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Medical NMlanagement
of MISDs is Necessary

Despite the demise of OSHA's ergonomics standard,

medical management of musculoskeletal disorders

remains a company necessity.

n Nov. 14, 2000, OSHA issued

its program standard for er-

gonomics. Since the 1980s,

there has been considerable
dispute within the medical, scientific,
industry and labor communities as to
the precise relationship between work
activities and the development of mus-
culoskeletal disorders (MSDs). Little
guidance on this relationship has been
forthcoming from various scientific as-
sessments of the literature, including a
National Institute for Occupational
Safety and Health (NIOSH) epidemio-
logical study assessment in 1997 and
the most-recent National Academy of
Sciences report.

The scientific uncertainty and indus-
try protests about regulatory compli-
ance costs, workers’ compensation
conflicts and a myriad of other con-
cerns culminated in Congress recently
negating the standard through the first
use of the Congressional Review Act.

The OSHA standard would have cov-
ered certain basic requirements for
each employer:

® A written program;

e Employee, management (and
provider) medical training;

® Recognition of work-related
MSDs;

® Workplace/job task changes;

® Appropriate job restrictions and
placement (including salary/benefit
protection);

® MSD (medical) management;

® Recordkeeping; and

® Surveillance and program evalua-
tion.

Even though the requirements of the
standard are not around to force com-
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panies to comply with a specific er-
gonomics program approach, business
must still show that it is paying atten-
tion to prevention and appropriate
management of MSDs.

OSHA has previously cited a number
of companies for alleged ergonomic
problems under the Occupational
Safety and Health Act’s general-duty
clause. Although met with limited suc-
cess, huge sums were spent by employ-
ers involved and the government in re-
sulting legal wrangles.

More important, employees will al-
ways have musculoskeletal complaints
and conditions, whether they are work-
related, work-aggravated or unrelated
to job physical factors (i.e., “er-
gonomic risk factors”). There remain
key concerns for developing and imple-
menting an ergonomics and MSD medi-
cal management program in a high-
quality, yet cost-effective, manner.
Those concerns are centered on sev-
eral programmatic issues:

= When do you have an MSD?

Under the OSHA standard, an “MSD
incident” was broadly defined as a
work-related MSD where symptoms
last for seven consecutive days, or the
employee received medical care or
missed or had restricted work. Addi-
tionally, the job had to be performed at
least one day per week, and the tasks of
the job had to be consistent with a list
of ergonomic risk factors included in a
“basic screening tool.”

This checklist was similar to others
proposed in the past, was extremely
broad and required basically two hours
or more of routine activities. Many jobs

throughout industry would have been
covered, yet there were no supporting
scientific studies that clinically vali-
dated such a checklist against the com-
bination of ergonomic risk factors for
specific MSDs.

Employers still have to contend with
reporting and recognizing MSDs under
Bureau of Labor Statistics (BLS) and
state workers’ compensation require-
ments. Considering that many compa-
nies have jobs that are similar from site
to site, it is still important to make sure
that corporate and local management
staff and health care providers use a
standardized listing of symptoms and
other definitions or criteria to ensure
site-to-site consistency and prevent in-
appropriate acceptance of complaints
that are not true clinical MSDs.

For example, although discomfort
would not have been allowed under the
OSHA standard as a symptom, practi-
tioners rarely require the designation
of an exact International Classification
of Diseases diagnostic entity before an
“MSD” is assigned. All too frequently,
we see terms such as “overuse syn-
drome” or similar designations. Such
designations are rarely based on ac-
cepted diagnostic combinations of
symptoms, physical exam findings and
medical tests (e.g., nerve conduction
velocity, including specific abnormal
values). A case of tendonitis is fre-
quently diagnosed just on symptoms
without careful consideration of physi-
cal examination findings.

MSD symptoms can be quite broad.
An employee with pain, fatigue and
cramping may be designated as having
an MSD unless occupational health
providers follow stringent, objective
diagnostic guidelines. These include
medical specialty practice parameters
such as those of the American College
of Occupational and Environmental
Medicine.

OSHA has compared injury and ill-
ness data from multiple company sites
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in the past. If the agency plans to con-
tinue this trend for inspection and is-
suance of citations under the general-
duty clause, consistency of employer
MSD recognition will be important. Cur-
rent BLS cumulative trauma disorder
and MSD recording criteria do not re-
quire a diagnosis, so it is important to
make sure that the symptoms repre-
sent a genuine occupational medical
disorder. If not, evaluation and appro-
priate management of psychosocial fac-
tors or underlying systemic medical
conditions should be considered.

m Proper determination of work-re-
latedness of MSDs.

There were two levels for determina-
tion of possible work-relatedness
within the overturned OSHA standard.
The first level was meeting the basic
screening tool. The second, the “job
hazard analysis,” required that the em-
ployer use one or more MSD risk guide-
lines (although none have been vali-
dated clinically) or the assessment of a
professional with appropriate “er-
gonomic” knowledge.

One of the key problems under the
OSHA standard - and generally in oc-
cupational health practice — is what
criteria are used, especially by health
practitioners, to determine work-relat-
edness. A critical aspect of this deter-
mination is to ensure that local health
care professionals use consistent cri-
teria or instructions to determine
which job(s) cause which MSDs. For
example, does the job of maintenance
mechanic cause carpal tunnel syn-
drome? Which low-back problems
does the same job cause?

Another critical issue, especially un-
der workers’ compensation or OSHA
recordability, is when MSDs are only
aggravated by work. Presently, few clin-
icians employ specific criteria for de-
termining when work aggravates the
underlying disease etiology vs. a tem-
porary symptomatic exacerbation.

For example, does standing on a con-
crete floor aggravate underlying hip or
knee arthritis, or just cause a tempo-
rary increase in pain? Many health
providers may not know how to appro-
priately determine if there is a link be-
tween an employer’s jobs and reported
corresponding MSDs. Undoubtedly, left
up to each local facility’s interpreta-
tion, there could be great variability
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and accuracy concerns as to work-re-
latedness of reported MSDs.

m Providing medical care.

Although the OSHA standard did not
specify medical treatment, it is obvious
that much of the decision-making
would have centered on appropriate di-
agnosis and treatment. The cost of
such care, whether required by a gov-
ernment standard or through an em-
ployer’s occupational health or er-
gonomics programs, is borne by the
company. However, employers do not
consistently specify, nor did the OSHA
standard spell out, how the company
must pay for the care (i.e., through
workers’ compensation or direct pay-
ment by the company).

If the company files each MSD inci-
dent under workers’ compensation,

providers for MSD symptom reporting,
disorder determination, causation, re-
turn to work, restrictions and medical
management is routinely specified in
proposed standards and recommenda-
tions. This training frequently includes
triggers for early recognition of symp-
toms and provision of material to the
health care professionals, whether or
not there is an OSHA standard.

Careful construction of training ma-
terial will help ensure that all meritori-
ous health complaints are addressed
appropriately. The training also has to
be tracked so that new employees re-
ceive and employ it when it will do the
most good - prior to initiating work and
when symptoms arise. Such training
should include scientifically valid tech-
niques for hazard determination. The
OSHA standard had referenced a vari-

Employees will always have musculoskeletal

complaints and conditions, whether they are work-

related, work-aggravated or unrelated to job physical

factors (ergonomic risk factors).

this will undoubtedly increase the
workers’ comp expense, even if it is just
for diagnosis. It is likely, however, that
one or more treatments will be speci-
fied for each MSD. Tracking the care, re-
sults and recommended restrictions
will undoubtedly burden many compa-
nies’ workers’ compensation, as well as
safety and health or human resource
administrative processes. Some firms
may need a new process to administer,
oversee and pay health providers.

Further, if the health providers do
not employ appropriate diagnostic cri-
teria and adopt corresponding treat-
ment plans, employers could face in-
creased direct and related costs, such
as for employee replacement and train-
ing. Additionally, cases that might not
otherwise qualify under workers’ com-
pensation may require medical man-
agement if diagnosis and treatment ac-
tivities do not follow carefully derived
criteria and protocols.

= Documentation and adequacy of
training.

Significant training of associates,
management and, especially, health

ety of hazard assessment tools, such as
“strain index.” The limitations, validity
and utilization of such tools, however,
should be carefully considered prior to
their use.

For example, some tools have not
been clinically validated. Some are use-
ful for certain upper-extremity MSDs.
Others employ methodology that is lim-
ited in its ability to predict an MSD haz-
ard. There is considerable ongoing re-
search in this area, and recent studies
have provided considerable food for
thought, requiring that training materi-
als be updated frequently. Some em-
ployers use Web-based communication
to update their local occupational
safety and health staff and health
providers with the “latest” study find-
ings to ensure good clinical and admin-
istrative decision-making.

m Determining and adhering to
work restrictions.

All occupational health care profes-
sionals must provide any necessary
work restrictions, including time off to
recover for disability, under workers’
compensation and OSHA mandates.
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This was an essential requirement un-
der OSHA’s ergonomics standard and
has always been a key workers’ com-
pensation issue.

It is generally quite challenging to
ensure that employer human re-
sources and safety and health staff, in
conjunction with the local occupa-
tional health provider, consistently
and correctly use job-specific medical
standards, examination procedures
and restrictions to meet the Americans
with Disabilities Act and other require-
ments. The OSHA standard would not
only have accentuated this universal
occupational health requirement, but
also would have required that local fa-
cility management follow each restric-
tion (including as the restrictions
change over time) for a given MSD. In
essence, each clinical encounter would
have become a mini-employee place-
ment determination.

Employers should track and update
restrictions for workers’ compensation
and good occupational health practice.
One of the most frequent complaints,
however, is that obtaining such restric-
tions in a timely fashion, especially
when there is a progressive resumption
of duties, is difficult at best. Tracking
the time frame that each restriction
stays in effect will potentially require
another layer of management re-
sources unless information technology,
such as the Web, is used. Providers and
local facility management will be put to
the task to ensure that the restriction-
setting process during MSD recovery is
consistent, standardized and meets the
job requirements and the job modifica-
tion approach used by each employer.
Again, this will require tracking and ap-
propriate criteria.

m Achieving consistency of activity
across all company locations.

The OSHA ergonomics program
standard did not specifically state that
all company facilities must use the
same job hazard analysis. However,
OSHA has previously compared em-
ployer facilities in their inspections for
ergonomics under the general-duty
clause. The agency will likely continue
in this vein regardless of the presence
or absence of a specific ergonomics
standard. Additionally, good occupa-
tional health practice necessitates
that the company examine its MSD ex-
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perience periodically. The standard
would have required a frequency of
three years.

As many local facilities within a given
company will have the same or similar
jobs, standardized definitions, criteria,
procedures, medical forms and record-
keeping should be employed in the er-
gonomics program to ensure that data
comparisons, over time, will be mean-
ingful and comply with good occupa-
tional health practice.

Under the OSHA standard, each
health care professional would have
had to provide a statement that they
have informed the employee about
work-related or other activities that
could impede recovery from the injury.
Will all health providers, for example,
be consistent as to which job activities

vary greatly from location to location.
This has enormous impact potential
for workers’ compensation, productiv-
ity and any present or future regula-
tory requirements. Without immedi-
ately available “expert assistance,”
management and providers will make
mistakes and inconsistent decisions
or require considerable ongoing guid-
ance from regional and corporate staff
and consultants.

= Maintaining medical records and
provision to employees.

Under the OSHA standard, a number
of records, stored and evaluated peri-
odically, would have been available to
employees. The employer would have
been required to keep the employee re-
ports of MSDs, MSD signs and symp-

Whether or not an OSHA standard exists, criteria for

determining whether a new complaint is a continuation,

a new MSD or an aggravation of the earlier MSD, once

the employee was “re-exposed” to job physical factors,

must be developed and utilized.

of a production line worker might pre-
vent appropriate rehabilitation from
carpal tunnel syndrome? If a worker is
overweight and has diabetes, how will
each provider relate the impact, if any,
of those two personal disorders on the
recovery from carpal tunnel syndrome?

= Ensuring proper decision making
as to restrictions, job modifications
and medical care.

OSHA had emphasized the impor-
tance of following specific definitions
and triggers in determining when an
MSD incident is present, whether it is
work-related and recommendations un-
der which an employee may return to
work. The definitions under the stan-
dard, however, were not exclusive and
allowed a variety of conditions, symp-
toms and signs. Additionally, the em-
ployer was free to choose job hazard
analysis methodology.

Unless each employer clearly delin-
eates the MSDs that will be associated
with specific jobs, and restrictions and
job modifications that must be fol-
lowed for each MSD and job type, deci-
sions will be made arbitrarily and may

toms, and MSD hazards, as well as the
employer’s response to each. The time
requirement was three years for some
records and the term of the employ-
ment plus three years for others.

Many companies and health
providers have general provisions for
occupational health recordkeeping and
make arrangements to store and review
records periodically. The administra-
tive recordkeeping necessary to effec-
tively manage MSD complaints under
workers’ compensation or the general
requirement of providing a safe work-
place may be a new consideration for
some companies. This may necessitate
additional human resources to identify,
track, store and make available records
to employees, their representatives,
OSHA and NIOSH.

Relatively few companies already
have medical monitoring and surveil-
lance records as a starting point to
meet these objectives. They would
have to institute new procedures,
forms and privacy policies, as well as
provide easily accessible, long-term
storage capability, such as through
the Web.
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m Coordination between workers’
compensation claims procedures and
OSHA compliance protocols.

Although not specified within the
OSHA standard, the necessity to pay for
medical care and evaluations, as well as
compensate workers who cannot be em-
ployed due to restrictions, would have
meant that many workers would have
been jointly covered under the OSHA
provisions and workers’ compensation.
Workers who would have continued to
work under restrictions in modified jobs
would have received their normal pay
and benefits for up to 90 days, while
workers who could not continue would
have received 90 percent of their salary
and all benefits for the same time frame.
Under the standard, there were no pro-
hibitions against employees repeating
this process again and again after re-
turning to work.

Under the stricken standard, employ-
ers would have had to track the differ-
ences in payment from state to state to
ensure that any workers’ compensation
payment was deducted from the re-
stricted OSHA payment requirements.

Another key data area that would
have had to be tracked was whether
employees who return to work from an
MSD, and then complain shortly there-
after about a possible new MSD, truly
have a new MSD or a continuation of
the prior MSD. If it was a continuation, a
case could have been made that the 90-
day time period had expired. Thus, fur-
ther compensation under OSHA would
not be due; however, it may still have
been required under workers’ compen-
sation. Whether or not an OSHA stan-
dard exists, criteria for determining
whether a new complaint is a continua-
tion, a new MSD or an aggravation of
the earlier MSD, once the employee
was “re-exposed” to job physical fac-
tors, must be developed and utilized.
Appropriate occupational health prac-
tice and workers’ compensation man-
agement already require such actions.

m Data compilation, analysis and
noncompliance recognition.

It will be interesting to see how OSHA
approaches ergonomic inspections and
citations in the future. As noted previ-
ously, the agency has used the general-
duty clause in the past. Based on the
outcomes of various legal challenges
and negotiated settlements, it remains
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unclear as to what employers should
do, especially with regard to medical
management and what the agency pre-
viously termed “medical mismanage-
ment.” In the past, OSHA compliance of-
ficers have focused on meeting
“relevant time frames,” especially for
MSD (medical) management, and are
likely to do so in the future. Certain er-
gonomics-related OSHA citations have
been issued for alleged deficiencies,
such as not following restrictions, ex-
cessive delays in having workers re-
ferred to the physician and sending
workers back to full duty prior to expi-
ration of restrictions.

Employers should construct a sys-
tem to ensure that all appropriate ac-
tions are not only tracked, but that
alerts for activities not in compliance
with company protocols (and any fu-
ture OSHA requirements) are provided
to the appropriate parties. Addition-
ally, management may want to compile
relevant data from each work site and
body segment by activity type, such as
restriction time frames. This will en-
sure that OSHA inspections will be fo-
cused and that compliance officers do
not use data from inaccurate sources
or rely on mere allegations.

m Periodic tracking and surveil-
lance of program effectiveness.

The OSHA standard would have re-
quired that employers evaluate their
ergonomics programs at least every
three years to ensure that they were
functioning effectively and to deter-
mine whether hazards were being ad-
dressed. This included demonstrating
that there was a reduction in the sever-
ity and incidence of MSDs and an in-
crease in the number of jobs controlled
for risk factors. If “problems” were evi-
dent, the agency would have required
consultation with employees (and
their representatives) and more fre-
quent evaluation.

Periodic program assessment is an
essential element of any occupational
health program. Frequently, however,
the devil is in the details. Are the bench-
marks that would have been employed
by OSHA objective and supportable? As
many companies will have limitations
on engineering controls their facilities
can implement, administrative controls
plus medical management activities
and appropriate job placement of em-

ployees will be vital for MSD control.
Companies must choose specific mea-
sures that will include job modifications
and restrictions over given time frames,
for specific jobs and across specific
company locations to clearly identify
where problems may exist. This will re-
quire initial expert evaluation and the
ability to collect and frequently analyze
data in a total relational capacity.

Summary

Every employer must provide a safe
workplace for its employees. This in-
cludes the prevention and management
of musculoskeletal disorders when
work-related. Presently, there is some
evidence that certain physical work
factors are associated with, or at least
may aggravate, the symptoms of some
health problems.

Because of uncertainties in the scien-
tific basis for work-relatedness of mus-
culoskeletal disorders and symptoms,
as well as other issues, the OSHA er-
gonomics program standard in its pre-
sent form has been removed by
Congress. Elaine Chao, the new labor
secretary, has indicated that new ef-
forts in this area will be made; however,
it is anybody’s guess as to OSHA’s next
steps in ergonomics.

Development of appropriate, com-
pany-specific criteria, policies and pro-
cedures and automated tracking sys-
tems will help ensure the provision of
quality health care and derive data to
help further determine the precise rela-
tionship between work physical factors
or activities and musculoskeletal disor-
ders. Ergonomic programs, especially
medical management for MSDs, make
sense now as always. OH

Contributing Editor Howard M.
Sandler, M.D., is president of San-
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cupational health programs for
many corporations.
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occupational health management
and practice by Dr. Howard
Sandler, please visit our Web site.

=0

April 2001 / Occupational Hazards 31




