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The Impact of Workplace Screening on the
Occurrence of Cumulative Trauma Disorders
and Workers’ Compensation Claims

J. Mark Methorn, MD

Work-related musculoskeletal pain, commonly referred to more specif-
ically as musculoskeletal disorders or cumulative trauma disorders, has
continued to occur despite efforts by employers, employees, health care
providers, and the government to eradicate it. The National Institute for
Occupational Safety and Health has encouraged employers to establish
ergonomic prevention programs; however, many employers are concerned
that screening, education, and focused attention on workplace pain will
cause an increase in the number of OSHA 200 events and the incidence
of workers’ compensation claims. This prospective cohort study demon-
strated that there was no increase in the number of OSHA 200 events
and no increase in the incidence of workers’ compensation claims after
completion of an individual risk screening program that included
education and employee awareness about work-related musculoskeletal
pain. Incidence of cumulative trauma disorders has been most effectively
reduced by use of individual risk-screening programs. Therefore, employ-
ers should be encouraged to develop and implement prevention programs
that include individual risk screening.
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he recognition and control of occu-
pational injuries involving musculo-
skeletal pain has become a major
concern of employees, employers,
health care providers, and the federal
government. In 1997, the cost of
workplace health and safety was es-
timated at over $418 billion in direct
costs, and (using the lower range of
estimates) indirect costs were $837
billion.* Reducing this total cost of
over ‘$1.256 trillion would have a
major impact on corporate produc-
tivity, as well as improve the quality
of life for the individual employee.
In 1990, the National Institute for
Occupational Safety and Health
(NIOSH) estimated that 15% to 20%
of Americans are at risk for develop-
ing cumulative trauma disorders
(CTDs).?

In 1998, the Bureau of Labor and
Statistics (BLS)>* released its most
current data for 1996 in its annual
survey of lost-worktime injuries and
illnesses. Data reported for 1996
showed that a total of nearly 1.9
million injuries and illnesses in pri-
vate-industry workplaces required
recuperation away from work be-
yond the day of the incident. The
1996 figure of 1,880,500 cases is a
decline from the 2,040,929 cases re-
ported'in 1995. In fact, the number of
injuries and illnesses resulting in
time away from work has declined
since 1092 (there were 2,236,600
cases reported in 1994; 2,252,600 in
1993; and 2,331,100 cases in 1992). "
While this reduction in incidence is
important, the estimated costs for
1996 are higher than those for 1995.
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Additionally, ten occupations ac-
counted for nearly one third the num-
ber of injuries and illnesses requiring
recuperation away from work for
1992 through 1996.* Also, despite
the decrcased overall incidence rate,
the number of lost workdays is in-
creasing per incidence, and CTD
cases are disproportionately higher
(median number of lost workdays for
all cases in 1996 is 5 days, whereas
that .for carpal tunnel syndrome
(CTS) is 25 days).*

Although a reduction in incidence
is important, it is but one part of the
maze. Webster and Snook® found
that the mean cost per case of upper
extremity' CTD was $8070, com-
pared with a median cost of $824 for
all other cases. Medical costs repre-
sented 32.9% of the total costs; in-
demnity costs were 65.1%. The goal
of intervention programs should in-
clude a reduction in incidence rate,
lost workdays incidence rate, lost
time case incident rate, lost time day
severity rates, and costs.

Feuerstein et al® reported 185,927
claims in the federal workforce from
October 1, 1993, to September 30,
1994. Upper extremity CTD repre-
sented 8,147 (4.4%) of all claims.
The mean number of lost workdays
was 84 for CTS, at a direct medical
cost of $4,941. They concluded that
upper extremity CTD had signifi-
cantly higher direct and indirect
medical costs, because of the longer
duration of treatment and greater
work disability. The authors also
suggested that there is a need for
risk-factor identification to be used
to decrease disability severity and
shorten recovery time.

Unfortunately, many myths about
work-related injuries have developed
because of the difficulty of integrat-
ing individual risk factors with risk
factors in. the workplace.” Recent
studies tend to demonstrate that oc-
cupational diseases involve multiple
factors in the etiology and that a
specific job may not be the primary
cause for occurrence.’~'° In review-
ing this literature, many questions
are raised regarding etiology and job

relationship. Sufficient epidemiolog-
ical evidence is present to demon-
strate an association between the in-
dividual’s risk and activities
(workplace - and nonwork ‘environ-
ment).>>*! Therefore, prevention is
the best approach to the reduction of
CTDs, and prevention is best accom-
plished by individual screening and
surveillance in the workplace.?'%’
In 1986, NIOSH proposed a na-
tional strategy for the prevention of
work-related diseases and injuries.”*"®
The BLS 1992 figure of 281,800 was
more than double the comparable

count reported 4 years earlier; the.

Occupational Safety and Health Ad-
ministration’s Office of Ergonomic
Support stated that 33% to 40% of
people receiving workers’ compen-
sation have musculoskeletal work-
place injuries.>?®

The effectiveness of workplace
screening programs for the reduction
of musculoskeletal disorders (MSDs)
is supported by the current reduction
in the BLS incidence rate.>* Screen-
ing contributes to prevention of
work-related disease when individ-
ual and group test results are rou-
tinely scrutinized for indications of
adverse health effects and appropri-
ate- actions are taken in response to
such findings.?* Golaszewski et al**
demonstrated that for every dollar
spent on health prevention, 3.40 dol-
lars are saved (benefit-to-cost ratio).
Employers have been reluctant to

undertake workplace screening be-

cause of a concern that the process of
screening and the associated educa-
tion would cause an increase in the
number of reportable OSHA 200
events, requests for medical care,
and workers’ compensation claims,
thereby resulting in increased work-
ers’ compensation costs.

The outcome measure for this pro-
spective study on MSDs and CTDs,
using an individual risk assessment
instrument, was the number of re-
portable OSHA 200 events and the
incidence of workers’ compensation
claim filings.
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TABLE 1
Number of Employees, by Year
Year Average Turnover New Hires

1998 94 7 19

1997 82 26 26

1996 82 29 35

1995 76 22 29

1994 69 20 21

1993 68 19 20
Methods

In 1997, a financial institution
with 82 employees assigned to six
branch offices agreed to participate
in this research project. Records
were available from 1993 to 1997 for
total employees, new hires, and em-
ployees lost from employment for
each year (Table 1).

The individual screening pro-
gram, education materials, and data
collection were completed using
OSHA’s®! prevention program
guides that follow. Data was col-
lected for age, gender, job, branch
local, and study group (control or
screened). The control group was
made up of individual employees
who received no information regard-
ing the study or CTDs in the work-
place. -“The study (screened) group
was introduced to CTDs in the work-
place by an office memorandum,
employee management meetings,
educational materials, and a question-
and-answer session over a 4-week
period. Examples of the educational
materials are included in Appendix A.

At the end of the 4-week CTDs
introduction and education program,
40 of the employees were screened
using an individual CTD MSD risk-
assessment instrument (screened
group).** The CTD MSD risk-
assessment instrument includes 139
questions and 56 physical examina-
tion data points. Examples of the
questions are included in Table 2.
This instrument was developed using
psychometric principles.**—¢ Ques-
tions regarding age, gender, inherited
genetic characteristics, workplace,
nonwork environment, and- psycho-
social issues were collected.>”-*® The
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TABLE 2

Examples of Questions and Physical Measures

-

present job.

. Present Job or New Job: Please select the number above that best describes your

6. Hobby or Leisure Activity: Please select the number from the list above for your

favorite leisure actlivities or hobbles.

9. | have trouble turning a key to open a door No Yes
10. | have trouble pouring milk No Yes
11. | have trouble holding utensils like knives and forks No Yes
12. | have trouble cutting my meat at meals No Yes
13. | have trouble with zippers, buttons, or hooks No Yes
14. | have trouble opening doors No Yes

37. No-Yes
38. No-Yes

Thyroid disease (hormone imbalance)
Rheumatoid arthritis (disease of the joints with swelling and drifting)

57. Average hours worked per day for all jobs. If not working use 8.

<6 8 10 12 14>
70. Do your hands feel cold?
71. Do your hands swell?

No Left
No Left

Right Both .
Right  Bath

135. Your overall impression or feelings about the screening? good  fair poor

1. Percussion median
3. Phalen’s
15. Finkelstein’s
21. Lateral epicondylitis pain
29. Shoulder impingement pain
33. Wrist depth and width
35. Circumference, forearm
37. Grip strength
41. Two point sensory

instrument combines the question-
naire with the physical measures.
Relative risk levels are obtained by
statistical analysis using a range of 1
to 7, with 1 as lowest risk. The
instrument has previously been stud-
ied for reproducibility (test-retest re-
liability using Spearman’s correla-
tion demonstrated substantial
agreement at 0.89), internal consis-
tency (Cronbach’s alpha of .76), va-
lidity (evidence of construct validity
by correlation between physician ex-
amination and risk level), and sensi-
tivity to clinical changes (decreased
combined risk level by exercise in-
tervention group while control group
was unchanged, confirming respon-
siveness).>2>%40

The screened group was further
divided into a group of 20 individu-
als who were informed of their risk-
assessment score and 20 who were
not informed. Random assignment to
the informed versus the not-informed
groups was established by use of the
three bank branches involved in the
screening by flipping a coin for one
branch to be informed, one branch

not to be informed, and one branch to
be a blend based on last digit of
Social Security Number, with the
odd number not informed. Individu-
als were notified or informed of their
individual risk level by letter and a
follow-up interview. Education was
provided to the informed group, but
no specific health interventions,
workplace modifications, or ergo-
nomic programs were provided (see
Appendix B). )

Retrospective data was collected
for the 5 years before the start of this
study. During the retrospective and
prospective study period, no ergo-
nomic programs or workplace
changes were made. During the ret-
rospective period, two branches were
located to new facilities but no spe-
cific ergonomic construction designs
were used during the building pro-
cess. No change in facilities occurred
during the prospective period. The
work areas, jobs tasks, and perfor-
mance expectations were the same
for all branches. The general job of
financial services remained similar
during the study period.

Occupational injuries were de-
fined as injuries that resulted from a
work-related event or from a single
instantaneous exposure in the work
environment and that resulted in lost
worktime or required medical tweat-
ment (other than first aid), or as cases
in which the worker experienced loss
of consciousness, restriction of work
activities or motion, or was trans-
ferred to another job.*! Occupational
illnesses were defined as any abnor-
mal condition or disorder (other than
one resulting from an occupational
injury) caused by exposure to a fac-
tor(s) associated with employment,
including acute or chronic illnesses
or disease caused by inhalation, ab-
sorption, ingestion, or direct con-
tact.*' Disorders commonly called
CTDs (for example, CTS) would be
included in the ilinesses definition.

The employer studied has encour-
aged early reporting of workplace
injuries: and illnesses. During the
study period, the employer experi-
enced the usual first aid and work-
place injuries. Although the em-
ployer is a financial institution and
therefore exempt from filing OSHA
200 logs, the employer has main-
tained these records, along with the
state-required workers’ compensa-
tion records. The employer’s com-
mercial insurance underwriter has
not observed any change in the fre-
quency of visits or claims filed for
non-work-related musculoskeletal
pain during the study.

Confounding is always possible.
In a study of this type, there are
many factors that can not be con-
trolled. Examples would include the
following: corporate culture regard-
ing reporting of CTDs, employee
turnover, lay-media education re-
garding CTDs, employee satisfaction
with the workplace, community em-
ployment opportunities, general eco-
nomic conditions, and the effect of
being included in a research study.

Results

In 1997, 82 employees were avail-
able for this prospective study, with
an average age of 32.6 years and a
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age range of 19 to 77 years. There
were 13 (16%) males and 69 (84%)
females. After a 4-week CTD intro-
duction and education program, 40
(49%) of the employees were
screened using an individual CTD
MSD risk assessment instrument
(screened group). The average age
for the screened group was 31 years,
compared with the total group aver-
age age of 32 years, with a age range
of 19 to 68 years compared with 19
to 77 years, respectively. Six (16%)
of the 40 subjects in the screened
group were male, compared with 13
(16%) of the 82 subjects in the total
group, and 34 (84%) of the 40 sub-
jects in the screened group were
female, compared with 69 (84%) of
the 82 subjects in the total group.
The individual risk scores in the
screened group ranged from 1 to 7,
with an average risk level of 4.1. In
addition to the individual upper ex-
tremity risk score, 12 of 40 (30%) in
the screened group were at increased
risk for musculoskeletal pain located
in the back or lower extremities.

The screened group was further
divided by random assignment into a
group of 20 individuals who were
informed of their risk assessment
score and 20 who were not informed.

The individual risk scores ranged
from 1 to 7, with the average for the
screened group® at 4.10 left and
4.15 right (average company risk
level, 4.125). The informed (in-
formed or told of individual risk
level) group risk was left 4.1 and 3.9
right (average, 4.0), compared with
the not-informed (not told) group of
left 4.1 and right 4.4 (average, 4.25).
Individual risk scores and their
groups are listed in Table 3.

The CTD MSD risk assessment
instrument also provides information
for the back (thoracic and lumbar
spine) and the lower extremity. Table
3 demonstrated that & of 20 (40%) in
the screened and informed group
were more likely to have musculo-
skeletal pain complaints for the back
and lower extremity, compared with
4 of 20 (20%) in the screened and

not-informed group, with a company
average of 12 of 40 (30%).

The combined individual risk
score distribution for the left and
right upper extremity for the
screened group is listed in Table 4.
For 1998, the employer has experi-
enced increasing growth, The num-
ber of employees has increased and
the turnover has decreased. Two
members of the screened group and
five members of the nonscreened
group have left employment. The
two members of the screened group
were interviewed by phone and re-
ported that they had left work for
family reasons. Four of the five non-
screened group members were inter-
viewed by phone and reported that
they had left work for family rea-
sons. No forwarding information is
available so that the fifth individual
can be located.

The employer has continued to
maintain OSHA 200 logs and state
workers’ compensation claims
records. During the 11 months after
the screening, education, and fo-
cused attention on workplace pain
hegan, no OSHA 200 events or
workers’ compensation claims for
occupational illnesses in the category
of cumulative trauma, repeated
trauma, or repetitive strain injury
have occurred.

Discussion

With the cost of workplace health
and safety (both direct and indirect
costs) for 1997 estimated at over
$1.256 trillion,' reduction of CTD
MSD remains a priority for employ-
ees, employers, business, and health
care services. In 1986, NIOSH de-
veloped a national strategy for pre-
vention of work-related diseases and
injuries,*>** Although the BLS*
had been collecting and annually re-
porting data since 1970 on work-
place injuries, more information was
required so that effective prevention
programs could be designed. In
1990, NIOSH estimated that 15% to
20% of Americans are at risk for
developing CTDs.? In 1994, the ad-
dition of demographic and case char-
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acteristics were included in the an-
nual BLS report “Occupational
Injuries and Illnesses: Counts, Rates,
and Characteristics.” When this in-
formation was combined with stud-
ies by the Centers for Disease Con-
trol** and NIOSH,?’*?"® guidelines
and suggestions for prevention and
reduction were provided for employ-
ers by NIOSH.

These earlier efforts appear to be
having some effect, as a 1996 BLS
report demonstrated a drop in the
numbers of “disorders associated
with repeated trauma” from a high in
1994 of 4.9% to 4.5% in 1996. Un-
fortunately, although the incidence
rate may be stable or decreasing, the
costs associated with this type of
occupational injury are increasing
disproportionately.

Further efforts in the form of pre-
vention and guides for the employer
have included the American College
of Occupational and Environment
Medicine’s*” “1997 Labor Day
Checklist: Ergonomic Tips to Pre-
vent Cumulative Trauma” and
NIOSH’s 1997 publication no. 97—
117, “Elements of Ergonomics Pro-
grams.” NIOSH recommends that an
ergonomic prevention program con-
tain seven steps: (1) looking for signs
of work-related musculoskeletal
problems, (2) setting the stage for
action, (3) training to build in-house
expertise, (4) gathering and examin-
ing evidence of work-related MSDs,
(5) developing controls, (6) health
care management, and (7) proactive
ergonomics (screening for individual
and group risk of work-related
MSDs).*!

For proactive ergonomics to be
effective, a screening program
should include a written plan for data
collection, analysis, and response to
abnormal findings. Screening pro-
grams can include questionnaire-
based measures only; questionnaires
and physical measures (clinical ex-
amination); or questionnaires, physi-
cal measurements, and physical test-
ing (nerve conduction studies or
electromyographic studies). Recent
studies have suggested that for
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TABLE 3
Individual Data
Upper Extremity
Risk Level
- Back/Lower
Patient No. Sex Age Left . Right Extremity Pain %Y
Told
27 F 35 1 1 Y
28 F 27 2 1 Y
29 F 26 7 7 Y
30 F 45 4 5
31 F 20 3 4 Y
32 F 46 6 8 Y
33 F 34 5 4 \4
34 F 28 4 4 Y
35 F 29 4 5
36 F 3g 3 3
37 F 30 6 7
38 F 22 4 3
39 M 51 5 3 Y
40 F 40 2 4
1 M 29 2 2
2 M 34 7 4
3 M 36 4 4
4 F 39 5 3
5 F 19 4 4
6 F 33 4 4
Upper extremity average risk levels 4.1 3.9
for 20 told*
Total with back/lower extremity pain ' . 8/20 40.0
No. male 4 4/20 20.0
No. female 16 16/20 40.0
Not told
7 M 29 4 4
8 M 30 5 5
9 M 51 3 3 Y
10 F 68 4 3 Y
1 F 28 4 4
12 F 26 1 3
13 F 24 4 5
14 F 25 5 4
15 F 31 5 4
16 F 36 4 5 Y
17 F 20 4 5
18 F 19 5 4
19 F 21 4 5
20 F 25 4 5
21 F 25 3 3
22 F 31 4 3 Y
23 F 30 5 5
24 F 26 5 7
25 F 22 4 4
26 F 29 5 7
Upper extremity average risk levels 41 4.4
for 20 not told*
Total with back/lower extremity pain 4/20 20.0
No. male 3 3/20 15.0
No. female 17 . ) 17/20 ) 85.0
Upper extremity average risk levels 4.1 415
for all 40 patients™
Total with back/lower extremity pain ) 12/40 30.0
No. male 7 '7/40 17.5
No. female 33 ' 33/40 82.5

* Average of left and right upper extremity risk scores were as follows: for 20 patients told, 4.00; for 20 patients not told, 4.25; for all 40
patients, 4.125.
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TABLE 4
Combined Risk Levels
Risk Level 1 2 3 4 5 6 7
Left 2 3 4 17 10 2 2
Right 2 1 9 14 9 1 4
Total 4 4 13 31 19 3 6
% of total o 5.00 5.00 16.25 38.75 23.75 3.75 7.50
Groups 1,2, 3 Group 4 Groups 5, 6, 7
Total by group 21 31 28
Standard distribution 26 28 26

screening purposes, the- question-
naire only or the questionnaire and
physical measures are the most sen-
sitive and best predictors.*8~%*
Unfortunately, many employers
have not initiated individual screen-
ing programs because of the belief
that if the individual employee is
evaluated, ‘educated, or informed
about CTD MSD related to the work-
place, thé employer’s reported rate of
occurrence will increase and :their
workers” compensation costs will
therefore increase. A review of the
published literature does not reveal
any studies: to confirm or refute this
employer concern. Also, employers
are concerned about how to integrate
individual risk screenings with OS-
HA'’s requirement for a safe work-
place and Americans with Disabili-
ties Act (ADA) requirements
regarding employment discrimina-
tion. Although a complete review is
not possible, the general concepts are
that the employer is required to pro-
vide a safe workplace as instructed
by the General Duty Clauses section
5 A 1 of the Federal Registry outlin-
ing requirements for OSHA.%®> An
individual screening program can be
a beneficial part of those require-
ments. The employer would also be
in compliance with the ADA if the
employer used the individual screen-
ing information to help match indi-
viduals to essential functions of jobs
and if the work guides are applied
fairly and equaily to all employ-
ees.®~% The ADA permits an em-
ployer to require that an individual
‘not pose a direct threat to the health
and safety of. himself (herself) or

others in the workplace. A direct
threat means a significant risk of
substantial harm. The determination
that an individual poses a direct
threat must be based on objective,
factual evidence regarding the indi-
vidual’s present ability to perform
essential job functions.®®’®7! :

This prospective. cohort study
demonstrated that when the em-
ployer .implemented an individual
risk screening program, education,
and employee awareness, there was
no increase in the incidence of work-
related musculoskeletal pain, as mea-
sured by OSHA 200 events, workers’
compensation claims, workers’ com-
pensation costs, or commercial insur-
ance visits. Since individual - risk
screening can be in compliance with
both OSHA and the ADA guides,
employers should be encouraged to
develop, implement, and use individ-
uval screening programs because they
provide the best opportunity for pre-
vention of CTDs and do not increase
the incidence rate or costs of CTD

"~ MSD in the workplace.

Appendix A

Gumulative Trauma Disorders—
Just the Facts

Occupational diseases affect 15%
to 20% of all Americans. CTDs ac-
count for 56% of all occupational
injuries. The government predicts
that by the year 2000; 50% of the
American workforce will have occu-
pational- injuries annually. The: rec-
ognition and control of occupational
injuries has become a major concern
of employees, employers, health care

providers, and the government.
Many myths about work-related in-
juries have developed because of the
difficulty of integrating .individual
risk factors with risk factors in the
workplace. Recent studies tend to
demonstrate that occupational dis-
eases are multifactorial in etiology
and that a specific job may not be the
primary cause for occurrence. Re-
duction of the individual risk factors
provides the- best opportunity for
reaching the preferred treatment,
which is prevention.

Although discussions of diseases
of human soft tissue date back to the
Greeks, - the documented history of
CTDs is vague. Today we have a
better understanding of the work-
place and of the limits of the human
body, but the dose relationships or
tolerance thresholds for an individual
remain questionable. Evaluating the
dose relationships or tolerance levels
is difficult because each individual
brings a different set of risk factors
to the workplace. Although the
workplace may appear—through er-
gonomic assessments of the environ-
ment or demographic studies of the
people—to be the same, the work-
place is uniquely experienced by
each individual.

CTD is not a medical diagnosis
but. a label for pain perception. The

‘US government has defined the term

CTD as describing any musculoskel-
etal pain that an individual believes
is associated with activities per-
formed at work. Musculoskeletal
pain is defined as any pain that may
involve the muscles, nerves, tendons,
ligaments, bones, or joints. For the
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pain to be considered work-related,
state governments have legislated a
variety of work-contribution require-
ments. The workers’ compensation
system was created to provide bene-
fits for work-related pain that meets
the state specific legislative require-
ments.

Because CTD is a term and not a
medical diagnosis, current research
will be unable to establish a patho-
anatomical diagnosis for every indi-
vidual who experiences pain associ-
ated with the workplace. CTD
causation is multifactorial. Work ac-
tivities may contribute to, but are not
the sole cause for, CTD development
and exacerbation. Individual, social,
and cultural factors play similarly
important roles in their development
and whether affected individuals,
their employers, and society recog-
nizes or accepts the medical disorder.
The individual human risk factors
are age, gender, genetic make-up,
work activities, non-work activities,
and linked elements. Health-belief
models may contribute to when,
where, and how these disorders ma-
terialize. Different countries have
different health care systems and av-
enues for recognizing these disor-
ders, making international compari-
sons difficult. Repetitive activities
from nonoccupational pursuits such
as tennis, racquetball, or basketball
(to name a few) may also contribute
to or exasperate these conditions.
There has been considerable contro-
versy recently in the scientific liter-
ature and in society at large about the
relative importance of repetitive mo-
tion and other occupational factors in
the etiology of CTDs.

In 1986, NIOSH proposed a na-
tional strategy for the prevention of
work-related diseases and injuries.
NIOSH, without any specific guide-
lines or methods for testing, stated
“When job demands. . . repeatedly
exceed the hiomechanical capacity
of the worker, the activities become
trauma-inducing. Hence, traumato-
gens are workplace sources of bio-
mechanical strain that contribute to
the onset of injuries affecting the

Workplace Screening Impact on CTD and WC « Melhom

musculoskeletal system.” OSHA has
been unable to provide specific cor-
rective direction because medical
and epidemiology studies on CTS
were demonstrating inconsistencies
with the original hypothesis that CTS
was due to the workplace. This lack
of direction left every company,
small or large, on its own to develop
a system to comply with the new
rules. For industry to make changes,
it will require tools for evaluating the
individual’s response to the work-
place. State and federal organizations
have focused on how to cut costs;
industry has focused on established
health programs; medicine has fo-
cused on education and health
guides; and OSHA has focused on
mandatory reporting in the work-
place. Prevention has been dis-
cussed, but awareness of the multiple
human factors only complicates the
effort to establish guides for the dose
relationship or tolerance level for
each individual.

Although: the need for further re-
search is clear, there are associations
between different work activities and
upper-limb musculoskeletal pain.
Studies of benefit-to-cost analysis
for prevention programs demonstrate
significant savings for the employer.
From a public health perspective of
prevention, there is enough informa-
tion to allow these risk factors to
begin to decrease with engineering
and administrative controls, while
the research continues.

Appendix B

Letter of Risk Level

Thank you for completing the
CTD MSD risk assessment. A statis-
tical analysis has been completed
using the information that you have
provided. As a screening instrument,
the statistical analysis does not make
a medical diagnosis. Since such anal-
ysis is limited in nature, the instru-
ment can not identify all possible or
potential health risks to individuals.
‘This analysis is designed to provide
you insight into your risk for the

development of a Cumulative
Trauma Disorder.

“CTD” is a term that has been
used by the government to describe
any musculoskeletal pain that an in-
dividual fecls is associated with ac-
tivities he or she performs at work.
Musculoskeletal pain may involve
the muscles, nerves, tendons, liga-
ments, bones or joints that make up
the body. The term “CTD” is not a
medical diagnosis, and our knowl-
edge about CTD is developing
through research. All individuals are
at risk for CTD. There are many
myths about CTD. Your individual
risk level for the development of
CTD on the left is “L” and on the
right is “R”. Your risk for the lower
extremily and back was determined
as “B”. Many individuals can benefit
from a better understanding of CTD.

Research studies have been diffi-
cult to complete because of the com-
bination of high costs, long periods
of time, large number of people, and
multiple linked factors. Several stud-
ies have suggested that prevention is
the best approach. Prevention is pos-
sible with early identification and
early intervention, much like high
blood pressure, heart disease, or dia-
betes. Intervention can include edu-
cation, modification of activities, and
medical treatment.

Why individuals develop CTD
symptoms is related to their unique
human risk factors that include: age,
gender, genetics (inherited physical
characteristics, although no gene
studies are done), workplace, non-
work environment and other factors.
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