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What is Evidence-Based Medicine

“...the conscientious, explicit and judicious use of current best
evidence in making decisions about the care of individual
patients.

...means integrating individual clinical expertise with the best
available external clinical evidence from systematic
research.”

Sackett DL, et al. BMJ. 1996;312:71-80.




What is Evidence-Based Medicine

“A set of principles and methods intended to ensure that to
the greatest extent possible, medical decisions, guidelines,
and other types of policies are based on and consistent with
good evidence of effectiveness and benefit.”

Eddy DM. Health Affairs. 2005;24(1):9-17.

How Many Contemporary Medical Practices Are
Worse Than Doing Nothing or Doing Less?

* Almost half of the established medical practices that are tested are
found to be no better than a less expensive, simpler, or easier therapy or
approach

Prasad V, Vandross A, Toomey C, et al. A decade of reversal: an analysis of 146 contradicted medical practices. Mayo Clin Proc. 2013;88(8):790-798.




The Downside of EBM

What about the doctor’s clinical judgment?
What about new or experimental procedures?

In many areas of medicine, there are no treatment guidelines;
and where there are, they are often unreliable, conflicting and
incomplete

Even where there are well established guidelines, they are
written for the average patient - What if you are not average?

Often written by people who are not disinterested
Misused and misinterpreted by UR companies paid by payers

MEEAC

* § 9792.26. The MTUS regulations created a Medical Evidence
Evaluation Advisory Committee (MEEAC), which reviews the
latest medical evidence and advises the division about
incorporating new evidence-based guidelines into its MTUS

* MEEAC's recommendations are advisory in nature and do not
constitute scientifically based evidence




MTUS = AUTHORIZATION for TREATMENT AND/OR TESTING

o All treatment in California must be consistent with
the MTUS (LC 85307.27) which is presumptively
correct as a matter of law (LC §84604.5 (a))

THE MTUS IS THE
UNIFYING THEORY OF
RELATIVITY IN THE NEW

SYSTEM BUT YOU MUST
KNOW CLEARLY HOW IT IS
APPLIED

Medical Treatment Utilization Schedule

» Doctors in California's workers' compensation system are
required to provide evidence-based medical treatment

» That means they must choose treatments scientifically
proven to cure or relieve work-related injuries and illnesses

» Text of Regulation and MTUS

http://www.dir.ca.gov/dwc/DWCPropRegs/MTUS Regulations/MTUS Requlations.htm




Labor Code Section 4610.5(c)(2)

* (2) "Medically necessary" and "medical necessity" mean medical treatment that
is reasonably required to cure or relieve the injured employee of the effects of
his or her injury and based on the following standards, which shall be applied in
the order listed, allowing reliance on a lower ranked standard only if every
higher ranked standard is inapplicable to the employee's medical condition:

— (A) The guidelines [i.e., the MTUS] adopted by the administrative director pursuant to Section
5307.27.

— (B) Peer-reviewed scientific and medical evidence regarding the effectiveness of the
disputed service.

— (C) Nationally recognized professional standards.
— (D) Expert opinion.
— (E) Generally accepted standards of medical practice.

— (F) Treatments that are likely to provide a benefit to a patient for conditions for which other
treatments are not clinically efficacious.

Report Writing

» Physician needs to provide a clear, legible and concise
history and physical examination followed by diagnoses and
then recommendations for EBM medical care

* Problems:

— Boilerplate report especially with electronic medical record (EMR)
— No EBM statement to support request

— Flood of overlapping treatment requests

— No documentation to support past efficacy for request




Medical Reporting

» The medical reporting should contain documentation that
the injured worker

— Is educated about and understands the diagnoses and that
— The goals of treatment are:

* Less discomfort

 Improved ADL function

 Staying at or returning to work

— Goals will/lhave been met to justify prescribed treatment
» Request for treatment support by MTUS / EBM

Getting to YES

» A “bullet-proof” report would be one that clearly shows
how the injured worker is appropriate for treatment that
meets MTUS/EBM Guidelines and, when possible, clearly

indicates the negative ramifications of not receiving the
recommended treatment




Documentation

» History, physical findings, tests and imaging studies
support diagnosis and treatment request

» Report should list red flags that demand treatment
» Report should document functional improvement

Documentation

» Report should document progression of treatment
— Simple/conservative to complex/invasive
— Document timeline (how many weeks have passed?)
» Report should note failure of lower level of treatment to
date
— Should distinguish 1st 2nd 3rd 4t |ine treatment options




Documentation is #1

* |t doesn't really matter where the prescription is in the
process — UR, IMR, or expedited hearing — every treatment

request must be properly documented, fully
substantiating the need for the treatment

» Treatment request absent adequate documentation = Denial
» Getting it right in the first place is the only viable strategy

— Requesting physician

— UR needs to get it right

IMR Decisions*

» Denial if too early, simple diagnosis (sprain, etc.) no
conservative treatment, no red flags, negative physical
exam, test will not alter treatment course
— No EBM support for request in report

« Approval if delayed recovery, neurological deficit, chronic
condition, conservative treatment didn’t help, + physical
findings

— Good EBM support for request in report

*Qpinion based on my review of IMR decisions




Functional Restoration Medically Necessary

A functional restoration approach is medically necessary
and has not yet been provided to cure or relieve the effects
of the industrial injury

— Surgery, PT, acupuncture, chiropractic, injections, medications, have been ineffective
— Medications despite escalation have not proven effective and are in fact disabling

— There is a documented sleep disturbance and sexual dysfunction

— Weight gain is noted with an increased BMI

— There is evidence of reversible deconditioning

— There is evidence of psychological consequences with anger, fear of reinjury, maladaptive
coping, mood disturbance, depression, irritability, emotional distress and somatic
preoccupation

IW Meets FR Criteria and is Onboard

* IW is not a candidate for surgery or other invasive interventions; or
wishes to avoid additional options of surgery due to fear of
complications or further delays in recovery

» There is documented loss of functional ability with medically
reasonable potential for improved performance and functional
capacity

* |IW has reasonable expectations and is committed to full
participation to meet the goals of increased function, medication
reduction/optimization, self-sufficiency, and return to life activities
including work, MMI status and case resolution




Getting to YES with UR & IMR
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This document is meant to help physicians and others better serve injured workers through understanding how to
provide requests for treatment that meets evidence-based medicine guidelines leading to authorization for medical
care. While not foolproof, if physicians follow the directions below they can avoid most authorization denials
through UR and IMR. This does involve a little extra work at the front end, but it saves having to deal with and
respond to denials of care which only clog up the physician’s office and take up time while leaving the injured
worker patient without needed medical care.

The Rules

e Doctors in California's workers' compensation system are required to provide evidence-based medical
treatment.

e All treatment in California must be consistent with the MTUS (LC §5307.27) which is presumptively
correct as a matter of law (LC 84604.5 (a)).

o Requests that are inconsistent with the MTUS = Denial / Non-Certified.

e The physician can go down the right hierarchy when the MTUS does not address the treatment request,
does not adequately consider unique treatment requests, or where there is stronger and more up-to-date
scientific evidence to support the request.

e Text of Medical Treatment Utilization Schedule Regulations (MTUS):
http://www.dir.ca.gov/dwc/DWCPropRegs/MTUS Regulations/RegulationsFinalClean.pdf

e The physician must choose treatments scientifically proven to cure or relieve work-related injuries and
illnesses.

e 89792.25. Presumption of Correctness, Burden of Proof and Strength of Evidence
https://www.dir.ca.qgov/t8/9792 25.htmi

o (a) The MTUS is presumptively correct on the issue of extent and scope of medical treatment
and diagnostic services addressed in the MTUS for the duration of the medical condition.

o The presumption is rebuttable and may be controverted by a preponderance of scientific medical
evidence establishing that a variance from the schedule is reasonably required to cure or relieve
the injured worker from the effects of his or her injury.

o (b) For all conditions or injuries not addressed by the MTUS, authorized treatment and
diagnostic services shall be in accordance with other scientifically and evidence-based medical
treatment guidelines that are nationally recognized by the medical community.

o (c)(2) For conditions or injuries not addressed or at variance by either subdivisions (a) or (b)
above or where a recommended medical treatment or diagnostic service covered under
subdivision (b) is at variance with another treatment guideline also covered under subdivision
(b), ACOEM's strength of evidence rating methodology is used.

= Evidence-base: Insufficient — Limited — Moderate - Strong



http://www.dir.ca.gov/dwc/DWCPropRegs/MTUS_Regulations/RegulationsFinalClean.pdf
https://www.dir.ca.gov/t8/9792_25.html
https://www.dir.ca.gov/t8/9792_25.html

e Labor Code Section 4610.5(c)(2) as revised by SB863:

o (2) "Medically necessary" and "medical necessity" mean medical treatment that is reasonably
required to cure or relieve the injured employee of the effects of his or her injury and based on
the following standards, which shall be applied in the order listed, allowing reliance on a lower
ranked standard only if every higher ranked standard is inapplicable to the employee's medical
condition:

o (A) The guidelines adopted by the administrative director pursuant to Section 5307.27.

o (B) Peer-reviewed scientific and medical evidence regarding the effectiveness of the disputed
service.

= (http://www.ncbi.nlm.nih.gov/pubmed/)
o (C) Nationally recognized professional standards.
= ACOEM, ODG, Others (see http://www.guideline.gov/)

o (D) Expert opinion.

o (E) Generally accepted standards of medical practice.

o (F) Treatments that are likely to provide a benefit to a patient for conditions for which other
treatments are not clinically efficacious.

Overview of MTUS:

For many body parts (see below), the MTUS uses the ACOEM 2004 2™ Edition although all Chapters have been
updated. If the 2004 Chapter does not provide the most accurate and up to date scientific evidence based medicine
supported request for treatment, consider #2 - #7 hierarchy above.

®,

¢ The updated ACOEM Chapters can be purchased at

https://webportal.acoem.org/Purchase/CatalogSearchResults.aspx?Option=2&Topic=15 for $5.95 a

Chapter. They can also be found at http://www.guideline.gov/search/search.aspx?term=acoem.

R/

¢ You can purchase use of the Official Disability Guidelines (ODG) at http://odg-

disability.com/orderform.htm for $350/year. The 2011 version can also found at

http://www.guideline.gov/search/search.aspx?term=work+loss+data.

®,

¢ Many Guidelines including ACOEM and prior ODG versions can be obtained free at

http://www.guideline.gov/

CA DWC Medical Treatment Utilization Schedule (MTUS)
https://www.dir.ca.gov/dwe/MTUS/MTUS RegulationsGuidelines.html

e Neck and Upper Back Complaints

@)
@)
©)

ACOEM 8 (2004, 2" Edition)
Acupuncture Medical Treatment Guidelines
Postsurgical treatment Guidelines

e Shoulder Complaints

©)
©)
©)

ACOEM 9 (2004, 2" Edition)
Chronic Pain Medical Treatment Guidelines
Postsurgical treatment Guidelines

e Elbow Disorders

o

@)
@)
@)

ACOEM 10 (Revised 2007)

Acupuncture Medical Treatment Guidelines
Chronic Pain Medical Treatment Guidelines
Postsurgical treatment Guidelines


http://www.ncbi.nlm.nih.gov/pubmed/
https://webportal.acoem.org/Purchase/CatalogSearchResults.aspx?Option=2&Topic=15
http://www.guideline.gov/search/search.aspx?term=acoem
http://odg-disability.com/orderform.htm
http://odg-disability.com/orderform.htm
http://www.guideline.gov/search/search.aspx?term=work+loss+data
http://www.guideline.gov/
https://www.dir.ca.gov/dwc/MTUS/MTUS_RegulationsGuidelines.html

Forearm, Wrist & Hand Complaints
o ACOEM 11 (2004, 2" Edition)
o Acupuncture Medical Treatment Guidelines
o Chronic Pain Medical Treatment Guidelines
o Postsurgical treatment Guidelines
Low Back Complaints
o ACOEM 12 (2004, 2" Edition)
o Chronic Pain Medical Treatment Guidelines
o Postsurgical treatment Guidelines
Knee Complaints
o ACOEM 13 (2004, 2" Edition)
o Acupuncture Medical Treatment Guidelines
o Chronic Pain Medical Treatment Guidelines
o Postsurgical treatment Guidelines
Ankle and Foot Complaints
o ACOEM 14 (2004, 2" Edition)
o Acupuncture Medical Treatment Guidelines
o Chronic Pain Medical Treatment Guidelines Postsurgical treatment Guidelines
Stress Related Conditions
o ACOEM Chapter 15 (2004, 2" Edition)
Eye Conditions
o ACOEM Chapter 16 (2004, 2" Edition)
Chronic Pain Complaints
o Chronic Pain Medical Treatment Guidelines
(https://www.dir.ca.gov/dwc/MTUS/MTUS _RegulationsGuidelines.html#14)
Acupuncture
o Acupuncture Medical Treatment Guidelines
(https://www.dir.ca.gov/dwc/MTUS/MTUS _RegulationsGuidelines.html#13)
Postsurgical Therapy / Treatment
o Postsurgical Treatment Guidelines
(https://www.dir.ca.gov/dwc/MTUS/MTUS _RegulationsGuidelines.html#15)

Report Writing

Physician needs to provide a clear, legible and concise history and physical examination followed by
diagnoses and then recommendations for evidence-based medicine (EBM) medical care.

Timely submitted reports will help expedite proposed treatment and avoid unnecessary delays unrelated
to the UR process.

Avoid boilerplate paragraphs especially with an electronic medical record (EMR).

State how the medical treatment is supported by the MTUS or how you request is supported by another
medical standard and why every standard ranked higher in the hierarchy (see hierarchy above) is
inapplicable to the injured worker’s medical condition.

Walk the UR or IMR Reviewer through the treatment course and documented how the treatment request
meets the MTUS or EBM standards.

The medical reporting must contain documentation that the injured worker is educated about and
understands the diagnoses and additionally should note specific goals to be achieved and documented
with treatment which include:


https://www.dir.ca.gov/dwc/MTUS/MTUS_RegulationsGuidelines.html#14
https://www.dir.ca.gov/dwc/MTUS/MTUS_RegulationsGuidelines.html#13
https://www.dir.ca.gov/dwc/MTUS/MTUS_RegulationsGuidelines.html#15

o Less discomfort
o Improved activities of daily living function

= Improved sleep

= Increased ADLSs such as cleaning the house, mowing the lawn, etc.
o Staying or returning to work

Post-UR & IMR Denial

e If there has already been a UR denial, discuss how the Utilization Reviewer erred in the analysis.

e What documentation or evidence or report did the Utilization Reviewer miss or not consider.

e Learn from your UR mistakes - If the UR physician has pointed out legitimate errors in your reporting,
correct the deficiency prior to IMR.

Explanation of the Request for Initial Authorization

e The report should contain an explanation that the request/prescription for treatment is to achieve and
will result in a positive outcome (and therefore be efficacious) by way of less pain and improved
activities of daily living - ADLs (including SAW/RTW) which are measured and documented at the next
visit.

e The report should clearly state that the prescription/request is supported by MTUS or whatever scientific
article or guidelines you are using and is supported by evidence-based medicine or is otherwise justified.

e A “bullet-proof” report would be one that clearly shows how the injured worker is appropriate for
treatment and, when possible, clearly indicates the negative ramifications of not receiving the
recommended treatment

e Even if the prescription/recommendation doesn’t quite fit the guidelines; make sure further details are
provided with regards to your request. For example: While the patient has attempted PT in the past
without lasting benefit and the prescription is in excess of what guidelines recommend for this diagnosis,
previous PT notes show care consisted primarily of passive modalities. Current PT will consist of (list
active therapies) that should have a much greater chance of creating functional gains and thus should be
considered for this specific patient. The more patient specific the treatment plan can be, the easier the
argument can become to move outside of guidelines which are often based on averages.

Explanation of the Request for Additional/Continued Treatment Authorization

e To justify additional or continued treatment you will have to clearly document how the initial similar
treatment resulted in a positive outcome (less pain, increased ADLSs, etc.) and why additional similar
care will further result in a further benefit.

Documentation is #1

e [t doesn’t really matter where you are in the process — UR, IMR, or expedited hearing — every treatment
request must be properly documented, fully substantiating the need for the treatment. A treatment
request absent adequate documentation = UR or IMR Denial. Getting it right in the first place is the only
viable strategy.

Documentation Specifics

¢ Note progression of treatment: Simple/conservative to complex/invasive.



Document timeline (how many weeks have passed?).

Note failure/lack of improvement with lower level of treatment to date.

Distinguish 1%, 2", 3 and 4™, line treatment options.

Document history, physical findings, tests and imaging studies support diagnosis and treatment request.
List red flags that demand treatment and risks associated with denial of care.

Document functional improvement.

Use the MTUS / ODG / ACOEM Guideline as a Checklist: If the prescription/requested is supported in
the guideline, describe how the injured worker meets the requirements for that treatment.

IMR Denials and Approvals

Denial if too early in treatment course for the specific request without documentation in support of
variance from the guidelines, simple diagnosis (sprain, etc.) does not warrant treatment request, no
conservative treatment, no red flags, negative physical exam, test will not alter treatment course.
Approval if delayed recovery, neurological deficit, chronic condition, conservative treatment didn’t
help, positive physical findings.

IMR Denial: Remains in effect for 12 months unless:

Has there been a substantial change in the patient’s condition - a change in the facts and/or clinical
status?

Was the IMR determination the result of a plainly erroneous expressed or implied finding of fact?
If an IMR denial is in place, or other alternative treatment options?



Neck and Upper Back Complaints - ACOEM 8 (2004 2" Edition)

The “secret” to avoiding UR & IMR denials is to follow the ACOEM 2004 Guidelines and if they are not
adequate or up to date, to use other guidelines per the DWC MTUS hierarchy or to provide clearer justification
otherwise for the request /prescription. See ACOEM 2004, Chapter 8, for full details. Pertinent summaries and
algorithms from the ACOEM, 2004 2" Edition are listed below.



Summaries and Algorithms from the ACOEM, 2004 2" Edition

Master Algorithm. ACOEM Guidelines for Care of Acule and Subacute Occupational Neck and Upper Back Complaints

L Work and medical histary, focused physical examination
Initial visit {see Tables 82, 83, and 8-4).
Red flags for polentially serous condlion ”
{see Table 81 and Algorithm 8-1)7 - |
Discuss, educate, reassure, manage pain Red."’?z;g r:;ﬂrﬂ:%fl;c:;
{see Tablke 85 and Algomhm B-2) AN O - '
Prescribe activiy (sse Tabie 8-5) compromise? Infeciion?
* R Laboratory shudies,
Retum to " Modify acivities Emergency imaging imaging
aclivities and wark. (see Algorithm 8-1). (see Algorithm 811,
If unresclved, reassess with interval history Immediate consultation Specialist
and brief physical exam (see Algorithm §-2), wilh SUrgeon cansultation.
T days *
Reassura, discuss, educate
prescribe therapeutic exercise, ne
and modify work as needed.
If unresalved, reassess with
detailed history, physical axam.
45 weeks
Specialized studies, if indicated (see Pain assessment If indicated
Alganthm 8-3 and Table 8-7). (see Chapter 8).
o
1
Specialized advice, if needed i
Mo : ' Psychalagical
(see Algorithms 8-3 and §-4). consultation.
&8 Unreselved. refer 1o a conservative spine
weeks specialist (see Algarithm 8-5).




Summary of Recommendations and Evidence

See Table 8-8.

Tabie 8-8. Summary of Recommendations for Evaluating and Managing Neck and Upper

Back Complaints

Clinical Measure

Recommended.

Optonal

Not Recommended

History and
physical exam

Basic history and exam
(©)

History of cancer
infection (B)

History of significant
trauma (D)

Neurclogic exam {C)

Medication {See
Chapter 3)

Acetaminophen (C)
NSAIDs (B)

Muscle relaxants (C)
Oploids, short course
(€)

Use of opioids for more
than 2 weeks (C)

Physical treatment
methods

Physical manipulation
for neck pain early in
care only (B)

At-home applications
of heat or cold (D)

Radic-frequency
neurotomy (C)

Traction (B)
TENS {C)
Other modalities (I}

Injections Epidural injection of Facet injection of
corticosteroids to corticosteroids ()
avold surgery (D) Diagnostic blocks (D)
Botulinum toxin
(dystonia only) (B)
Rest and 1 or 2 days® partial bed | Bed rest longer than 1 or 2
immobilization rest for severe pain days (B)

(D)

Cervical collar more than 1
or 2 days




Table 8-8. (cemtimomed)

Cliniral Measzuare

BRecommended

Optional

Not Rerommended

Activity and
exarclse

Maintenanee of activity

lewels while

recovering (B)

Oiffice instraction on

exercises after initial
pan decreases (D)

Low-stress conditicning

and asrobic exarcises
to avold debilitation

()

Detedion of
neurclogic
abnormmalities

EMs to clarify nerve

root dysfunction in
cazes of suspectad
digle herniatien
preoperatively or
before epidural
injection (D)

SETD'sif spinal stenosis
ot mydopathy
suspected (D)

EM for disgnoss of

nerve root involvernent
if findings of history,
phrysical examn, and
irnaging stady are
consistent (D)

Badiegraphy

Initial stndies when red

flags for facture, or
neurclogic deficit
assodated with acute
tramma, tmotr, ot
infection are present

()

Eeoutine uge in first 4 to &

weels if red flags are
absent (D)

Other imaging
procedures

MEI or CT to evaluate

red-flag diagnoses as
above (I}

Inaging before 4to &

weals in absence of red

flags (C, I}

MET or OT to walidate

diagnoss of nerve
root comprormise,
based on dear history
and physical
sxarnination findings,
in preparation for
invasive procedure
(D). If noimprove-
ment after 1 month,
bone scan if trmor or
infection possible (I}

Precperative diskography

(D)




Table 8-8 (comtinsd)

Clinical Measure Recommended Optional Not Becommended
Surgical Carefil preopetative Diskectorny or fsion
considerations education of the without conservative
patient regarding treattnent 4 to & weels
exp ectations, rninirnuarmn (D)
cornplicaticns, and Diskectorny or flsion for
short- and leng-term nonradiating pain or in
sequelae of surgery absence of evidence
{In) of nerve root
Indications clear for cornpromise (D)
failed conservative
treatrnent and history,

exarn, and imaging
consistent for specific
lesion (I}

A = Streng ressarch-based evidence {multiple relevant, high-quality sclentific studies),

B = Moderate research-based evidence (one relevant, high-quality sdentific study or rnultiple adequate
scientific studies).

C = Limited research-based evidence (at least one adequate sdentific study of patient s with neclc and
upper back disorders).

D' = Panel interpretation of information not meeting indusion criteria for research-based evidence.



Algorithm 8-1. Initial Evaluation of Occupational Neck and Upper Back Complaints

Workers with <3 months Focused medical and work
activilty infolerance due to neck histores and physical
symptoms and/or neck-related examination to search for

arm symploms potentially red flags (see Table 8-1).
Examination includes
neurslogic screaning.

related to occupational injury or
exXpOSUe.

)
Yes 1 ’E“; :_;d ) Mo

Red flags far
spinal cord Observe and
compromise. treat (withouwt
testing) for
4-6 waeks,

Red flags for

fracture or
dizglocation.

” : - CBC, ESR, LWA; if positive or
r::ﬂu;ﬂpmhge::'}c:elggm etill suspicious, consider ¥
but fracture 5-till wspenﬂe'd consultation. Consider (————
at 7-10 days, consider spiral lumbar puncture if intrathecal consultation for
€T scan and consultation infection suspected. Bane Emergency
If probable igamentous . scan after 7-10 days of sludies and cane
- ith ¢ tent pai moderate pain; immediately )
injury With persistent pain. for severe pain, if tumaor highly
lkely. If positee, define

consider fluoroscopically

directed flexion study pathology with MRI

L

Evidence of
intracranial ar

) other
Evidence .
of sarious nz;ﬁp-m;al
disease? preducing
refermaed neck
complaints,

Yas

Goto
Algorithm 8-2

Arrange
appropriate
treatment of
consultation.

Exit Algerithm Go to
Algornthm B8-2

[ 1

* Should be oblained in fellowing circumstances: injury above clavicle; patient unreliable due to
substance abuse, head, or mulliple trauma, or mental illness; midime vartabral pain on palpation,
new neurclogic deficits of the upper or lower extremities or bowel or bladder dysfunction




Algorithm 8-2. Initial and Follow-up Management of Occupational Neck and Upper Back Compiaints

Initial Visit

Workers with patentially Provide assurance
wark-related neck or upper and education
back complaints and no about neck and
underlying senous conditions upper back problems.
(see Algorithm B-1).

. Recommend comfor
ﬁ;ﬂ;:lnt options based on
Selia-vin P Yes—md  risk/benafits and
I g? patient preferences
symploms? {see Table 8-5).
f‘-f
Recommend activity and wark alterations to
decrease symptoms (see Table 8-6). Review daily
activities, including work, and encourage raturn to
full activity (including modified or full work) as soon
as possible. Recommend specific neck and upper
back exercize within limits of pain.
Y
Return
?r!:'mrgfergg Yas——e 10 full
P activity.
Mo
Follow-up Visits ¥
Change in Review histary
mprt'g:ns-; fes # and physical
/ exam
¥

Provide assurance that recovery is expected. L
Recommend exercise/activity ta avaid debilitation Any red
and reduce risk of recurmence (see Table 8-6). flags?
Eegin muscle-conditioning exercises after a faw weeks.

Support return to modifed work and daily activities.

Reaszonable
return fo work
and activity at
4-6 weeks?

Yes—l

Return to
Algarithm 8-1

Return promptly as
talerated to full activities.
Implemant preventive
measures s appropriate,

Go to Algorithm 8-3




Algorithm 8-3. Evaluation of Slow-to-recover Patients with Occupational Neck or Upper Back Complaints

(Symptoms = 4 Weeks)

Workers with activity
limitations due to meck or
upper back symploms not
improving over 4-6 weeks
(s@e Algomthm B-2).

Evaluate for specific suspected
conditions. ESR, AF/lateral
X-rays, bone scan.

Y
Test ".,
results

positiva?

Yes

Age-related
changes
only?

Evaluate as
indicated.

l L J L L |

Exit Algarithm Goto
Algorithm 8-5

that limit work
abilities?

Meurologic
symploms in
upper extremilies

Yes

Dbvious level
of nerve root
dysfunction on
exam?

Mo

EMG.

Evidence of
narve root

dysfunction on

EMG?

Yes

Significant
radiating arm
symptoms
= 4-6 weeks?

Consult consarvative
surgeon or radiologist
about possible imaging
study to define nene
raok compression.

-

Physiclogic
and
anatoemic
evidence of
nerve root
dysfunction?

Goto
Yes—® sigorithm 8-4

Mo
'

Gata

Algorithm 8-2
(follow-up visits)




Algorithm 8-4. Surgical Considerations for Patients with Persistent Radiating Arm Pain

. N
Workers limited by significant
neck pain radiating to arm
> 4-6 weeks, defined by physical

examination, electrophysiologic
evidence, and imaging study
(see Algorithm 8-3).

\_ J

Y

Primary treating physician reviews
test results with patient and discusses
surgery versus other treatment.
Short- and long-term risks, benefits,
and patient values and preferences
should be carefully considered.

Does patient \
desire surgery to N
correct anatomic e

defect? /

Yes

Are physical
limitations
lessening?

No

¢

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

Surgery
performed?

Yes No

Postoperative L v

care and rapid —— Go to Algorithm 8-5
reconditioning.

 J




Algorithm 8-5. Further Management of Occupational Neck and Upper Back Complaints

Workers with neck-related activity limitations A ] .

X ssure patient. Establish safe

12&%:;‘;3?5:5;: stsurc]iﬂ'iggtgf :u‘iga:g" exercise plan to build tolerance
(see Algorithms 8-3 and 8-4). for intended activity.

Y

- X, / Recovery? >

Return to work activity. Yes \

!

Does patient require help with

comfort to tolerate increasing Yes
work activity and exercise? /
y
I Recommend comfort options
No (see Table 8-5), considering
l risk/benefits related to exercise.
Y / Is patient overcoming \ No .| Review history, physical findings,
== \ activity intolerance? / ' "] and results of special testing.
Further .
; Return to Algorithm 8-3
questions about Yes > -
diagnosis? / or seek consultation.
Y
/ Is patient convinced \
he/she will be able to N Help patient
e consider options.

Yes tolerate intended work
activity?

Yes

Is patient
seeking

- information
Point out that neck symptoms rarely prevent about
individuals from seeking information. [e—No options?

Ask if other factors could be involved.

3

Address specific issues or arrange for psychosocial
and/or job evaluation, and/or formal neck and/or

upper back rehabilitation program.

Continue to encourage daily exercise
» to maximize work activity tolerance »{ Recovery?
and reduce recurrence.
Yes Return to

> work activities.




Shoulder Complaints ACOEM Chapter 9 (2004)

Master Algorithm. ACOEM Guidelines for Care of Acute and Subacule Occupational Shoulder Complaints

Work and medical histery, focused physical examination
Insilit| wisit (see Table 9-2)

)

Fed flags for potentially serious condition

(s@a Tabke 8-1 and Algorithm 8-1)7 |

+ 1

Descuse, educate, reassure, managea pain Rad flags for seplic joind. Red flags for sub-
(58 Table 9-3 and Algonthm $-2) meUroyascuUlar compromise, acute cardiac or
Prescribe activity (see Table §-4). of cardiag or circulatory circulatory disease,

emergency. fracture, lumer,
; inflammation, hepato-
l bikary disease,
Returmn to Modify activities
activities. and work. Emergency studies
(see Algodthm 9-1).
l Imaging, lab studies,
If unresaolved, reass=ss with [see Algorithm 3-1).
interval history and brief Ei t referral
physical exam (sea Algoritnm 9-2). erpe reerran

i

Reassure, discuss, educate, prescribe therapeutic
exercise, and modify work as needed (see Table S-4)

I unresolved, reassese with detailed history, phiysical exam. li

4-8
weeks
Speclaized studies, if indicated Pain assessmeant if indicated
(see Table 9-5). (se€ Chapler &),
Y G — Positive.
r
N Specialized advice, if needed Psychalogical
o {see Algorithms 8-3 and §-4). consultatien.
&3 If unresalved, evaluation by conservalive
weeks shoulder specialist
(see Algonthm 9-5).




Summary of Recommendations and Evidence

See Table 9-6,

Table 0-6. Summary of Recommendations for Evalnating and Managing Shoulder Complaints

Clinical Measure Becommended Optional Not Becommendead
History and Fomised histery and
physical sxamn £xarn

Search forred flags (e g,
for turnor, infection,
angina) {C)

Patient education | Patient education

regarding condition

ot disorder,
expectations of
treatrnent sde

effects, ete, (D)

Medication Acstarninophen (C) Opicids, short course | Use of opicids for more
{See Chapter 3) NSAIDs (B) {2} than 2 weels {C)
Muscle relaxants (D)
Physical treatrnent | Maintain activities of At-horne applications | Passive modalities by a
methods, other parts of body of heat or cold packs therapist {unless
activities and while recovering (1) to ald exerdses (D) accomparied by
sxercise Maintain passive range | Short course of teaching the patient
of moticn of the supervised exercise exercises to be carried
shoulder with instruction by a out at horme) (D)
pendulurn exercises therapist (D)

and wall erawl (D)
Treat initially with
strengthening or
stabilization exercises
for impingement
syndrome, rotator
auff tear, instability,
anid recurrent didoca-

tion (C, Iy




Table O-8. (comtiniesd)

Clinical Measure

Recommended

Optional

Not Becommendead

Injections

Twro or three mb-

acrornial injections of
local anesthetic and
cortisones preparaticn
over an extended
period as part of an
exercise rehakilitation
program to treat
rotator cuff
inflarnration,
irmpingement
syndrome, or gnall

tears (C, )

Diagnostic lidocaine

injections to
distingish pain
sources in the
shoulder area (..,
impingement) (D)

Prolenged or ffequent use
of cortisone injections
into the sub-acromial
space or the shoulder
joint (D)

Eest and
immokbilization

Briefuse of a ding for

severe shoulder pain
{1 to 2 days), with
pendulurn exercises
to prevent stiffness in
cases of rotator aaff
conditions (D)

Three weelks use, or lass,

of a ding after an
initial shoulder
dislocation and
redaction ()

Sarne for AC separations

or severs sprains (D)

Prolenged use of a ding
orly for symptom
control (T

Liatection of
physclogic
abnormalities

Barely, nerve

conducticn time of
the suprascapular
nerve for cases of
sevrere onff wealmess
unaccompanied by
sighs of a rotator onff
tear (D)

EMG or NCV studies as
part of a shoulder
evaluation for usual
diagnoses (D)




Table 9-6. (comtined)

Clinical Measure

Recommended

Optional

Not Becommend=d

Badiography For acute AC joint Boutine radiographs for
separations, stress shoulder cornplaints
filmns {views of both before 4 to & weeks of
shoulders, with and conservative treatrnent
without patient (D)
holding 15-1b Stress films for instability
weights) (D) (D}

Other imaging MEI for preoperative Arthrography for Boutine MET or

procedures evaluation of partial- precpetative arthrography for
thickness orlarge fiall- evaluation of anall evaluation without
thicloess rotator onff full-thiclmess tears surgical indications (D)
tears (C, D) {2} Ultrascnography for
Bone scan for detection evaluation ofrotator aaff
of AC joint arthritis ()
(D

Surgical Anterior repair for Antericr repair for initial

consderations recurrent dislocation shoulder dislocation ()

after 2 to 3
didocations (I}

Besection of outer

clavide for chronic
disabling AC

joint pain after
consarvative care of
acute separation ()

Botator cuff repair after

firm diagnosisismade
and rehabilitation
efforts have failed (D)

Capsular shift surgery

for disabling
instability {D)

Subacrormial

decomnpression after
failure of non-
operative care {C)

Amte repair of AC
separation {C)

Aaate repair of rotator aaff
tears, except for massive
acute tears (O

Surgery for recarrent
didocation of instability
before rehabilitation
efforts ()

A = Strong research-based evidence {multiple relevant | high-quality sdentific studies).
E = Moderateressarch-based evidence {onerelevant, high-quality sdentific study or multiple adequat e

scientific studies).

& = Lirnited research-based evidence {at least one adequate scientific study of patients with shoulder

disordars).

D = Panel interpretation of information not mesting inclusion ariteria for research-based evidence.



Algorithm 9-1. Initial Evaluation of Occupational Shoulder Complaints

‘Workars with < 3 menths
activity intolerance due o
shoulder symploms

potentially related to
occupational injury or

Focused medical and work histories
and physical examination to search
for red flags (see Table 9-1).
Examination includes testing for range
of metion, strength and stability,

EXpOSUre.

and impingement.

Any red
flags?

Red flags for
cardiac
disease.

ECG,
cardiac

enzymes
studies.

&
-
Red flags for Red flags fer Red flags for Mo
shoulder cancer or subdiaphragmic
fracture, infection. problems.
Plain-film CBC, ESR. In
radiographs of patients with
shoulder. If after 10 cancer or infection, CBC, U"I"n"_ LFTs,
days, fracture stil plain-film f::;nmgm :s' |
suspected, repeat radiographs ma ]
the plain films t.IEgn;;ame_ Y appropriate. In absence of red
before defining Consider joint ﬂags. diagnostic
anatomy with aspiration andl/or tesling is generally
spiral CT. consuliation. not helpfulin the
first 4-6 weaks.

Evidence
of serious
diseasa?

Amange
appropriate

Evidenca of
nonshoulder
madical problems
causing shoulder
comglaints?

2,

T~

Go to Algorithm 9-2

treatment or
consultation.

l

Exit Algorithm

Shonlder Complaints




Algorithm 9-2. Initial and Follow-up Management of Occupational Shoulder Complaints

Initial Visit
Workers with potentially ;
work-related shoulder P:’E;ﬁi‘ﬂg:m
wmplaints_ and no S?I"KJIJS about shoulder
underlying conditions problems. Recommend comfort
(see Algorithm 9-1), ' options based on risk/

Does patient
require help
relieving
symptoms?

l

Recommend activily and work alterations to
decrease symptoms (see Table 9-4). Review daily activities,
(including work) and encourage retum to full activity
{including modified or full wark) as soon as possible.
Encourage mobilization and sirengthening exercises
wilhin limits of symaloms,

Yes

benefits and patient
preferences
(see Table 8-3)

Retum to
activities,
Follow-up Visits
Review history
Change in Yes and physical
symptoms? exam,

Provide assurance thal recovery is expacted.
Recommend exercise/activity to avoid debilitation
and reduce risk of recurmence (see Table S-4).
Begin muscle conditioning exercises after a few weeks,
Support return to modified work and daily activities.

Reasonable
return to work
and activily at
4-5 weeks?

Mo
Mo J,

Ary red
flags?

I

Return to
Algorithm 9-1

}

Go to Algorithm 8-3

Return pramptly as
tolerated to full activities.
Implemant preventive
measures as appropriate.
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Algorithm 9-3. Evaluation of Slow-fo-recover Patients with Occupational Shoulder Complaints (Symptoms = 4 Weeks)

Woarkers with activity limitations
due to shoulder symptoms nat
impraving over 4-8 weeks
(see Algorithm 9-2).

Passive range of
mation greater than
active ranga?

Clarify anatamy

Shoulder laxity? with MRI.
Yes
¥
MR positive for
Rafer for Adeguate ratator cuff tear
stabilization = stabilization or impingement?
axercises. exarcises?
| Yes
Yes l
¢ Refer for
Refer for specific passible
suspected conditions, corisone
@.0., recument inp_ar:linn or
digloeation or shoulder surgical repair.
instability. l
Go to Algonthm §-4
9

Cansultation o——# Go to Algorthm 98-8

resulls positiva?

Yes

!

Go to Algorithm 9-4
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Algorithm 9-4. Surgical Considerations for Patients with Anatomic and Fhysiologic Evidence of Shoulder Instability,
Complete Rolator Cuff Tear, or Impingement Syndrome Coupled with Persistent Complaints

‘Wiorkers with activity limitation due to Primary care clinician
documented shoulder instability, rotater reviews test results with
cuff tear, impingement, or AC patient and discusses short-
separation persisting = 4-8 weeks and long-lerm risks, benefils,
(s=e Algorithm 8-3). complications, and side affects.

Does patiant desire
surgery to comect o——
anatomic defect?

Yas

|s activity intelerance
decreasing with muscle
strengthening?

Refer to conservative surgecn for specific
recommendation and discussion based on
expecied evidence-based shori- and
long-term oulcomes.

r
Pastoperalive care
and rapid

Go to Algorithm 9-5
reconditioning.
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Algorithm 9-5. Further Management of Occupational Shoulder Complaints

Wiarkers with shoulder-related activily Assure patient, Establish safe

limitations. > 4-6 weeks, but = 3 months mmrclsepplan to build tolerance
duration fellewing special studies ar for intended activity
surgery (see Algotithms 9-3 and 9-4)

I { Recovery?

Ritumn to work activity, | fes

¥

Does patient require help
with comfart to
tolerate increasing
wiork activity and exercisa?

Mo

Recommend comfort aptions
fes—  (see Table 9-3), considering
risk/benefits related to exercise.

Is patient - . . .
: . Review history, physical findings,
Yes overcoming activity - "
intalerance? and results of special testing.

]

Further
guestions about
diagnosis?

No
L

Is patient cenvinced helshe
[—e will be able 1o tolerate
intended work activily?

Yes » Relum to Algorithm -3
of seek consultation

o Help patient
consider aptions.

~—

Paoint out that shoulder symptoms rarely 12 patient

prevent individuals from seeking Enr:fn:;:%n
infarmation and/or formal about

shoulder rehabilitation program. options?

l Mo

Address specific issues or arrange for job
andior psychosocial evaluation, and/or
fomal shoulder rehabilitation program.

Continue to encourage daily exercisa
to maximize work activity folerance ove
and reduce recurence,

|
Yes

[ Retum fo work activities,
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Elbow Disorders - ACOEM Chapter 10 (Revised 2007)
Accesses 9/29/13 http://www.quideline.gov/content.aspx?id=38447

Sunwmary Tables: Recomnendations and Evidence

Table 1 surmmnarizes the recornrnendations frorn the Evidence-based Practice Elbow Panel for diagnostic testing for elbow dizorders,
Table 2 is a surmrnary of recormmrrendations for managing these disorders, Table 3 surmmarizes the recommendations for using
ergonormic interventions and return-to-w ork prograrns, The recormrmendations are based on critically appraized higher quality
research evidence and on expert consensus observing First Principles w hen higher quality evidence was unavailable or inconsistent
The reader iz cautioned to utilize the more detailed indications, specific appropriate diagnoses, termnporal sequencing, prior testing or
treatrment, and contraindications that are elaborated in mmore detail for each test or treatrnert in the body of this Guideline in using
these recormrmendations in clinical practice aor redical management. These recornmend ations are not simple "yes/no" criteria, and

the evidence supporting therm iz in nearly all circurnstances developed from typical patierts, not urnusual situstions or exceptions,
Recornrrendations are rmade under the follow ing categories:

« Strongly Recornmended, "A" Level

+  Moderately Recornmended, "B" Level

«  PRecormnmended, " Level

«  Insufficient-Recormmended [ Consensus-based), "I" Level

« Inzufficient-Mo Recornrmendation [Consensus-based), "I" Level
« Inzufficient-Mot Recornrnended [(Conzensus-bazed), "I" Level
= Mot Recornmended, "C" Level

« Moderately Mot Recormmended, "B" Level

«  Strongly Mot Recornmended, "A" Level


http://www.guideline.gov/content.aspx?id=38447

Table 1. Summary of Recomnmendatons for Diagnostc and Other Testing for Hbow Disorders

est

Recommendati on [5)

Antbodies

Antibody levels to evaluate and diagnosze patierts with elbow pain that have reasonable suspicion of
rheurnatological disorder — Recommended, Insufficient Evidence (I,

Antibody levels as 3 screen to corfirm specific dizaorders (20q., rheurnatoid arthritiz] - Strongly

Recommended, Evidence [A)

Elbow Arthroscopy

Arthrozcopy to evaluate and diagnosze patients with elbow pain that have suspicion of inkr aarticular
body, and other subacute or chronic rmechanical syrnptorns - Recommended, Insufficient
Evidence (I)

Arthrozcopy for diagnosing acute elbow pain - Not Recommended, Insufficient Evidence (1]

Arthroscopy for diagnosiz or treatrment in acute, subacute, or chronic patients with ostecarthrosiz in
the absence of a remediable mechanical defect such az syrptornatic loose body - Mot
Recommended, Insuffident Evidence (I)

Lrthroscopy with chondroplasty for treatrmert of ostecarthroziz - Mot Recommended, Insufficient
Evidence (I)

Bone Scans

Bone scanning for select uze in acute, subacute or chronic elbow pain to assist inthe diagnosis of
ostecnecrosis, neoplasms and other conditions w ith increased polyostotic bone rmetaboliz
particularly wherethere iz riore than one joirt to be evaluzted - Recommended , Insufficient
Evidence (I)

Bone zcanning for rogtine use in elbow jaint evaluations - Mot Recommended, Insuffident
Ewidence (I)

Computerized
Tomography (CT)

Raoutime CT for evalustion of acute, subacute, ar chronic elbow pain - Mot Recommended,
Insufficient Evidence (I)

CT for evaluating patierts with astecnecrosiz or following trauratic dislocations ar arthroplasty -
associated recurrert dislocations — Recommended, Insufficient Evidence (I)

CT for thoze with need for advanced imaging but have cortraindic ations for MRI — Recommended,
Insufficient Evidence (I)

Helical CT far select patients with acute, subacute ar chronic elbow pain in whom advanced irmaging
of bory structures iz thought to be potentially helpful - Recommended, Insufficient Evidence (I)

C-Reactive Protein,
Erythrocyie
Sedimentation Rate,
and Other Mon- Specific
Inflammatory Markers

Electromyography and
Merve Conduction
Studies

[ Electrodi agnostic
Studies [EDS])

Erpthrocyte sedirnertation rate and other inflarnrmatory marker s far screening for inflammnatory
dizorders or prosthetic sepsis with reasonable suzpicion of inflarmmatory dizorder in patierts with
subacute or chronic elbow pain — Recommended, Insufficient Evidence (I). <Ordering of a large,
diverze array of arti-inflarimatory rmarkers without targeting a few specific dizorder = diagnostically is

not recornrmended,

EDS to aszsist in the diagnosis of subacute or chronic peripher al nerve entraprmerts, including ulnar
neuropathies, radial neuropathies and median neuropathies - Recommended, Insufficient
Evidence (I)

Cuality EDS to assist in securing a firm diagnosis for those patients without a clear diagnosiz -
Recommended, Insuffident Evidence (I}

ED'S as one of two methods to atbernpt to objectively secure a diagnosis prior to surgical release -
Recommended, Insuflident Evidence [I)

EDS for initial evalustion of most patierts as it does not change the managerrent of the condition -
Mot Reconmendad, Insufficient Evidence (I)




Magnetic Resonance
Imaging (MRI)

MRI for diagnozing ostecnecrozis - Reconmmmended, Insufficient Evidence (I)

MRI for routine evaluation of acute, subacute, or chronic elbow joint pathology, including
degener ative joint dizeaze — Not Recommended, Insufficient Evidence (I)

MRI for evaluation of biceps tendinosis or ruptures — Reconmmended, Insuffident Evidence (I}

X -rays

#-rays for evaluation of acute, subacute or chronic elbow pain - Recommended, Insufficient
Evidence (I)

W-rays to rule out osteornyelitiz or joint effuzion in cazes of significart septic olecranon bursitis -
Recommended, Insuffident Evidence [I)

A-rays that include at least 2-3 views to diagnose elbow fractures — Recommended, Insufficient
Evidence (I}

“-rays that include at least 2-32 views for elbow dislocation to rule-out fractures - Recommended,
Insufficient Evidence (I). Repest x-ravs after reduction are alzo recornrnended,

For elbow spraims, w-ravs that include at least 2-32 view = to rule-ouk fractures - Recommended,
Insufficient Evidence (I). Fepeat x-rays are alzo recorrmmended if there is failure to irfprove as
climically expected over approxirnately a week,

#W-rays for biceps tendinosis or ruptures - Recomnended, Insufficient Evidence (I)

Single Proton Emission
Computed Tomography
(5PECT) and Positron
Emission Tomography
{PET)

SPECT and PET for diagnosing acute, subacute or chronic elbow pain - Mot Recommended,
Insufficient Evidence (I)

Urasound

Gram Stain and
Culture and Sensitivity

Diagnostic ultr azound for the evaluation and diagnosiz of biceps tendinosis or ruptures -
Recommended, Insuffident Evidence [I)

Diagnostic ulkrazound for the evaluation and diagnosis of other elbow disorders, including
osktecnecrosiz, ostecarthr osis, dvsplasia, and fractures - Mo Recommendation, Insuffident
Evidence (I}

Ciagnaostic ultrazound for the evalustion and diagneosiz of ulnar neuropathies =t the elbow - Mo

Recommendation, Insufficient Evidence (I)

Azpiration of the fluid and analyses including Srarm stain and culture and sensitivity to determine
infection for olecranon bursitiz - Recommended, Insufficient Evidence (1)




Table 2. Summary of Recomnmendations for Managing Elbow Disorders

[Elbow Disorder

Treatmentwith Evidence Rating/Recommendation Lewvel

Recomnmended

Mo Recommend abon "

Mot Recomnnen ded

Educ ation (I

MEAID s for acute, subacute, or chronic lateral
epicondylalgia (B

MEAID = for post-operative lateral epicondylalgia (I

Proton purrp inhibitors for patients at substantially
increased rizk for gastrointestinal (GI) bleeding (A)

Mizoprostol for patierts st substantially increased
rizk for GI bleeding [A)

Sucralfate for patierts at substantially increased rizk
for GI bleeding (B

HZ blockers for patients at substantially increased
rizk for GI bleeding (C)

Fatients with known cardiovascular disease or
rraltiple rizk factors for cardiovascular diseasze
should have the risks and benefits of MSAID therapy
far pain discuszed (1]

Acetarminophen or aspirin as first-line therapy for
patients with cardiovascular dizeasze risk factors (A

Acetarrinophen for elbow pain, particularly for
patients with contraindications for MSAID= (1)

Topical NSAID: for acute, subacuke, or chronic
later al epicondylalgia (B

Topical NSAID: for post-operative lateral
epicondylalgia (I

Opioids for select treatrment of patients with post-
operative later al epicandylalgia (1)

Tenniz elbow bands, straps, and braces for acute,
subacute, or chronic lateral epicondylalgia (I

Cock-up wrist braces for acute, subacdte, or chronic
later al epicondylalgia (I

g

Mazsage, including
friction rmassage, for
acute, subacute, or
chronic later al
epicondylalgia (11

Magrets and pulsed
electromnagnetic field
for acute, subacute, or
chronic later al

epicaondylalgia (I

Acupunciure for acute,
subacute, or post-
operative lateral
epicondylalgia (11

Biofeedback for acte,
zubacute, or chronic

later al epicondylalgia
(Il

Transcutaneous
electrical nerve
stirnulation for acute,
subacute, or chronic
later al epicondylalgiz
(1)

Elactrical nerve
stimnulation for acute,
subacute, or chronic
later al epicondylalgia

(I

Diatherry for acuke,
subacute, or chronic

later al epicondylalgia
(Il

Glucocarticasteraid

Contusion Education (1]

MEAID: (1)

Acetarminophen (1]

Ice (1)

Cormpression (1]

Fange-of-rotion exercises (I

Avoidance of irmmobilization (1]
Lateral Restrict patient work to tasks that do not invalve Manipulation ar Opicids for acute,
Epicondylalgia high-force, sterectypical hand gripping or pinching rnobilization for acute, || subacute, or chronic
[ Lateral ar use of high-arnplitude vibrating hand-held tools subacute, or chraonic lateral epicandylalgia (1)
Epicondylitis) (I later al epicondylalgia

Saft tissue mobilization
for acute, subacute, aor
chronic lateral
epicondylalgia (C)

Extr acarporeal

shackw ave therapy for
acute, subacute, or
chronic lateral
epicondylalgia (A

Phonophoresizs far acute,
subacute, or chronic

lateral epicondylalgia (L)

Low-level lazer therapy
for acute, subacute, or
chraonic lateral
epicondylalgia (B

Botulimurn injection s for
acute, subacute, or
chronic lateral
epicondylalgia (I

Palidocanal injections for
acute, subacute, ar
chronic lateral
epicondylalgia (G




Home eqerdses for aoote, subacute, chronic ar
post-operatve lateral epicondylalgia (1)

Fhuyszical or ocoupational therapy for acute,
subacute, chronic, oF post-operative lateral
epicondylalgia (T

Self-application of heat or cold for acute, subacuts,
chranic, ar post-operative lateral epicondylalgia (I)

Lontaphoresiz with administration of either
glucacomicosteraids ar MSAID: for acute, subacuts,
or dhronic |lateral epicondylalgia (B

trasound for acute, subacite, or chronic lateral
epicondylalgia (C)

Acupuncture for seled patients with dhronic lateral
epicondylalgia (1)
Glucocoricosteroid injection s far subacute ar chranic

lateral epicondylalgia (B)

Glucocorticosteroid injections using bupivacaine as
an adjundt for subacute ar chronic lateral
epicondylalgia (C)

Fatelet-rich plasma injectons far chronic lateral
epicandylalgia (C)

Autalogous blood injections for chronic lateral
epicondylalgia (T

Surgical lateral epicandylar releasze for chranic
lateral epicondylalgia (I

Radiofrequancy microtenotomy for chronic lateral
epicandylalgia (C)

injection=s for acute
lateral epicondylalgia

iy

M atelet-rich plazna
injection=s for acute ar
subacute lateral
epicondylalgia (X

Autalogous blood
injections for acute or
sub acute lateral
epicondylalgia (X

Periarticul ar sodium
hyaluranate and
glucozaminogly can
injections for chronic
lateral epicondylalgia

iy

Fralotherapy injections
far acute, subacuate, ar
chranic |ateral
epicondylalgia (I

Senographically guided
peraItaneals
tenotarmy for aoute,
subacute, or chronic
lateral epicondylalgia

Ly

Medial
Epicondylalgia
(Medial

Epicon dylitis])

&z there is almost no quality literature on medial epicondylalgia, treatment of thiz condition iz by analogy
to lateral epicondylalgia (s2e abowve) and should be conzidered "Inzuffident Evidence” recorimend ation s,

lecranon Bursitis

Education (I

Soft padding of the elbow, soft elbow supports, and
ace wraps (I

Madifying activites to avaid direct presaure over the
olecranon and allowing dre to reabsorb the fluid (I)

Azpiration of a dinically infected or questionably
infected burza (1)

Surgical drainage (I

Surgical resection of the bursafor chronic bursitis
with recurrent drainage (I

MEAIDs (1)

Glucocorticosteroid
injections (I

Elbow Fractures,
Including Mon-
displaced Radial
Head Fractures

MSAD: and acetaminophen to contral pain (1)

Elbow dings for non-displaced and accult radial
he ad fractures (1)

Casts for non-displaced and oocult radial head
fractures (I

Cpioids far select patiants with pain (I)
Surgical fisation for displaced elbow fractures (I

Education, usually by physical or occupational
therapists for seledt patients needing education
after cast rernaval (I

Fhysical or ocoupational therapy for szlect patients
with functonal debilities, ar those unable ta return
to work after cast remowal (I

Routing referral for
physical ar aocupational
therapy after cast
rernoval for elbow
fracture of otherwise
healthy patients whao are
able to retum to waork

Ly




Elbowr Dislo cations

Elbov: Sprains

Education (I

MSAIDs and acetarninephen (1)
Cpioids far sslect patients with pain (I
Posterior elbow splint and slings (1)

Anesthetic, with or without opioid, intraarticular
injection(s) either pre-reduction ar post-reduction
for pain managerment (I

General anesthesia to facilitate reducton in select
patients (1)

Surgery to repair elbow joirts that either recurrenty

didocate or are otherwise unstable after
didocation(=] (1)

Education (I

MSAIDs and acetarninophen (1)

Cpinids for select patients with pain from severs
elbow mprains (I)

Slingz (1)

Biceps Tendinosis
{or Tendinitis ) and
Tears/Ruplures

Education (I
MSADs and acetarninophen (1)

Cpicids far select patents with pain from
maoderately severs to zevere biceps tendinozis
particulady with nocurnal sleep disruption. Post-
operative patients are alsn candidates, (1)

Slings and splints far biceps tendinosis ruptures,
and post-operative patients (1)

Range-of-rmotion transitioning to strengthening
emerdses for biceps tendinosis ruptures, and post-
operative patients (1]

Surgical repair of distal biceps rupture (I

Triceps Tendinosis
[or Tendinitis ) and
Tears/Ruplures

Thera are no quality studie s far this disorder, thus trestrnent by analogy to biceps tendinoses and

teary muptures is recommended (e above),

Ulnar Meuropathies
atthe Elbowr
(including Condylar
Groove- Ass ociated
Ulnar Meuropathy
and Cubital Tunn &
Syndrome]

Rernoval from job tasks with repeated or sustainad
elbaw hypedlesion (I

Education (I]

Patierts should be taught to deep with elbows
extended rather than flened (1)

Patierts should avoid hyperflenad (=90 elbow
postures ot work or during avocational activites (I

Exercize for rehabilitation of patients with post-
operative ulnar neuropathy at the elbow with
sgnificant defidts (1)

MSAIDs and acetarninophen far postoperative pain
manageneznt of ulnar neuropathy-related pain (I)

Lirnited use of opioids for a few daysto 2 couple
weeks for salect patients who have undergone
recent ulnar neurop athy surgery, pardaulady if
complications have occurred (I

Mocturnal elbaw splinting or bracing for acute,
subacute, of dhronic ulnar neuropathies at the elbaw

iy

trazound for acute, subacste, or chronic ulnar
neuropathiss (1)

Exercizes for acute,
subacute, or chronic
ulnar neuropathy at
the elbow (I]

Cral or injections
[condylar grooue ar
cubital tunnel] of
glucacotticosteroids for
acute, subaaite, or
chronic ulnar
neurapathies at the
elbaw (I

Cther vitamins for
acute, subaoste, oF
chranic ulnar
neuropathies (I

Lidacaine patches for
acute, subaoute, or
chronic ulnar
neurapathies with pain

oy

Topically administered
ketamine for acute,

MSAID: and
acetaminophen az a
prirary treatrient far
acute, subacute, or
chronic ulnar

neurop athies atthe
elbow (I

Routine use of apicids
for acute, subacute, or
chronic ulnar

neurop athies atthe
elbow (I

Puyridonine for routine
treatment of aoite,
sbaoute, or dhronic
ulnar neuropathies in
patients without vitamin
deficien cies (I

Magnets for managerment
of pain far acute,
subaaute, or dhronic
ulnar neuropathies (I

Low-level laser therapy




Simnple decompresdon for patients who fail non-
operative trestment for subacute or dhronic ulnar
neuropathies or patiarts who have emergent ar
urgent indications (e,g,, acute compression due to
fracture, arthriddes or compartment syndrome with
unrelenting syrmptoms of nerve impairment], (€]

Anterior subcutaneous tranzpasition for patdents whe
fail non-operative trestrnent for subacute or chronic
ulnar neuropathies ar patients who have ermergent
of urgent indications (e.g., acute compression due
o fracture, arthritides or comparment syndrome
with unrelenting syrptorns of nerve impairment),

()

Medial epicondylectarny for patients who fail non-
operative treatrment for subacute or chronic ulnar
neuropathies or patients who have emergent or
urgent indications (e.q., acute comprassion due to
fracture, arthritides or compartment syndrame with
unrelenting symptoms of nerve impairment], (1)

subacute, or chranic
ulnar neuropathies
with pain (I

Acupuncture far acute,
subacute, or chranic
ulnar neurop athies at

the elbow (I

Biofesdback for acute,
subacute, or chronic
ulnar neuropathies at

the elbow (I

Manipulaton and
mubilization for acute,
subacute, or chronic
ulnar neuropathies at

the elbow (I

Mazzage for acute,
subacite, or chranic
ulnar neuropathies at

the elbow (TI)

Soft issue massage
for acute, subacute, or
chronic ulnar
neurapathies at the

elbaw (I

Iontaphoresiz for
acute, subaoute, or
chronic ulnar
neuropathies at the

albaw (I

Fhonopharesis for
acute, subaoite, or
chronic ulnar
neuropathies at the

albaw (I

for acute, subacute, or
chronic ulnar
neurop athies (I

Arterior subrnuscular

transpostion for
subacute ar chronic ulnar

neurop athies (I

Radial Nerve
Entrapment
(including Radial
Tunnel Syndrome)

In the absance of quality evidence for reatment of these radiculopathies, it iz recornmended that the
treatmnents for ulnar neuropathy atthe elbow [s2e abowe] be used to infer treatment for radial

neuropathies

Pronator Syndrome
{Median
Neuropathies in
the Forearm)

In the absence of quality evidence for reatment of these radiculopathies, it iz recornmended that the
treatrnents for ulnar neuropathy atthe elbow [s2e abowe) be used to infer treatment for redian

neuropathies




Forearm, Wrist & Hand Complaints - ACOEM Chapter 11 (2004)

Table 11-4. Methods of Symptom Comtrol for Fovearm, Wrist, and Hand Complaints

RECOMMENDED

Acetarninophen (safest)

Monprescription Medications

MNEAIDs {aspirin, ibuprofen) {secondary choice)

Thysical Modalities

Adjust or modify worlstation, job tasks, or worlk hours and methods

Stretching

Specific hand and wrist exerdses for range of motion and strengthening

At-hornelocal applications of cold packs first few days of acute comnplaints; thersafter, applications of

heat packs

Aerobic exercise to maintain general conditicning
Initial and follow-up vists for education, counseling, and evaluating home exerdse

Prescribed Pharmacentical Methods

Other NSAID:

OPTIONS

Ligament /Tendon Strain

Tendinitis /Tenosynovitis

DeQuervain’s Syndrome

Lirnit meticn that causes pain

Limit motion of inflarmed
structureas

Lirnit motion of inflarmed
structiares with wrist and

Injections of lidocaine and thurnb splint
corticosteroids
Trigger Finger Carpal Tunnel Syndrome Ganglion

Injection oflidocaine and
corticostercids

Splinting of wrist in neatral
podtion at night & day

Injections of lidocaine and
corticosteroids

Corticostercid Injection
Aspiration

Monspecific Hand or Wrist Pain

MNone




Summary of Recommendations and Evidence

See Tahle 11-7.

Table 11-7. Summary of Recommendations for Evaluating and Managing Forearm, Wris,
and Hand Complaints

Clinical Measure Becommendead Optional Mot Becommended
History and physical | Basic history, fooused
AT exarn, and search for
red flags (C)
Patierit education Fatiert education
regarding prevention,
diagnosis, proghosis,

and expectations of
medical treatmenr (D)

Medication (See Acetarninophen (C) Opieids, short course Use of opicids for mmoere than
Chapter 3) MSATDs (B) () 2 weeks (C)
Rarely, corteosteroids

(<)

Physical treammnent | Instructions for horme Ar-home applications of | Passive modalities
rnethods exerdses heat or cold packs (D) | TENS urits {(C)
Eiofeedback (I}




Table 11-7. (comtinad)

Clinical Measure

Recommended

Optional

Not Recommended

Injectons

Injection of
corticosteroids into
carpal turnelinroild or
moderate cases of CT'S
after trial of splinting
and medication {C)

Initial njection into
tenden sheath for
dearly diagnoesed cases
of DeQuervain’s
gymdrormne,
tenosovitls, of

trigper finger (T}

Initial injection of
corticosteroids in

moderate cases of
tendinitis (D)

Bepeated or frequent
injection of
corticosteroids into carpal
tunne, tendon sheaths,

ganglia, erc. (I}

Eesr and
irneobiization

Splinting as first-line
corlser vative
treattment for TS,
DeaCnervain’s, strans,
e, ()

Prolonged splintdng
{leads to wealness and
stiffness) (D)

Prolonged post-
operative splinting ()

Acrivity and exercise

Strerching

Aerobic exercise

Mainrtaining strength
and mobility of all
rernaining body pares
while recovering from
wrist problerns {C)

Feduced general activitdes
while recovering (D)

Dietection of

MCV for median (B) or

Eoutine use of MW or

neurologic ulnar { C) impingement EMG in diagnostic
abniorrnalities at the wrist after failare eraluaton of nerve
of conservative SNt APIMEE OF SCresnin g
treatiment in patlents w/'o sWnptorns
)
Use of vibromertry for
screcning (O
Badiography Plain films for saspected | Limited bone scan o Eoutdne usefor evaluation of

scaphoeid fracmares,
repeat films in 7-10

days (D)

detect fractares if
dinical suspicion emsts

<)

forearm, wrist, and hand

)

Other irnaging
procedures

Use of arthrography,
MEREI, or CT scans
priot to history and
phsical ararnination
by a qualified specialist
D)




Table 11-7 (continued)

Clinical Measure Becommended Optional Mot Recommendad

Surgical Early surgical
considerations intervention for severe
CTS confirmed by
NCVrnay be indicared
(B)

Tendinitis
{(DeCuervain’s ),
ganglion, or trigger
finget: referral to
surgeon only after
patient education
and conservative
treatrnent, induding
splinting and injection
have failled (C, I}

rl

Psychosodal factors | Consider counseling for
severe hand infaries
(D)

Avwareness by treating
pracitioner of
incerplay b erween
phrysical, econernic,
and peychological
factorsin patients with
MSDs (C, D)

A =Srrong research-based evidence {(rmultiple relevane, high-quality scdenific stadies).

E=Moderate research-based evidence (one relevant, high-quality sdentific sady or multiple adequate
sclerific studies),

C=Limited research-based evidence (at least one adequate sdentific smady of patents with forearm, wrist,
ot hand disorders).

D =Feviewer ot consensus interpretation of evidence not mesting inchision criteria for research-based
evidence.



Algarithm 11-1. Initial Evaluation of Occupational Forearm, Wrist, and Hand Complaints

Workers with < 3 months
aclivity intalerance due to
hand, wrist, or forearm
symptoms polentially
related lo oceupational
injury or exposure,

examination to

{see Table 11-1).

Foeused medical and work
histories and physical

search for red flags

Examination includes
neurologic screening.

Any red

flags?

Red flags for
fracture or

dislocation.

Red flags for
infection,
mflammation,

Red flags for

rapidly progressing
neurclegic or
vascular deficit.

Plain-film
radiographs of hand
or wrist. If film is
negative after 10
days and fracture still
suspecied, or if
multiple sites of pain,
consider spiral CT
and consultation,

CBC. ESR. In patients
with infection or inflammation
plain-film radiographs
may be negative.
Consider bone scan.
Consuliation if findings
of physical
examination suggest
these disorders.

"

Immediate
consultation on
appropriaie
studies and care.

Yas

Arrange
appropriate

Evidence of
nan-handiwrist!
foream
pathology
causing hand or
wrist complainis?

Ma

In absence of red
flags, diagnostic
testing is generally
not helpful in the
first 4-6 weeks.

+ Go to Algorithm 11-2

treatment or
consultation.

!

Exit Algorithm
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Algorithm 11-2. Initial and Follow-up Management of Occupational Forearm, Wrist, and Hand Complaints

Initial Visit
Workers with hand, wrist
or forearm potentially Provide assurance
work-ralated complaints and education about
and no senous underying forearm, hand, or
conditions (see wrist problems.
Algorithm 11-1).

Recommend comfort
oplions based on risk!
benefils and patient
preferences
(zee Table 11-3).

Recommend aclivity and work alterations to decrease
symptoms (see Table 11-4). Review daily aclivities (including
work) and encourage retumn to full activity (including modifiad

or full work) as socen as possible. Encourage
aerobic exarcise within limits of symptoms.

Symptoms o Return to full
improved? e activities.
Follow-up Visits
Rewview history
a =i and physical
EXam,

Mo

Table 11-4). Support refurn to modified work and daily activities. g5

Provide assurance that recovery is expected. Recommend
activities to avoid debilitation and prevent racurrences (see l—Na—@ 'F;;ﬂ
5 }
Bagin muscle-conditioning exercises after a few weeks.

Has reasonable

activity Recurrence
tolerance Yes
retumed within of symptoms? 1
4.6 weaks?

Return to
Na T Algorithm 11-1

l_ Return o normal activities,
Go ta Algorithm 11-3 job duties, and preventive
measures.




Algorithm 11-3. Evaluation of Slow-to-recover Patients with Occupational Forearm, Wrist, and Hand Complaints

(Symptoms > 4 Weeks)

Workers with activity limitations

due le hand or wrist symptoms

nat impraving over 4-5 weeks
(see Algorithm 11-2).

Primarily
nonnauralogic

symptoms.

Yes

Meurologic symptoms
in forearm, wrist,
ar hand?

suspecied
conditions, e.g.,
sirain versus
lenosynovitis.

Evaluate for specific

Exam results
positive?

L
Exit Algarithm

Go to Algerithm 11-5 ——Hhg

Significant (e.g., limiting
work ability) dysesthesias
present > 4-6 weeks?

Go to
Algorithm 11-2

Yas

Objective site of
nerve dysfuncton
on physical exam?

Nerve canduction
valocily studies.

Evidence of nerve
dysfunction on
NCV?

Yes

Consult 1o funther
define nerve
comprassion.

Physiologic and
anatomic evidence of
nerve comprassion?

Yes

Go to Algorithm 11-4




Algorithm 11-4. Surgical Considerations for Patients with Anatomic and Physiologic Evidence
of Nerve Root Compression and Persistent Forearm, Wiist, and Hand Symptoms

Workers with activity imitation due

Pr’lnsry care clinician raviaws tast

to spec_.iﬁr: docgn?enud nemne results with patient and discusses

compression persisting > 4-5 wesks shor- and long-term risks, benefits,
{see Algorithm 11-3).

complications, and side effects.

Does patient desine
surgery to cormect
anatomic defect?

Yes

Is activily intclerance
decreasing with
muscle stretching

and strengthening?

No

J

¥ B E——

Refer to conservative onthopedist or hand

surgeon for specific recommendations and

discussion based on expected avidence-
based short- and long-term outcomes.

Surgary
performed?

Yes

}

Postoperative care

and rapid — Goto

reconditioning.

Algorithm 11-5

Foveawsn, Wiig, and Hand Complaints
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Algorithm 11-5. Further Management of Occupational Forearm, Whist, and Hand Complaints

Workers with forearm-, wrist-, ar hand-ralated
activity limitations > 4-5 weeks, but = 3 months
duration following special studies or surgary

{see Algorithms 11-3 and 11-4).

Assure patient. Establish safe
exarcise plan to build iolerance
for intended activity,

Progressive retum Recovery?
to normal work activity v ery?
N |
Dnasmp:ltlggnmmu‘lge help Recormmend comfort options
tolerate increasing Yes—— (sea Table 11-3), considering
wiork activity and exercise? risk/benefits related 1o exercise.
llo
Is patient . . .
h . Raview history, physical findings,
avercoming activity o
intolerance? and results of special testing.
Furtherquestions Y, Retum to Algorithm 11-3
about diagnosis? - or seek consultation
Mo
Is pe!tianl comvincid he'she - Help patient
will ba able to tolerate N Wnsider“’he. ns
intended work activity? optio
'

Point out that forearmithand/wrist
symptems rarely prevent individuals
from seeking informatian. Ask if other
factors could be imvalved,

I

Address specific ssues of arange
for job or peychosocial evaluation.

!

Contnue [o encourage daily exercise
e maximize work activity tolerance
and reduce recurrence.

No
Return to
Yeg— = nommal work
activities.
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Low Back Complaints - ACOEM Chapter 12 (2004)

Master Algorithm. ACOEM Guidelines for Care of Acute and Subacute Occupafional Low Back Complaints

Work and medical history, focused
Initial wisit physical examination
(see Tables 12-2, 12-3, and 12-4),

v

N Red flags for potentially serious condilion

! (see Table 12.1)7 Y“’—l
! !

Discuss, aducata, reassure, manage )
pain (see Table 12-5) Red flags for cauda equina Red flags for tumor,
syndrome, dissecting infection, fracture,
Prescribe activity (see Table 12-8). abdominal andic aneurysm. P
* renal or bowel
4‘ condition.
Maodily

REIIJ(I:TI'I‘."I‘I;.IEI.Ial - activities
a 5 and work.

Emergancy studies Imaging, lab studies
(see Algorithm 12-1), {sea Algorithm 12-1).

If unresohed, reassess with nterval hislory
and brief physical exam (see Algornithm 12-2),

7 days 1 3
| Emergent refemal Specialized advice.

Reassure. discuss, educale, prescribe therapeutic |

exercise, and modify work as needed (see Table 12-6).

}

If unresolved, reassess with
detailed history, physical exam.

46
weeks
Special studies, [f indicaled {see Pain assessment if indicaled
Algorithm 12-3 and Table 12-5). {see Chapler &),
Positive. g
Peychological
No Speclalzed advice (s2e consultation.
Algorithms 12-3 and 12-4).
68
weeks If unresolved, evaluation by low

back specialist (see Algorithm 12-5).




Summary of Bridence and Recommendations

-------------------------------------------------------

See Table 12-8.

Table 12-8. Summary of Recommendations for Evalnating and Managing Low Back Complaints

Clinical Measure

Recommended

Optional

Not Recommendad

History and
physical exam

Basic history (B)

History of cancer or
infection (B)

Signs or symptoms of
cauda equina
syndrome {C)

History of significant
trawrma {C)

Peychosodal history (C)

Straight- and arossed-
leg raising tests (B)

Foaased neurclogic
exarn (B

Pain drawing and visual
analog saale (D)

Patient education

Patient education about
low bacl syrptorns
(E)

Eack school in
ceapaticnal
settings (C)

Eacle school in
nonoccupational

settings (C)

Medication (See
Chapter 3}

Acstarninophen (C)
NSATDs (B)

COpicids, short course
©

Musele relaxants (C)

TPhenvlbutazone (C)

Using opioids for mere
than 2 weslks {C)
Oral corticostercids (T
Colchicine (B}
Antidepressants (C)

Physcal treatrnent
methods

Mardpulation of low
bade during fiest
month of syptorms
without
radiculepathy (G)

Manipulation for
patients with
radiculopathy ()

Relaxation techniques
(L)

At-home applications
of local heat or cold
to low back (D)

Shoe insoles (C)

In cocnpational setting,
corset for prevention

(<)

Manipulation for patients
with undiagnosed
neurclogic deficits (D)

Prolonged course of
manipulation (longer
than 4 weelks) (D)

Traction (B)

TENS (C)

Bicfeedback (C)

Shee lifts (D)

Corset for treatrnent (D)




Table 12-8 (comtinued,)

Clinical Measwre Recommended Opticnal Net Recommended
Injections Fpidural Fpidural injections for
corticosteroid back pain without
injecticns for radienlopathy (D)
radicular pain, to | Trgger-point
avold sargery (C) injections {C)
MNeedle acupuncture | Ligamentons injections
(D) o
Facet-joint injections
(<)
Bed rest Bed rest for 2 days | Bedrest formore than

for sewvere
radiclopathy

(L)

2 days (B)

Aoctivities and
exerdse

Ternpotary avoidance of
activities that increass
mechanical stress on spine (I

Gradual return to norrmal
activities (B)

Low-stress aerobic exercise (C)

Conditioning sxercises for trunle
rmscles after 2 weelks (C)

Back-specific exerdse
machines (D)

Therapentic stretching
of back ruscles (D)

Detection of
physiologic
abnormmalities

If no improvernent after 1
month, consider:

Bone sem (C)

MNeedle EMG and H-reflax tests
to clatify netve root
dysfanction {C)

SETsto assess spinal stenosis (C)

EMG for dinically
obvicnus
radienlopathy (I}

Surface EMG and F-
wave tests (C)

Thermography ()

Badicographs of

When red flags for fracture are

Beoutine use during first

lurnbosacral present (T moenth of syrmptorms
spine When red flags for cancer or in absence of red
infection ate present (C) flags (B)
Eoutine oblique views
(B}
Irnaging C'T or MBI when cauda equina, | Myelography or CT | Using imaging test

twneot, infection, or fracture
are strongly suspectad and
plan flm radicgraphs are
negative {C)

MERT test of cholce for patients
with prier back surgery (D)

Agsure quality eriteria for
Irnaging tests (B}

myelography for
preopetative
planningifMETis
unavailable (I
ME nearography

(D)

befors 1 menth in
absence of red flags
(E)

Diskography or CT
diskography (C)

Low Back Cosmplatuts
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Table 12-8, (continued)

Clinical Measure Becommended Optional Not Becommended
Surpgical Discuss surgical cpticns | Chymnopapain, used Disk surgery in patients
censderations with patients with after ruling ot with back pain alcne, no
persistent and severe allergic sensitivity, red flags, and no nerve
sciatica and dinical acceptable but less root compression (D)
evidence of narve efficadonus than Surgery for spinal stenosis
roct comprormise if diskectomy to treat within the first 3 months
symptoms persist herniated disk (C) of smupterns (D)
after 4-6 weels of Surgery for spinal stenosis
conservative therapy when justified by
(B iraging test rather than
Standard diskectomy or patient’s fimetional
ruictodiskedorny for status (D)
herniatad disk Spinal fisien inthe absence
(procedures have of facture, didocation,
similar efficacy) (B} complications of turmor,
ot infection {G)
Peychosocial Sodal, economie, and Beferral for evaluation | Beferral for extensive
factors pevcheological factors prior to surgical evaluation and treatment

can alter patient’s Intervention (C} prior to exploring
response to patient expectations or
syrmptoms and pevchosodal facters (D)
treatrnent (B)

A=Strong research-based evidence {multiple relevant, high-quality sdentific studies),
E=Moderate research-based evidence {one relevant, high-quality sclentific study or multiple adequate

sclentific studies),

C=Limited research-based evidence (at least one adequate sclentific study of patients with low back

cormnplaints),

D =Tunel interpretation of information not meeting inclusion ariteria for research-based evidence,

.....

OCCUPATIONAL MEDICINE FPRACTICE GUIDELINES



Algorithm 12-1. Initial Evaluation of Occupational Low Back Complaints

Workers with < 3 manths
activity intolerance due to
lew back pain and/or back-
relaled leg symptoms
related to occupational
injury or exposure.

Focused medical and work
histories and physical
examination to search for red
flags (see Table 12-1).
Examination includes neurslogic
screening and straight-leg-
raising test and crossed SLR
tests.

Any red

Red flags for
dissecting or
ruptured
abdominal aortic
An@urysm.

For low
probability,
sonography.
For high
probability,
amergent CT
or MR scan

Red flags

for spinal
fracture

Plain-film
radiagraphy of
lumbosacral spine
If negative after 10
days and fracture still
suspecied or multiple
siles of pan, obtain
spiral CT. Obtain
consultation if result
is positive or
amblguous.

Red flags for
cancer,
infection

CBC, ESR, /A ®
In cancer or
infection, plain-film
radiography may
be negative.
Consider bane
sCan.
Consultation if
studies positive.

flags?

Red flags for cauda

equina syndrome or
rapidly progressing
neurslogic deficit,

Immediate
consultation for
studies and In absence of red
care. flags, diagnostic
testing is not helpful

in the first 4-6 weeks,

Evidence
of serious
disease?

Yes

Arrange
appropriate
treatment or
consuliation.

l

Exit Algorithm

Evidence of
nonspinal
problems

causing back

complaints?

Go to Algorithm 12-2

*Including Bence-Jones protein, if protein positive,

Low Back Cosmblatuts
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Algorithm 12-2, initial and Follow-up Management of Occupational Low Back Complaints

Initial Visit

Workers with potentially
work-related low-back
complaints and no serious
underlying conditions
{see Algorithm 12-1).

Provide
| assurance and
education about
back problams.

Foliow-up Visits

Does patient
require help
relieving
symptoms?

e s—

Mo

Recommend comfort
oplions based on nskf
benefits and patient
preferences
(see Table 12-5).

|

Review daily activities, including
work, and encourage retum to
full activity (incuding modified

or full work) as soon as
possible (see Table 12-5).
Encourage low-stress aerobic
exercise within limits of symploms.

y
Frogressive
Symptoms Yeg— return to full
improved? activilies
No
Review history
Changa in i and physical
symptoms? o BxXam,
No
Provide assurance that recovery is expected.
Recommend activities to aveid debilitation and prevent

recurrences (see Table 12-6). Suppor refurm to
modified work and daily activities, Begin muscle-

Has reasonabla
activity tolerance
returned within
4-6 weeks?

Yes

conditioning exercises afler a few weeks.
Symplom
recurrence ?

v 1

“

Retumn fo

No Algorithm 12-1

Go to Algorithm 12-3 Ratum to normal activities,
job duties, and preventive
MEasures
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Algorithm 12-3. Evaluation of Slow-to-recover Patients with Occupational Low Back Complaints

(Symptoms > 4 Weeks)

Workers with activity limitations
due io low back symptoms
not improving over 4-5 weeks
(se= Algorithm 12-2).

[ Primarity low back ]
symptoms

Evaluate for specific suspected
condibons, &.g., AP/lateral x-rays,
CBC, ESR, bone scan,

Test results
positive?

Yes

Age-related No
changes only?

| ¥
Ma e

Exit Algorithm

symptoms in lower

MNeumlogic

limbs?

Significant (2.9, limiting
waork abilly) sciatica
present = 4-8 waseks?

Mo Go to
Algarithm 12-2
{follow-up visits)

Obwvious level of nenne
roct dysfunction on
physical exam?

Mo

]

EMG (may include
SEPs after age 50).

Evidence of nerve
dysfunction on
EMG/SEPs?

Yes

Consult and/or choose
imaging study to define
nerve root compression.

Physiologic and anatomic
Go to Algorithm 12-5 evidence of nerve root
compression?

Yes

Go to Algarithm 124




Algorithm 12-4. Surgical Considerations for Patients with Anatomic and Physiclogic
Evidence of Nerve Root Compression and Persistent Low Back Symptoms

Primary care clinician reviews

Waorkers with activity limitation d
orkers with activity Imilation due reviews test results with

to specific documented nerve root - )
impingement persisting > 4-Bweeks patient and discusses short-

(see Algorithm 12-3). and long-term risks, benefits,
complications, side effects.

Does patient desire
surgery 1o comect
anatomic defect?

Yes

|s activity intolerance
decraasing?

Refer to conservative surgeon for specific
recommendations and discussion based
an expected evidence-based short-
and long-term outcomes.

Surgery
perfomed?

Yas Mo

\ vy
Goto

Mlgorithm 12-5

Postsuraical care
and rapid
reconditioning.
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Algorithm 12-5. Further Management of Occupational Low Back Complaints

Workers with low-back-related - :
. | Aszure patient. Establish safe
ag:r:{i\l::nmr:ﬂ::ii; :l;::al stuld;usl :lss:nr;::‘:s | exercisa pian to build tolsrance
(see Algorithms 12-3, 12.4) far intended activity.

Progressive retum / Recovery?
1o normal work activity. :

l No

Does patient require help \ Recommend comfort oplions
with comfort to lolerate | ing ' _tsee Table 12-3), conmuenpg
work activity and exercisa? / risk/bensfits related to exercise
Na
Is patient " Review histo! i i
: - ry, physical findings,
Yes mlﬁgn;m::j’ww and results of special testing.

Further questions R '
h . Y aturn to Algorithm 12-3
about diagnosis? ar saek consultation
Nf
15 patient convinced he/she :
— will be able to tolerate \ M mﬂ:i:jpefzg?gtns
intended work activity? / '

f

Yes

Point out that low back pl iy
symiploms ranely prevent individuals ifommation
from seeking information. Ask if other about
factors could be involved oplions? Mo
Address specific issues or arange
for job or psyehosocial evaluation.
Conlinue to encourage daily exercise
fo maximize work-activity tolerance Recovery?
and reduce recurmence.
Raturn to
fas——a  normal work

activities.

Low Back Cosmplatnts 315
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Knee Complaints - ACOEM Chapter 13 (2004)

Master Algorithm. ACOEM Guidelings for Care of Acute and Subacute Occupational Knee Complaints

Iriitial wigit

Work and medical history, focused
physical examination
(s=e Tabla 13-2).

¥

(see Table 13-1)7

Red flags for potentially serious condition

]

'

Discuss, educate, reassure, manage

pain (e Table 13.3). Red ﬂaggnfg;_gwwmw'a'
P Table 13-4). mise,
rescrbe actiity (see Table 13-4) seplic joint.

! !

Retum 1o wsusl Muodify actiities
activities, and work.

)

Red flags for tumar,
dislocation,
fraciure,
inflammation.

If unresolved, reassess with inlerval

history and brief physical exam.

7 days

445
weeks

6-8
weeks

Emergency sludies
(see Algorthm 13-1).

1‘ | Emergent referal ]

Imaging, lab siudiss,
(see Algonithm 13-1)
| Specialized adwcs. I

Reassure, discuss, aducate, prescribe therapeutic
exercise, and modify work as needed.

]

| If unresolved, reassess with detalled history, physical exam. |

Special sludies, if indicated Fain assessment if mdicated
{see Table 13-5). (see Chapter ).
‘ PnsiE—Ves Pasitiva.
Speciakoed advice Paychological
Mo (see Algorithms 13-3, 13-4). consultation.
If unresolved, evaluation by

r knie specialist
(see Algorithm 13-5).

co




Summary of Recommendations and Evidence

-------------------------------------------------------

See Table 13-6.

Table 13-6. Summary of Recommendations for Evalnating and Managing FKnee Complaints

Clinical Measure

Recommended

Optional

Not Becommended

History Basic history, with
carafill search for
mechanism of injury
(C. D)

Physical exarn Foaased physical examn,

including ligament
testing and carefl

search for any
swelling (C, I}

Patient education

Patient education

Full disclogure of
diagnostic acaaracy,
progrnosis, and
expectaticns of
treatrnent (D)

Medication Acetarninophen Opioids for severe pain | Use of opicids for more
(See Chapter 3) | Aspirin {(C, D) NEAIDs (2, I than 2 weeks (C, D)
Physcal treatrnent | Noncoperative Passive modalities without

methods

rehabilitation for
medial collateral
ligarnent injuries {C,
D)

Short postoperative
rehabilitation for
ACL repair prior to
home sxercise
program (D)

Conservative treatrent
for selected ruptures
of the ACL (D)

Exercises for cases of
anterior knee pan or
ligament strain( D

exercise prograrm (I
Manipulation (D)

Aspirations and

Agpiration oftense acute

Bepeated aspirations or

Agpiration through

injections effasdons (D) corticosteroid infected area (I}
HAgpiration of tense injecticns (D)
prepatellar bursa (D)
Best and Short peried of Functional bradng as | Prophylactic braces (D)
immebilization immebilization after part of a Prolonged bracing for
an acuite injury to rehabilitation ACL defident knee (I}
relieve synptoms (C) program (D)

346
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Trble 13-6. (comtinued)

Clinical Measure Recommended Ovptional Not Recommended
Activity and Stretching Frcessive rest (may lead to
exerdse Asroble exerdse generalized debilitation)

Moaxirnal activity of
other body parts
while recovering fom
knes injury (D}

(L)

Detection of

Electrical stuadies

neurclogic {contraindicated for
abnormalities nearly all knee injury
diagnoses) (D)
Radicgraphy Plain-filmn radiographs Plain-film radiographs | Routine radiographic
for suspected red flags for tense film for most lmee
() hemarthroses (T comnplaints or
Injuries (C}
Tnaging MEI study to deterrmine MEI for ligarnent collateral
extent of ACL tear tears ()
preoperatively (C)
Surgical Arthroscopic ACL reconstraction Surgical repair ofisclated
considerations meriscectomny or before rehabilitation MCL ruptures (I}

repair for severe
mechanical symptoms
and signs or serious
activity lmnitaticens if
ME] findings are
consdstent for
meriscal tear (T, D)
ACL repair for
syrnptomnatic
instabiity {i.e.,
serlons activity
lirnitationyifresults of
Lachman and pivet-
shift tests and MRI
atre positive (T, D)

has been atternpted
(C. D)

Imrnediate surgical
reconstruction of all
ACL tears on basds of
MEI findings without
physical fndings
confirmming diagneosis or
worler life dernands
requiring high knee
petformances (D)

A=Strong research-based evidence {multiple relevant, high-quality sclentific studies).
E=Moderate research-based evidence {one relevant, high- quality scientific study or multiple adequate

scientific studies),

C=Limited research-based evidence {at least one adequate sclentific study of patients with knee

cornplaints ).

D =Tanel interpretation of information not meeting indusion criteria for research-based evidence,

Kanee Complaines
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Algorithm 13-1. Initial Evaluation of Occupational Knee Complaints

Workers with < 3 months
aclivity intolerance due 1o

Focused medical and
work histories and
physical examination fo

knee symptoms potentialty
related to cccupational

search for red flags
{see Table 13-1).

injury or exposure.

Red flags for
fracture or
dislocation.

Red flags for
infection or
inflammation

Plain-film radiography
of knee. If after 10
days fracture still
suspected, repeat

plain-film radiograph,

but highly suggestive
signs and symptoms.

spiral CT if still unclear,

CBC, ESR. In cases of
effusion, tap and analyze for
WEC, bacteria, etc., gram stain
and culture. In cases of cancer
or infection, plain-fitm
radiograph may be negative.
Consider bone scan for
infection in younger patients,
Consultation indicated if
studies positive,

Red flags for
neuralogic or

vascular
COMPromise.

Immediate
consultation for
special studies and
cara is indicated.

Evidence
of serious
disease?

Yes

Arrange
appropriate

Evidence of
knee problems
causing knee
complaints?

Y g —————

Any red
flags?

In absence of red
flags, diagnostic
testing is not generally
helpful in the first
4-6 weeks,

—— 3o to Algorithm 13-2

treatment ar
consultation.

1

Exit Algorithm




Algorithm 13-2. initial and Follow-up Management of Occupational Knee Complaints

Initial Visit

Workears with potentially
work-related knee
complaints and no

and education
about knee
problems.

serous underlying
conditions
{see Algorithm 13-1).

Provide assurance

Does patient
requine help
ralieving
symptoms?

No

!

Y gt

Recommend cemfart
options based on risk/
benefits and patient
preferences
{see Table 13-3).

Recommend activity alterations to decrease symptoms.
Review dally activites, including work, and encourage retum
to full activity (including modified or full work) as soon as
possible (see Table 13-4). Encourage non-weightl-bearing low-
stress aerobic exercise within limits of symptoms.

Go to Algorithm 13-3

-—

Symptoms Return to
improving ? activities.
No
Follow-up Visits Review histary
Changes in Yes and physical
symptoms? exam.
hio
Provide assurance that recovery is expected.
Recommend activilias to avoid debilitation and prevent Any red
recumences (see Table 13-4). Support retum to modified [#—N flags?
work and daily activities. Begin muscle-conditioning
exercises after a few weeks.
Has reasonable
activity tolerance VoS Symptom Yae
retumed within o recumenca’?
four weeks?
Mo
No Ll
Return to normal activities, job
duties, and preventive measures.
Retumn to
Algorithm 13-1




Algorithm 13-3. Evaluation of Slow-to-recover Patients with Occupational Knee Complaints (Symptoms > 4 Weeks)

Workars with activity
limitations due to knee
symptoms not impraving ovar
4.6 weeks (see Algorithm 13-2).

Significant inability to
bear welight or
No ambulate > 4-6 weeks?

. ‘r’e3—< Locking or calching of knee? }
Primarity inflammatory

or degenerative |
Mo

symptoms,

Obtain MRI

Objactive avidence
of ligament injury
on physical exam?

MR posilive
for meniscus tear,

v ar ofher internal

derangement?* Yes
Ewvaluate for specific Yo
suspected *
conditions; tap
effusions and Obtain Go to
analyze, Refer for MRI. Algorithm 13-5
No evaluation
and
freatment.
Test results Evidence of
positive? cruciate Bgament
tear, or other internal
derangement on MRI?
Mo
Mo Yas
Evaluate as indicated
Refer to
orthopedist for
treatment,
Exit Algorithm
Go to Algorithm 13-5 — Go to Algorithm 13-4

*With highly accurate reader.

350 OCCUPATIONAL MEDICINE FRACTICE GUIDELINES



Algorithm 13-4. Surgical Considerations for Patients with Anatomic Evidence of Torn Meniscus
or Ligament and Persistent Knee Symptoms

Workers with activity imitation due Primary care clinician reviews test
to specific documented intemal results with patient and discusses
derangement of knee persisting short- and lang-term nsks, benefits,

> 4-6 weeks (see Algorithm 13-3). complications, and side effects.

Doas patient dasire surgery
te comect anatomic defect? o

Yes

Is activity intclerance
decreasing with muscle
strengthening?

Mo

l

Refer to conservative surgeon for specific
recommendations and discussion based
on expected evidence-based shor-
and long-term cutcomes.

Surgery
performed?

Yes Mo

N\ ¢

Goto
Algorithm 13-5

Pasloperative cane
and rapid
recanditioning.
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Algorithm 13-5. Further Management of Occupational Knee Complaints

Workers with knee-relaled activity limitations Assure patient. Establish safe
> 4.6 weeks, bul <3 months duration exercise plan to build lolerance

following special studies or surgery i P
{seea Algonthms 13-3 and 13-4). far intended activity.

| Reatum to work activity. |-l—‘re Recovery?

Dees patient requine
help with comfort to
wlerate increasing

=
=

Recommend comfort aptions
Yas——bq (see Table 13-3), considering
risk/benefits related to exercise

aclivity and exercise?
I'lu
Y Is patient overcoming Review history, physical findings,
e activity intolerance? and results of special testing

Further guestions Y Return to Algorithm 13-3
about dizgnosis? i ar seek consultation

Mo
¥

Is patient convinced hefshe \ Help patient
e will be able to tolerate o cansider
intended work activity? options.

Point out that knee symptoms rarely prevent l;::::ﬁ;t
individuals from seeking information. information
Ask if other factors could ba imvalved. about oplions?

|

Address specific issues or arange
for job or psychosocial evaluation

l No

Conlinue to encourage daily exercise to maximize | Recovery?
work-activity tolerance and reduce recurmence.
Yes

J Raetum to normal work activities. |
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Ankle and Foot Complaints - ACOEM Chapter 14 (2004)

Master Algorithm. ACOEM Guidelines for Care of Acute and Subacute Occupational Ankle and Foot Complaints

Imitial wisit

(see Tal

Work and medical histary, focused
physical examination

bhe 14-2)

i

Red flags for poten
[s=a Tal

tially serious condition
ble 14-1)7

~

Discuss, aducale, reassune, manage
pain (gee Table 14-3).
Prescribe activity (sea Tabla 14-4).

l

Retum o usual Modify activities
activities, and work,

If unresolved, reassess with interval
history and brief physical exam
(see Algorithm 14-2).

T days

A
weeks.

5-8
WEEkE

—

'

|

Red flags for neurovascular
compromise, seplic joint.

Red flags for lumor,
dislocation, fracture,
inflammation.

Emergency siudies
(see Algorithm 14-1)

Imaging, lab studies,
(see Algorithm 14-1),

Reassure, discuss, educate, prescribe therapeutic
exercise, and modify work as needed (see Table 14-4),

'

If unresolvad, reassess with detailed hislory
physical exam (see Algorithm 14-2}.

:

!

Specal studies, if indicated Pain assessment if indicated
[see Table 14-5). (sea Chapter 8).
Positive. Yes— Fositive
Mo
Specialized advice (see Peychological
Algorithms 14-3 and 14-4). consultation,

conservalive knee specl
{see Algonithm 14-5)

If unressolved, evaluation by

alist

| Specialized advice.




Summary of Recommendations and Evidence

-------------------------------------------------------

See Table 14-5.

Table 14-6. Summary of Recommendations for Evaluating and Mavaging Anble and Foot Complaints

Clinical Measure

Recommended

Optional

Not Becommended

History and physcal
EXaIn

Basic history and physical
exam, meuding
evaluaten of ability to
bear welght tendarnass,
and Lgament stabilicy
(S

Patient aducation

Fatent educadon
regarding diagnosis,
prognosis, and
gxpectations of
traatment (1)

Madicaden
{3z Chaptar 3)

Aceraminorhen | C)
MNSATDs (B)

Cricids, shore course (C)
MNSATD creamns (D)

Tsa of oplolds for mera than
2wweals (C)

Tnjactions

For padants with point
tendernass in the area of
a heel spur, planrar
fasciitis, or Morton’s
naurcrma, local injaction
of lidocaine and
cortisene selutien (1)

Repeated or fraquent
mjactions (D)

Phisical weamnent
methods

Bor acute mjuries, av-home
ica applications, range-
of-motien and
strengthening axetrcisas,

as taught by primary
providar (D)

Pneumaric o pulse
devices to raduce
swelling (C)

ESWT for plantar fasclits
19

Ceonplad alacmical
stimulation ot impulsa
cotnprassion for
fracturs ()

TFassive physical therapy
modalitias, excape as inital
ald priot to home axarclsas
)]

Laser weatnant (B)

Eest and mmeobill-
gation (2.&.,
braces, sUpports)

Bor acure mjuries,
immeobilization and
wealght bearing as
tolarated, taplng or
bracing later to avold
exacerbadon or for
preventien (C)

Bor acure swelling, restand
glevarien (I}

For appropriate diagnosas,
tigid erthotics,
metatarsal bars, heal
donur, toz separator (C)

Tension night splints for
plantar fasciitis (B)

Prolonged suppotts ot
bracing withour axercise
{due ro risk of debilirarion)
18]




Table 14-6. (comtinued,)

Clinical Measure

Recommended

Crptional

Not Recommended

Activity and axercise

Stratching

Arroblc exarcse

Maintenanee of genaral
activiry to avoid
debilitation {C)

Early mobilization of
patiants with anlda
sprain (G}

Full activity in presence of
swalling and other signs of
acure mauma (1)

Drerecrion of physlo-
logic abnormalitias

Electnical studies for routine
foot and anlde problems
wirhout climcal evidence of
tarsal runnel syndrome ot
cthier entrapmeant
neuropathies (1)

Badiography TPlain-film radicgraphs only Routing plain-film
for patlants with acure radiographs for anlde
andde injuries who have injuries {B)
signs idantifiad in Routine radiographic film s for
Oretawra Criterla anlde soft dssue diagnosas (I
tules (B)
PBurther evaluation if
tadiographic films show
ardde affusion = 13 mm
antariotly (C)
Surgical Bunicnectomy if Diagnostic arthroscopy of
considarations COMSErVative weatmneant anld e if diagnosis obrainatle

falls and radiographs are
positive for > 1d-degres
Intarmetatarsal angle
(D

Exzcision of neurcma if
cOMLsatvative weaTnent
{imjectlons, tog
separator) fails (T

Eeconstrucdon of lareral
anlde Lgament for
SYIptoInatc patents
with anlde laxicy
demonstrarad on
physical exam and
positive srass films (C)

by other non-mvasive
method (I

Arthroscopy of anlde for
symovial impingemant
before conservatve care,
mcuding mjections, 1s trisd
()

A=Swong research-based evidence {muldple relevant, high-quality sciencific studies).
E =Modearare research-based evidence (one relevant, high-qualicy scentific sudy or multiple adequare scenufic

smdies).

C=Limited reszarch-based evidence {ar l2ast one adequare sclentific study of patlents widh foor or anlde com-

plaints).

Iy =Tanel interpretation of evidance not meating inclusien crireria for rasearch-based evidence.

Anble and Foor Comblatats
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Algorithm 14-1. Initial Evaluation of Occupational Ankle and Foot Complaints

Wiorkers with < 3 months

activity intelerance due to

ankle or foot complaints
potentially related 1o
occupational injury

of axposure,

Focused medical and
work histories and
physical examination to
search for red flags
(see Table 14-1),
Examination should include
range of motion and stability
testing.

Red flags for Red flags for
ankle or foot infection ar
fracture. inflammation.

k.

Plain-film radiography
of ankle or fool. If
fracture still suspecied
after 10 days, repeat
films. Consider spiral

CBC, ESR. In
cases of cancer or
infection, plain-film
radiographs may be
negative. Consider

I bone scan.
CT and consultation if )
negative and fracture d?"?:du[llatl;z_
still suspected. indicated If studies
positiva,

‘

Red flags for
rapidly progressing

neurologic or
vascular deficit.

Immediate
consultation for
special studies

and care
Is indicated.

Any red
flags?

Evidence
of serious
dizease?

Yes

Amrange
appropriate
treatment or
consultation.

l

Exit Algonthm

Yes

In absence of red
flags, diagnostic
testing generally
is not helpful in

the first 4-6 weeks.

Evidence of
pelvic or other lower
extremity problems

causing ankle or
fool complaints?

L4

Go to Algorithm 14-2
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Algarithm 14-2. Initial and Folfow-up Management of Occupational Ankle and Foot Complaints

Initial Visit

Workers with potentally

work-relalad ankle or fool P“’::ﬁ ;“"'t{‘:"e

complaints and no serious ba . e L’fa r"fo :

underlying cenditions abou xn:,.: b
[see Algorithm 14-1), p .
) Recommend comfart
Does patiani options based on risk/
require hel ) ves—e| benefils and patient
el etﬂ'n"_lg, preferences
Symploms: (see Table 14-3).
rio
Recommend activity alterations to decrease symptoms.
(see Table 14-4). Review daily aclivities. including work, and
encourage return full activity (including medified or full work)
as soon as possible. Encourage non-weight-bearing low-
stress aerobic exercize within limits of symptoms,
Retumn to
Symptclmi Yo s———s] activities
impraving’? (see Table 14-4).
Mo
Follow-up Visits rre Reviw history
Yoy and physical
exam.

symptoms?
No

!

Provide assurance that recovery is expected.
Recommend activities to avoid debilitation and prevent
recumences (see Table 14-4). Support retum to
modified work and daily activibes, Begin musche-
conditioning exercises after a few weeks.,

Has reasonable

Any red
flags?

Go to Algerithm 14-3

activity toleranca Yes Symptom "
retumed within recumence?
46 weeks?
No
No S
Reium te normal activities, job
l duties, and preventive measures.

Retumn to
Algorthm 14-1

Awnkle and Foor Complasents
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Algorithm 14-3, Evaluation of Slow-to-recover Patients with Cccupational Ankle and Foot Complaints
(Symptoms = 4 Weeks)

Workers with activity limitations
due to ankle and fool symptoms
not improving over 4-6 weeks
(see Algorithm 14-2).

" ( Evidance of "}
bunion? &%

9
Significant {e.g., limiting
waork ability) pain present
- > 4-6 weeks despite
Symplons of |:J,‘3°1 conservative treatment?
Mortan's vos— a|:3ne Mo
neuroma? wylocaine.
o r Plain film Goto
radiography. ;
l Improvement Alglonlnm 142
- in 46 (follow-up visit)
Evaluate for specific ks?
suspected conditions, WEekS!
&g, strai_ns‘ Greater than
inflammation Mo 14-degree
intermetatarsal
angle?
Yes
Exam and test Refer for Yes
rasults positive? ewvaluation Go to Algorithm 14-5
" and
Bs treatment.
Mo Consultation to
evaluate and
Evaluate as indicated. discuss treatmant
options.

Exit Algorithm

L ]
Go to Algorithm 14-5

Surgery
recommended?

Yes

Go to Algorithm 14-4
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Algorithm 14-4. Surgical Considerations for Patients with Anatomic and Physiologic Evidence
of Bunion, or Morton's Neuroma, and Persistent Symptoms

Workers with activity limitation due
to specific documented
condition persisting
> 4-6 weeks (see Algorithm 14-3).

Primary care clinician reviews test results
with patient and discusses short- and long-term
risks, benefits, complications, side effects.

Does patient desire
surgery to correct
anatomic defect?

Yes

Is activity intolerance
decreasing with muscle
strengthening?

No

l

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

Surgery
performed?

Yes No

N\

Postoperative care
and rapid
reconditioning.

vy

Goto
Algorithm 14-5

Ankle and Foot Complaints




Algorithm 14-5. Further Management of Occupational Ankle and Foot Complaints

Workers with ankle or foot-related activity
Emitations = 4-5 weeks, but = 3 months duration
following special studies or surgery
(see Algorithms 14-3 and 14-4),

Return to work activity. |-—'fes

Assure patient. Establish
zafe exercise plan to build
toberance for inlended activity.

Does patient
require help with

Recommend comfort options
(see Table 14-3), considering

and reduce recurrence.

comfort to tolerate i
increasing activity ° risk/benefs related to exercise
and exercise?
i
< Is paiient overcoming Review history, physical findings,
e activity intoleranca? ° ™ and results of special testing.
I
Further questions .
| A Retum to Algorithm 14-3
about diagnosis? e or seek consultation
r\io
Is patient convincad helshe \ Help patient
— will be able fo tolerate H consider
intended work activity? / oplions.
Yy
Paini out that ankle and foot symptoms I:;:;:ﬁm
rarely prevent individuals from seeking " infor at'g
information. Ask if ather factors could " R
be invoived. options?
Address specific issues or arrangea
for job or psychosocial evaluation.
* o
Cantinue to encourage daily exercise
o maximize work-activity tolerance

Raturn 1o

Bl work
activities.
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Chronic Pain Complaints — MTUS Chronic Pain Medical Treatment Guidelines

Text of Medical Treatment Utilization Schedule (MTUS) can be found at the following Internet Link:
http://www.dir.ca.gov/dwc/DWCPropRegs/MTUS Regulations/RegulationsFinalClean.pdf

Acupuncture — MTUS Acupuncture Medical Treatment Guidelines

The MTUS 89792.24.1. Acupuncture Medical Treatment Guidelines can be found at the following Internet
Link: http://www.dir.ca.qgov/t8/9792 24 1.html

Post-Surgical MTUS Treatment Guides

The MTUS 89792.24.3. Postsurgical Treatment Guidelines can be found at the following Internet Link:
http://www.dir.ca.qov/t8/9792_24_3.html



http://www.dir.ca.gov/dwc/DWCPropRegs/MTUS_Regulations/RegulationsFinalClean.pdf
http://www.dir.ca.gov/t8/9792_24_1.html
http://www.dir.ca.gov/t8/9792_24_3.html

Providing Optimal
Medical Care:

Perspe

ctives on UR

Roman Kownacki, MD, MPH

Medical Director, Occupational Health
Kaiser Permanente Northern
California

E-mail: Roman.Kownacki@kp.orqg

The Dynamics of Treatment, Requests

| =
Positive
*Minimal barriers
*Open
Communication
«Confidence in MPN

v
7
=
©
=¥
g
=4

arrier

C

Negative
*Not responsive
*Poor
Communications
Just say “no”

Carrier frustration Everyone Wins

*Care delays

eIncreased adminictrative

time

*Eliminate UR
Saoroved
citiciehcy

*Increas{ UR expense *Lowe/ \osts

Patien|
frustralion
*Care delays
*Seek alternatives
to treatment
eLitigation

Negative
*Request not clear
*Poor quality report
«“Because I am the doctor...”

*Parturship
sRetteoutccmes

Physicida frustration
*Care delllys

*Respon:|: to patient
eIncroacdiydministrative
time (and cost)

Positive
*Request clear, concise
*Solid documentation
*MD understands MTUS

Physician RFA




Medical Requests

*Treatment Philo

for Authorizatigg

sophy - EBM

*Training in WC including MTUS

*Feedback

*Review documentation of denied

requests

*Make it easy to approve by using
the language of MTUS/Guidelines
*Demonstrate performance

How do you move?

Negative

Positive

Physician RFA

Positive
(7]
(7]
c
o
o
v
9]

("4
| .
7]

=
| .
]

O

Negative

Creation of a Partnership

How do you

_ move here?

Do you/they want to partner?

*Form a collabora
relationship
*Understand chal
*Exchange data
*Regular commun
*Resolve problem

tive
enges

ication
s constructively

Negative

Positive

Physician RFA
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State Fund
Utilization Review Program
Dr. Dinesh Govindarao
Chief Medical Officer
January 15, 2014
=
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Topics

State Fund UR Program
Request for Authorization (RFA)
How to Submit an RFA
Returned RFA

Tips For Submitting RFA

. State Compensation Insurance Fund




B — ]
State Fund UR Program

» 1996 - Established a Medical Quality Assurance
Program
e 2004 — Implemented the SCIF Utilization Review
Program in compliance with regulatory requirements
— 1stlevel review — Claims Pre-authorization based on
Treatment Guidelines (EBM)
— 2" Jevel review - State Fund contracted with
physicians to perform utilization review

e In 2012, State Fund contracted with UROs to perform 2d
level utilization review

. 3 . State ‘Compensation Insurance Fund

Request for Authorization (RFA)

» Request for Authorization — Written request
for a specific course of proposed medical
treatment CCR 9792.6.1 (1)

« DWC Form RFA

» Completed and signed by the
physician

» Supported by medical report indicating

MTUS or other evidence-based
guidelines

. 3 n St‘ate Compensation Insurance Fund




T B
How to Submit an RFA ?

Complete the DWC Form RFA

Attach medical report substantiating the
need for the requested treatment

Fax to State Fund Regional Office

Information available at the State Fund
Web site:

* “l am a Medical Provider” section

* Request for Authorization section

www.statefundca.com/provider/TreatmentAuthorization.asp

i
T— — B
statefundca.com

Electronicalhy

ol
State Compensation Insurance Fund




T~ |
Returned RFA

« From a non-provider
 Blank form

* No or incomplete medical report

- State Compensation Insurance Fund

B B
Incorrectly Submitted RFA

SCEF Rec 04/11,2013
§ 9785.5. Request for Authorization

FRICAN 22 04/11/2013 G9:41 AM 057647 4 6
State of Californis
<

‘ompensation
Request for for Medical T (DWC Form RFA)

To accompany the Deetor's Firs Report 1ayury or Treating Fhysician's Progress
Repars, DWE Form Fi-1,

Civeen box 1 ihe par =
ek b If reaiest i writtes conficmation of & prior ora) request.

Name: Soo sached Provider Name:  Son smched
Date of Birth: Pructice Name:

Tojurys Address:
Employer: iy, State, Zip Code:

e required)

(Frequency, Duration

VY-S

Fravider Sigmaturs

Claim Response

Vou may use this form A roquest or & dscision 10 modify, debay, or dery
& recuest for suahorizatio i this foem. ‘metrames and Eaitiom
aoar Cote section 4610 mnd Callfornia Code of Regulations. (e &, sections 9792.9 and 9792.9.1.

[ The requested trestment(s) Is approved [ The request has boeo previousty deled by utllization revien
Bt reque Tor AvTa R received Ciaia Kot Sigmate
Dave of respons 1o request Agent Name (et

BWE Form RFA (Version 1272013) f

- State Compensation Insurance Fund
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Tips For Submitting RFA

Submit DWC Form RFA with all information
Specify the recommended treatment

Cite MTUS or other appropriate medical
guidelines

Attach medical report
Fax (not mail) to State Fund Office
Calling the adjuster/reviewer back

=
—— ]
Correctly Submitted RFA

G 20008 TG o T —

. State Compensation Insurance Fund
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Collaboration

‘ Physicians |

Employers |

‘ Injured Employee |

Claims
Administrators

All stakeholders important to
provide timely, appropriate &
quality medical treatment

= State Compensation Insurance Fund




