
The future of occupational health

Major challenges ahead 
for injury prevention after
repeal of ergonomics rule
It’s unlikely rule will be enacted any time soon

The repeal of the federal ergonomics rule
means the future will hold more challenges
for occupational health providers, observers

say, since employers will not have the specter of
federal enforcement motivating them to prevent
injuries. Providers have to remain determined to
prevent musculoskeletal disorders even though the
job will be harder than it might have been with the
ergonomics rule, observers say.

The repeal of the ergonomics rule is the latest,
and quite possibly the last, chapter in the long,
troubled history of the federal effort to enact a rule
that would address musculoskeletal injuries in the
workplace. The rule suffered its first major defeat in
June 1995, when the first proposal from the Occu-
pational Safety and Health Administration failed in
a big way.

The Clinton administration had promised an
ergonomic standard since 1990 and released pro-
posed versions of the standard, progressively
weakening the proposals in response to employer
protests. A 1994 draft would have covered all U.S.
employers, about 6.1 million employers with 96
million employees, but the 1995 proposal would
have covered only employers with evidence that
hazards exist, about 2.6 million employers with 21
million employees.

From beginning to end, the strongest criticism of
the rule came from business leaders who said the
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proposed standard would put too much of a bur-
den on employers, even after the standard was
greatly watered down. Those complaints were
well-received by congressional leaders, who
exerted extraordinary pressure on OSHA, and the
agency withdrew the proposal in 1995. The fed-
eral government kept trying to revive the effort
and finally pushed the rule through in the last
minutes of the Clinton administration. But
employers and congressional leaders howled in
protest, claiming that the rule would be a costly
nightmare.

Once the Bush administration came to town,
Congress acted quickly to repeal the rule. William
Patterson, MD, FACOEM, MPH, medical director
at Occupational Health and Rehabilitation in
Wilmington, MA, says he is disappointed that
there will be no federal ergonomics rule, but he
isn’t surprised that Congress defeated it.

“The ergonomic standard as written was seri-
ously flawed, which in my opinion is really
unfortunate, because had it been less flawed it
might have been able to gather enough support to
resist the recall effort,” Patterson says. “My own
opinion is that it is unlikely there will be any seri-
ous effort under the Bush administration to come
up with an effective standard that addresses the
problem of injuries in the workplace.”

Patterson says the major flaws were the appar-
ent preemption of existing workers’ compensa-
tion programs, especially with respect to wage
replacement. Another problem was the broad def-
inition of “health professional,” plus the way in
which the rule required a lengthy and awkward
process to allow employers to make a reasonable
determination regarding work relatedness.

For example, Patterson says a physical thera-
pist could notify the employer of a supposedly
work-related problem and the employer could be
required to initiate a response, even without a
supporting opinion from a physician.

“The rule was unduly burdensome and exces-
sively inclusive in its approach,” Patterson says. 
“I feel strongly that we need a standard for injuries,
to reduce the financial impact to employers and
human impact of injuries to employees. Occupa-
tional health providers know that the morbidity,
suffering, and life disruption caused by injuries is
far greater than that caused by illnesses. The stan-
dard was just not written in a way that encouraged
people to get behind it and support it.”

One of the biggest opponents of the ergonomics
rule has been Sen. Mike Enzi (R-WY). “This 600-
page gorilla of a rule was pushed through by the
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Clinton OSHA without adequate consideration of
the problems it will cause workers, employers,
states, and entire industries. This rule is about
paperwork, not protection,” Enzi says. 

”Before the rule was published last year we
gave OSHA the opportunity to go back and fix the

fatal flaws, to listen to the concerns of workers
and employers, but those concerns fell on deaf
ears,” he adds.

Enzi and others in Congress used the Congres-
sional Review Act to repeal the ergonomic rule.
The act provides a 60-day window for Congress to
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Fatal flaws kill ergo rule

The federal Occupational Safety and Health
Administration published the ergonomic rule and

critics immediately savaged it as too far-reaching
and burdensome. Sen. Mike Enzi (R-WY) offers
this list of the key problems in the rule:
✔ Extremely broad reach. The rule applies to all

businesses (except construction, maritime, and
agriculture). It is one of the broadest rules ever
promulgated by OSHA.

✔ Single incident trigger. Enzi says the harshness
of the single incident trigger cannot be overstated.
If an employee has a musculoskeletal disorder
(MSD) “incident,” defined by any of several
“signs” or “symptoms,” the employer must set up
a full-blown ergonomics program. For example, if
an employee complains about cramping or stiff-
ness for seven days, and on one day per week
that same employee uses a keyboard for sepa-
rate periods of time that total four hours or raises
his hands above his head for periods of time that
total two hours, that employer must set up the full
ergonomics program.

✔ Employer responsibility for behavior outside
the workplace. Employers must set up the full
ergonomics program as long as something in the
workplace in any way “contributed to” or “signifi-
cantly aggravated” the MSD (or the cramping or
stiffness). The employer is responsible even if the
injury (or symptom) is 99% caused by outside
activities such as athletics or gardening or other
factors such as age or weight. Moreover, employ-
ers are forbidden from inquiring about employees
outside risk factors. Enzi says OSHA does not
have statutory authority to make employers
responsible for those factors.

✔ Employers’ responsibility for complying with
external documents. In order to avoid fines and
penalties for noncompliance, employers must
reduce hazards in workplace to levels set by seven
different “Job Hazard Analysis Tools” listed in the
standard; compliance levels are set by seven sep-
arate entities that are not affiliated with OSHA.
Employers must pay to obtain these documents,
and the documents are, for the most part, highly
complex scientific documents intended as guide-
lines or studies, not specific requirements.

✔ Requirement to make sweeping workplace
changes. In order to reach the levels in the out-
side ”tools,” employers are required to use admin-
istrative controls or work practice controls even if
protective equipment alone would solve the prob-
lem. Thus, compliance requires addition of new
employees, changes in fundamental job require-
ments, and shortening of shifts.

✔ Requirement for employers to pay for three
health care providers. In response to an MSD
incident, the employer must pay for visits to up to
three separate health care professionals by the
employee complaining of MSD symptoms. The
rule prohibits the medical opinion from including
any information about the condition being caused
by factors outside the workplace. The rule also
prohibits the health care professional from com-
municating any information to the employer
about nonworkplace causes of the MSD.

✔ Conflict with workers’ compensation laws. In
spite of the fact that Congress has long chosen
not to set up a federal system of workers’ com-
pensation, Enzi says OSHA’s standard does just
that — for MSDs only. He says it completely
undermines state workers’ compensation systems
by requiring employers to pay 90% of salary for
employees who are unable to work and 100% for
employees placed on light duty due to MSDs.

✔ Record-keeping requirements. Employers
must keep all records, available upon demand
for three years, of the employer’s response to
MSD reports and of all employee records of
MSDs, including MSD signs, symptoms, work-
place restrictions, time off work, and medical
opinions. The rule raises several privacy con-
cerns regarding the availability of medical opin-
ions which may contain sensitive and highly
personal information, Enzi says.

✔ Burden on businesses. The Small Business
Administration and various private analyses esti-
mate that the standard would cost businesses
$60 billion to $100 billion annually. OSHA esti-
mates the cost at $4.5 billion, but uses a 10 year
annualized figure incorporating fictionalized sav-
ings not realized until several years down the
road. Enzi says even OSHA’s own first and sec-
ond year actual cost figures show the cost would
be crippling — particularly to small businesses
without significant resources.  ■



reject final regulations issued by federal agencies.
Enzi charged that the rule would force every

employer to adopt a full-blown ergonomics pro-
gram including changing equipment, shortening
shifts, hiring more employees, and changing
work processes if just one ergonomic “symptom”
— not even caused in the workplace but only
contributed to by the work process — is reported.

He also says the rule would have “national-
ized” workers’ compensation for ergonomic
injuries by requiring any employee who “reports
any ergonomic injury or symptom” to receive
90% of pay for the first 90 days off from work.
Other kinds of workplace injuries command
about 67% of pay on average. (See summary of
Enzi’s complaints about the rule, p. 51.)

Because of such problems, the rule lost support
even among occupational health professionals.
The American College of Occupational and
Environmental Medicine (ACOEM) opposed the
standard, citing the standard’s lack of a sound
medical foundation. ACOEM supported the cre-
ation of an ergonomic rule but condemned the
rule once the final version was published.

Occ health providers left with challenge 

Employers were almost unanimously happy to
see the ergonomic rule finally die. The National
Small Business United (NSBU), the nation’s old-
est bi-partisan small business advocacy organiza-
tion, praises Congress for repealing the standard.
By OSHA’s own estimates, the rule will cost
American businesses $4.5 billion per year. Others,
most notably those in the Small Business Admini-
stration’s Office of Advocacy, contend it could
cost firms upward of $100 billion annually.

“The repeal of the ergonomics standard is by
far the biggest victory for small business in the
last decade,” says Dick Herring, NSBU chair-
man. “We encourage President Bush to sign it
expeditiously and thank the leadership in both
branches for protecting small business from this
flawed mandate.”

So what does the future hold? For occupational
health providers, the defeat of the ergonomic rule
means they are without any federal leverage
when promoting workplace injury reduction.
Patterson cautions that the defeat of the rule is
not a reason to give up or even reduce efforts to
improve workplace ergonomics.

“This leaves occupational health providers
right where they were before all this started,” he
says. “Some will be able to use the scientific data

regarding the relationship between cumulative
trauma and musculoskeletal disorders and the
cost effectiveness data generated as part of
OSHA’s background preparation, to help con-
vince employers of the benefits of an effective
ergonomics program.”

Patterson suggests that providers should study
the data provided with the ergonomics rule and
develop more palatable ways for employers to
reduce workplace injuries. One good result of the
entire debate may be that employers are now more
aware of the whole issue of workplace ergonomics.
Even if they opposed the federal rule, employers
may be more receptive if occupational health
providers come forward with realistic, cost-effec-
tive ways to reduce injuries, Patterson says.

“There is no reason to give up the fight on this
just because the OSHA rule won’t be there to
help,” he says. “It’s going to be a different sort of
challenge now than we thought it would be, but
the effort to control injuries and their effects in
the workplace is still an important priority.”  ■

Work stress can negate
jobs’ cardio benefits

Anew study of utility workers finds that
work stress can nullify the cardiovascular

benefits of a physically demanding job, accord-
ing to researchers at the Dallas-based American
Heart Association’s 41st Annual Conference 
on Cardiovascular Disease Epidemiology and
Prevention in San Antonio.

“If you think being physically active at work is
helping your heart, think again if you also have
workplace stress,” says James Dwyer, PhD, a
professor at the Keck School of Medicine at the
University of Southern California Los Angeles.

Researchers followed 447 utility company
workers for three years in the late 1990s. This was
immediately after deregulation of the industry
resulted in increased competition among utility
companies. The workers were between ages 40
and 60 and held jobs such as managers, meter
readers, or administrative assistants.

Researchers gathered information on the
amount of physical activity employees got at
work as well as how frequently they worked up a
sweat in their free time. They used noninvasive
ultrasound tests to measure the thickness of the
workers’ carotid arteries at the start of the study
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and again three years later. The thickening of the
walls of the carotid arteries, which are located in
the neck and carry blood to the brain, is thought to
strongly correspond to the build up of plaque in
the larger arteries, including those in the heart. 

Carotid arteries of workers in the top 20% for
on-the-job activity increased in thickness by about
13 µ per year. Those who reported the least exer-
cise on the job showed carotid thickening of about
7 µ per year. Those with the most physical activity
at work also reported the most job stress.

The situation was the opposite for leisure time
exercise. Subjects who exercised at least four times
a week during their time off showed carotid artery
thickening of 6.5 µ each year, while individuals
with the least active leisure time had increases in
carotid thickness of about 11 µ per year. Dwyer
says the leisure time results indicate a protective
effect from exercise.

Surprising results

“We were surprised to find that the physical
activity level during work was related to carotid
thickening rather than being neutral or protec-
tive,” Dwyer says. “The independent effects of
physical activity and psychological stress at work
are difficult to separate. However, this study sug-
gests that the protective effects of physical activity
may be blocked or counteracted when activity is
performed in a psychologically stressful context.”

Dwyer says he does not consider the workers’
stress unique. “It was not so much the danger of
the job as it was the demands of the job, the uncer-
tainties, the difficulties working with other people.
These are the kinds of stresses that develop in any
workplace. They are not particular to utility work-
ers. It’s going to be difficult to sort out the effects of
stress and physical activity and how they interact.”

Stress is difficult to measure because it is depen-
dent on individual perception. Some workers liked
the increased competition that deregulation caused
while others felt threatened, he says. So rather than
focus on specific stresses, the researchers asked
subjects whether their job stress affected other
aspects of their life, such as disrupting sleep.

The leisure time exercise results seem more
clear-cut, Dwyer adds. 

Based on these findings, it appears that if the
goal is prevention of cardiovascular disease,
then people in their 40s and 50s should exercise
four or more times per week with enough inten-
sity to produce heavy breathing and sweating,
the researchers conclude.  ■

Whatever you call them, 
wellness programs work

Occupational health providers may grow
weary of coming up with catchy new names

for their walk-a-thons, bike-to-work weeks,
dump-your-plump months, and walk-at-lunch
weeks, but the effort is worthwhile. The pro-
grams work, says D.W. Edington, MD, director
of the Health Management Research Center
(HMRC) at the University of Michigan.

These week-long and month-long programs
reflect an employer’s commitment to workplace
wellness programs, and it’s a commitment that has
increasingly become a year-round part of the work
place for thousands of employers, Edington says.
He presented advice on the worth of such wellness
programs at the research center’s recent Wellness
in the Workplace Conference in Ann Arbor.

“Corporations now see health management pro-
grams as the only long-term alternative to the con-
tinuing escalation of medical care costs. Nearly
60% of all companies and 95% of large companies
have programs designed to encourage individuals
to take some responsibility for their own health,”
he says. “There is greater return from investment
in preventing healthy people from slipping into
poor health behaviors than by trying to make
chronically sick people well. Individuals benefit in
terms of less pain and suffering and a higher qual-
ity of life. The corporation benefits in terms of less
medical care costs and greater productivity.”

Employers were first introduced to the concept
of investing in health promotion programs in the
1970s. By the 1980s, employers were spending $5
per employee on workplace wellness programs,
and today they’re shelling out $60 per employee
for year-round programs that range from smoking
cessation to lessons in warding off stress.

The cost: 1% to 2% of the typical medical care
costs. Workplace wellness programs have caught
on. They are more than a trend and more than an
experimental program of employers who know
they can trim health care costs and improve pro-
ductivity by providing an environment where
employees remain healthy. Employees like them
because exercising, eating right, and relaxing
makes them feel better. Employers like them
because happier, healthier employees are more
productive and cost less.

HMRC research shows that workplace well-
ness programs save employers $80 to $225 per
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employee per year in medical care costs and an
equal amount in productivity gains.

“Work site health management programs are
part of the new way to do health care in America,”
Edington says.”Everyone benefits, and it is truly
one of the classic win-win situations for all the
stakeholders.”  ■

New asphalt report notes
need for more research

Anew report by the Centers for Disease
Control and Prevention’s National Institute

for Occupational Safety and Health (NIOSH)
reviews current scientific data on health effects
related to occupational exposures to asphalt,
describes further research needs in this area, and
suggests measures to minimize worker exposures
while studies continue.

The new report, Hazard Review: Health Effects of
Occupational Exposure to Asphalt, is part of NIOSH’s
ongoing work with diverse outside partners to
explore the complex questions pertaining to job-
related asphalt exposures and health effects, and to
develop practical and effective exposure controls
based on known data.

Current research findings support a NIOSH
assessment from 1977 that exposure to asphalt
fumes is associated with eye, nose, and throat
irritation, according to the report. Recent studies
also found evidence of lower respiratory tract
symptoms among workers exposed to asphalt
fumes. Those data are being further analyzed to
assess the relationship between symptoms and
exposures.

The new report also discusses studies that
associate asphalt exposure with potential long-
term health effects, such as chronic bronchitis and
lung cancer. The report reviews data from those
studies that relate to potential long-term effects
under different conditions of use, including expo-
sures from paving, roofing, and asphalt-based
paint formulations.

Additional studies are needed to better charac-
terize occupational exposures to asphalt fumes,
vapors, and aerosols, and to further evaluate the
risk of chronic disease, including lung cancer. In
the meantime, NIOSH recommends that possible
health effects from exposures to asphalt, asphalt
fumes and vapors, and asphalt-based paints be
minimized. Exposures can be minimized, the

report suggests, by adhering to NIOSH’s current
recommended exposure limit of 5 mg of asphalt
per cubic meter of air over any 15-minute period,
and by taking these steps:

❒ preventing skin exposure;
❒ keeping the application temperature of

heated asphalt as low as possible;
❒ using engineering controls and good work

practices at all work sites to minimize worker
exposure to asphalt fumes and asphalt-based
paint aerosols;

❒ using appropriate respiratory protection for
workers.

NIOSH, industry, and labor have been working
together to reduce worker exposures to paving
and roofing asphalt fumes. In 1997, a joint effort
by NIOSH, the asphalt paving industry, labor,
and other federal agencies resulted in the devel-
opment and adoption of new controls that signifi-
cantly reduced worker exposures to asphalt
fumes on new highway-class paving machines.

NIOSH and its partners also furthered collabo-
rative laboratory and field research, and worked
together to develop informational materials for
workers and contractors on methods for reducing
exposures. In September 2000, representatives of
industry, labor, government, and academia met 
to discuss research needed to comprehensively
assess the health risks associated with exposure
to asphalt.

[Copies of Health Effects of Occupational
Exposure to Asphalt, DHHS (NIOSH) Publication
No. 2001-110, are available by calling the NIOSH infor-
mation number: (800) 35-NIOSH or (800) 356-4674.
The report also is available, along with other NIOSH
research, on the web: www.cdc.gov/niosh.]  ■

MA has lowest cost per
claim for workers’ comp

The average cost per claim for medical care of
injured workers under the workers’ compen-

sation system is lowest in Massachusetts among
the eight large states examined in a new study 
by the Workers Compensation Research Institute
(WCRI) in Cambridge, MA. The lower cost results
in large part from a lower medical utilization rate
— numbers of visits and services provided to
injured workers by physicians, chiropractors,
physical therapists, and hospitals.
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The study of eight states, which represent 
40% of the benefits paid in the nation’s workers’
compensation systems, found these results for
Massachusetts:

• Medical costs are the lowest of the eight
states primarily because fewer services are
being delivered.

• With scheduled fees among the lowest in the
nation, payments per service are generally lower
in most service groups with the exception of sev-
eral types of services billed by hospitals, in par-
ticular, facility charges and emergency services.

• Given the relatively low fee schedule, the fact
that the payment per service for many MD/DO
(doctor of osteopathy) services is similar to the
median of the states analyzed is surprising. It is
likely that MDs/DOs render or bill for a mix of
higher-fee services than is found in other states in
the study.

• Hospitals are involved in more claims than
average and when involved, patients have more
visits than in other states in the report.

• Physical therapy is involved in far fewer
claims than is typical of the states in the study
and when involved, fewer services are provided.

The data in the reference work, The Anatomy of
Workers’ Compensation Medical Costs and Utilization,
identify where workers’ compensation medical
dollars go and how costs and utilization differ
across eight states: California, Connecticut, Florida,
Georgia, Massachusetts, Minnesota, Pennsylvania,
and Texas.

“This reference work is designed to improve the
decision-making process of public officials and
business people seeking to target cost drivers and
benchmark system performance in Massachusetts
and other states,” says Richard Victor, MD, execu-
tive director of the independent, not-for-profit
research organization. “Policy-makers in Massa-
chusetts may want to ask whether its relatively
low rates of utilization for many services indicate
that access to care is limited because of its low fee
schedule.”

The study reported that Massachusetts had the
lowest average medical claim cost ($3,028) among
the eight states studied. This is clearly a function
of lower utilization in terms of fewer visits per
claim, nearly 10% less than the median, and
fewer services per visit, nearly 38% less than the
median of the eight states.

The study pointed out that Massachusetts has
among the lowest scheduled fees for medical
services of any state in the nation. As a result, it
is not surprising that the average payment per

service to chiropractors and hospital providers
is below the equivalent in the median of the
states analyzed. What is surprising, according to
the study, is that the average payment per ser-
vice to MDs and DOs is similar to the median of
the eight states.

The study found that hospitals in Massachusetts
are involved in 22% more claims than is typical 
of the states surveyed. Moreover, when hospitals
are involved, the number of visits per claim is 
34% higher than the median of the eight states.
However, the number of services provided per
visit is more than one-half that of the median state.

The study noted that the average cost per
claim for all hospital services — medical, surgi-
cal, and diagnostic — is lower than the eight-state
median value. This is particularly true for minor
radiology procedures, minor surgery, and office
visits. In each case, lower cost is a function of
fewer visits combined with lower payments per
service.

More emergency claims filed

On the other hand, the average payment per 
service for physical medicine and supplies and
equipment is near the eight-state median level. The
study also reported that hospitals in Massachusetts
are involved in more claims requiring emergency,
physical medicine, and minor radiology than are
hospitals in the median state in the study.

The average payment per service for emergency
treatment and both inpatient and outpatient hospi-
tal services is significantly higher than average for
the eight states, according to the study.

“That hospital payments are higher than aver-
age may have to do with the fact that the hospital
fee schedule in Massachusetts is based on dis-
counted charges that are somewhat higher than
the schedule that sets physician fees,” Victor says.

WCRI is a nonpartisan, not-for-profit mem-
bership organization conducting public policy
research on workers’ compensation, health 
care, and disability issues. Its members include
employers, insurers, insurance regulators, and
state regulatory agencies in the United States,
Canada, Australia, and New Zealand, as well 
as several state labor organizations.

[For more information or to purchase the study
($95 for WCRI members, government agencies, and
nonprofit organizations; $495 for all others) contact
Jill Lawson at jlawson@wcrinet.org or call WCRI at
(617) 661-9274.] ■
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Options for unresolved
pain after spinal surgery

Back pain can persist even after successful spine
surgery, leaving the physician debating

whether to proceed with re-operation or spinal
cord stimulation. To help make the decision easier,
the Marietta, GA-based National Spine Network
(NSN), an association of the country’s leading
comprehensive spine centers, embarked on a
prospective, randomized, multicenter clinical trial
comparing the outcomes of spinal cord stimula-
tion with repeat spine surgery for patients suffer-
ing from failed back surgery syndrome (FBSS).

The study’s launch was announced recently at
the American Academy of Orthopedic Surgeons
(AAOS) meeting. Approximately 200,000 Ameri-
cans annually undergo an initial spine surgery for
the treatment of chronic low back pain, according
to a 1998 survey of spine surgeons commissioned
by Minneapolis-based Medtronic. 

The same research indicates that about 25% of
these patients continue to experience unresolved
pain after surgery. Despite a second procedure to
relieve the pain, more than 13,000 patients still
suffer from unresolved pain.

“This landmark NSN study promises to yield
the data we need to make the best treatment rec-
ommendations for patients with low back pain
that remains unresolved after a successful spine
surgery,” said Bruce Fredrickson, MD, an ortho-
pedic surgeon specializing in spine procedures at
the State University of New York (SUNY) Upstate
Medical University in Syracuse, NY, and the prin-
cipal investigator for the study.

“For the first time, we are undertaking research
of sufficient scope to predict which patients are
most likely to benefit from additional surgery and
which patients are better candidates for spinal
cord stimulation,” says Fredrickson.

The study also seeks to determine which treat-
ment option — spinal cord stimulation or repeat
spine surgery — provides reduced pain, greater
functional status, improved quality of life, and
reduced disability to patients with unresolved
low back pain.

“The National Spine Network advocates an
interdisciplinary approach to the treatment of spine
disorders, including chronic low back pain,” said
Harry Freedman, executive director of NSN. “Our
involvement in this study demonstrates the NSN’s
commitment to improve the cost-effectiveness, 

consistency, and quality of spine care.”
Eleven NSN members are participating in the

study: Washington University Medical Center in
St. Louis; Emory Spine Center in Decatur, GA;
Hospital for Joint Diseases in New York City;
Hospital for Special Surgery in New York City;
Nebraska Spine Center in Omaha; Swedish
Medical Center — Providence Campus in
Seattle; Rush Presbyterian-St.Luke’s Medical
Center in Chicago; SUNY Upstate Medical
Center; Texas Back Institute in Plano; University
Hospitals of Cleveland; and University of Iowa
Medical Center in Iowa City.

The study calls for the enrollment of 150
patients by early 2003. Once enrolled, each
patient will be followed for 24 months with fol-
low-up at three, six, 12, 18, and 24 months. The
final results of the study are expected to be pub-
lished by 2005.

Candidates for the study must meet all entry
criteria, including previous back surgery more
than a year prior to enrollment, failure of alterna-
tive treatment measures such as medical or phys-
ical therapies, disabling pain that has limited
their social and vocational activities, age 20 or
older, no medical contraindication to surgery
(including pregnancy), and clearance from a clini-
cal psychiatrist if indicated.

Spinal cord stimulation and spine surgery can
significantly reduce chronic low back pain of neu-
ropathic etiology. Spinal cord stimulation works
by blocking pain signals from reaching the brain,
where they would be perceived as pain. Spine
surgery works by either decompressing pinched
nerves that cause pain or connecting two or more
bones in the spine.

As with any treatment, side effects can occur.
Because spinal cord stimulation systems are sur-
gically placed, infections are possible. Potential
complications from spinal cord stimulation may
include undesirable changes in stimulation, lead
migration and loss of pain-relieving effects in
some patients.

Risks of surgery include excessive bleeding
and an adverse reaction to anesthesia. Since spine
surgery involves the nervous system, nerve dam-
age is another risk. Both spinal cord stimulation
and reoperation are standard medical procedures
used to treat chronic pain.

[Occupational health providers who think a patient
may be eligible to enroll in this clinical trial can call
(319) 335-8408 or visit www.NSNonline.org/FBSS
for more information.]  ■
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Pneumatic brace can help
patients with low back pain

APlano, TX, physician says a pneumatic brac-
ing device can help relieve low back pain

caused by muscle strain or spasm.
Stephen Hochschuler, MD, an orthopedic sur-

geon and chair of the Texas Back Institute in Plano,
says the bracing device is similar to a vest that fits
around the ribs and pelvis, and a manually acti-
vated vacuum element. He says the device acts 
as a lumbar traction system, with the vest taking
pressure off the lumbar discs as the vacuum is 
activated.

Wearing the vest allows the patient to rest the
surrounding musculature, which helps the inflam-
mation and spasm to resolve, Hochschuler says.
He says typical candidates for treatment would be
patients who have lumbar back pain due to degen-
erative or herniated discs.

Other traction modalities require that the
patient lie in bed, but Hochschuler says the
pneumatic bracing vest allows the patient to
remain ambulatory and return more quickly to
activities of daily living. Patients can perform
typical daily tasks, such as showering, without
removing the vest.

Known as OrthoTrac, the vest is manufactured
by Kinesis Medical of Bloomington, MN, which
was recently acquired by Orthofix of Richardson,
TX. 

The device has been approved by U.S. Food
and Drug Administration as a class I bracing
device and costs $1,200. The company says some
insurance companies and other payers have
begun reimbursing for it.  ■

Flu vaccinations could
save nation $1.3 billion 

Routine annual influenza vaccination of all
working adults could save the nation as

much as $1.3 billion each year, according to a U.S.
Department of Veterans Affairs’ (VA) study pub-
lished in the March 12 issue of The Archives of
Internal Medicine, published by the American
Medical Association. 

Current medical guidelines recommend rou-
tine flu vaccination only for people age 50 and

older, and other high-risk groups.
The VA study, which examined health, labor,

and economic statistics in a sophisticated com-
puter model, took into account rates of illness
from influenza, time lost from work, hourly
wages, the costs of vaccination, and other direct
and indirect costs. Results showed that on aver-
age health costs would be reduced $13.66 per per-
son vaccinated. If all of the nation’s 94 million
full-time workers, ages 18 to 64, received the vac-
cination, these savings would total nearly $1.3
billion annually.

Lead author Kristin Nichol, MD, MPH, MBA, of
the Center for Chronic Disease Outcomes Research
at the VA Medical Center in Minneapolis, says the
study provides important evidence in support of a
nationwide policy of routine vaccination for all
working adults.

Great benefits from protecting more adults

“The results show that substantial health and
economic benefits could be realized from vacci-
nating all working adults against influenza, espe-
cially when immunization takes place at the work
site or another site that would be efficient and
low-cost,” Nichol says. Nichol also is a professor
of medicine at the University of Minnesota
Medical School.

In a worst-case scenario — for example, a bad
match between the circulating strain of the flu
and the available vaccine, and less efficient ways
of distributing the vaccine — routine vaccination
would still produce health benefits but would
cost $21.27 per person.

In an ideal scenario, $174.32 per person would
be saved. But these cases would be extreme, said
the report. More likely scenarios produced out-
comes from $32.97 in net savings per person vac-
cinated to $2.18 in net costs. Vaccination would
save money in 95% of cases, according to the VA
computer model.

The flu affects up to 25% of the American pop-
ulation each year. Symptoms include fever, sore
throat, cough, headaches, and weakness and may
last up to a week. 

Traditionally, only high-risk groups such as the
elderly, for whom flu-related health care costs can
reach into the billions annually, have been tar-
geted for vaccination. But even among the general
population, the flu causes up to 75 million lost
workdays and 22 million doctor visits each year,
according to 1995 figures. Half of flu cases result
in a visit to a primary care physician.  ■
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Many too overworked to
use needed vacation time

One in six U.S. employees is so overworked
that he or she is unable to use up annual

vacation time, despite the fact that Americans
have the least vacation time in the industrialized
world, according to the results of a landmark
national survey.

“This survey is a wakeup call for Americans 
to realize that taking a vacation is not frivolous
behavior. It’s essential to staying healthy,” says
Alan Muney, MD, chief medical officer and execu-
tive vice president at Oxford Health Plans, which
sponsored the national survey. “Regular vacations
are preventive medicine; they cut down on stress-
related illness and save health care dollars.”

On the job, workers often endure a high level
of stress, the national survey of 632 men and
women shows. Some 34% report they have such
pressing jobs that they have no downtime at
work. A full 32% work and eat lunch at the same
time. Meanwhile, 32% never leave the building
once they arrive at work; 19% say their job makes
them feel older than they are, and 17% say work
causes them to lose sleep.

Oxford’s survey found one in six American
workers (18%) is unable to use up annual vaca-
tion time due to job demands. This is true despite
the fact that Americans are the most vacation-
starved people in the industrialized world,
according to the World Tourism Organization.

The survey showed that while most employers
make it easy to keep medical appointments (70%)
and return to work after illness (68%), other com-
panies exude a corporate culture that discourages
healthy behavior. Some 19% of survey respon-
dents said workplace pressures make them feel
they must attend work even when injured or sick;
17% said it is difficult to take time off or leave
work in an emergency, and 8% contend that if
they became seriously ill they would be fired or
demoted. The survey also showed that 14% think
their employer makes it difficult to maintain a
healthy diet and 14% feel company management
only promotes people who habitually work late.

While stress relief is a benefit of taking a vaca-
tion, another motivating factor is medical research
that links vacation to a lowered risk of death,
Muney notes. “Taking a vacation is a serious
health issue that should not be ignored. It could
save your life.”  ▼

Carpal tunnel may resolve
spontaneously if you wait 

About a third of patients with carpal tunnel
syndrome will see their symptoms resolve

spontaneously without treatment, according to
Italian researchers at the annual meeting of the
American Academy of Orthopedic Surgeons in
San Francisco. They studied 354 patients at eight
hospitals in Italy. Of that group, the surgeons left
more than 200 patients largely untreated over the
course of 12 months. Instead of surgery, these
subjects used anti-inflammatory medication for
pain relief. By the end of the study, reports from
untreated patients and tests of nerve function in
the wrist showed that symptoms had improved
in 34% and worsened in 21%.

The researchers concluded that surgery may be
overused as a treatment strategy for carpal tunnel
syndrome. In particular, the data suggest that
younger patients are more likely to improve with-
out surgery. The odds of spontaneous improve-
ment decrease about 4% for each year that a
patient is older. Patients with symptoms in only
one hand also were more likely to improve with-
out treatment.  ▼

Allergen exposure affects
work performance

Allergen exposure has a negative impact on
the quantity and quality of work among

those with allergic rhinitis or asthma, researchers
reported recently at the American Academy of
Allergy, Asthma, and Immunology (AAAAI)
Annual Meeting in Ann Arbor, MI.

Researchers analyzed the effects of pollen and
mold exposure on work performance using data
from the National Survey of Daily Experiences
(NSDE). The survey reached 739 employed
respondents, including 81 patients with allergic
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rhinitis, 75 with asthma, and 32 with both allergic
rhinitis and asthma. Each respondent assessed
impairments in work on a daily basis for a ran-
domly assigned week.

Quality of work was assessed by self-report on
reduction in work during the week. Work quan-
tity was assessed by three questions including a
one to 10 scale rating the magnitude of the work
reduction. Pollen and mold count data from the
AAAAI’s National Allergy Bureau were merged
with the NSDE data to assess the association of
pollen and mold exposure with daily work qual-
ity and quantity. Researchers said grass pollen
exposure and amount of circulating allergens are
strong predictors of work impairment.

Researchers concluded that the results reflect the
strong association between allergen exposure and
its impact on both the quantity and the quality of

work among those with allergic rhinitis or asthma
and is particularly strong among those with both
disorders.  ■

Focus on reducing deaths
in carpet, rug industry

The federal Occupational Safety and Health
Administration has started the second phase

of a program to reduce industrial powered truck
fatalities, particularly in North Georgia’s carpet
and rug industry.

“Within the past four years we’ve investigated
13 fatalities involving powered industrial trucks
or forklifts,” says Susan Johnston, OSHA’s
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Atlanta-West area director. “Four of these deaths
occurred in North Georgia carpet and rug manu-
facturing plants, including the warehouse areas.”

OSHA mailed information to local area pow-
ered industrial truck and forklift vendors and
asked them to distribute the packets to all cus-
tomers. The packets included the new OSHA
training requirements and urged employers and
employees to review operating procedures,
upgrade personnel safety training, examine, and if
needed repair equipment and systems. “In too
many of these fatalities, the truck operator’s view
was obstructed. That’s preventable. Safety training
and safe operating practices are key to saving
lives,” says Patricia Morris, assistant area director
and contact person for the outreach effort.

The forklift safety campaign will continue
through Jan. 31, 2002. OSHA will focus on carpet
and rug industry locations in the Atlanta-West
area which includes 32 western counties from
mid- to North Georgia. While the inspection
phase will be geared to hazards related to pow-
ered industrial truck operations, if other hazards
are observed, they will be addressed.  ▼

OSHA fines foundry
$181,200 after fatality

The federal Occupational Safety and Health
Administration cited Union Foundry Co. in

Anniston, AL, and proposed penalties totaling
$181,200 for serious, willful, and repeat safety and
health violations following the investigation of 
an Aug. 22 fatality at the plant. The accident 
happened when an employee was caught in an
unguarded conveyor pulley while attempting to
unclog a sand chute nearby. “This tragic accident
could easily have been prevented if the employer
had adopted standard safety procedures that guard
workers from hazards associated with moving
machine parts,” says Ramona Morris, acting direc-
tor of OSHA’s Birmingham area office.

Following a safety inspection, OSHA proposed
a penalty of $70,000 for one willful citation in
connection with the unguarded conveyor pulley.

“In this case, the conveyor pulley’s guard had
been removed three months earlier when the
machinery was relocated while new equipment
was installed. The guard was never replaced even
though it was sitting near the machine in plain
view,” she says. 

Morris adds that the willful citation was issued
because no effort was made to assure the safety
of workers even though management was aware
that an unguarded conveyor could result in seri-
ous injury or death. In fact, only months before, a
worker had been killed in a similar accident in a
Tyler, TX, plant owned by the same parent com-
pany that owns the Anniston foundry.

The safety inspection resulted in an additional
$58,500 penalty for 17 serious citations for: elec-
trical violations, including unmarked and open
circuit breakers; an unguarded pit opening; other
unguarded machines, and operating a crane
without clearly marked load rates and audible
warning devices.

OSHA also cited two repeat safety violations
with total penalties of $12,500 for operating
defective powered industrial trucks and failing to
ground electrical equipment. Both violations had
been cited previously following OSHA inspec-
tions of the company in 1999.

A health inspection was initiated, shortly after
the fatality investigation began, as part of
OSHA’s national emphasis program for silica.
This inspection resulted in seven serious health
violations with proposed penalties totaling
$40,000. Violations included failure to follow sil-
ica dust standards and not providing personal
protective equipment to employees exposed to
noise and chemical hazards.

Union Foundry employs approximately 400
workers at the Anniston location.  ■
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