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Table 1. Lists of cumulative trauma disorders

1. Hand/Wrist CTDs
Ulnar Nerve Entrapment at Guyon” s canal
DeQuervain’ s Disease

Carpal Tunnel Syndrome

Degenerative Joint Disease of 1st Carpometacarpal{CMC) Joint

Degenerative Joint Disease of Hand

Trigger Finger

Ganglion

Tendinitis/Tenosynovitis of Hand/Wrist Area

2. Elbow/Forearm CTDs
Lateral Epicondylitis
Medial Epicondylitis
Olecranon Bursitis
Radial Nerve Entrapment at Forearm
Median Nerve Entrapment at Foream

Ulnar Nerve Entapment at the Elbow

Myofascial Pain Syndrome(Myofascial Trigger Point Syndrome)

3. Shoulder CTDs

Degenerative Joint Disease of Acromioclavicular Joint

Degenerative Joint Disease of Glenohumeral Joint

Bicipital Tenosynovitis(including Rupture of Biceps Brachii)

Rotator cuff tendinitis
Frozen Shoulder(Adhesive Capsulitis)
Thoracic Outlet Syndrome

Mpyofascial Pain Syndrome(Myofascial Trigger Point Syndrome)

4. Neck/Scapula CTDs

Myofascial Pain Syndrome(Myofascial Trigger Point Syndrome)

Cervical Radiculopathy
Degenerative Joint Disease of Cervical Spine
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Table 2. Evidence for causal relationship between physical work factors and MSDs

Body Part Strong
evidence
Risk factor (+++)

Evidence | Insufficient | Evidence of
evidence no effect
(++) (+/0) )

Neck and Neck/shoulder
Repetition
Force
Posture +4++
Vibration

++
++

+/0

Shoulder

Posture
Force
Repetition
Vibration

++
+/0
++ ons
+/0

Elbow
Repetition
Force

Posture
Vibration +++

+/0
++
+/0

Hand/wrist
Carpal tunnel syndrome
Repetition
Force
Posture
Vibration
Combination +++

++
++
+/0
++
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Tendinitis
Repetition
Force
Posture

Combination +++

++
++
++

Hand-arm vibration syndrome

Vibration +++

Back

Lifting/forceful movement
Awkward posture

+++

Heavy physical work
Whole body vibration
Static work posture

+++

++
++

+/0
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Adults with <3 months
of activity intolerance
due to low back pain
and/or back-retated
leg symptoms.

A1. Initial assessment of acute low back symptoms

Perform focused medical history
and physical examination.

Search for “RED FLSAGS” (Table 1).

Examination includes neurologic screening
and straight leg raising(SLR).

Yes

Any
RED FLAGS?

RED FLAGS
for spine fracture.

RED FLSGS
for cauda equina
syndrome or
rapidly progressing
neurologic deficit.

v

RED FLAGS

for cancer/infection.

Plain x-ray
of lumbosacral spine.

If. after 10 days,
fracture still
suspected, or

multiple sites of pain,
consider bone scan
and consultation
before defining
anatomy with CT.

CBC,ESR, U/A. - Immediate
consultation for
If still suspicious, emergency studies
consider consultation or and definitive care.
seek further evidence

with bone scan, x-ray,

No

or other lab.

Negative x-ray alone
does not rule out disease
If positive, define
anatomy with MRL

Evidence of
serious disease?

Evidence of
nonspinal medical
problem causing
referred back
complaints?

Arrange appropriate
treatment or consultation

'

Exit Algorithm

In the absence of
RED FLAGS
diagnostic testing
is not
cliniclly helpful
in first 4 weeks
of symptoms.

Go to Algorithm 2
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A2. Treatment of acute low back problems on Initial and followup visits
Initial visit

Adults with acute low
back problem and no
evidence of underlying

serious condition
\ (see Algorithm 1)

Does patient
require help
relieving
symptoms?

Provide assurance
educate about
back problems.

Recommend activity alterations
to avoid back irritation

Recommend/prescribe
comfort options based
on risk/benefits and
patient preference.

Review activity limitations (it any) due to back
problem; encourage to continue or return to
normal activities (including work, with or without
restrictions) as soon as possible.

Encourage low-stress aerobic exercise.

Yes Return to
.Sympt(?ms —3  normal
improving? -
activities
Followup visit(s)
Change in Yes

Review history and

symptoms?

physical findings.

No

Provide assurance that recovery is expected.

Recommend activities to avoid debilitation and
reduce risk of recurrence.

Any RED FLAGS?

Support return to work or required daily activities.

Can begin muscle conditioning exercises
after a few weeks.

Yes

Has reasonable
activity tolerance
returned within 4 weeks?

Symptom
recurrence?

Yes

Go to Return to Return to
Algorithm 3 normal Algorithm 1
activities



A3. Evaluation of the slow—to—recover patient (limitations >4 weels)

Adults with low back

limitations not Neurologic
improving over 4 symptoms
weeks in lower
(see Algorithm 2) limb(s)?

Significant

Primarily sciatica
low back present
symptoms. >4 weeks?

Go to
Algorithm 2,
followup
wisit(s)

Obvious level of
nerve root dysfunction
on physical
examination?

Evaluate for specific
suspected conditions :
CBC, ESR, AP/lateral

x-rays, bone scan.

EMG
(may include SEP
Test results after age 50.)
esu
positive?
Y

Evidence of
neve root
dysfunction on

EMG/SEP?

No

Age-related Yes Yes  /
changes

only?

Consult surgeon
about choice of
imaging study
(MRI, CT)
to define nerve root
compression.

No

Physiologic and
anatomic evidence
indicate nerve root
compression?

Evaluate Yes
as indicated

YY VY

Exit Go to
Algorithm Algorithm 5

Go to
Algorithm 4
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Ad. Surgical considerations for patients with persistent sciatica

Adults limited by significant sciatica
persisting >4 weeks; specific
problem defined by physiologic
evidence and imaging study
(see Algorithm 3)

Primary care clinician and/or surgeon
reviews test results with patient and
discusses surgery vs. other treatment.

Consider both short-and
long-term outcomes.

Discuss availability of second opinion.

Will patient
consider surgery
to speed
recovery?

Are physical
limitations
lessening?

No

No

Refer to surgeon for
specific recommendations
based on expected short-
and long-term outcomes.

Surgery
performed?

Postsurgical
care.

yvy

Go to
Algorithm 5



A5. Further care of acute low back problems

Assure patient.
Establish safe exercise plan to build
tolerance for intended activity.

Adults with back-related activity
"~ limitations of >4 weeks.
<3 months duration following
special studies or surgery
(see Algorithm 3 and 4.)

Yes

Return to

<l

!

Recovery?

normal activities

No
es

Does patient require help Y
with comfort to tolerate increasing
activity and exercise?

Recommend comfort options.
considering risk/benefits
related to exercise.

lNo

Is patient overcoming No . Review history, physical findings,
activity intolerance? / and results of special testing.
Further questions No Return to Algorithm 3
about diagnosis? - or seek consultation
Is patient
Yes convinced he/she No
will be able to |  Help patient consider options. [ -——
tolerate intended
activity?
Point out that back symptoms . .
rarely prevent individuals from L No .IsfpatlenF seel:)mg
seeking information. Ask if i n ormagonr)a out
other factors could be involved. options
Address specific issues or Yes
arrange for psychosocial
evaluation.
Continue to encourage daily execise
to maximize activity tolerance < Recovery?
and reduce recurrence ‘ &
of low back problems. i
¢Yes
Return to

normal activities



