When aphysician encountersaperson with asore shoul der, aching back, or painful wrist and numbfingers, it isawaysagood
ideato ask if thereisareadily identifiable cause, or if thereismorethan one possible cause. Our goal today isto giveyou a
sense of the magnitude of the M SD problem. MSD’sarevery, very common. Wea so want to show you that sometimesit’s

COMMON MUSCULOSKELETAL DISORDERS(MSD’s)

What isan llIness?
Who is Diseased?

not easy to know accurately what isor isn’'t awork-related MSD.

Every oneof the conditionsthat have been lumped together as“ musculoskeletal disorders’ (MSD’ s) can becaused by oneor a
number of factorsnot related to work, or can occur with no known precipitant. Asthisaudiencecertainly knows, if theMSD
symptoms are experienced inthework environment, it'sthework that getsthe blame!

Our Daily Achesand Pains

A number of large surveysof various popul ations have been conducted over the past 35 years, and all have shown that muscu-

loskdetal painisacommon companionfor virtuadly al of usfromtime-to-time.

1.

Inasurvey* of nearly 14,000 peoplein 4 communities:

37% complained of joint pain

32% complained of back pain

24% complained of armor leg pain

thepainwas* excessive’ or caused “alot of problems’

Theannua occurrenceof “memorable’ paininadifferent survey?was.
10%intheshoulder (burgtis, tendinitis, or impingement)
15%intheebow (epicondylitisor tendinitis)

25%inthewrist or forearm (tendinitis, deQuervain'sdisease, CTS)
Inyet another nationa survey?, theresearchersfound that:

Every 6 weeks, 50% of all of ushave musculoskeletal painlasting at least
afew days

Every year, 10% of al of ushaveasorearmthat lastsat least amonth
With respect to back painin particular®:

50% of al adultsarelimited at |east one day ayear

20% have an attack lasting at |east amonth
Only 5% of thosewith back pain ever fileaworkers compensation claim

Back painisa
fact of lifel




What isa Musculoskeletal Disorder (M SD)?

Thereisasyet no precise definition of MSD’sthat isaccepted by all. Thebasic definition wasone of the questionsat
Secretary of Labor Chao’s Open Forumin Washington DC (please see our comments addressing theseissuesin Washing-
ton DC). It appearsthat physicians (and maybe employers, someday) are expected to recognize an M SD when a patient
or employee presentswith one. Thisisn't so easy. To quote Justice Stewart when commenting on pornography, “1 know it
when| seeit.” Ladiesand gentleman, | think it' sawholelot easier to recogni ze pornography thanitistorecognizeMSD’s,
especidly a first glance.

Tolabel an M SD aswork-related, we need tofirst haveamedical history that iscompatible with the symptomsthat the
injured worker isdescribing. We' dliketo seeand look carefully for any objectivesign (swelling, etc.) besides pain (subjec-
tive symptom) in the affected body part. We need to be surethat the disorder hasnot occurred asaresult of adiscreet
incident. Also, itisrealy important to eliminate medical conditionsthat are knownto causethe same problem. Finaly,
whentheM SD label isfixed asbeing work-related, it should be done by amusculoskeletal specidist. All of theaboveis
necessary if wearegoingto beaccurate. That isabout assimpleaswe can makeit, but not more so.

We havelisted here 20 M SD’ sthat we believe comprise 95% of thetotal number of MSD’sfound in most industries
throughout the United States; certainly intheindustriesthat SpeciatyHedthtakescare of, and that’savery broad array,
including the Ralston Foods Plant in Reno, Nevada.

BURSITIS
Subacromid (shoulder)
Olecranon (elbow)
Prepatellar (knee) LI\ youf_can k?et azn L;?ders_tandti r?g of
ese five broad categories, then you
Calcaned (heel) will have taken atre?gendous stepy
towards understanding what is or isn't
TENDINITIS an M SD and thiswhol e situation will
Rotator cuff (shoulder) become more manageableto you.
DeQuervain’s(thumb)
Patellar (knee)
Pogterior tibia (ankle)
Achilles(hed)
NEAR BONE TENDINOPATHIES
Latera epicondylitis(tenniselbow) We will make available to you resourcesto help
Media epicondylitis(golfer’selbow) you understand and deal with these five broad

Patellar tendon tendinopathy (jumper’ sknee) categories.

Plantar fasciitis (hedl spur)
Supraspinatustendonosis(shoul der)

SYNDROMES
Carpa tunnel (wrist/hand)

5. SPINE
Neck strain



Upper back strain
Low back strain
Sciatica (back-related leg pain)

6. OTHER
Stress Fracture

Theproblem, of course, isthat all therecognized M SD’s can also occur asaresult of acutetrauma, and can be
caused by medical diseases.

Whenyou seeapatient with apaininapart of her body that islimiting her job performance, you should ask yourself the
followingquestions:

1 Isthispain aclueto someunderlying medical condition such asarthritisor diabetes?

Example: A sorewrist associated with repetitive use may be dueto basilar thumb joint osteoarthritis, present in at least 5% of
the population over age50. Thepainislikey to occur with any such use of the hand, at work or at home.

2. Isthispain aclueto someinherited or developmental condition that predisposed the patient to thisproblem?

Example: A personbornwithaTypelll 3 Acromions Types
acromion (10% of the population) isvery
likely to have shoul der problems sometime %
intherlife. Itisagood ideato haveaperson @ R
likethisavoid overhead lifting or pitching.

I [ [1

Thesearethefolksthat oftengoontohavea
completetear of therotator cuff.

3. Isthispain something that islikely to go away just withthe passageof timeand no specificintervention?

Example: A person starting anew job may have muscul oskeletal paininabody areathat isbeing used alot morethan
previoudy. Studieshave shown that continued usewith no specific medical intervention generally resultsin disappearance of
the pain over 2-3 months(spring training effect).

4, Isthe painalikely result of poor genera physical condition, and thus responsiveto agenera conditioning program
rather than aspecific workspace modification program?

Example: Workplace studiesof peoplewith back and arm pain or carpal tunnel syndrome have shown that poor physica
conditioning and/or obesity are stronger predictorsof the occurrence of theseallmentsthan any specificjob task

5. Arethere specificwork activitiesthat caused or aggravated the pain?



Example: A personwith rheumatoid arthritisislikely to haveinflammation of thewrist. Overuseof thewrist will cause
either pain or numbfingers(carpal tunnel syndrome) that may not have been very symptomatic without use of thewrist on
thejob.

6. If apatient presentsasan injured worker and symptoms seem to be exaggerated or embellished, itiswiseto
consider other known factorsthat may make caseresolution difficult.

Example: Doesthe patient hatetheir bossor their job? Thiscan comeout in history taking. Doesthe patient consider their
job demeaning? Havethey been involved inthework comp system previously? How long havethey been at their current
job? Arethere other social problemsthat can affect wellness (al coholism, gambling, unhappy persond life, death inthe
family, divorce, etc.)?

Inthese days of managed care physiciansare under tremendous pressureto seelarge volumes of patients, frequently at a
discount; and, oftentimes, theseimportant considerations are not addressed.

Wewill includeinyour handout aninjury matrix. Thismatrix isvery helpful in sorting out patientsand injuries. It makesthe
point that even the smplest injury can bedifficult to manage. Thecomplex injury inexcellent patients can be quite manage-
ableand thedifficult injury inthevery difficult patientisalwaysachalengefor everybody. Thework comp patient, asweall
know, isamuch moredifficult patient than the group health patient. We'll dsoincludeamarvelousarticleentitled “Lessons
fromaWedding”, an editoria by Dr. Lowell D. Lutter. He makesapoint about the essence of life being changeand talks
eloquently about patientswho are unwilling to accept this. No group of patientsthat | canthink of ismoreresistant to
accepting thefact that they’ renot going to be* normal” than thework comp patient. It isavery instructive editoria for all of
us—very well done. Thethirditem| wanttoincludeisanarticlecaled “KnifeintheBack”. Thisisavery important article
for anybody whoisinvolvedinthecareof patientswith back injuries. It providesaninteresting perspectiveon spinefusion
and when it might beindicated for treating back pain. Lastly, wewant to reference Nortin Hadler’sbook, Occupational
Musculoskel etal Disorders. Inhisbook, Dr. Hadler talks extensively about thefailure of coping mechanismsastheroot
cause of many problemsin thework comp situation. Wetotally agreewith that.

I’ ve grouped thesefour referencestogether for areason. Together they give usan excellent sense of why thework comp
patientisso difficult. Not only that, they also give ustoolsto help return theinjured worker to the workforce and to society.
Most importantly, they give usguidelinesto help peopleavoid making bad decisions. Physiciansdon’t learn thesethingsin
medical school, believeme. Probably the only way these thingsarelearned isby working with these challenging patientsin
thework comp situation and getting burned. Gradually physicianscometo understand that thework comp patient isoftena
very different and difficult patient. These patients certainly need moretime. They need our best effortsif surgery isrequired
and sometimes, even with the best surgery possible, theresults can be stunningly bad. These patients need the support of
their employer if we' regoing to get them back into theworkforce. For thingsto come out well, everything hasto come
together and we havetowork asateam. Even so, inthebest of al possibleworlds, we' [l encounter patientswith serious
psychosocia disorderswho are self-destructive and will defeat us. Thesearethe patientsin thelower right-hand corner of
theinjury matrix that stressusall and cost industry vast amounts of money.



ERGONOMICS (A MUSCULOSKELETAL SPECIALIST’S OVERVIEW)
E. James Greenwald, M .D.; Steven G. Atcheson, M.D.; & Jackie Cox, R.N., B.S.N.

L adies and Gentlemen:

Asyou may know, in January 2001 the Ergonomic Mandate was signed into law in the waning days of the Clinton Administra-
tion. In March of 2001, the House and Senate overturned the law, passing a Resolution of Disapproval. After ten years worth
of work, OSHA was told to go back to the drawing board and start over. In the view of some of us (me included) this was
probably agood thing, especially when you looked at the original mandate and saw the incredibly broad range of conditions
that were being listed as MSD’s (musculoskeletal disorders). There was no particular order or logic to the presentation of
what was called an MSD. Onething that really disturbed the employersin Reno, Nevada, was that the original mandate, they
felt, put them in the role of the physician in that they had to make the diagnosis. Work was always assumed to be the cause of
MSD’s and other known precipitating factors were not allowed to be considered. Every problem, every ache and pain were
deemed to be related to work. The primary solution was supposed to be an engineering solution. In our view, thiswas afatal
flaw in the origina mandate. Employersthat we worked with hated this. We had worked with many of them for along time
and they understood the value of sophisticated muscul oskel etal input.

After the original mandate was overturned, SpecialtyHealth worked closely with our local OSHA representativesin 2001 and
put together a program that OSHA has deemed to be “effective” (see enclosed letter). Recently, OSHA has stated that they
will not focus enforcement efforts on companies with effective ergonomics programsin place, so our early efforts were
rewarded. Aswe worked through the problem, both the people from OSHA and the physicians working on this project saw
that order could be created out of the chaos. We developed our own taxonomy (classification system) for the MSD’s and, at
OSHA's request, devel oped atracking and trending system so that we could monitor what was going on. Everything came
together nicely and, as the work progressed, it became apparent that a great deal of sense could be made of this problem by
looking at the five broad categories that we've listed. We ultimately realized that by using these five broad categories we
could sort out virtually all the MSD’sthat can occur in any business. Thefive categoriesare: 1) bursitis, 2) tendinitis, 3) near-
bone tendinopathies (don't get scared), 4) the syndromes, and 5) the spine. Others may be added that are specific to certain
industries so that in the end each industry or company hasitsown individually tailored program. Thiseliminated one of the
very strong criticisms of the original mandate, that it wasa“one sizefitsal” program.

Later in 2001, SpeciatyHealth was very lucky to have extensive contact with Bill Mullen, arisk and safety expert whoisa
Vice President at AON. He has taken care of WalMart's ergonomic issues exclusively for the past seven years. The El
Dorado Hotel and Casino and WalMart were the two companies that went to OSHA with us as we first developed the
program. Our joining with Bill helped tofill avoid for both SpecialtyHealth and him. Bill has made the point repeatedly that
medical input was not adequate in any of the ergonomic or employee safety programs that he had seen to that date, and he's
been all over the country. We worked together with Bill to develop ergonomic programs for employers in the Reno area and,
perhaps, well beyond. What Bill brought to the program was exposure-based ergonomics and SpecialtyHealth brought injury-
based ergonomics. For an ergonomics program to be complete, you really need to have both elements addressed and then you
need to track and trend all the data. You also need to be able to logically deal with problems from all areas of the body. This
project was abig undertaking. Bill spent alot of timein Reno during the summer of 2001.

I’d like to comment briefly on these five categories, then close by mentioning the big three: carpal tunnel syndrome, spine
problems and shoulder impingement. I'll give some references so that when specific questions arise, you can investigate in
more depth at your leisure. Again, the one book we would recommend to you is Occupational Musculoskeletal Disorder,
by Nortin M. Hadler. Itisnot an easy read; it's not the kind of book you want to read from start to finish unlessyou're a
unique person. You'll find that if you' reinvestigating a specific problem, thisbook can be avery useful reference, particularly
Chapter 16, “Complaints of the Aged Worker and the Working Poor” and Chapter 13, “Coping with Arm Pain in the Work-
place”. Also, Dr. Hadler’s work on the spine is wonderful.



My partner, Steve Atcheson, has done fundamental work on the carpal tunnel problem, viewing this syndrome in a different
way. We'll give you two of his references and include them with the handout. In my view, Charles Neer has done more to
define the impingement syndrome in the shoulder than any other physician. I’ ve taken the liberty to take one of hisclassic
articles and update it for the year 2002. We believe that the Health & Human Services handout on back problemsis excellent,
so wewill also include a copy for you.

Thefive broad categories cover virtually all the MSD’sthat you will ever comeinto contact with in the workplace:

1. BURSITIS - Bursitisisavery common human problem. Bursitis means that a bursa swells and develops fluids. A
bursaisthe body’s equivalent of aball bearing, reducing friction between moving parts. Bursal sacs are present all
over the body. They're often named according to the anatomic spot in which they present. For example, in the
shoulder the bursais underneath the bone called the acromion, so it is called a subacromial bursaor bursitis. Inthe
elbow, abursais commonly seen over thetip of abone called the olecranon; it is therefore called an olecranon bursitis.
In the knee, abursais commonly seen in front of the kneecap or patellaand is called prepatellar bursitis. When you
have abursitis, | don't careif it is the shoulder, the elbow or the kneg; it is the same problem. It'sjust adifferent
location. Can these be caused by work? Of course, carpet layer’s knees being an example. Thisis an inflammation
of the prepatellar bursa, the bursaiin front of the knee, caused by the worker repetitively jamming his knee against a
tool called akicker that allows the carpet to be tightened.

Theimportant thing to remember in the vast magjority of caseswhen abursaisidentified isthat it isreadily treatable.

In mild cases, the use of non-steroidal anti-inflammatories and eliminating the friction that is the cause of the bursain
thefirst place. Asthe bursa becomes swollen, fluid can be removed from the bursa, which isimportant to make sure
that it isn’t infected or that other bad things going on are eliminated. It can be treated. In extreme cases, and thisis
rare, the bursa can be removed surgically if it becomes particularly troublesome. Except for the shoulder, it is rare that
abursa profoundly affects the function of the surrounding anatomy. Generally abursais considered a painful nui-
sance.

Therea question iswhen isabursawork-related. This question goes to the basis of our ergonomics program. We
would think abursa might be work-related if: 1) There was an appropriate clinical history compatible with the devel-
opment of a bursa and work-related activities, 2) If the bursa was appropriately treated and resolved and then resump-
tion of work activities led to the recurrence of abursa (in this scenario, thiswould be called an “ action trigger”). If
there were a recurrence of a bursa associated with a known work-related activity, this would trigger a bursa being
listed asan MSD. We would recommend appropriate medical treatment of the bursaand also look at job-related
activitiesto seeif we could eliminate the offending cause. Usually thisis not too difficult to accomplish.

2. TENDINITIS—Wordsthat end in “itis’ mean that the preceding element of the word (tendon in this case) has
developed inflammation. Tendinitis, an inflammation of tendon. Once again, just like the bursa, we havetendonsall
over our body and virtually any tendon can become inflamed - can develop an “itis’. Some common tendon problems
that werelisted in the original ergonomics handoutsincluded deQuervainstendinitis. Thisisan inflammation of two of
thetendonsthat go over the radiusto the thumb. Bicipital tendinitisisanother common tendinitis, asis supraspinatus
tendinitis (tendinitisin the shoulder) and patellar tendon tendinitis (inflammation of the tendon around the knee), or
Achillestendinitis (inflammation of the Achillestendon asit insertsinto the heel). It isthe same basic process going
on al over the body named for the body part affected.

Treatment is usually rest, ice, elevation and anti-inflammatory medicines. In some cases splinting is used to quiet the tendon
down. Inthe case of deQuervain’stendinitis, a steroid injection can give dramatic and long-lasting relief. The same process
can happen in the shoulder (rotator cuff tendinitis). Once again, the question becomes when is atendinitiswork-related. This
would be a situation when there is an appropriate clinical history taken by aphysician, accurate diagnosis of atruetendinitis
and treatment that has been medically appropriate. After all this has been accomplished and the tendinitis returns after the
resumption



of work activities, thisisour action trigger. If thiswere the scenario that evolved, looking at ajobsite would be a
reasonable thing to do. Making changes to eliminate the problem would be appropriate. Thisisonly common sense.

NEAR-BONE TENDINOPATHIES — Near-bone tendinopathies is a new term that will be very important in the
future. Thisisaterm that we use to describe tendons that are undergoing change of some sort, either at the molecu-
lar level or more dramatic degenerative change near the bone where the tendon inserts. There are many examples
of thisin the human population. Tennis elbow is a near-bone tendinopathy that occurs on the outside of the elbow.
Golfer's elbow is atendinopathy that occurs on the inside of the elbow. Patellar tendinopathies in the kneecap region
are very common in basketball players (jumper’'s knee), baseball players, and many athletes (we suspect that Mark
McGuire had this type of tendinopathy). There are tendinopathies that involve the Achilles tendon that can be
particularly difficult to treat. Any tendon near where it insertsinto the bone can be vulnerable to devel op change
within the tendon substance itself that can be painful and make normal human functioning difficult. Let'susetennis
elbow as an example. Up until the last few years, thiswas called lateral epicondylitis, but that's really saying it
wrong. Aswe noted above, an “itis’ means inflammation and thisis atendinopathy. A better term would be a
lateral epicondylosis or degeneration of the tendon at the lateral epicondyle. This makes more sense. It'simportant
to differentiate these two terms because the treatment is different.

Thetreatment of tenniselbow iswell known to many of us. Initial treatment of this painful problemisrest, splinting,
ice and perhaps non-steroidal anti-inflammatory agents. Non-steroidal anti-inflammatory agents are used in this case
morefor their pain relieving ability than for anti-inflammatory properties. Sometimes splints are used, counter-
pressured bands that are so commonly seen, and sometimes steroid injections can be helpful. A new treatment that
physicians all over the country have been very anxiousto utilize has just been FDA approved in the United States.
The Siemens Company developed a machine that they call Sonocur. Information on this technology can be obtained
at avery nice website www.sonorex.com. This Sonocur machine uses the same technology as lithotripsy machines
use to dissolve kidney stones by delivering a shockwave directly to theinvolved area of the tendon. Initial results
from Europe, particularly Germany over the past eleven years, and Canada over the past 5-6 years have been
extremely encouraging. At SpecialtyHealth we believe that thistechnology is going to change EVERY THING about
the way we deal with the near-bone tendinopathies that cause such problemsin the work environment and also the
population asawhole. Itisvery important that everybody in this conference realizes that if physicians can treat and
cure tennis elbow with a Sonocur machine, a claim can be closed with no residual disability; in other words, no PPD
rating. Thisisimportant, of course, because the same scenario wouldn’t evolve if surgery had been performed.
Ladies and gentlemen, | want you to know that in Canada, the workman's compensation board requires that any
patient with these types of tendinopathy problems be treated first with Sonocur. Surgery for the near-bone
tendinopathy is no longer done. The treatment is done as an outpatient procedure, no anesthesiaisrequired and it
appears that there is an excellent chance that we can cure these patients. What a wonderful medical advance!

Again, how would we determine if a near-bone tendinopathy were truly an MSD. We would look for the appropriate
clinical history and have the patient go through an appropriate, well-recognized treatment program. If the patient
was re-exposed to ajob that was a possible offender and the problem recurred, most reasonable people would think
that this near-bone tendinopathy represented a true MSD.

SYNDROMES - A syndromeis a specific grouping of symptoms (what you tell the doctor) and signs (what the
doctor finds when an exam is done) that gives the doctor an idea of what is causing your troubles. The most impor-
tant thing to remember is that a syndrome is never a disease; rather, a syndrome is aclue to a disease. Any
syndrome can be caused by many different conditions. Carpal tunnel syndrome (numbness, tingling and painin
certain fingers of the hand) has dozens of well-known causes, including pregnancy, diabetes, thyroid disease, and
arthritis of thewrist. Any of these conditions can put pressure on the median nerve (which goes through the middle
of the wrist) and make the fingers go to sleep. Whether work, all by itself, causes carpa tunnel syndrome (CTS) has
been the subject of intense debate in medical circles for over 15 years.



first place. Research has shown that perhaps half of al patients who have been told they have CTSredly don’t have
itatal. Itishardto cure something that isn’t there. Many patients who think they have CTS really have tendinitis
and near-bone tendinopathies of the forearms and elbows — conditions that are usually easy to treat. Of those patients
who really do have CTS, about two-thirds have an identifiable medical condition known to cause CTSirrespective of
any work activities. These patients need medical treatment first, because the solution to their problem is medical, not
ergonomic and not surgical. You can't cure CTS caused by diabetes with an adjustable keyboard. Medical treatment
of medically-induced CTSis curativein 98% of all cases, and no permanent changein job demands or task design is
needed. We are convinced that the high rate of failure of CTS treatment reported in the workers' comp literature
reflects misdiagnosis and inappropriate treatment. The fault lies with the medical system, not with the employee or the
job.

5. SPINE — Of al the afflictions of mankind, back and neck pain, next to the common cold, cause more distress more
often throughout our lives than any other problems. If you live long enough, you' re going to get about of back pain,
and sometimesit will makeit hard for you to do your job or enjoy yourself at home.

80% of all episodes of spine pain can't be traced to any specific incident. Only 5% of all attacks of back pain suf-
fered while at work ever turn into workers' comp claims. So when is back pain on the job an MSD? Thereisno
medical answer, so our approach has to be different. Most of the time, a neck or back pain claim won’'t be accepted
aswork-related unless there was a specific, defined incident on the job that triggered it. Also, by definition, MSD’s
don't result from traumato the body (afall or rear-end collision, for example). So, we have restricted our scope to
strains caused or aggravated by twisting, bending, or awkward postures. The SpecialtyHealth tracking and trending
system can identify clusters of these occurring in specific locations at the workplace. These are situations where
ergonomic intervention at the job site may be very effective, because neck or back painin thissetting israrely a
medical disease requiring a specific medical approach. These people do not need anything more than simple and
inexpensive symptom relief, education, and reassurance about their predicament - that it's not so bad and it's afact of
life. A thoughtful and experienced ergonomist isfar more valuable here than a doctor.

For your employees complaining of sore backs, more than in any other condition discussed here, employers need to
remember Dr. Nortin Hadler's advice: strive to provide “aworkplace that is comfortable when we are well and
accommodating when we areill” You help your people cope; Nortin Hadler’s big point. If you succeed then we
guarantee that your workplace will be happier and your comp costs will go down —alot.

INDUSTRY-SPECIFIC MSD’'S—Wouldn't you know it, there just had to be more to this? Aswe were putting into place
our first ergonomics program at one of the hotel/casinosin Reno and did a survey of injuriesthat had occurred, we found a
category of injuries that were clearly ergonomically related. No question about it. And, it wasn't covered in any of the
literature that OSHA had produced in the original mandate. No where did we find a discussion of stress fractures. Almost al
of the casinosin our areaalow their patronsto valet park. A young, healthy individua frequently takestheir car and parksit.
When the patron is leaving the casino, thisindividual runsto get their car to bring it back to them. Over the years, we've seen
at least four stress fractures that involve the foot and tibiain these young, healthy people that involve running on concrete
sometimes in poor shoe wear. Thereis no question about the repetitive nature of thisinjury. There is no question about the
history or theclinical findings. And, thereisno question in our mind that stress fracturesin situations like this represent atrue
MSD and need to be recorded as such. Therefore, the “OTHER” category is included.

We suspect that every company will have a different set of injuries that are unigue to that company. These might well be
listed in our tracking and trending programs as occurring under “OTHER”. We will include a graph that shows the stress/
strain curve for metal and bone. We found in our discussions with ergonomists that they are very comfortable with this graph.
Orthopaedic surgeons are comfortable with this graph as it relates to stress fractures. It provides a nice bridge in understand-
ing between the orthopaedic surgeon and the ergonomist asit relates to areas of common interest in engineering.



THEBIG THREE (OR,WHEREDID ALL THE MONEY GO)

Ladies and gentlemen, if we were to tell you to focus on three areas that we think are really important for your understand-
ing of theissues, they would bethefollowing:

1. CARPAL TUNNEL SYNDROME — Recent research has helped us to understand that carpal tunnel syndrome
israrely an ergonomic injury, and often misdiagnosed. Making sure that your medical people seeit that way can
save industries huge amounts of money. We'll include Steve Atcheson’s paper, “ Carpal Tunnel: Isit Work Re-
lated?’ and his basic study of over 300 consecutive cases (and now 500 total cases) of carpal tunnel syndrome.

2. THE IMPINGEMENT SYNDROME - | have taken the liberty of using some of Dr. Charles Neer’s work and
updatingit for 2002. 1 think it issoimportant in defining the natural history of shoulder problems, particularly the
impingement syndrome, and letting us understand what is or is not work-related. Thisisincluded for your review.

3. THE SPINE — We recommend that Dr. Hadler’s views of spine problems and the psychosocial implications of a
worker with a spine problem be considered very carefully along with the medical component. Thisis so important
for saving vast amounts of money. We're going to include the Health and Services handout on care of the spine,
which wethink isexcellent.

Thank you very much. We hope this overview is helpful to you. Further information can be garnered from our website at
www.specialtyhealth.com, including all the letters that have been written through the entire evol utionary process of our
thinking on ergonomics. Wewill particularly call your attention to the presentation to Secretary Chao at the Washington
DC Open Forum as a document to help you understand our basic ergonomic philosophy.

EJG/le



Carpal Tunndél Syndrome (CTS)

What isit?

Carpal tunnel iscaused by compression of the median nervethat runsthrough the middle of thewrist. CTSalways
causes numbness, tingling, or pins-and-needles sensationsinthethumb andfirst 2 or 3fingers. Contrary to popular
belief, wrist painisoften not presentin CTS. If your fingersaren’t numb you donot haveCTS. CTScanbe
caused by many different medical conditions, including pregnancy, diabetes, wrist arthritis, and thyroid conditions. While
work doesnot cause CTS, thework that you do may aggravate the symptomsof CTS. All of these possibilitiesa ong
with work activitiesmust be addressed if weareto effectively help you deal with the condition.

The best strategy to prevent CTS

Movement isanatura way to avoid nerve compression, so the best strategy against nerve compressionisfrequent
movement and small stretch breaks. Stretches should be done dlowly and gently. (Seepicture of stretchesfor upper body
use)

Recovery timeisalsoimportant during non-work hours. Giveyour body timetorest, especialy your wristsif your job
requireshigh use. Thismay reducethetimeyour handsgo numb.

Hereare sometipsto minimize body positionsthat arelikely toirritatethe nerves:

e Wrist position: Keeping the wrists bent may increase pressure on the nerve. Keep your wrist straight and close to your body when
working. This givesthe nerve the most “ slack”.

e Reduce externa pressure: Use wrist rests and mouse reststo rest between inputs. Do not rest on these devices while keying. The
constant pressure can irritate the nerve and also cause wrist pain due to awkward wrist movements.

e Reax: Stresstightens muscles around the nerve like afist. Position yourself comfortably at your workstation and change that
position frequently. Breath deeply and apply other relaxation techniques to help reduce stress as needed.

e Maintain natural body positions. Use the back and lumbar support your chair provides. Don't hover over your keyboard. Avoid
extended repetitive reaches or awkward bends like cradling a phone with your neck or extending unnecessarily to access your
mouse.

Wake up call!

Addressing theearly warning signsisimportant and if donemay eliminate the need for medical treatment. Wenow know
that CT Soften comesand goesaway on itsown. Permanent nervedamageisextremelyrarein CTS. You are
inthebest positionto recognizethe early symptomsof CTS. Fedlingsof mildtingling, numbnessor an acheinthelimbs
can beawake up call for you to assessand consider thefollowing:

e Your body istelling you it needs some recovery time. Assess your on the job and off the job activities and determine how that body
part can berested. Example: (work lately has required alot of ten keying and | knit and use my personal computer at home fre-
quently) If thisis your routine you are not giving your wrist enough recovery time and your wrist istelling you that. Take control
and give your wrist a chance to recover.

e Keepfit and consider other conditions you have that may be contributing to these signs and symptoms.

e Keep good circulation flowing and as you recover consider doing strengthening exercises to build up the muscles and tendons
around these jaints.



SIGNIFICANT FACTS ABOUT BACK INJURIES

Back injuries are second to the common cold as reason to seek medical care
12,000,000 visitsto physiciansyearly for back pain

2,750,000 visitsto orthopedistsyearly for back pain

50,000,000 visitsto chiropractorsyearly for back pain

Most back strains (majority of injuries) will do well with “benign neglect”
(observation/support)

Two months after injury only 5% CONTINUE with symptoms
Only 2% of an average work forces report a back injury yearly
10% of the people injured make up 80% of the costs

Low back pain (LBP) disability
2-3% of population
rateincreasing disproportionate to growth of population

Disabled characterized by
lack of organic findings
psychosocia dysfunction
other pain complaints
compensability
poor response to treatment

Surgery rateis 7-10 times as great in US as UK (similar popul ation types)

$90,000,000,000° yearly cost for LBP in USA
85% of total cost isin disabled group

The classic large Herniated Disc with sciatica (leg pain) in awell motivated patient is an excellent opportunity for surgery
to succeed, for the physician to look good, and for the patient to be grateful for his care.

It isimportant to differentiate sciatica (mainly casing severe leg pain) and back pain when discussing outcomes or review-
ing dataon “back injuries’.

Past 30 years: No increase in incidents rates

Disahility claimsup 14 timestherate of population growth
8 out of every 10 people will suffer back pain.

Closing Comments on the Treatment of Sciatica with Remicade




