return-to-work expectancy, and pain coping. Other commonly used screening tools to identify psychosocial 

risk factors for delayed recovery include the Keele STarT Back Screening Tool (SBST) and Functional Recovery 

Questionnaire (FRQ). Medical providers, claims managers, and other professionals administering the screening 

tools teach strategies to manage the psychosocial risk factors and/or provide referrals for appropriate 

interventions. For instance, if a worker is identified as having severe psychological risk factors using early 

screening tools, the worker may be referred to behavioral health assessments and treatments by mental health 

professionals. Studies demonstrating the effectiveness of early screenings and interventions for psychosocial 

risk factors included multiple stakeholders working collaboratively. In practice, there may be several barriers to 

implementation of multi-level treatment approaches, such as communication issues, delays in referrals, denial 

or delay of treatments, access to mental health professionals with experience in managing chronic pain and/or 

physical injuries, and workers unwilling to receive behavioral health services.2 Future work should outline 

approaches for effective implementation of these interventions in real-world settings.    

Comprehensive psychological and psychiatric assessments are also recommended by medical treatment 

guidelines in various cases, including for workers with chronic pain, delayed recovery, and PTSD or acute stress 

disorders, and before initiating some treatments such as chronic opioid therapy. In terms of behavioral 

treatments, cognitive behavioral therapy (CBT) is the most often recommended therapy by national and state-

specific guidelines for various behavioral health conditions. During our interviews with mental health care 

professionals treating workers with injuries, we learned that work-focused CBT treatments provided to workers 

are brief and time-limited, as opposed to traditional psychotherapy (talk therapy). Other psychotherapies 

(acceptance and commitment therapy, prolonged exposure therapy, dialectic behavior therapy, eye movement 

desensitization and reprocessing, and mindfulness therapy), pharmacotherapies (such as sertraline [Zoloft®], 

paroxetine [Paxil®], fluoxetine [Prozac®], and venlafaxine [Effexor®]), and treatments for substance use 

disorders recommended by evidence-based guidelines are discussed in Chapter 4. 

Finally, we discussed issues around billing for behavioral health assessments and treatments. We found 

that there may be significant gaps in the available data when one attempts to identify the extent of behavioral 

issues and services in workers’ compensation. Behavioral health assessments and treatments can be billed using 

health and behavior assessment and intervention (HBAI) CPT® codes and psychiatric services CPT® codes. 

                                                            
2 An AHA Center for Health Innovation report discusses various models for behavioral health integration (AHA Center 
for Health Innovation, 2019). 
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Based on our interviews and previous WCRI research, we determined that with these procedure codes it should 

be possible to identify in administrative claims data behavioral health services provided by behavioral health 

care specialists (i.e., psychologists, licensed clinical social workers, licensed professional counselors, etc.). On 

the other hand, behavioral health care provided by other medical treating providers and non-medical 

stakeholders (for example, claims managers and vocational rehabilitation counselors) tends to be 

underreported because the services are either not billed or are billed using codes that are not specific to 

behavioral health services. Special data calls to obtain these data are critical for understanding how often 

behavioral health symptoms and conditions arise and how often behavioral health services are provided to 

address them in the workers’ compensation system. In future studies on this topic, we intend to use WCRI’s 

DBE database together with supplements to the DBE with special data calls to identify the prevalence and costs 

of behavioral health interventions among appropriate subgroups of workers. These data may also be used for 

examining the effect of treatment pathways including behavioral health interventions on worker outcomes.3 

Such studies should contend with several challenges stemming from variation in screening and treatment 

approaches. For example, if a screening tool or questionnaire was used, which screening tool was used? Was it 

a multiple psychosocial factor screening tool (such as OMPSQ), one designed for a specific risk factor such as 

fear avoidance (FABQ), or a tool screening for a psychological factor such as depression (PHQ-9)? Who 

administered the screening (claims manager, primary provider, or physical therapist)? Did a provider address 

this information, and which treatments were provided? Future studies should also consider the impact of non-

participation bias as existing evidence shows that many workers refuse behavioral health interventions 

(Nicholas et al., 2020; Myhre et al., 2014).  

This report serves as an introduction to behavioral health care for the diverse community of workers’ 

compensation stakeholders by describing the common behavioral health concerns that are relevant to workers’ 

compensation, and the evaluations and treatments often provided for these conditions. We hope that this white 

paper highlights the need for a more systematic approach to screening, diagnosing, and treating behavioral 

health issues arising in workers’ compensation. It is also important to develop standardized approaches to 

collecting information on behavioral health diagnoses and services in the future, which are paramount for 

answering critical questions related to the prevalence of behavioral health and the effectiveness of screening and 

intervention approaches. Empirical questions could include assessments of the timing of screenings and 

interventions for psychosocial factors that is most effective for an earlier return to work; how many workers 

can benefit from early screenings; for whom behavioral health services work and for whom they do not; or 

whether state policies on compensability of mental health conditions and utilization rules of behavioral health 

treatments contribute to interstate variations in behavioral health care. As the policies and clinical practices 

evolve, it may be important for future studies to monitor how they are affecting behavioral health diagnoses 

and treatments in workers’ compensation. As an example, studies could examine whether presumption rules 

on COVID-19 and PTSD resulted in an increase in behavioral health claims and behavioral health services in 

workers’ compensation.  

Future work may also focus on addressing approaches to minimize or mitigate the barriers to early brief 

screenings, rapid follow-ups, and efficient referrals and interventions, across the range of conditions that are 

                                                            
3 The DBE database is one of the most comprehensive data sources for workers’ compensation analyses and research; it 
has a wealth of information about behavioral health treatments provided by mental health professionals, non-behavioral 
treatments, and outcomes. One could use the DBE along with supplemental data to examine treatment pathways in 
claims identified as having behavioral health issues or examine the association between treatment pathways and 
outcomes. 
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amenable to behavioral health services. Another avenue for future research is to provide additional and more 

up-to-date evidence on the relative contribution of psychosocial factors in general, and groups of psychosocial 

factors in particular, to the variability in delayed recovery in workers’ compensation populations. Not least, the 

development of additional theoretical models to further inform and refine current frameworks, as well as 

operational models that would better serve injured workers with behavioral health problems in their recovery 

and return to work, will need to be considered. 

  

A   P R I M E R   O N   B E H A V I O R A L   H E A L T H   C A R E   I N   W O R K E R S '   C O M P E N S A T I O N

copyright © 2022 workers compensation research institute

_____________________________________________________________________________________________



48 

TECHNICAL APPENDIX  

IDENTIFYING BEHAVIORAL HEALTH SERVICES  

Table TA.1  CPT® and Other Codes Used to Bill for Behavioral Health Services

Treatment Type CPT® and HCPCS 

Behavioral assessmentsa 

HBAI codes: 96150, 96151, 96156, 96157 
Other CPT® codes: 0359T–0363T, 1181F–1183F, 1220F, 2044F, 3090F, 3091F, 
3351F–3354F, 3700F, 3725F, 3755F, 4062F, 90785, 90791, 90792, 90801, 90802, 
90845, 90885, 96020, 96101–96105, 96110, 96111, 96116, 96118–96120, 96121, 
96125, 96127, 96130–96133, 96136–96139, 96146, 96157, 96160, 96161, 97151, 
97151, 97152, 99420 
HCPCS: H0031, H0032 
ICD-10: Z13.3, Z04.6 

Behavioral treatmentsb 

HBAI codes: 96152–96155, 96158, 96159, 96164, 96165, 96167, 96168, 96170, 
96171  
Other CPT® codes: 0364T–0374T, 0403T, 0488T, 4060F, 4065F, 4306F, 4320F, 
4525F, 4526F, 80342–80344, 90804–90819, 90821–90824, 90826–90829, 90832–
90840, 90846, 90847, 90849, 90853, 90857–90876, 90880, 90882, 90887, 90889, 
90899, 97129, 97130, 97153–97158, 97165–97167, 99354, 99355, 99401–99404, 
99408, 99406–99409, 99483, 99484, 99492–99494 
HCPCS: G0176, G0177, G0396, G0397, H0002, H0004, H0005, H0007, H0017–
H0019, H0035–H0037, H0046, H0050, H2012, H2013, H2017–H2020, H2027, 
H2033, PSY00, S9480, T1006, T2048  

a A code, PSY03, is used to report behavioral evaluation in North Carolina.  

b Four codes, PSY00, PSY01, PSY02, and PSY04, are used to report behavioral treatments in North Carolina. 

Key: CPT®: Current Procedural Terminology; HBAI: Health & Behavior Assessment and Intervention; HCPCS: Healthcare Common 
Procedure Coding System; ICD: International Classification of Diseases.  
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IDENTIFYING BEHAVIORAL HEALTH CONDITIONS 

 

Table TA.2  ICD-10 Codes for Psychosocial Factors, Psychological Symptoms, and Psychiatric Diagnoses  
                         Encountered in Workers’ Compensation

Conditions ICD-10 Codes and Description 

Substance use disorders 

Opioid use disorders: F11.x 
Sedative, hypnotic, or anxiolytics use disorders: F13.x 
Alcohol use disorders: F10.x, E52, G62.1, I42.6, K29.2x, K70.x, T51.x, Z50.2, Z71.4x  
Nicotine use disorders: F17.x 
Cannabis use disorders: F12.x 
Other psychoactive substances:  F14.x–F16.x, F18.x, F19.x,  F55.x, Z71.5x, Z72.2 

Severe stress and adjustment 
disorders 

Acute stress reaction: F43.0 
PTSD: F43.1 
Adjustment disorders: F43.2 
Other reactions to severe stress: F43.8, F43.9 

Anxiety disorders F06.4, F41.x 

Mood disorders 

Major depressive disorder: F32.0, F32.1,F32.2,F32.3,F32.4,F32.5,F32.9, F33.0, 
F33.1,F33.2,F33.3,F33.4,F33.5,F33.9 
Other depressive disorders: F32.8, F33.8, F34.0, F34.1, F34.8, F34.81,F34.89, F34.9 
Bipolar I & II disorders: F31.x 
Mood disorders: F06.3x 

Psychosocial issues 

Pain or problems related to psychosocial factors: F45.4, F45.41, F45.42, Z65.8, Z65.9 
Psychological and behavioral factors associated with other diseases or disorders: F54.x 
Personality and behavioral disorders due to physiological condition: F07.0, F07.8, F07.89, F07.9 
Problems related to employment: Z56.x 
Problems related to economic circumstances: Z59.x 
Problems related to life management difficulty: Z73.x 

Chronic pain  
G44.22, G44.32, G89.2, G89.21, G89.22, G89.28, G89.29, G89.4, G90.5, M79.9, M54.5, M54.40, 
M54.41, M54.42, M54.89, R53.82 

Lifestyle issues 

Tobacco use: Z72.0 
Lack of physical exercise: Z72.3 
Personal history of nicotine dependence: Z87.891 

Sleep disorders F51.x 

Key: ICD: International Classification of Diseases. 
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BEHAVIORAL HEALTH POLICIES 

There are some policy tools currently in place to establish compensability of psychological injuries and to 

regulate use of behavioral treatments and assessments. These policies are addressed in WCRI’s inventories: 

Workers’ Compensation Laws as of January 1, 2022 (Rothkin, 2022) and Workers’ Compensation Medical Cost 

Containment: A National Inventory, 2021 (Rothkin, 2021).1 We extracted the following policies related to 

behavioral health from the two inventories to assist the reader in understanding behavioral health policies 

adopted in various states.   

 Compensable psychological injuries: Table TA.3 addresses whether the state laws cover mental stress 

claims (such as PTSD and acute stress disorders) in the absence of a physical injury (as of January 1, 

2022).  

 Utilization limits on behavioral health treatments (as of January 1, 2021): Table TA.4 shows whether the 

jurisdiction statutes or rules limit, by regulation, the number of behavioral health treatments that can be 

provided to an injured worker without additional authorization of the payor or the regulator.   

 Table TA.5 covers whether behavioral health providers (specifically psychologists and psychiatric social 

workers) are considered authorized treating medical providers for the purposes of providing services to 

workers with injuries (as of January 1, 2021). This table indicates whether providers are authorized to 

treat workers with injuries, or whether they can only treat with a referral from an authorized provider. 

 

 

                                                            
1 Note that the information included in Tables TA.3 to TA.5 is based on surveys administered by WCRI and filled out by 
each jurisdiction. For a more detailed understanding of the survey methodology, quality assurance process, and caveats 
associated with the approach, please refer to the full reports. 
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Table TA.3  Coverage of Mental Stress as of January 1, 2022 

Information on breadth of coverage in each jurisdiction and on which jurisdictions' statutes cover mental stress. 

Jurisdiction 
Coverage of Mental Stress 
Claims When No Physical 
Injury 

Notes 

Alabama  No   

Alaska Yes 

Mental stress is covered if work stress was extraordinary and unusual compared 
to the experiences of others in a comparable work environment; work stress was 
the predominant cause of the mental injury; and the work stress was not the 
result of "a disciplinary action, work evaluation, job transfer, layoff, demotion, 
termination, or similar action taken in good faith by the employer." 

Arizona Yes   

Arkansas No There is an exception for victims of crimes of violence. 

California Yes   

Colorado Yes 

A claim of mental impairment must be proven by evidence supported by the 
testimony of a licensed physician or psychologist. For purposes of this subsection 
(2), "mental impairment" means a recognized, permanent disability arising from 
an accidental injury arising out of and in the course of employment when the 
accidental injury involves no physical injury and consists of a psychologically 
traumatic event that is generally outside of a worker's usual experience and 
would evoke significant symptoms of distress in a worker in similar 
circumstances. A mental impairment shall not be considered to arise out of and 
in the course of employment if it results from a disciplinary action, work 
evaluation, job transfer, lay-off, demotion, promotion, termination, retirement, or 
similar action taken in good faith by the employer; and (2)(b)...the claimant shall 
be limited to twelve weeks of medical impairment benefits. A mental impairment 
may be within an employee's usual experience if they have been diagnosed with 
post-traumatic stress disorder after experiencing a psychologically traumatic 
event. This limitation shall not apply to any victim of a crime of violence...nor to 
the victim of a physical injury or occupational disease that causes neurological 
brain damage.    

Connecticut 

For certain classes of 
employees with a PTSD 

diagnosis related to certain 
events 

Connecticut - See Public Act 19-17. 

Delaware Yes   

District of Columbia   2019 responses. No 2022 data were provided. 

Florida No—except first responders   

Georgia No   

Hawaii Yes   

Idaho No 
Exception: Post-traumatic stress injuries suffered by a first responder are 
compensable under certain conditions per Idaho Code 72-451(4). 

Illinois Yes   

Indiana No   

Iowa Yes   

Kansas No   

Kentucky No   

Louisiana Yes   

Maine Yes   

Maryland Yes This is covered but under very limited circumstances. 

Massachusetts Yes   

Michigan Yes 
If arising out of actual events of employment, not unfounded perceptions 
thereof, and if the employee's perception of the actual events is reasonably 
grounded in fact or reality. 

Minnesota 
PTSD according to DSM-V, 

for dates of injury on or after 
10/1/2013 

  

Mississippi Yes   

Missouri Yes 2019 responses. No 2022 data were provided. 

Montana No   

    continued 
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Table TA.3  Coverage of Mental Stress as of January 1, 2022 (continued) 

Information on breadth of coverage in each jurisdiction and on which jurisdictions' statutes cover mental stress. 

Jurisdiction 
Coverage of Mental Stress 
Claims When No Physical 
Injury 

Notes 

Nebraska Yes 

Effective July 15, 2010, first responders may claim mental injury unaccompanied 
by physical injury if the mental injury was a result of extraordinary and unusual 
conditions as compared to the normal conditions of the employment. Mental 
injuries incidental to employee/employer relations are not compensable. 
Effective August 24, 2017, this section of the statutes extended coverage to 
frontline state employees, defined as an employee of the Department of 
Correctional Services or the Department of Health and Human Services whose 
duties involve regular and direct interaction with high risk individuals. Effective 
August 28, 2021, the definition of frontline employees includes county 
correctional officers.  

Nevada Yes   

New Hampshire Yes 
There must be a physical manifestation of stress, with the exception of statutorily 
defined emergency response/public safety workers. Disfigurement must be 
caused by burns. 

New Jersey Yes   

New Mexico Yes   

New York Yes   

North Carolina Yes   

North Dakota No NDCC 65-01-02. 11(6). 

Ohio No   

Oklahoma No   

Oregon Yes 

A mental disorder, including any physical disorder caused or worsened by mental 
stress, may be compensable if the worker proves that employment conditions 
were the major contributing cause of the mental disorder. The worker must also 
prove the employment conditions producing the mental disorder exist in a real 
and objective sense; those employment conditions are conditions other than 
conditions generally inherent in every working situation or reasonable 
disciplinary, corrective or job performance evaluation actions by the employer, or 
cessation of employment or employment decisions attendant upon ordinary 
business or financial cycles; there is a diagnosis of a mental or emotional disorder 
which is generally recognized in the medical or psychological community; and 
there is clear and convincing evidence that the mental disorder arose out of and 
in the course of employment.  

Pennsylvania Yes   

Rhode Island Yes   

South Carolina Yes   

South Dakota No   

Tennessee Yes   

Texas No 

Specific statutory provisions exist for first responders diagnosed with post-
traumatic stress disorder (PTSD). PTSD is a compensable injury if it is based on a 
diagnosis that the disorder is caused by an event or events occurring in the 
course and scope of the first responder's employment and the preponderance of 
the evidence indicates that the event or events were a producing cause of the 
disorder. The definition of PTSD relies on the diagnostic criteria for PTSD specified 
by the American Psychiatric Association in the Diagnostic and Statistical Manual 
of Mental Disorders, fifth edition, or a later edition adopted by the commissioner 
of workers' compensation. 

US Federal 
Programs - FECA 

Yes   

US Federal 
Programs - 
Longshore 

Yes   

Utah Yes 

Mental stress claims are allowed, without a physical injury, only when there is 
extraordinary mental stress from a sudden stimulus arising out of and in the 
course and scope of employment. Mental stress claims are not allowed if the 
basis for the claim is good faith employer personnel actions. 

    continued 
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Table TA.3  Coverage of Mental Stress as of January 1, 2022 (continued) 

Information on breadth of coverage in each jurisdiction and on which jurisdictions' statutes cover mental stress. 

Jurisdiction 
Coverage of Mental Stress 
Claims When No Physical 
Injury 

Notes 

Vermont Yes 

Effective July 2017, first responders receive a rebuttable presumption of 
causation for diagnosed PTSD claims under specified circumstances. 
 
Also effective 2017, applicable standard for all "mental-mental" claims changed 
to contemplate the average employee across all occupations. 

Virginia Yes   

Washington Yes 
A claim for mental stress can only be allowed if the stress resulted from a single, 
traumatic event. 

West Virginia Yes 

Effective April 10, 2021, WV Code 23-4-1f relating to psychiatric injuries is 
amended to permit employers of defined first responders to provide optional 
coverage for post-traumatic stress disorder (PTSD); these amendments expire 
on July 1, 2026 unless extended by the Legislature. 
https://code.wvlegislature.gov/23-4-1f/. 

Wisconsin Yes 

For injuries reported on or after 10/1/2021, law enforcement officers and full-
time firefighters may receive benefits based on PTSD diagnosis where no 
physical injury based on a preponderance of the evidence instead of the higher 
"unusual stress of greater dimensions" standard required for all other 
employees. Liability for disability and treatment is limited to no more than 32 
weeks and officer/firefighter cannot make claim for PTSD more than three times 
during lifetime. 

Wyoming 
Yes when experienced by a 

first responder 
  

Canadian Jurisdictions Participating (stated in Canadian currency) 

British Columbia Yes 

Section 135 of the Workers Compensation Act provides, in part, that the mental 
disorder must be presumed to be a reaction to the one or more traumatic 
events arising out of and in the course of the worker’s employment, unless the 
contrary is proved. Stressors can be bullying or harassment, or a cumulative 
series of significant work-related stressors arising out of and in the course of 
employment, and not caused by a decision of the worker's employer relating to 
the worker's employment, a decision to change the work to be performed or 
the working conditions, or to discipline the worker or terminate the worker's 
employment. 

New Brunswick Yes 
Under limited circumstances. The WC Act excludes mental stress as a 
compensable condition, except when the mental stress or disablement caused 
by mental stress is the result of an acute reaction to a traumatic event. 

Nova Scotia Yes When stress is an acute reaction to a traumatic event(s). 

Ontario Yes   

Prince Edward Island 
Yes, when stress is an acute 

reaction to a traumatic 
event 

  

Saskatchewan Yes   
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Table TA.4  Limitation on Psychotherapy Services as of January 1, 2021 

Jurisdiction Limitation on Psychotherapy Notes Related to Limits on Psychotherapy 

Alabama  None   

Alaska 

Payment for a course of treatment may not exceed 3 
treatments per week for the 1st month, 2 treatments 

per week for the 2nd and 3rd months, 1 treatment 
per week for the 4th and 5th months, and one 
treatment per month for the 6th through 12th 

months 

  

Arizona None   

Arkansas N/A   

California Subject to utilization review 

No specific limitation. California Labor Code Labor Code 
§4610, subdivision (c) as revised effective January 1, 2018, 
requires prospective utilization review for psychological 
treatment services, unless otherwise authorized by the 
employer. 

Colorado 60 minutes per visit. 20 visits or 3 months without 
prior authorization 

  

Connecticut  
Protocols also exist for psychological pain assessment and 
treatment and opioid management. Prior authorization is 
required when treatment exceeds the medical treatment 
guidelines 

Delaware Yes, per the DE Practice Guidelines   

District of 
Columbia as of 
January 1, 2015 

None   

Florida None   

Georgia N/A   

Hawaii 
15 treatments during first 60 calendar days of injury; 

additional 15 treatments in 120-day period with 
approval 

  

Idaho None   

Illinois     

Indiana None   

Iowa None   

Kansas 
Beyond 21 visits, or 3 months, requires authorization 

from employer, insurance carrier, WC Fund, or KS 
DWC 

  

Kentucky     

Louisiana 
Limited by reporting of functional progress with 
treatment; optimum duration 6 months/28 visits 

LAC Title 40, Chapter 21 A, Chronic Pain Guidelines. 

Maine None   

Maryland No regulations   

Massachusetts Varies depending on diagnosis and PT progress   

Michigan None   

Minnesota 

12 sessions for treatment of a problem that 
interferes with recovery from a physical injury, with 

additional treatment under specified circumstances; 
otherwise no limit 

Psychotherapy treatment for post-traumatic stress disorder 
(PTSD) is limited according to the requirements in Minn. R. 
5221.6700. 

Mississippi 
Psychological testing/counseling/treatment requires 

precertification based on evidence-based practice 
standards 

  

Missouri None   

  continued 
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Table TA.4  Limitation on Psychotherapy Services as of January 1, 2021 (continued) 

Jurisdiction Limitation on Psychotherapy Notes Related to Limits on Psychotherapy 

Montana   

Montana Utilization and Treatment Guidelines recommend 
treatment(s) and procedure(s) for these services; if not 
specified in the guidelines then prior authorization is 
required ARM 24.29.1604      

Nebraska None   

Nevada None   

New 
Hampshire 

None   

New Jersey None    

New Mexico None   

New York None   

North Carolina  None   

North Dakota None   

Ohio None   

Oklahoma No 
ODG is used as a guide in each of these categories but not 
mandatory. 

Oregon None   

Pennsylvania None   

Rhode Island None   

South Carolina None   

South Dakota None   

Tennessee After 12 sessions, additional treatment may be sent 
to utilization review 

  

Texas     
US Federal 
Programs - 
FECA 

None   

US Federal 
Programs - 
Longshore 

None   

Utah None   

Vermont  None   

Virginia No   

Washington Based on medical necessity review   

West Virginia   
See Legislative Rule Title 85 CSR, Series 20; Legislative Rule 
Title 85 CSR, Series 21 

Wisconsin None   

Wyoming 6 months post-MMI   
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Table TA.5  Behavioral Health Specialists Authorized as Treating Medical Providers as of January 1, 2021 

Jurisdiction 

Providers Authorized by Statute or Rule to Be a Treating Provider for Occupationally Injured Workers 

Psychologist 
Psychiatric Social 

Worker Other 

Key: x = can be a treating provider; blank cell = not considered a treating provider; dnc = statute and rules do not 
cover; mbr = must be referred by the treating physician; su = specifically unauthorized  

Alabama  x dnc   

Alaska x     

Arizona x x 
Under R20-5-102, a physician is defined to mean a licensed physician 

or other licensed practitioner of the healing arts 

Arkansas x     

California x mbr   

Colorado mbr mbr   

Connecticut mbr     

Delaware x x 
Treating health care providers must meet the criteria in 19 Del.C. 

§2322D in order to become "certified" within the DE Workers' Comp. 
Health Care Payment System 

District of Columbia as 
of January 1, 2015 

    
Must be licensed in accordance with the D.C. Health Occupations 

Revisions Act of 1985 or under any other state's law 

Florida mbr mbr   

Georgia x mbr  
Per O.C.G.A. 34-9-201(a),  the term "physician" shall include any 

person licensed to practice a healing art and any remedial treatment 
and care in the State of Georgia 

Hawaii x   Only clinical psychiatric social worker allowed 

Idaho x x Physician must be licensed to practice within course and scope 

Illinois   

Indiana       

Iowa dnc dnc   

Kansas x     

Kentucky x x   

Louisiana x x   

Maine x x 

Any provider who meets the definition of a Health Care Provider: An 
individual, group of individuals, or facility licensed, registered, or 

certified and practicing within the scope of the health care provider’s 
license, registration or certification.  

Maryland x   Licensed clinical social worker 

Massachusetts x     

Michigan x x 

R 418.10109 (l) “Practitioner” means an individual who is licensed, 
registered, or certified as used in the Michigan public health code, 

1978 PA 368, MCL 333.1101 to 333.25211; Section 315 of the 
Workers' Disability Compensation Act of 1969  

Minnesota x x 

A service, article, or supply provided by an unlicensed 
complementary and alternative health care practitioner, as defined 

in Minn. Stat. § 146A.01, subd. 6, is not compensable under the 
workers' compensation law. 

Mississippi x x 
Others include: Audiologist, CRNA, LCSW, Licensed Nursing 

Assistant, Massage Therapist, CNP, Oral Surgeon, Pharmacist, PTA, 
OTA, RNFA, Speech Therapist 

Missouri mbr dnc   

   continued 
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Table TA.5  Behavioral Health Specialists Authorized as Treating Medical Providers as of January 1, 2021  
                         (continued) 

Jurisdiction 

Providers Authorized by Statute or Rule to Be a Treating Provider for Occupationally Injured Workers 

Psychologist 
Psychiatric Social 

Worker 
Other 

Key: x = can be a treating provider; blank cell = not considered a treating provider; dnc = statute and rules do not 
cover; mbr = must be referred by the treating physician; su = specifically unauthorized 

Montana     Provided per 39-71-116 (41), MCA 

Nebraska dnc dnc  

Nevada       

New Hampshire dnc dnc   

New Jersey x x As authorized by employer or insurance carrier 

New Mexico x dnc 

Certified Nurse Practitioner, Doctor of Oriental Medicine, Certified 
Nurse Midwife, Pharmacist, any person or facility that provides 

health-related services in the health care industry, as approved by 
the director (CRNA, CNS) 

New York x x   

North Carolina  x dnc   

North Dakota mbr mbr   

Ohio x x 

Licensed independent social workers (LISW) and licensed 
professional clinical counselors (LPCC) may be a treating provider; 
licensed social workers (LSW) and licensed professional counselors 

(LPC) must be referred by a treating provider 

Oklahoma mbr mbr   

Oregon mbr mbr   

Pennsylvania x x 
Speech Therapists, Massage Therapists, Professional Counselors, 

Prosthetists, and Practitioners of Oriental Medicine 

Rhode Island x x   

South Carolina x x   

South Dakota x mbr   

Tennessee mbr     

Texas mbr mbr   

US Federal Programs - 
FECA 

x mbr 

The employee is entitled to receive all medical services, appliances, 
or supplies which a qualified physician prescribes or recommends 

and which OWCP considers necessary to treat the work-related 
injury 

US Federal Programs - 
Longshore 

x mbr   

Utah       

Vermont  x x   

Virginia  

Washington mbr su   

West Virginia x dnc   

Wisconsin x Mbr   

Wyoming x     
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