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Executive Summary 

 
From 1998 to 2018, worker injuries in Illinois, as measured by Illinois workers’ 

compensation claims, evolved with respect to the nature of injury, overall cost, and the course of 
treatment prescribed. The total number of claims have fallen 54% between 1998 and 2018 from 
80,821 to 37,400 according to the Illinois Department of Public Health (IDPH). Claims per 1,000 
workers have decreased in requisite fashion, falling from 11.7 in 2000 to 6.2 in 2019. Over this 
same time period, the total workforce of Illinois fluctuated when looking at specific fields of 
employment. Employment in manufacturing, durable and non-durable good production, and 
construction has consistently fallen with respect to their share of the workforce, while 
transportation and farming have increased.  

The workforce of Illinois also exhibited interesting trends with respect to age – trends 
that appear in the worker’s compensation data as well. Labor force participation in Illinois is 
typically higher than the national average but has been consistently decreasing since 1999, 
suggesting that the workforce is growing older each year, seeing more retirements than new 
entrant workers. This is reflected in the average age of a WC claimant increasing by over 5 years 
over this same time, as well as in the correlation between longer claim length and age. The share 
of total claims made by claimants over the age of 44 went from 27% in 1998 to 50.3% in 2018, 
and the share of claims with more than 31 days away from work increased from 19.7% in 1998 
to 36.2% in 2018. Every other date range as reported by IDPH had minimal variance, resulting in 
the median number of days away from work more than doubling from 6 to 13 days over this 
time. 

These data on time away from work are more significant when put in the context of the 
injury trends, as there has been little change in the composition of injuries in Illinois over the last 
20 years. As the total number of claims (injuries) has decreased constantly since 1998, 
musculoskeletal injuries have decreased, though to a lesser extent. Sprains, strains, and tears 
remained the largest type of injury, closely followed by fractures, with lower levels of other 
injuries (carpal tunnel syndrome, tendonitis, bruises/contusions, amputations, soreness/pain). 
Given the consistency of injury type with the increased amount of time away from work, we 
endeavor to look into the effects that caused this trend. 

In order to examine the economic effects and costs behind these trends in worker’s 
compensation claims in Illinois we turn to the Workers Compensation Research Institute 
(WCRI), an independent, not-for-profit research organization producing high-quality, objective 
data and analysis. Their yearly studies shed light on the trends in cost and treatment patterns that 
have led to higher medical cost per claim in Illinois when compared to the other study states, 
specifically due to physician dispensing medications and over-utilization of physical 
therapy/occupational therapy and chiropractic services (physical medicine). Utilizing WCRI’s 
data, we estimate that these features of Illinois’ WC claims led to an additional medical cost 
annually of $3.7 ± 0.4 million in physician-dispensed prescriptions from 2012 to 2017, and a 
total of $35.4 ± 5.6 million in over-utilization of physical medicine services over six years, from 
2012 to 2018. In addition, we estimate the “opportunity cost” of lost time at work due to physical 
medicine overutilization to be $6.1 ± 1.4 million per year. 

The data available for our analysis did not permit evaluating the impact of other drivers 
of increased cost for treating injured workers in Illinois such as access to care, site of care, delays 
in preauthorization and referrals, and potential overutilization of other aspects of care. 
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Introduction and Study Overview 

 

The Illinois Association of Orthopedic Surgeons (IAOS) was reorganized under the 
Illinois General Not for Profit Corporation Act of 1986 on January 21, 2000.  The Articles of 
Incorporation support the “purpose of promoting the interests of the profession of orthopedic 
surgery in the state of Illinois and the patients thereof through education, representation and 
advocacy in legislative and regulatory arenas.”  To aid in its purpose, IAOS is authorized “in 
procuring the presentation and publication of literary and scientific papers, studies, journals and 
other publications of particular interest to practitioners of orthopedic surgery, students and 
patients … and participate in the development of health policy and advocate changes to improve 
the quality and cost-effectiveness of orthopedic care and musculoskeletal health and related 
access to care, patient management and service reimbursement issues.”   

Orthopedic surgeons have an important role in treating injured workers.  Up to 74% of 
workers’ injuries involve the musculoskeletal system.  As a key stakeholder in the workers’ 
compensation system, it is important for orthopedic surgeons to understand trends in the 
etiology, treatment, cost, and outcome of treating injured workers.  Although partially funded by 
IAOS to help members better understand trends, areas of success and areas for improvement in 
treating injured workers in Illinois, this is an independent study and the findings may not be 
representative of, nor endorsed by, IAOS.  The result is the most comprehensive study of Illinois 
workers’ compensation trends and consistent with IAOS goals of “Advancing Quality 
Musculoskeletal Care.” 

The genesis of our current workers’ compensation system dates back to policy in Europe.  
The theory behind workers’ compensation law is that the cost of work-related injuries or 
illnesses should be part of the cost of the good or service.  The first workers’ compensation laws 
originated in Germany in 1884.  Several other European countries went on to pass similar laws.  
In the United States, workers’ compensation laws were passed on a state-by-state basis.  Early 
laws focused on hazardous occupations and were often found unconstitutional.  Maryland passed 
the first act in 1902.  Wisconsin’s law in 1911 was the first to overcome legal challenges.  
Illinois’ first law passed in 1911 with an effective date of May 1, 1912.  By 1948, all states 
established some type of workers’ compensation law.  Our workers’ compensation system was 
established as a no-fault system. 

Administrative oversight of workers’ compensation in Illinois evolved over time.  Courts 
initially administered workers’ compensation claims, but the volume was overwhelming.   On 
July 1, 1913, a three-member Industrial Board was created.  In 1927, a five-member Industrial 
Commission was created within the Illinois Department of Labor.  The Commission separated 
from the Department of Labor and became a self-standing agency in 1957.  On January 1, 2005, 
the agency officially became the Illinois Workers’ Compensation Commission and remains in 
effect today. 

Today, nearly every Illinois employee is protected by the Illinois Workers’ Compensation 
Act.  Benefits include access to treatment.  Workers are often also compensated for lost income 
and permanent disability.  Orthopedic surgeons have an important role in both treatment and 
determining impairment (an important determinant in assessing permanent disability).  This 
study focuses on treatment for musculoskeletal conditions and provides recommendations for 
future improvement in optimizing value-based care for injured workers in Illinois. 

This goal of this study is to conduct a review of recent trends within Illinois workers’ 
compensation using the best data available, put them into context within the population and 
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workforce of the state, compare them to other states when possible, and turn to the future to 
provide suggestions for best practices with regard to cost and care outcomes. The data used and 
analyzed was collected before COVID-19, and as such will not reflect the changes in workforce 
and injury dynamics that are the result of this pandemic. The trends highlighted in this study will 
undoubtedly be affected by the direct and indirect impact of COVID-19, and the length of the 
effect is yet to be known. This study then serves as a review of past workers’ compensation 
trends to provide a general understanding of possible trends moving forward. 
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Musculoskeletal Injury and Treatment Data 
 

Abbreviations and Acronyms1 

AWP – Average Wholesale Price 

BLS – Bureau of Labor Statistics 

CTS – Carpal Tunnel Syndrome 

E&M – Evaluation and Management 

FOIA – Freedom of Information Act 

FRED – Federal Reserve Economic Data 

IAOS – Illinois Association of Orthopedic Surgeons  

IME – Independent Medical Evaluation 

IDES – Illinois Department of Employment Security 

IDPH – Illinois Department of Public Health 

IWCA – Illinois Workers’ Compensation Act 

IWCC – Illinois Workers’ Compensation Commission 

LFPR – Labor Force Participation Rate 

MFS – Medical Fee Schedule 

OT – Occupational Therapy 

OTC – Over the Counter 

PT – Physical Therapy 

SOII – Survey of Occupational Injuries and Illnesses 

SST – Sprains, Strains, and Tears 

USDA-NASS – United States Department of Agriculture - National Agricultural Statistics 

Service 

WC – Workers’ Compensation 

WCRI – Workers Compensation Research Institute  

 

Data2 

BLS/IDPH joint SOII data 1998-2018, obtained through FOIA request DPH-2231-FOIA 

FRED Labor Force Participation Data 

IDES Labor Market Information Data 

IWCC Annual Report Data, 2000-2019 

US Census Bureau Age Data, 2000 Census & 2018 American Community Survey Estimates 

USDA-NASS Farm Census Data 

WCRI CompScope Benchmarks for Illinois, 10th-20th Edition  

WCRI CompScope Medical Benchmarks for Illinois, 10th-21st Edition 

WCRI Prescription Benchmarks, 2nd Edition: Trends and Interstate Comparisons 

 

Note: In the context of pharmaceuticals, “price” or “cost” refers to the fee set by the state for 

said drug.  

 
1 See Appendix A.3. 
2 See References. 
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Workforce Dynamics 

 

In order to contextualize our analysis of trends within workers’ compensation (WC) 
claims, we begin by examining trends in the workforce of Illinois. Between 2000 and 2019, the 
total number of people in the workforce in Illinois varied slightly, mainly contracting around 

national recessions in 2001 (“Dot-Com Bubble”, March 2001 – November 2001) and 2008 
(“Great Recession”, December 2007 – June 2009). These recessions led to dips of 250,000 to 
400,000 workers in Illinois, though in both instances growth in the workforce quickly erased 
these losses (Figure 1). There was steady growth in the workforce of roughly 200,000 workers a 
year after the 2008 recession before leveling out in late 2019. 

Another factor to consider when looking at workforce dynamics is the labor force 
participation rate (LFPR), which shows how the eligible working age population of a state 
compares to the overall population. Decreases in LFPR may suggest that the population is aging 
and coming into retirement, alluding to an older and more at-risk workforce than in the preceding 
time periods.3 Given the significant downward trend in Illinois, we expect to see an increase in 
the average age of claimants, as the workforce itself is aging considerably during this time period 
(Figure 2). When comparing Illinois to the US at large, it is important to note that the LFPR is 
consistently higher in Illinois, indicating that more workers, regardless of age, are actively 
working in Illinois than nationally. This is important in that older populations, to include an older 
workforce, are known to have more naturally occurring degenerative conditions that may impact 
workers’ compensation claims.  

 
3 Walzer, N., & Harger, B. (2016). Unemployment, Labor Force Participation and The Illinois Work Force. 
NIU Center for Governmental Studies. Retrieved from https://www.cgs.niu.edu/Reports/Illinois-Labor-Force-
Participation-Rates.pdf. 

Figure 1. Total number of workers in the workforce in Illinois from 2000 to 2019. 

Dot-Com Bubble Great Recession 



9 
 

 The next area of interest was in identifying high-risk fields of work and examining 
trends in those workforces to provide context for the drop in total number of WC claims.  This is 
important as significant changes in the level of workers in high-risk fields would be expected to 
produce changes in the nature and duration of WC claims. Using the annual Survey of 
Occupational Injuries and Illnesses (SOII), data collected jointly by the Bureau of Labor 
Statistics(BLS) and IDPH, a classification of “risky” or “injury prone” job sectors was assigned 

 

Figure 2. Labor Force Participation Rate in Illinois and the US, from FRED St. Louis. 

Figure 3. The share of the total workforce each injury prone field from 2000-2019. 
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to sectors with claim rates higher than the average by one standard deviation. These sectors were: 
Natural Resources and Mining, Construction, Manufacturing, Durable Goods Production, Non-
Durable Goods Production, Transportation, Warehousing, and Utilities (TWU), and Agriculture. 
From 2000 to 2019, these injury prone sectors consistently accounted for a smaller share of the 
overall workforce in Illinois (Figure 3). There was a 24% decrease in the number of injury prone 
workers, and their aggregate share of the workforce went from 39.7% to 30.1%. When compared 
to the 46% decrease in claims per 1,000 workers, this suggests that almost half of the change in 
claims was not the result of risk prone work exposure and likely due to changes in regulations 
and practices surrounding WC in Illinois over that time. While there have been decreases in the 
number of workers across most sectors of injury prone workers, it is important to note that these 
sectors had a constant share of the workforce since 2010. This would suggest that from 2010 
onward, an even bigger portion of the decrease in WC claims can be attributed to changes in 
regulation and practices.  

Another aspect of the workforce that should be considered, specifically within the context 
of the SOII data, is government employees. As of the early 2000s, the SOII data only reflected a 
survey of private companies. Due to the variations in health care cost associated with private 
versus public employees, the share of the total workforce that consists of governmental 
employees was analyzed. Over the time period in question, the share of publicly employed 
workers varied year by year, but remained around 14% (Figure 4), suggesting that trends in 
government employment follow private employment, and should not introduce any large 
variation in WC trends at large. The exception might be a potential significant change in the 
contract terms for public employees as it relates to work-related injuries over this time period. 

 

Figure 4. Share of total workforce in government from Illinois Department of Employment Security. 
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Total Claims 

 

Three different sources of data were used for various components of our WC claim trend 
analysis: data from the Illinois Workers’ Compensation Commission (IWCC), the Illinois 
Department of Public Health (IDPH), and the Workers Compensation Research Institute 
(WCRI). For an overview of total claims, we looked at the IWCC data on claims per year over 
the time scale provided (2000-2019) as well as a normalized metric of claims per 1,000 workers. 
There is an almost strictly decreasing trend in both figures, with total claims dropping from 
70,836 in 2000 to 37,707 in 2019, a 46.8% reduction, and claims per 1,000 workers going from 
11.7 

claims per 1,000 workers in 2000 to 6.2 in 2019, a 47.4% drop (Figure 5). As discussed earlier, 
the total workforce level remained relatively constant on average, with expected dips around 
recessions. Of the 19 years of data present, there were 4 years where claims per 1,000 workers 
increased, with two years being of particular interest - 2001 and 2008. In each year, there were 
increases in claims per 1,000 workers with decreases in total workforce level. This could be 
attributed to the impact of each respective economic recession, with jobs being lost in typically 
low injury risk sectors i.e. finance, consulting, and other similar private sector service jobs. 
There may also be distorted incentives for workers to file WC claims during a period of 
constriction in employment secondary to the recession. It is important to note the workforce 
grew steadily in size over the last decade, although this has not led to a requisite increase in WC 
claims. Rather, there has been a continued downward trend in yearly claims, leading to an 
average reduction of 1 claim per 1,000 workers every 3 years over the time frame of this report. 

When looking at additional data from the IDPH SOII, which includes both government 
and private employees in Illinois from 1998-2018, the total number of observable Illinois WC 
claims (including both claims with and without time away from work, where throughout this 
report only claims with time away from work were observed) decreased steadily, dropping by 

 

Figure 5. Claims per 1,000 workers from 2000 to 2019 from IWCC data. 

 

2011 Illinois Workers’ 
Compensation Act 
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nearly 60% while claims with time away from work decreased by 51%. Additionally, there was a 
61% decrease in total claims per 1,000 workers. The difference between the decreases in total 
claims versus those with time away from work may suggest that there was a change in either the 
composition of injuries over this time period, treatment methods and/or protocols were advanced 
to lead to shorter recovery times with less time away from work or the management of WC cases 
became more effective and efficient. 

 

Trends in Injury Type 

 

The SOII studies produced by the IDPH categorize injuries by general type, shown in 
Table 1 with the range of share of total claims seen in the data. Classified as non-musculoskeletal 
injuries are chemical burns and corrosions, heat (thermal) burns, and multiple traumatic injuries. 

Table 1. Injury types as reported by SOII, with the range of claim share from 1998 to 2018. 

Figure 6. Number of WC claims by type, 1998-2018. 
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For the purpose of this study, only trends within musculoskeletal injuries from 1998 to 2018 
were analyzed.  Highlighted in Figures 6, 7, & 8, the total claim trend and level seen in the 
IWCC data are also present in the SOII data, though due to the longer time period covered by the 
SOII data (1998 to 2018, compared to 2000-2019 for the IWCC data), there is a 54% decrease in 
total claims compared to a 46.8% decrease as reported by IWCC. Observed in the SOII data is a 
drop of 59% from 1998 to 2018 in sprains/strains/tears. Fractures declined steadily through the 
time period with a decrease of 23% from 1998 to 2018, though with large variation year-to-year. 

Figure 8. Number of WC claims by type, 1998-2018. 

Figure 7. Number of WC claims by type, 1998-2018. 
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Data for soreness/pain is sparse, with data only being reported consistently from 2010 onwards, 
showing an upward trend in the number of claims in this time period. This trend may be 
secondary to the aging workforce in Illinois as age is considered a risk factor for many 
musculoskeletal ailments that may result in WC claims for “soreness” and/or “pain”. 
Bruises/contusions and amputations saw large decreases in number of claims, 47% and 59% 
respectively, while there was a 90% decrease in both carpal tunnel syndrome and tendonitis. 
These significant decreases hold when looking at changes in 10-year averages as well, where 
year by year fluctuations do not obfuscate the underlying trend. 

 The decline in CTS is likely secondary to increased scrutiny in response to reports of 
fraudulent claims, specifically in Illinois prisons in the late 2000s.4 Clusters of employees were 
shown to have filed claims for repetitive stress injuries in abnormal fashion, leading to inflated 
figures for the level of claims due to CTS per year. 

 The composition of injuries changed in two interesting ways over the time studied, with 
the share of claims with fractures increasing from 6% in 1998 to 10.1% in 2018 while the share 
of claims with sprains, strains, and tears decreased from 42% to 38%. These two injury types 
stand out, as they are the largest two categories and the only injury types to have a defined trend 
in share of total claims. A possible explanation for increased claims with a fracture diagnosis 
may be secondary to more sensitive diagnostic imaging of bone pathology.  MRI studies may 
have diagnosed more fractures than typically identified with conventional x-rays. 

From this detailed SOII data, it is clear that the overall reduction in total number of 
claims with time away from work is driven by a reduction in the number of claims involving 
sprains, strains, and tears (SST). The reduction from almost 34,000 SST claims a year to just 
14,000 over the course of 20 years can be attributed to many things, from changes in the job 
market/workforce, changes in the workplace to mitigate injury risk, changes in policies regarding 
qualifications for WC benefits, to changes in treatment policy and guidelines for this type of 
injury, coding and potentially more effective case management input.  

 

Trends in Claimant Characteristics 

 

As explored above with regard to the LFPR, age was highlighted as an important 
claimant characteristic in Illinois vis-à-vis explaining trends in WC claims. From 2000 to 2018, 
the median age of Illinois residents increased from 34.7 years5  to 37.9 years.6 Data for the 
average age of the working population was unavailable, however we can assume that it increased 
in a corresponding manner to the general population. From 1998 to 2018, the average age of 
claimants with time away from work rose 5.67 years, from 37.97 to 43.64 years, as seen in 
Figure 9. From 2000 to 2018, the average age of claimants rose 4.4 years, in comparison to the 
increase in average age of Illinois residents of 3.3 years over the same time. This trend is 
highlighted when observing the share of claims in older age brackets, as there is a consistent 
increase in the share of claims made by older age brackets over this timeframe (Figure 10). The 

 
4 O'Connor, J. (2011, December 05). Third of Illinois Workers' Comp Awards in 12 Facilities. Retrieved from 
https://www.insurancejournal.com/news/midwest/2011/12/05/226277.htm. 
5 U.S. Census Bureau. (2002, August). Illinois 2000: Census 2000 profile. Retrieved from 

https://www.census.gov/prod/2002pubs/c2kprof00-il.pdf. 
6 U.S. Census Bureau. (2018). American Community Survey: 5 Year Data Profile. Retrieved from 

https://www.census.gov/acs/www/data/data-tables-and-tools/data-profiles/. 
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share of total claims made by claimants over the age of 44 went from 27.7% in 1998 to 50.3% in 
2018.  

The age-related impact on WC claims is important to understand given the structure of 
Illinois’ workers’ compensation framework. With an older workforce, there is a higher risk for 
injury that could couple with ongoing medical issues, leading to further cost and time away from 
work. This is due to the treatment of pre-existing medical conditions under Illinois WC law, 
stating that an employer may be responsible for payment of claims involving any form of 
aggravation of a pre-existing condition through a workplace incident given the low causation 
threshold in Illinois WC policies. As the share of claims shifts from younger age ranges to older, 

 

Figure 9. Average age of claimants in claims with days away from work from 1998-2018. 

Figure 10. Share of WC Claims broken down by age range. 
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the risk of overall injury as well as aggravation increases, due to the increased incidence of pre-
existing conditions such as arthritis and other degenerative conditions in older populations. This 
will ultimately increase cost, time away from work, and utilization of resources in treating and 
completing treatment for a WC claim. Due to this trend, Illinois might consider increasing the 
threshold for determining causation due to workplace injuries to begin to separate degenerative 
pathologies from work-related injuries. This change would better align Illinois with other states 
with regard to determining causation for pathology and need for treatment.  This may also 
mitigate potential age descrimination for older workers who may have higher risk for filing WC 
claims. 

 

Trends in Time Away from Work 

 

 For the purposes of this report, we focused mainly on claims with time away from work, 
as those encompass both the majority of severe injuries requiring medical attention as well as the 
majority of cost. When looking at the median number of days away from work from 1998 to 

2018, there is a significant and consistent upward trend from 6 to 13 days (Figure 11). This trend 
is due to an increase in the share of claims made with more than 31 days away from work, from 
19.7% to 36.2% (Figure 12). Every other category of time away from work as reported by IDPH 
experienced slight decreases in their share of total claims or held constant. These findings 
suggest that workers with more severe injuries are taking longer to complete treatment or that 
treatment may be prolonged by providers for a variety of reasons: medical, administrative and 
potentially economic.  

The SOII data also breaks down the number of days away from work by age range. 
Claimants aged 16-19 saw a slight increase in the median number of days taken away from work, 
while those aged 20-24 experienced a consistent length of days away from work per claim. 
Claimants age 25-34 saw a median increase from 5 days to 10 days away from work, while 
claimants aged 35-44 saw a larger increase from 8 to 14 days, and claimants aged 45-54 saw a 

 

Figure 11. IDPH SOII Median number of days away from work 1998-2018, with trend. 
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similar increase from 10 to 20 days away. This increase was matched by claimants aged 55-64, 
jumping from 9 days in 1998 to 19 days in 2018, increasing consistently over that time. Claims 
made by those aged 65 and older were variable and typically had the highest median number of 
days away from work, around 19 days, though decreased from 26 in 2017 to 13 in 2018 (Table 
2).  

There are several other variables outside of injury severity and age that can contribute to 
extending the care timeline, including constraints to care access, preauthorization delays, 
specialist referral delays and potential overtreatment. Illinois has a state mandated fee schedule 
for treating injured works covered under workers’ compensation insurance. Due to current low 
E&M fee schedules, timely access to high quality evaluation and treatment may be adversely 
impacted as doctors are not compensated well for treating injured workers (particularly when 
compared patients with commercial or medicare insurance), which often require additonal 
documentation and time to care for the patient. This burden of care may lead to longer claim 

Figure 12. Share of claims with 1-30 and 31+ days away from work from IDPH/SOII. 

Table 2. Median number of days away from work by SOII age range from 1998 to 2018. 
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lengths, along with delays in receiving prescribed treatment or being seen after refereal. For 
these reasons, increasing the E&M fee schedule in Illinois to be comparable to many surrounding 
states may improve access and reduce treatment timelines. This change in E&M fees does not 
need to be symmetrical or equally appied to all specialties and my focus on specialties who are 
best trained to treat injured workers.  This includes occupational medicine, physiatry, 
orthopedics and dermatolocy).  Removing restrictions on efficeint prescribing of care, i.e. 
allowing pre-authorization of treatment & faster subspecialty referral, for physicians may also 
help expediate care for injured workers in Illinois.  Appropriate utilization review and 
Independent Medical Evaluations (IME) may be utilized to protect against inappropriate 
treatment. 

 

Trends in Cost, Utilization and Type of Services 

 

 The WCRI CompScope Medical Benchmark7,8,9 data provides a good analysis of the 
evolution of cost and types of services utilized in worker’s compensation claims in Illinois, as 
well as comparing Illinois to over 20 states in key metrics. Through contextualizing the costs 
associated with WC Claims within the trends in the type of injuries reported, we hope to provide 
insight on higher value treatment practices aimed at increasing efficiency as well as reducing 
cost and time away from work. Medical cost alone accounts for 41% of overall WC claim cost in 
Illinois (similar to the other states in the study), with an average medical payment per claim of 
$5,131 in 2018 at 12 months of claim maturity.  This is significantly higher than the median 
medical payment per claim for the 18 states in the study of $3,535. There has been steady growth 
of medical payments in Illinois year over year, increasing by roughly 2% per year from 2012 to 
2018, a rate comparable to both other states in the study and to inflation. Prior to the Illinois fee 
schedule changes of 2011, average payments grew 140% from 2000 to 2011.  

 While the proportion of medical cost to overall claim cost in Illinois is similar to the 
national average, the level of medical cost in Illinois is higher. As examined by the WCRI annual 
CompScope Medical Benchmark report, this is for a few key reasons. First, while the fees of care 
in hospital settings is comparable to that of the other study states, the fees of non-hospital care, 
although less than hospital-based care, is much higher (roughly 51%) than the national median. 
The elevated costs for hospital-based care are driven in part by the highest prescription drug 
prices and the second highest physical medicine (physical therapy, occupational therapy, and 
chiropractic services) fees in 18 states studied. Contributing to this high cost is Illinois’ fee 
schedule for most professional care (physicians, chiropractors, and PT/OT), which results in 
rates 98% above Medicare rates on average. Some of this additional professional care payment 
may be justified by the excessive burden of care for physicians required by a complex WC 
system in Illinois. When compared to other states, the overall cost of care is roughly 31% higher 
than the median study state, reflective of these higher fee schedules in physical medicine. The 
one area in which Illinois has lower fees than the median study state is in E&M care, which 
reflects the fee schedule changes in 2011. Current E&M fees are set at 8% above Medicare rates 

 
7 All data are compiled from various tables in the CompScope Medical Benchmarks for Illinois, 10th through 
21st Edition, or CompScope Benchmarks for Illinois, 10th through 20th Edition, unless otherwise stated. 
8 Radeva, E. (2010-2020). CompScope Medical Benchmarks for Illinois (10-21 ed.). Cambridge, MA: 
Workers’ Compensation Research Institute. 
9 Radeva, E. (2010-2019). CompScope Benchmarks for Illinois (10-20 ed.). Cambridge, MA: Workers’ 
Compensation Research Institute. 
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and will be 4% below Medicare rates beginning in January of 2021, significantly lower than 
most states. Along with high physical medicine fee schedule, Illinois is among the highest in 
terms of utilization of physical medicine visits per claim, leading to the aforementioned higher 
cost per claim.   

 The only area in which utilization of medical care services, defined as visits per claim 
weighted by intensity of service provided, deviates from the national average is in physical 
medicine, specifically for non-hospital providers. While physical medicine is the only type of 
care with higher than typical visits per claim, laboratory, major surgery, and pain management 
injection care join physical medicine in having a higher than typical number of services per 
claim. Within physical medicine claims, PT/OT providers have the highest utilization and 
number of services per claim in the study, well above both other states PT/OT providers and 
other providers within Illinois. This high level of overall utilization of physical medicine in WC 
claims is consistent in both surgical and non-surgical claims, with Illinois having more visits per 
claim than all states in the study except for Pennsylvania. 

 The utilization of PT/OT care in Illinois has grown 4%, double the study average, since 
2012, leading to a 4.4% rise in average payment to PT/OT providers over the same time. The 
increase in utilization has driven the rise in total cost for physical medicine, as PT/OT fees have 
remained roughly the same. This increase in PT/OT utilization has offset the decreases seen in 
physicians prescribing PT/OT over the same time period. From 2012 to 2018, there was a shift in 
market share for treatment of physical medicine claims, with PT/OT growing its share of claims 
from 46% to 53%. This was offset in part due to physicians prescribing less physical medicine 
care, with their share of claims decreasing from 30% to 19%. This shift, as well as the overall 
high utilization of physical medicine and PT/OT in particular, may be attributed in part to the 
lack of guidelines on the utilization of physical medicine care in WC claims, such as in other 
areas of treatment and in other study states. This high utilization and cost of PT/OT compared to 
other states suggests that these services are being over-utilized.  There is also no correlation with 
this over-utilization and improved outcomes. The nature of WC claims in Illinois is not 
significantly different from other states, and as such it should follow that the utilization of PT/OT 
to treat WC claims should be similar. This is not the case however, as there is consistently higher 
utilization of PT/OT care in Illinois, creating inefficiency and higher cost. 

One feature of the PT/OT industry in Illinois that may be contributing to physical 
medicine overutilization is the private investment and consolidation of rehabilitation services. 
Private equity has invested in three large rehabilitation enterprises in Illinois: ATI Rehab, 
AthletiCo and NovaCare. NovaCare was first brought under private equity ownership in 1999, 
with ATI Rehab and AthletiCo following in 2006 and 2017, respectively.10 More recently, the 
Orthopedic and Sports Therapy Institute was purchased by CORA Physical Therapy in 2019, a 
national operator of outpatient physical therapy services owned by Gryphon Investors.11 The 
market consolidation and private investment in PT/OT may strengthen operational efficiency and 
emphasize financial return to investors. 

 An interesting trend within WC claims in Illinois is the cost of prescription drugs. While 
utilization, i.e. prescribing practices, is typical of the study states, with a decrease in the average 

 
10 Murphy, H. (2019, January 04). Are these big physical therapy chains ripe for IPOs? Retrieved from 
https://www.chicagobusiness.com/health-care/are-these-big-physical-therapy-chains-ripe-ipos. 
11 CORA Physical Therapy Increases Presence in Illinois with Acquisition of Six Clinics in Rockford. (2019, 
July 15). Retrieved from https://www.gryphon-inv.com/news-article/cora-physical-therapy-increases-presence-
in-illinois-with-acquisition-of-six-clinics-in-rockford/. 
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number of prescriptions per claim from 7 to 5 from 2012 to 2017, the Illinois cost per 
prescription is the highest in the WCRI study by far. This reflects a trend away from pharmacy 
filled prescriptions toward physician-dispensed prescriptions, which while regulated in Illinois 
since 2012, are not sold at the “usual and customary rates”12 of drugs sold at licensed 
pharmacies. Rather, Illinois required that “[e]ffective November 2012, prescriptions dispensed or 
filled outside of licensed pharmacies are reimbursed at AWP plus a $4.18 dispensing fee”13 
where AWP is the average wholesale price of the drug in question, establishing a differential 
pricing system. In order to avoid these new regulations, many third-party companies entered into 
agreements with physician providers to package and dispense new doses of certain established 
name-brand medications, with doctors receiving benefits from higher payment. The “new” 
medications thus carry an AWP determined by the manufacturer as it has no direct comparison 
on the market.14 This trend has contributed greatly to the overall medical cost per claim since 
2012 as price per prescription has increased consistently from $87 in 2012 to $192 in 2017 in 
spite of the increased regulations on physician-dispensed prescriptions introduced in the fee 
schedule changes in 2011.  

 In a prescription specific report from 2011, WCRI examines trends occurring in the mid-
to-late 2000s regarding physician dispensing of medication. When compared to the other 20 
states in the study, Illinois had the third-highest level of physician dispensing, with 43% of all 
prescriptions being dispensed by physicians.  Illinois also had the highest percentage of 
payments made for prescriptions dispensed by physicians at 63% of total payments going to 
these drugs. This was a newer phenomenon however, as from 2007 to 2010, Illinois had the 
highest change in both of these figures, going from 26% to 43% and from 22% to 63% 
respectively. This study also found evidence that states with high levels of physician dispensing 
are associated with changes in physician prescribing and treatment habits. In states with high 
levels of physician dispensing, there was evidence of unnecessary and/or unexplainable 
prescribing and dispensing of traditional OTC drugs at significantly higher rates, up to 1600% 
over retail cost. Both of these trends are concerning, and present opportunities for change in 
policy to improve outcomes and cost of care for injured workers.  

The final interesting trend that is observed within the WCRI data is the trend in 
treatments moving away from utilizing hospital services. Hospital services were utilized in 71% 
of claims in 2002, and only 62% of claims in 2017.  Non-hospital services increased from 96% 
and 98% during this same period. This movement is similar to many other states in the study, 
reflecting the trend away from hospital-based care to the ambulatory setting.  This “outpatient 
shift” includes physician visits, rehabilitation, diagnostic imaging and surgical services. It is 
important to note that advances in medical technology have accelerated this out-patient or 
ambulatory shift in site of care. This does not necessarily reflect unnecessary over-utilization of 
non-hospital services. This tread is consistent with national healthcare objectives of providing 
the right care, at the right time, in the right place.  

This outpatient shift is also occurring in the private and public non-workers’ 
compensation patient population as our healthcare system pursues more value-based care. The 

 
12 Radeva, E. (2019). CompScope Benchmarks for Illinois (20 ed.). Page 25. Cambridge, MA: Workers’ 
Compensation Research Institute. 
13 Radeva, E. (2014). CompScope Benchmarks for Illinois (15 ed.). Page 176. Cambridge, MA: Workers’ 
Compensation Research Institute. 
14 Radeva, E. (2014). CompScope Benchmarks for Illinois (15 ed.). Page 7. Cambridge, MA: Workers’ 
Compensation Research Institute. 
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Illinois workers’ compensation fee schedule includes pricing premiums to hospitals over 
outpatient facilities. Outpatient care is significantly less expensive outside the hospital setting. 
As outlined in the 20th Edition WCRI Medical Benchmarks, in 2017, average payment per visit 
was lower for non-hospital providers across the four main categories of services: E&M 
(physician visits), major radiology, minor radiology, and physical medicine. This trend toward 
less expensive sites of care is promising and should be encouraged in an attempt to optimize the 
cost of care for injured workers in Illinois.   
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The Impact of Policy 

 
 Policy surrounding worker’ compensation in Illinois has changed significantly over the 
last two decades, with the majority of changes made in an attempt to decrease the medical cost 
component of treating injured workers. This was done through the reduction of fee schedules 
across all areas of treatment. As outlined in a recent brief on Illinois WC fee schedules: 

“The Illinois legislature first imposed a medical fee schedule (MFS) upon doctors 
for treating injured workers in 2006, resulting in a 24-percent reduction in medical 
charges. The MFS was reduced again in 2011 by an additional 30 percent across-the-
board for all procedure codes (not just E&M codes), and as a result of these changes the 
Oregon Department of Consumer and Business Services that monitors WC costs around 
the USA concluded Illinois experienced the steepest drop in medical costs in the nation. 

The 2011 Illinois Work Comp reforms accomplished the goal to reduce the costs 
of workers compensation as costs have gone down considerably since then. The National 
Council on Compensation Insurance (NCCI) insurance premium rate recommendation for 
Illinois workers’ compensation carriers for 2019 was -8.5%, bringing the cumulative total 
reduction since September 2011 to over 50%. Illinois now ranks 22nd in the country in 
the coveted 2018 Oregon WC State Premium Rate Ranking Summary since being ranked 
6th and 7th highest in the country in earlier years.”15 

These changes were made without regard for disparities in the fee schedules before 2011, with 
some services already near Medicare rates whereas others were significantly higher. The result of 
this was that fees such as for E&M were lowered to below Medicare rates (subsequently 
increased to roughly 8% above Medicare rates), when others were lowered to 500% above 
Medicare rates (Major Radiology)16. While reducing the fee schedule rates lead to lower costs of 
care, it was done without regard to utilization, allowing large inefficiencies to remain in the 
system. 
 As previously discussed, high levels of utilization were seen in physical medicine, 
specifically with PT/OT and chiropractic services, compared to lower and constant levels of 
utilization with respect to the median state in areas such as E&M visits, radiology, and surgery 
(as measured by 2019 WCRI Medical Benchmarks). This suggests that in response to the 
potentially distorted economic incentives of the 2011 fee schedule changes, physical medicine 
providers may have looked to higher levels of utilization to make up for lost potential revenue, 
whereas other providers remained consistent in their treatment practices, to include surgical 
procedures often performed by orthopedic surgeons. To avoid this “gaming” of the system, it 
may be prudent to introduce new controls regarding the over-utilization of physical medicine 
care in WC claims. 
 Another area of WC policy that was changed in 2011 was the regulation of physician-
dispensed medications. To combat rising pharmacy cost due to abuses of the WC pricing system, 
the price of physician-dispensed prescriptions was set at the AWP, plus a packaging fee of 

 
15 Fletcher, D. J., MD, & Duvendack, P. (2020, September 09). A Brief to Support the Motion for The IWCC 

To Raise Evaluation & Management (E&M) Code Reimbursement to Protect Access to Care for Illinois 

Injured Workers. (Issue brief). 
16 Radeva, E. (2019). CompScope Medical Benchmarks for Illinois (20 ed.). Cambridge, MA: Workers’ 
Compensation Research Institute. 
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$4.18.17 Due to the nature of the AWP, this regulation was quickly circumvented by third-party 
vendors. Through the creation of new dosages of popular medications as well as different 
compounded medications, in effect creating a “new” product.  This resulted in the AWP being 
established at a very high level. This led to an increase in average cost of physician-dispensed 
medications after the new regulation was introduced in 2011, the opposite outcome these reforms 
were attempting to improve.18 While pharmacy-dispensed medications are billed at the “usual 
and customary” rate, physician-dispensed medications are billed at the AWP plus dispensing fee. 
This differential price structure creates a system in which physician-dispensed drugs are 
reimbursed at a higher level, providing financial benefit to some physicians who participate in 
the dispensing of repackaged and self-dispensed drugs.19 Physician-dispensing can be incredibly 
effective in achieving timely patient care and potentially better outcomes through better 
compliance with courses of treatment, however such a pricing system provides opportunity for 
abuse that will drive cost up overall.  

Proponents of a differential pricing system for physician-dispensing argue that by 
leveling the pricing between physician and pharmacy dispensing, patient outcomes and access 
will be hurt, as physicians will stop dispensing medications, and compliance with medication 
therapy will drop. They also argue that overall cost will increase because physicians dispense 
generic drugs compared to name brands at pharmacies. Previous reforms of prescription drug fee 
schedules for workers’ compensation do not support these findings. California’s reforms in 2007 
provide a good example of implementing reforms to the fee schedules that both maintained 
access and quality of care while reducing cost. By replacing the differential pricing system with 
equal prices and maintaining a dispensing fee for physicians, California immediately saw the 
prices of physician-dispensed drugs fall to the price level of pharmacy dispensed drugs. In 
addition to reducing the cost of prescription drugs, repackaging of drugs became a less common 
practice, and the rate of prescribing generics vs. name brands remained virtually unchanged, with 
both pharmacies and physicians opting for generic medications almost 99% of the time.20 This 
was all accomplished while little evidence was found to support the claim that the reforms 
compromised workers’ access to needed medication.21 Using California as an example for 
improved regulation of physician-dispensing to reduce abuse of the system, Illinois has the 
potential to reduce cost while continuing to improve worker outcomes. 

Another method in which potential abuses of physician dispensing might be monitored 
and improved is through the implementation of a self-monitoring or policing system of outliers 
in physician dispensing by their colleagues. This system would act to reduce the current social 
stigma and legal risk associated with criticizing the behavior of other physicians while increasing 
the probability of reducing clinical variation as related to pharmaceutical treatments. A similar 

 
17 Wang, D., & Liu, T. (2011). Prescription Benchmarks: Trends and Interstate Comparisons (2nd ed., Rep.). 
Cambridge, MA: Workers’ Compensation Research Institute. 
18 Wang, D., Thumula, V., Liu, T. (2016, July). Monitoring Illinois Reforms on Physician Dispensing. 
Cambridge, MA: Workers’ Compensation Research Institute. 
19 Swedlow, A., MSA, Gardner, L. B., MD, MPH, PhD, Ireland, J., MSA. (2013, February). Differences in 

Outcomes for Injured Workers Receiving Physician-Dispensed Repackaged Drugs in the California Workers’ 

Compensation System. California Workers’ Compensation Institute. (Research Brief). 
20 Wang, D., & Liu, T. (2011). Prescription Benchmarks: Trends and Interstate Comparisons (2nd ed., Rep.). 
Cambridge, MA: Workers’ Compensation Research Institute. 
21 Neuhauser, F., A. Swedlow, and B. Wynn. 2006. Impact of physician-dispensing of repackaged drugs on 

California workers’ compensation, employers cost, and workers’ access to quality of care. A study for the 
Commission on Health and Safety and Workers’ Compensation.  



24 
 

peer review system would be beneficial to all segments of WC care for injured workers including 
PT/OT, chiropractic care, pain management, surgery, etc. This could decrease cost and improve 
outcomes for injured workers by mitigating aberrant care.   
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Economic Influences 
 

 There are many economic trends and incentives that can be observed with regard to WC 
in Illinois, mainly relating to the provider fee schedule. The fee schedule changes described 
previously created a situation in which providers saw revenue potential from WC claims cut by 
up to 30% on January 1, 2011. We observed an overall high, yet consistent, level of utilization in 
physical medicine care in Illinois before these changes occurred, and saw this level begin to 
increase after the changes were put in place. Due to this reaction to the present economic 
incentives, and the large component of overall WC cost associated with medical cost in Illinois, 
roughly 42%, we endeavored to estimate the additional yearly medical cost due to over-
utilization using data from WCRI22,23,24, specifically in PT/OT and Chiropractic care. 

In order to estimate the cost due to over-utilization of PT/OT care, we calculated the 
product of the difference in number of services (modalities) provided per claim between Illinois 
and the median study state, and the average cost per service in Illinois.25 This additional medical 
cost per claim was then multiplied by the number of applicable claims, roughly 21,495 per year, 
to determine the total additional medical cost due to the over-utilization of PT/OT. Over the 7 
years after the fee schedule changes in 2011 for which data is available (2012-2018), we estimate 

 
22 All data are compiled from various tables in the CompScope Medical Benchmarks for Illinois, 10th through 
21st Edition, or CompScope Benchmarks for Illinois, 10th through 20th Edition, unless otherwise stated. 
23 Radeva, E. (2010-2020). CompScope Medical Benchmarks for Illinois (10-21 ed.). Cambridge, MA: 
Workers’ Compensation Research Institute. 
24 Radeva, E. (2010-2019). CompScope Benchmarks for Illinois (10-20 ed.). Cambridge, MA: Workers’ 
Compensation Research Institute. 
25 The exact formula used to determine the estimate of both PT/OT and chiropractic over-utilization is: 
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with Illinois cost per service being defined as the average claim cost divided by the average number of services 
provided per claim, and the total number of applicable claims being the product of the total number of claims 
and the percent with more than 7 days lost work time, involvement of physical medicine, and PT/OT or 
chiropractic care. 

Table 3. Estimates of yearly additional medical cost due to over-utilization of PT/OT. 
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an average additional medical cost of $30.7 ± 4.7 million per year for a total of $214.9 ± 32.6 
million over seven years (Table 3). This is equivalent to an additional $1,428 per claim with 
PT/OT services provided over this time, or 29.7% of the total PT/OT payments over this time. 

We also observe interesting trends in utilization with the policy changes in 2011 being an 
inflection point. The number of visits per claim was constant before 2011, with a significant 
upward trend after the policy changes. The number of services per visit was decreasing from 
2007 until 2011, then increased 10% alone in 2012 and has continued to increase thereafter. This 
inflection point in 2011 is highlighted further when observing the total number of services per 
claim in Illinois, which remained roughly constant around 84 from 2007-2011, to then increase 
steadily to 117 in 2018 (Figure 13).  

Additionally, this estimate only considers the claims with more than 7 days away from 
work, a 29% sub-sample of all claims totaling roughly 42,000 claims each year. We estimate that 
the additional medical cost could feasibly double when considering the claims outside of this 
sub-sample. While claims with fewer days away from work will logically involve less treatment, 
it follows that those providers that are advocating for over-utilization in the already observed 
claims will not change that behavior for shorter claims. Thus, there is still considerable 
additional cost that could be present in these claims.  

In an identical fashion, we constructed an estimate of the overall additional medical cost 
due to over-utilization of chiropractic care. There were 2,656 claims utilizing chiropractic care 
per year from 2012 to 2018, though there has been a slight and steady decrease in this number 
starting in 2007. Using the method outlined above, we estimate that the annual  

Figure 13. Total services per claim, with trends before and after 2011 WC Act implementation in 2012. 
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additional medical cost due to over-utilization of chiropractic care was $4.6 ± 0.9 million from 

2012-2018 and a total of over $32 million over seven years (Table 4), equal to roughly $1,752 
per claim or 47.2% of total medical payments made to chiropractors.  

Whereas there were notable changes in trends with PT/OT services around the 2011 fee 
schedule changes, there was very little change in the use of chiropractic care as it remained at its 
already high levels. On average, Illinois saw 42.4 more services per claim and 6.2 more visits per 
claim than the median state, while the percent of claims with chiropractic care dropped suddenly 
in 2011 from 9% to 7%.  Overall, less patients received chiropractic care over this time and those 
patients who received chiropractic care on average had more visits and services per claim. 

While the previous estimates have focused on the additional medical cost associated with 
over-utilization of services in WC claims, there are other costs associated with an injured worker 
spending more time in treatment than necessary. This includes loss of productivity with an 
absent injured worker, the cost of the time away from work to the employer by way of finding 
substitute workers, etc. which we label the “opportunity cost” of this over-utilization. To 
estimate this opportunity cost for both PT/OT and chiropractic services, we first look to the 
WCRI Benchmarks data on average wage for claimants with more than 7 days lost time. We 
assume that the additional visits taken after the median level are unnecessary to patient recovery, 
as in the median state the patient would have finished their course of treatment, and thus will 
possibly be able to work. We then assume this will lead to the worker missing one-half day of 
work per therapy visit. Illinois averages roughly 4.25 additional PT/OT visits per claim over the 
median state and has an average half-day wage of $56 throughout this time, leading to an 
opportunity cost of PT/OT over-utilization of $5.2 ± 1.1 million per year from 2012-2018, 
roughly $242 per injured employee. Again, an identical estimate was constructed for chiropractic 
services, which saw an average of 6.2 additional visits over this time. Using the same wage data, 
and assuming that treatments are not highly correlated with one specific industry/wage, we 
estimate the opportunity cost of over-utilization of chiropractic services to be roughly $936,000 
± 317,000 per year from 2012-2018, or roughly $353 per employee. 

Table 4. Estimates of yearly additional medical cost due to over-utilization of chiropractic services. 
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Another concerning practice which is highlighted in the WCRI data is the cost26 of 
physician dispensed prescriptions. In order to estimate the additional medical cost per claim in 
Illinois due to the previously discussed fee disparity, we multiplied the total number of physician 
dispensed prescriptions per year by the difference between the average price per prescription in 
Illinois versus the median cost from the WCRI study to determine an estimate of the increased 
cost of worker’s compensation claims due to the excess cost of physician-dispensed 
medications.27 Using these data on prescription costs and utilization for claims with more than 7 
days away from work, we estimate that the excessive fees charged for these prescriptions led to 
additional medical cost in Illinois of roughly $3.7 ± 0.4 million per year from 2012 to 2017 

(Table 5). We also compared Illinois to the 75th percentile of prescription drug cost in the WCRI 
study over this time period and found that third-party dispensing of prescriptions cost Illinois on 
average $2.3 ± 1.0 million over the 75th percentile state, reinforcing the scale of the issue. Again, 
these are significant underestimates of the true value, as claims with more than 7 days away from 
work make up only 29% of claims over this period of time. While we assume that claims with 
more than 7 days away from work are associated with more severe injuries, more complicated or 
thorough treatments, and thus more prescriptions, it is plausible that the 71% of claims not 
included in the construction of this estimate (claims with less than 7 days away from work) could 
roughly double this additional medical cost in Illinois WC claims. 

As the practice of physician-dispensing continues in Illinois with requisite high price 
level, we took our estimates of the additional medical cost per year and forecasted the additional 

 
26 As discussed earlier, in the context of pharmaceuticals, “cost” and “price” are used interchangeably to 
describe the fee set by state fee schedules. 
27 The exact formula used to estimate the additional cost due to the physician dispensing system is: 
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Table 5. Estimates of yearly additional cost of Rx due in part to physician dispensing. 
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cost for 2018 through 2023.28 By utilizing the trend seen in the mid-2010s, as well as projections 
of changes in total level of claims and prescribing practices, we estimate the average cost over 
these 6 years will be $7.0 million per year, with a slight growth over the time period. This again 
highlights the importance of further regulation in physician-dispensing practices. 

The error on these estimates was constructed by using bootstrapped estimates of the 
median service level. Bootstrapping was used to estimate the standard error of the median as the 
data presented by WCRI is only a subset of the country, meaning that the descriptive statistics of 
the sample most likely diverge from those of the population. Based on these standard errors, a 
basic error propagation equation was used to calculate the error in our overall estimate, which is 
a function of these medians and parameters of Illinois’ WC system. 

One crucial assumption that was made in constructing these estimates was that the 
makeup of Illinois WC claims, specifically the type and distribution of injuries, is not 
characteristically different from the median state so as not to change the type, duration, or 
number of prescriptions per claim. It also follows that this assumption captures any variation in 
Illinois trends in the WC context relating to treatment and prescribing practices vis-à-vis doctor 
preference and protocols. One key insight found in the WCRI CompScope Medical Benchmarks 
that bolsters this assumption is the overall “typical” level of utilization of services outside of 
physical medicine. While Illinois is often above the median level of utilization, if there was a 
significant difference in the composition of injuries, one would expect to see such a drastically 
high level of utilization across the board, as severe injuries involving physical medicine would 
also involve some form of surgery, pain management, radiology, or other form of treatment. This 
is not the case in Illinois however, as physical medicine utilization remains an outlier both 
relative to other treatment type utilizations in the state, and to other state’s level of physical 
medicine utilization. In constructing the utilization index, WCRI includes a calculation of 
“resource intensity,”29 a way in which to control for the intensity of the injuries treated. A state 
with higher resource intensity would have a higher level of utilization than another state, ceteris 
paribus. However, Illinois has incredibly low if not negative levels of resource intensity, with 
PT/OT being only non-hospital provider type to have a small, positive resource intensity. This 
means that the largest driver of Illinois’ high utilization index is the amount of services being 
provided, controlled for resource intensity. This again supports our assumption, as it shows that 
the injury type and severity of injury either is roughly homogenous across states or has been 
controlled for throughout the WCRI data. Thus, through an analysis of the injury trends earlier in 
this report, as well as seen in the resource intensity of services calculated in Editions 10-20 of the 
WCRI CompScope Benchmarks, we find this assumption to be fair.  

  

 
28 This time period was chosen as raw data was only available for six years previously, and assumptions 
regarding the change in prescribing practices and trends previously seen become unreliable after that time 
period. 
29 As defined in the WCRI COMPSCOPE™ Medical Benchmarks: Technical Appendix, 21st Edition, “[t]he 
resource intensity measures the relative complexity for a mix of services based on different resources required 
or different intensities of resource usage, such as time and effort of medical providers, equipment, facilities, 
and other overhead. If a combination of services required more resources than typical, utilization would be 
more intense than the volume alone would have indicated.” (TA 6) 
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Summary of Trends 
 

 The musculoskeletal injury data, cost data and estimates presented above show many 
favorable trends as well as some concerning trends regarding the state of the workers’ 
compensation system in Illinois. The trends we have identified as favorable include the trends in 
total claims, claims per 1,000 workers, types of injuries, and E&M, radiology, and surgery 
utilization. Total claims and claims per 1,000 workers decreased consistently for almost two 
decades, indicating that workplace safety is improving and the level of the workforce does not 
have a large impact on the number of claims, as there is a small, negative correlation between the 
level of the workforce and the number of claims.  

There is a significant downward trend in most types of injuries as well, a consequence of 
the large drop in total number of claims. All categories of musculoskeletal injury reported by the 
SOII saw decreases over the two-decade period, except for soreness/pain, for which data were 
sparse. The trends in injury composition were also interesting, showing an increase in the 
infrequent share of claims that involved fractures while the share of claims involving sprains, 
strains, or tears, went down significantly. Given that these data involve only claims with time 
away from work, we can infer either that there were fewer claims on the whole with 
disproportionate decreases in the number of claims involving sprains, strains, or tears or that 
those claims that did involve sprains, strains, or tears were no longer involving time away from 
work. This indicates a very favorable trend in faster, more effective treatment, with less time 
away from work and lower cost. 

Another area of positive trends that were observed was in the utilization of E&M 
services, radiology services, and surgery services. Even with lower fee schedules implemented in 
2011 providing distorted economic incentive to possible “game the system” by increasing the 
number of services/visits without the medical need, there was no such behavior observed. 
Similarly, there is a positive trend in the cost of treatment by non-hospital providers, with the 
average cost per visit to these providers being lower across all major categories of services. 
Overall, physicians, to include orthopedic surgeons, did not inappropriately alter office visits, 
radiology services or surgical services utilization despite a decrease in the WC fee schedule in 
2011.   

 The trends seen in the workforce, while not the focal point of this study, provide some 
interesting context to other trends observed in the data. The total level of the workforce has 
followed the nation level closely, with significant dips around the recessions of 2001 and 2008, 
although it has experienced consistent growth from 2010 onwards. This growth is coupled with a 
constant level of the workforce in “injury-prone” sectors, compared to a sharp decline in the 
early 2000s. Another interesting aspect of the workforce that was explored, and alluded to trends 
then seen in WC data, was the labor force participation rate. Illinois had a constant decline in 
LFPR since 2000, indicating that among other factors, the workforce is becoming older. 
Compared to the other trends in workforce explored in this study, the trend in LFPR has 
significance in that it may be of concern, due to the higher risk of naturally occurring 
degenerative conditions in an older population. 

 Trends that we identified as concerning in this study involve the trends in the age of the 
claimant population, the trends in time away from work, as well as the trends in cost associated 
with utilization of physical medicine (PT/OT and chiropractic care) and physician-dispensed 
medications. The average age of claimants was shown to have increased by over 5 years from 
2000 to 2018, confirming the trend predicted from LFPR, and raising concern about an aging 



31 
 

working population in Illinois. The median time away from work increased significantly between 
1998 and 2018, from 6 days to 13 days, led by an increase in the share of claims with 31+ days 
away from work, from 19.7% to 36.2%. The share of claimants with time away from work over 
the age of 45 went from 27.7% to 50.3%, again confirming the trend seen in age.  In summary, 
we are seeing fewer WC claims in Illinois but longer time off of work per claim filed. 

 The trends in utilization of physical medicine services were explored in detail, showing a 
large and consistent over-utilization of services creating an estimated additional medical cost per 
year of $35.3 ± 5.6 million between 2012 and 2018. This was coupled with a low intensity of 
injuries provided, as resource intensity was only on average 2.7% higher than the median state 
for PT/OT and 13.4% lower than the median state for chiropractors. Finally, the trends in 
physician-dispensed medications are highly concerning, as there was an increase in this behavior 
even after new regulations were put into place in 2011. We estimate that this behavior has 
created an additional medical cost per year of $3.7 ± 0.4 million from 2012-2017. In addition, it 
was shown that regulatory gaps of physician-dispensing led to the prescribing of often 
unnecessary drugs, creating risk for the patient to include potential addiction and more cost to the 
system. 
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Recommendations 
 

 While there are many favorable trends in the incidence, treatment, and cost of treating 
injured workers in Illinois, there are areas that deserve further attention to optimize the care we 
provide the injured worker. Recommendations for improvement in the worker’s compensation 
system and treatment protocols as introduced previously in this study include: 

 

I. Increase E&M fee schedules to specialists who typically care for injured workers 

bringing the rates closer to surrounding states in order to improve access to care and 

appropriately compensate care associated with treating injured workers.  There is a 

significant burden of care for those treating injured workers that requires special skills 

and processes. An increase in E&M fees could be restricted to only specialties who 

typically treat injured workers (occupational medicine, orthopedics, physiatry, etc.).  

II. Reduce preauthorization delays to shorten claim time and reduce cost by expediting 

care. This may also lead to fewer ancillary visits to other providers while 

authorization is being approved, lowering overall claim cost. Appropriate regulation 

may be considered to avoid unnecessary delays in treating injured workers. 

III. Expedite subspecialty referral in order to improve quality of care by engaging the 

most expert provider early in the continuum of care.  This moves treatment away 

from a traditional primary care “gatekeeper” to subspecialists. This may also help 

expedite the claim timeline and improve outcomes. 

IV. Introduce specific clinical practice guidelines and possible regulation on physical 

medicine (PT/OT, Chiropractor) utilization, as seen in many other WC systems in 

which treatment guidelines are used, as well as utilization reviews and IMEs to 

determine the necessity of treatment. This will lead to more effective, less costly, care 

and reverse excessive utilization trends in physician medicine. 

V. Encourage a shift to treating injured workers at the less expensive site of care, 

due to the large difference in cost for different services explored above. Appropriately 

match the site of care with the level of acuity and minimize are in the hospital setting. 

This will directly lead to a reduction in cost per claim. Developing site neutral 

payments in Illinois may also be considered to ensure similar payment for services 

independent of site of care. 

VI. Better regulate compounded medication & aberrant physician-dispensing and 

reward generic medication use, as seen in California through the removal of the 

differential pricing model for WC prescriptions. This will lead to lower cost, 

prioritization of patient needs, and the reduction in prescribing of unnecessary 

medications.  

VII. Consider a self-regulation system for all WC providers to report abuses of the 

WC system by other providers, to properly regulate and correct aberrant behavior. 

This will create a more efficient system with less clinical variation to improve patient 

care and lower cost. 
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VIII. Recognize the injury risk of aging workforce and differentiate degenerative and 

work-related pathologies, in order to adapt care and expectations of orthopedic 

surgeons and injured workers when considering WC claims.  This may help reduce 

workers’ compensation payments for degenerative conditions and mitigate workforce 

age discrimination. 

IX. Understand that any potential future changes in WC policy should be 

thoroughly vetted with key stakeholders.  The goal of the WC system is to protect 

the injured worker. The Illinois WC system is complex and even small policy changes 

can have significant impact on how we treat injured workers.  It is important to 

understand and forecast the implications of policy change to ensure any change has 

the desired effect on the system and mitigate adverse outcomes from changes in 

policy. 
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Appendix 
 

A.1. A Note on Data, Sourcing, and Sampling Error 
 

 The majority of data utilized in this report to observe trends in WC claims, specifically 
regarding time away from work, claimant characteristics, and types of injuries, was taken from 
yearly Surveys of Occupational Injuries and Illnesses from the Illinois Department of Public 
Health. While these reports are comprised of statistically representative samples and use 
appropriate measures to estimate overall figures, there is uncertainty in measurement that is 
introduced. For the purposes of this report, these uncertainties are of lesser concern as they are 
assumed to remain consistent year to year, and by looking at trends rather than specific 
measurements, the uncertainty can be mitigated. We have also taken steps to reduce the 
uncertainty in our data by cross referencing data from multiple sources, including IDPH, IWCC, 
and WCRI, as is suggested in literature in this area:30  

“Likewise, the BLS SOII system is not appropriate for ongoing and timely ascertainment 
of “sentinel” cases that link health outcomes to specific exposures that can lead to 
targeted worksite investigations and broad public health recommendations. State-based 
occupational health surveillance programs that can utilize the BLS SOII data in 
conjunction with workers’ compensation and other public health data sets should be 
considered a key part of a comprehensive system to track occupational injuries and 
illnesses in the United States.”31 

Even with the additional steps taken to mitigate error in data sampling, we recognize and note to 
the reader that error is still present as with every instance of sampling of a population. It is 
therefore important to place estimates, trends, and conclusions into this context. Any 
improvements, comments, or critiques to this analysis are appreciated and will be critical to 
future understanding of the dynamics of Illinois WC claims. 

 

   

 

 

  

 
30 Friedman LS, Forst L: The impact of OSHA recordkeeping regulation changes on occupational injury and 

illness trends in the U.S.: a time-series analysis. Occupational and Environmental Medicine, 2007 64:454–460.  
31 Utterback, D. F., Schnorr, T. M. (2010, August). Use of Workers’ Compensation Data for Occupational 

Injury & Illness Prevention. Department of Health and Human Services: Centers for Disease Control and 
Prevention, National Institute for Occupational Safety and Health. Department of Labor: Bureau of Labor 
Statistics. 
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A.2. List of Figures & Tables 

 

Figures 
 

Figure 1. Total number of workers in the workforce in Illinois from 2000 to 2019. 

Figure 2. Labor Force Participation Rate in Illinois and the US, from FRED St. Louis. 

Figure 3. The share of the total workforce each injury prone field held from 2000-2019. 

Figure 4. Share of total workforce in government from Illinois Department of Employment 

Security. 

Figure 5. Claims per 1000 workers from 2000 to 2019 from IWCC data. 

Figure 6. Number of WC claims by type, 1998-2018. 

Figure 7. Number of WC claims by type, 1998-2018. 

Figure 8. Number of WC claims by type, 1998-2018. 

Figure 9. Average age of claimants in claims with days away from work from 1998-2018. 

Figure 10. Share of WC Claims broken down by age range. 

Figure 11. IDPH SOII Median number of days away from work 1998-2018, with trend. 

Figure 12. Share of claims with 31+ days away from work from IDPH/SOII. 

Figure 13. Total services per claim, with trends before and after 2011 WC Act implementation. 

 

 

Tables 
 

Table 1. Injury types as reported by IDPH SOII, with the range of claim share from 1998 to 
2018. 
Table 2. Median number of days away from work by SOII age range from 1998 to 2018. 
Table 3. Estimates of yearly additional medical cost due to over-utilization of PT/OT. 
Table 4. Estimates of yearly additional medical cost due to over-utilization of chiropractic 
services. 
Table 5. Estimates of yearly additional medical cost of Rx due in part to physician dispensing. 
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A.3. Abbreviations and Acronyms 
 

AWP – Average Wholesale Price: Used specifically in reference to the average price of 

prescription medications used to determine thresholds for pricing of physician-dispensed 

prescriptions. 

BLS – Bureau of Labor Statistics: The principal fact-finding agency for the U.S. government 

in the broad field of labor economics and statistics, within the Department of Labor. 

CTS – Carpal Tunnel Syndrome: Also known as median nerve compression, is a condition 

that causes numbness, tingling, or weakness in the hand. 

E&M – Evaluation and Management: Cognitive services in which a physician or other 

qualified healthcare professional diagnoses and treats illness or injury. 

FOIA – Freedom of Information Act: The Freedom of Information Act, 5 U.S.C. § 552, is a 

federal freedom of information law that requires the full or partial disclosure of previously 

unreleased information and documents controlled by the United States government upon request. 

FRED – Federal Reserve Economic Data: Federal Reserve Economic Data is a database 

maintained by the Research division of the Federal Reserve Bank of St. Louis. 

IAOS – Illinois Association of Orthopedic Surgeons: A non-profit association with the 

purpose of promoting the interests of the profession of orthopedic surgery in the state of Illinois 

and the patients thereof through education, representation, and advocacy in legislative and 

regulatory arenas. 

IDES – Illinois Department of Employment Security: The department of the Illinois state 

government that administers state unemployment benefits, runs the employment service and 

Illinois Job Bank, and publishes labor market information. 

IDPH – Illinois Department of Public Health: The department of the Illinois state government 

that prevents and controls disease and injury, regulates medical practitioners, and promotes 

sanitation. 

IWCA – Illinois Workers’ Compensation Act: 820 ILCS 305, the act by which the statutory 

authority of the workers’ compensation system in Illinois is defined. 

IWCC – Illinois Workers’ Compensation Commission: Commission that resolves disputes 

between employees and employers regarding work-related injuries and illnesses. 

IWE – Independent Medical Evaluations: A medical evaluation performed by a medical 

professional on a patient who was not previously involved in the treatment of that patient, to 

evaluate the patient's course of prior treatment and current condition. 

LFPR – Labor Force Participation Rate: A measure of an economy’s active workforce, found 

by taking the number of workers (both employed and unemployed) divided by the total working-

age population. 

MFS – Medical Fee Schedule: The schedule fee is the amount defined by the government as a 

fair fee for various medical services, used here in the context of workers’ compensation. 

OT – Occupational Therapy: The use of assessment and intervention to develop, recover, or 

maintain the meaningful activities, or occupations, of individuals, groups, or communities 
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OTC – Over the Counter: Refers to medications available to buy without prescription. 

PT – Physical Therapy: A branch of rehabilitative health that uses specially designed exercises 

and equipment to help patients regain or improve their physical abilities. 

SOII – Survey of Occupational Injuries and Illnesses: A Federal/State (BLS/IDPH) 

cooperative program that publishes estimates on nonfatal occupational injuries and illnesses. 

SST – Sprains, Strains, and Tears: Refers to three categories of injuries present in worker’ 

compensation claims. 

USDA-NASS – United States Department of Agriculture - National Agricultural Statistics 

Service: Agency committed to providing timely, accurate, and useful statistics in service to U.S. 

agriculture. 

WC – Workers’ Compensation: A form of insurance providing wage replacement and medical 

benefits to employees injured in the course of employment in exchange for mandatory 

relinquishment of the employee's right to sue his or her employer for the tort of negligence. 

WCRI – Workers Compensation Research Institute: An independent, not-for-profit providing 

objective, credible, and high-quality research on state workers' compensation systems, based in 

Cambridge, MA. 

 

  

 


