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EXECUTIVE SUMMARY
System Concepts Ltd were commissioned to carry out research to identify how
physiotherapists and occupational health nurses can become more effective in the diagnosis,
treatment and overall management of people with upper limb disorders (ULDs).
The objectives of this study were to:
· Identify the current basic and post-graduate training provision to occupational health
nurses and physiotherapists relating to the management of ULDs
· Identify the range of management approaches used for ULDs and the evidence that these
are based on
· Investigate practitioners’ use of tools and management approaches
· Establish how confident practitioners’ are managing these conditions
· Identify any discrepancy between current practice and supposed best practice
· Identify training needs and barriers to training uptake.
The study comprised three main parts:
· Reviewing available literature to establish evidence for best practice
· Conducting telephone interviews with college representatives
· Conducting questionnaire survey to establish current practice and views of occupational
health nurses and physiotherapists
During our review of the literature we tried to identify guidance on best practice based on the
current available evidence. We found that there was not enough quality research (e.g.
randomised controlled trials and systematic reviews) that studied the effectiveness of
treatments and management approaches to enable us to determine what best practice should
comprise. Generally physiotherapists and OH nurses were aware of psychosocial issues and
favoured keeping the ULD sufferer active and in employment rather than taking sick leave.
There was a limited amount of evidence to suggest that this overall approach is favourable.
We have generated a number of recommendations based on the findings from the literature
review, the questionnaire survey and the telephone interview with training providers. These
include providing a variety of training and resources and increasing communication between
professionals involved in the rehabilitation of upper limb disorder sufferers.
We would like to take this opportunity to thank all those who responded to the questionnaire
and helped with this research.
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1 INTRODUCTION
System Concepts Ltd were commissioned to carry out research to identify how
physiotherapists and occupational health nurses can become more effective in the diagnosis,
treatment and overall management of people with upper limb disorders (ULDs).
The objectives of this project were to:
· Identify the current basic and post-graduate training provision to occupational health
nurses and physiotherapists relating to the management of ULDs
· Identify the range of management approaches used for ULDs and the evidence that these
are based on
· Investigate practitioners’ use of tools and management approaches
· Establish how confident practitioners are managing these conditions
· Identify any discrepancy between current practice and supposed best practice
· Identify training needs and barriers to training uptake.
1.1
OUR APPROACH
The study comprised three main parts:
· Reviewing available literature
· Conducting telephone interviews
· Conducting questionnaire survey
We conducted a literature search to identify what diagnostic methods and management
approaches were available for use by occupational health (OH) nurses and physiotherapists
involved in managing ULDs. Our search for literature focused mainly on the results of
evidence based reviews. These reference the results of clinical trials conducted to identify the
efficacy of various individual and combined interventions. The details of this are contained in
section 2.
Further desk based research identified colleges that offer occupational health courses for
nurses and undergraduate courses for physiotherapists. We randomly selected five courses
for nurses and five undergraduate physiotherapy courses. We also tried to identify short
courses on ULDs aimed at occupational health nurses and/or physiotherapists. We conducted
telephone interviews with representatives of all these colleges/training providers. The aim of
these interviews was to gain an overview of the current teaching content relating to ULDs.
This overview is presented in section 4.
The main part of this study involved carrying out a questionnaire survey. This was posted to
300 occupational health nurses and 300 physiotherapists all of whom were likely to be
involved with managing ULDs. Details of the questionnaire survey results are contained in
section 3 of this report.
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2 LITERATURE REVIEW
2.1 INTRODUCTION
This review examines the current available literature for evidence concerning the
effectiveness of various management options for people suffering from upper limb disorders.
Effective management should result in reduced pain and discomfort and increased function.
In terms of work, effective management should aim to achieve early return to work and
prevent reoccurrence and long-term sick leave. Our review focuses on those management and
treatment techniques that may be used by occupational health nurses and physiotherapists.
In this review we firstly examine a number of management approaches that may be utilised by
occupational health nurses and/or physiotherapists. We then review various modalities that
may comprise physiotherapy treatment for ULDs.
Following each section in this review we summarise our findings. This has been done to
provide a concise overview of the current state of knowledge. However, there are many
reasons to view these summaries with some caution. We are acutely aware of the lack of
consistent validity criteria applied to all studies and reviews. Contradictory research findings,
variations in the application of treatment modalities, combining treatment modalities, defining
success criteria, the use of rigid treatment protocols which do not reflect typical physiotherapy
practice, etc. illustrate the difficulty in establishing the validity of treatment modalities for
particular diagnoses. More research is clearly needed before clinical research will enable
specific treatment modalities to be prescribed for the range of conditions addressed here.
2.2 SEARCH STRATEGY
We outline in this section the strategy that we adopted in order to identify the relevant
literature for the study. The following databases were searched from 1966 (or start date of
database) to April 2003:
·
·
·
·
·
·

PubMed (National Library of Medicine, United States)
The Cochrane library
PEDro (Physiotherapy evidence database)
CINAHL (Cumulative index to nursing and allied health literature)
AMED (Allied and complementary medicine database)
BMJ Clinical Evidence (URL: http//www.clinicalevidence.com)

We searched for reviews and trials that studied management and physiotherapy treatment of
upper limb disorders. Our search terms were:
·
·
·
·
·
·
·
·
·
·
·

Tenosynovitis (hand/forearm)
Tendinitis (fingers/hand/forearm)
Rotator cuff tendinitis (including supraspinatus) and bicipital tendinitis
De Quervain's
Carpal tunnel syndrome
Shoulder capsulitis
Tennis elbow
Golfer's elbow
Cervical spondylosis
Diffuse/non-specific arm pain/upper limb disorder
Tension neck
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·
·

Repetitive strain injury (RSI) or work related upper limb disorder (WRULD)
Impingement syndrome

A number of systematic reviews have recently been carried out which study the treatment of a
number of the conditions included in our search terms. These systematic reviews have
reviewed and assessed the validity of many of the individual research studies that were
highlighted by our search. Our review therefore focused mostly on systematic review papers
as well as a number of research papers that are of particular relevance and appear not to have
been included in any of the systematic reviews that we found.
We focused particularly on clinical trials using outcome measures that study pain, function or
work related measures (such as lost time). We did not search for evidence providing a
rationale for a particular treatment (e.g. evidence of reduced nerve movement in WRULD
sufferers). Whilst we appreciate that this is valuable and much needed research, it does not
inform us about the effectiveness of a particular treatment option.
2.3

GENERAL MANAGEMENT APPROACHES

2.3.1 Early reporting of symptoms (plus early active treatment)
Occupational health professionals often encourage their clients to report any symptoms of
discomfort early in order that they can be managed appropriately and symptoms can be
prevented from worsening. Linton et al (1993) carried out a study with patients reporting
musculoskeletal pain (some of whom were suffering neck pain). They studied two treatment
approaches – the ‘treatment as usual group’ who were placed on a waiting list to see their GP
who subsequently advised rest and analgesia and the ‘early activation group’ who were seen
promptly by a GP and a physiotherapist. They found that those patients who had not suffered
from musculoskeletal pain in the past benefited most from early activation. This group took
significantly less time off work and were eight times less likely to develop chronic symptoms.
There was no such significant difference for those that had previously suffered a problem.
The experimenters theorised that previous sufferers of musculoskeletal pain may have learnt a
sickness role and early advice and prompt attention from Doctors and physiotherapists may
reinforce this behaviour. They advised caution in applying this approach for this group of
patients.
2.3.2 Work analysis/ modification
Westgaard et al (1997) reviewed the literature relating to ergonomic interventions aimed at
improving musculoskeletal health. They found that all of the studies identified in their
literature search lacked the scientific rigour required by traditional criteria for clinical reviews
(e.g. Cochrane Collaboration). They went on to review the literature none the less and
identified those studies which they considered contributed significantly to a general
understanding of the effects of ergonomic interventions. The modifications or analysis in
these studies were not necessarily carried out by OH nurses or physiotherapists. However,
they concluded that interventions which had commitment from stakeholders, made changes to
organisational culture and utilised multiple physical interventions (e.g. workstation design to
reduce mechanical exposure to risk combined with changes to a work pattern) to reduce risk
factors, have the greatest chance of success. Many of the papers reviewed concerned
conditions other than upper limb disorders. Whilst reviewing the variety of multiple
interventions they quoted two papers (Luopajarvi and Ong in Westgaard 1997) studying the
effect of multiple changes to VDU workstations (workstation design, breaks, lighting etc)
which both resulted in positive health effects. They did however indicate some

3

methodological problems with both of these studies. They also commented on a number of
studies that just related to reducing mechanical exposure level. They found that these studies
indicated that reducing exposure by changes to the workstation alone may be beneficial for
musculoskeletal health in work situations where the mechanical exposure level is initially
high (e.g. industrial work). However the case for this sort of intervention was less clear for
jobs with low mechanical exposure as in DSE (display screen equipment) work. A further
three upper limb related studies were reviewed by this team under the heading of
‘organisational measures’, which primarily involved raising awareness of ergonomics and
encouraged appropriate action (Luopajarvi, Lockhart, Lifshitz in Westgaard 1997). They
reported that all of these had a positive outcome on the incidence of injury. It was
commented that those successful studies included ownership of the ergonomics changes
which were embedded within a company at management level.
Shaw et al (2001) reported on a study that examined the feasibility of a two day training
seminar that helped nurse case managers identify ergonomic risk factors associated with work
related upper limb disorders and formulate actions to reduce the risks that they identify. It
detailed the seminar including a relatively structured process to identify and manage risks for
individuals. As a follow up to this study Lincoln et al (2002) randomly assigned 101
claimants with compensable upper limb disorders to nurse case managers with and without
training. It was found that nurses not trained in the process gave fewer recommendations for
changes to the workplace and were more likely to give general recommendations such as
‘light duties’.
2.3.3 Psychosocial intervention
In a review of the epidemiological literature Bongers et al (2002) found that there was
evidence to suggest that high job stress, high job demands (e.g. high perceived work load and
time pressure) and non-work related stress were often associated with upper limb pain. It
therefore followed that some analysis of these stressors and remedial action may benefit
workers with upper limb problems. Identifying that these issues exist for an injured worker is
often the first hurdle. The list of bio-psychosocial factors relating to acute low back pain
published in the clinical guidelines of the Royal College of General Practitioners (reviewed in
2001) may be useful for these purposes even though it is not designed for upper limb
disorders.
Pransky et al (2002) reviewed the effect of various interventions on stress with patients
suffering WRULDs. They commented that there may be barriers to the exploration of mental
aspects of an illness such as social undesirability of mental health related conditions; a lack of
training in this sort of investigation; and limitations of current scientific evidence for stress
related interventions. They reviewed interventions at a number of different levels. Firstly
workplace interventions – such as ergonomic redesign and rest break changes. Whilst some
uncontrolled trials and case reports showed some positive effect, there was no clear reduction
in stress complaints associated with the controlled trials that they researched. They found that
those interventions directed toward individuals, such as training programmes in recognising
stress and learning how to cope with stress could lead to short-term improvements. There
was less evidence for their long-term value especially if the causes of stress in the workplace
were not addressed. Cognitive intervention, biofeedback, individual counselling and
relaxation techniques are said to improve a variety of conditions in a general medical setting,
but the authors were unable to find research related to their use for the early stages of upper
limb disorders. They reported on three studies (Feurstein et al., Grahn et al and Mayer et al)
that were able to achieve good results using a combination of stress reduction techniques and
cognitive behaviour therapy for patients with chronic disability due to work related upper
limb disorders. There was also evidence to suggest that upper limb disorders were under
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reported in the workplace. A more general surveillance of workers to identify those
experiencing stress before a WRULD is experienced could be indicated.
Karljalainen et al (1999) conducted a review of the evidence for multidisciplinary biopsychosocial rehabilitation for working age adults suffering neck and shoulder pain. They
found just two relevant papers and were unable to find evidence to support the use of this
approach. This approach requires access to a number of different professionals including
psychologist, medical doctor and an occupational health nurse or physiotherapist. This may
simply not be practical or cost effective in many smaller occupational health departments. A
further review focused on bio-psychosocial rehabilitation for upper limb repetitive strain
injuries (Karjalainen 2000). This reviewed two studies not reported on in the earlier review
concerning neck and shoulder pain. The research found that there was an improvement in
recently diagnosed upper limb disorder patients treated with hypnosis, combined with
comprehensive rehabilitation. Applied relaxation also had a trend towards positive effect in
comparison to EMG biofeedback combined with applied relaxation, EMG biofeedback alone
or 8 weeks waiting list when treating chronic upper limb disorder patients. However they
conclude that both these trials were of low validity and there was little scientific evidence to
support the effectiveness of either relaxation or hypnosis.
Summary – general management approaches
Based on the literature review, there is evidence for the effectiveness of:
· Providing early active (physiotherapy) treatment for individuals with no previous history
of musculoskeletal pain
· Ensuring that interventions have commitment from stakeholders, make changes to
organisational culture and use multiple physical interventions
· Reducing mechanical exposure levels by changing the workstation if the exposure level is
high
· Ergonomics changes provided they are ‘owned’ by stakeholders and driven by
management.
2.4 PHYSIOTHERAPY TREATMENT
A comprehensive review of the signs, symptoms and diagnostic tests has been carried out by
Sinclair et al 2000 (contract research report). An earlier study (Harrington et al 1998) sought
to establish a consensus for case definitions for several common work related upper limb
disorders. We believe that physiotherapists experienced in musculoskeletal assessment and
treatment would be familiar with many of the diagnostic titles, signs and tests in this report.
Physiotherapists generally do not have authority to request x-rays as part of their assessment
process. We have not set out to carry out a review of diagnostic tests used by
physiotherapists, as this would largely repeat this previous work. We believe that
physiotherapists would use such tests in combination with other assessment techniques such
as an observation of movement quality, strength testing, palpation and detailed history taking
as part of a ‘clinical reasoning’ process. Clinical reasoning has been described as the
‘…application of relevant knowledge (facts, procedures, concepts and principles) and clinical
skills to the evaluation, diagnosis and management of a patient problem. The clinical
reasoning process describes the steps taken by a clinician to reach a diagnostic and
management decision.’ (Jones and Butler 1991).
There have been a number of systematic reviews of treatment options for upper limb
conditions. One of the greatest difficulties with this sort of review is that it only allows fully
controlled randomised trials to be included. There is generally a lack of this sort of trial
within the physiotherapy research. There can be many difficulties associated with conducting
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this sort of trial for a physiotherapeutic intervention. One of the greatest difficulties is that
subjects can often not be fully ‘blinded’ as they can be in pharmaceutical studies – it is easy to
tell whether you are receiving acupuncture or exercise therapy. Studies also tend to be quite
small scale, whether due to funding or precise criteria for inclusion in the study, leading to a
lack of statistical power when interpreting the results. Yet, anecdotally physiotherapy is
reported to be an effective treatment option for sufferers of upper limb disorders.
We present in the following sections a summary of the various treatment options for each of
the upper limb disorders commonly referred for physiotherapy.
2.4.1 Physiotherapy for shoulder conditions
We found six reviews of the treatment for neck and shoulder conditions. Although we only
specifically searched for treatment related to cervical spondylosis and rotator cuff problems,
these reviews considered a wide range of neck and shoulder pathologies.
The most recent systematic review of treatment for shoulder conditions was carried out by
Green et al (2003). This report found that while there was a need for further research there
was some weak evidence to guide treatment of a few specific conditions. They concluded
that there was a great need for further well designed clinical trials especially for combined
physiotherapy modalities as well as physiotherapy as an adjunct to non physiotherapy
treatments (such as medication or injections) as this reflects common practice. The BMJ
clinical evidence publication (Speed et al 2002) reviewed this paper and one further review
(van der Windt et al 1995) and concluded that the physiotherapy studies were limited by their
lack of a standardised approach, studying a number of different conditions under the heading
of ‘shoulder pain’ and using a number of different physiotherapy modalities.
Results of other reviews agreed with this main finding. The review conducted by van der
Heijden (1997) specifically investigated physiotherapy modalities for patients with soft tissue
shoulder disorders. They found no evidence in four valid trials to advocate the use of
ultrasound for these patients, concluding that it was no more effective than a placebo. These
trials included specific rotator cuff pathologies, bursitis and ‘shoulder pain’. It is reasonable
to expect that the efficacy of ultrasound will depend on the pathology. There were few trials
that investigated the same pathology and it was unclear exactly what pathology was treated in
some studies where the trial population was patients with shoulder pain. In a review of the
use of ultrasound, van der Windt et al (1999) included five studies relating to shoulder
conditions. Their results agreed with the earlier review by van der Heijden et al (1997) and
they were unable to show a clinical benefit associated with the use of ultrasound. A
Philadelphia Panel review (2001) concluded that while there was evidence to support the use
of ultrasound in the treatment of calcified shoulder tendinitis, it was not shown to be clinically
important for conditions such as capsulitis, bursitis or tendinitis. The recent review by Green
et al (2003) also found the same evidence and agreed with this finding.
Other modalities reviewed by van der Heijden et al (1997) included transcutaneous electrical
nerve stimulation (TENS) and cold therapy. They found no trials recommending these over
alternative treatments. They found two placebo controlled trials that found a positive effect of
pulsed electromagnetic fields, however they found that that the results of one of these were
not significant when analysed further. Mobilisations and manipulations of the shoulder when
compared to no intervention were reported not to contribute to recovery. They also reported
that this treatment alone was inferior to steroid injections and cold therapy. However, this
judgment was based on two papers relating to frozen shoulder and one studying patients with
‘painful stiff shoulder’.
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One study (Brox 1993) cited in the review by van der Heijden et al (1997) is reported to have
found that supervised exercise was as effective as surgery in patients with stage II
impingement syndrome and was more effective than placebo laser. The exercise regime
focused on re-educating normal glenohumeral and scapulothoracic movement followed by
graduated strengthening of the rotators. Bertoft (1999) also reported on a study that examined
the effect of individually progressed physiotherapeutic intervention (Bohmer et al 1998).
This included reactivation of normal neuromuscular movement patterns and reducing the load
on the subacromial space by selectively strengthening shoulder muscles. A training program,
which is started by strengthening infraspinatus, teres minor and subscapularis, is often
recommended for such patients, in order to increase the depressor effect of this portion of the
rotator cuff on the humeral head. Once pain has subsided training of deltoid and
supraspinatus can be included, ensuring that the patient regains normal glenohumeral and
scapulothoracic rhythm (Bertoft 1999). The 2003 review by Green et al also reviewed these
papers and concluded that there was evidence to indicate a benefit of exercise for rotator cuff
problems with greater benefit attributed to combined treatments of exercise plus mobilisation.
They also reported evidence for both long and short-term benefit of supervised exercise
regimes for ‘mixed shoulder disorders’ and rotator cuff disease.
The effects of low-level laser in treating soft tissue conditions were controversial. One study
examined the effects of laser combined with advice, exercise and education. They found that
those treated with laser as opposed to dummy laser improved their symptoms of supraspinatus
tendinitis (Saunders 1995). The review by van der Heijden et al (1997) considered this same
paper and (erroneously) stated that Saunders could not find a significant difference between
active and placebo laser treatment. They also reported on a further high validity trial which
found slightly in favour of laser when treating rotator cuff tendinitis. Two further trials also
using laser for the treatment of rotator cuff tendinitis found in favour of laser over placebo
and non-steroidal medication in the short term. Laser was also recently found to be more
effective than ultrasound for treatment of supraspinatus tendinosis (Saunders 2003). We
found three further general reviews of laser therapy (Beckerman et al 1992, Gam et al 1993
and de Bie et al 1998). These all supported the view that there was a lack of good quality
studies on which to base an opinion on the efficacy of this treatment for musculoskeletal pain.
Beckerman et al and de Bie et al both agreed that laser did have some positive effect in the
treatment of myofascial pain. Gam et al did not support this and went as far as to conclude
that low level laser had no effect on pain in musculoskeletal syndromes.
Physiotherapists within the UK can now attend a postgraduate course which enables them to
carry out peripheral steroid injections in liaison with a medical Doctor (physiotherapists do
not have prescribing rights). We did not specifically seek information regarding the efficacy
of this treatment, as at present there are few physiotherapists with the licence to carry out
injections. This was however a common treatment for many tendon-related problems such as
tennis elbow or rotator cuff problems. Green et al (2003) reviewed seven trials comparing
injections to physiotherapy for rotator cuff disease and found that corticosteroid injections
were superior to physiotherapy. In practice physiotherapy is likely to be carried out in
combination with other non-physiotherapy treatments such as injections. The authors of this
review reported that there was little research into the effectiveness of such combined
treatments.
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Summary – physiotherapy for shoulder conditions
Based on the literature review that was conducted, there is some evidence for the
effectiveness of:
· Ultrasound in treating calcified shoulder tendinitis
· Supervised exercise for patients with stage II impingement syndrome and rotator cuff
problems (especially in combination with mobilisation)
· Low level laser for treating supraspinatus tendinosis
· Steroid injection for rotator cuff disease.
Little, weak or no evidence was found for the effectiveness of:
· Ultrasound in treating shoulder conditions other than calcified tendinitis
· TENS (transcutaneous nerve stimulation)
· Cold therapy
· Pulsed electromagnetic field therapy
· Mobilisations and manipulations.
2.4.2 Physiotherapy for neck conditions
Whilst it is suggested that exercise can be beneficial for neck pain, it is not clear what sort of
exercise is most beneficial. One single case study examined the effect of specific training to
correct a muscle imbalance in a screen-based operator suffering from a minor neck
dysfunction (Grant et al 1997). The program resulted in an improvement in work-related
symptoms, muscle balance and neural mobility. However this was just one case and larger
scale trials are necessary before this can be regarded as effective. The Philadelphia panel
review of selected interventions for neck pain found some evidence of benefit for
proprioceptive and isometric strengthening exercises for pain relief in chronic neck pain.
Gross et al (2002) conducted a systematic review of manual therapy for mechanical neck
disorders. They report that whilst their results are inconclusive, it appears that manual
therapy combined with exercise can benefit the patient. They report that manipulation and
mobilisation alone appear to be less effective. The results of a study investigating the
rehabilitation of industrial workers with neck and shoulder pain also suggested that exercise
was beneficial (Hagberg 2000). The results of this trial suggested that strength training
should be included for production line workers suffering from these problems. This was one
of the few papers that we found that studied an occupational group. One further study
published recently (Korthals-de-Bos 2003) found that manual therapy (mobilisation and
manipulation) was more effective than a hands-off physiotherapy approach or care by a GP
for neck pain.
Westgaard et al. (1997) in their review reported on a number of studies relating to exercise
programmes for the neck and shoulder and concluded that exercise interventions above a
certain intensity level could improve musculoskeletal health. Konijnenberg et al (2001) also
reviewed two studies which investigated the use of exercise in workers with work related
neck pain (Takala et al and Walling et al). Both these showed a significant improvement in
their chosen outcome measures (overall handicap, interference with work and pain). The first
of these trials involved the experimental group attending a group class during work hours
consisting of general exercise, relaxation and stretching. The second studied three types of
exercise (strength, endurance and coordination), all of which had a better outcome than the
control group who just received stress management advice. Konijnenberg et al (2001)
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commented that one of these studies was of low methodological quality and therefore the
evidence for exercise in this group of patients was limited.
Binder (2002) in the Clinical Evidence review published by the BMJ publishing group, found
six systematic reviews and four subsequent randomised controlled trials relating to physical
treatments for uncomplicated neck pain without severe neurological deficit. They reported
that the systematic reviews found that pulsed electromagnetic field versus sham treatment,
exercise versus stress management and active physiotherapy versus passive treatment all
significantly reduced pain. They also reviewed two trials not previously covered by any of
the systematic reviews considered by us so far (Brontfort et al 2001, Jordan et al 1998). The
first of these compared three treatments: mobilisation, manipulation and intensive training.
Pain improved in all three groups and they found no significant difference between the three
treatments.
The second compared strengthening exercises plus manipulation with
strengthening or manipulation alone. It found that the combined approach gave the most
improvement. The reviewers felt that there was not enough evidence to comment on whether
any other treatments (heat or cold, biofeedback, spray and stretch, acupuncture, laser, soft
collars or special pillows) were effective.
The use of biofeedback was considered in the review by Westgaard et al (1997). They found
limited evidence to suggest that this could be used to reduce excessive muscle activity and
retrain work technique for patients with neck and shoulder discomfort. The studies reported
some positive effects of this treatment, however methodological problems were highlighted in
the review.
Summary – physiotherapy for neck conditions
Based on the literature review, there is evidence for the effectiveness of:
· Proprioceptive and (isometric) strengthening exercises for chronic neck pain
· Exercises, especially in combination with manual therapy for uncomplicated neck pain
· Pulsed electromagnetic field therapy for uncomplicated neck pain.
Little, weak or no evidence was found for the effectiveness of:
· Heat/cold therapy
· Biofeedback
· Spray and stretch
· Acupuncture
· Laser
· Soft collars
· Special pillows.
2.4.3 Physiotherapy for elbow conditions
The majority of the literature reviewed was primarily concerned with lateral epicondylitis.
Lateral epicondylitis has many analogous terms, including lateral elbow pain, tennis elbow,
rowing elbow, tendinitis of the common extensor origin, and peritendinitis of the elbow.
We also searched for treatment options for medial epicondylitis or golfers elbow and found no
trials or reviews. Many more controlled trials have been carried out on patients with tennis
elbow presumably as it is a more common condition.
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Acupuncture has a long history of use in China and Western countries for the relief of pain.
Physiotherapists can choose to undertake a post-graduate course in acupuncture and are
increasingly considering this as an option when treating musculoskeletal conditions. We
found one systematic review relating to the use of acupuncture in the treatment of lateral
elbow pain (Green et al 2002). They reported on four randomised controlled trials that were
eligible for their review. Two of these trials showed that there was some benefit of using
acupuncture in the treatment of lateral elbow pain. They were however unable to find reliable
evidence of improvement in pain 24 hours or longer after treatment. They concluded that
there may be short-term benefits but further trials were needed in order to draw more accurate
conclusions of the long-term effect of acupuncture.
Another technique commonly used by physiotherapists is deep transverse friction massage.
This technique aims to minimise adhesions in tendon tissue, make scar tissue more mobile
and is often used in combination with elbow manipulation. The BMJ clinical evidence review
(Assendelft et al 2002) details one systematic review (Smidt 2001), which found one trial.
There was a significant improvement at eight weeks post treatment in a group of patients that
carried out exercises compared to a group that received deep friction massage and ultrasound.
Another systematic review (Brosseau 2002) of the use of deep friction massage also found
one valid trial relating to the treatment of tennis elbow. It showed no statistical difference in
pain relief, grip strength or functional status when patients were treated with deep friction
massage compared to other physiotherapy modalities.
A further trial compared the effect of cortico-steroid injections, physiotherapy and a wait and
see policy (Smidt et al 2002). In the long term physiotherapy, which consisted of nine
treatments of ultrasound, deep friction massage and exercise over six weeks, was marginally
more effective than a ‘wait and see policy’ at six weeks and significantly more effective than
injections. As physiotherapy was only marginally more effective than the much lower cost
‘wait and see’ approach, the cost effectiveness of providing physiotherapy may be brought
into question. For an employer, this will involve weighing up the importance of early return
to work versus the potential delay associated with the ‘wait and see’ policy.
A further systematic review searched for evidence relating to the use of orthotic devices
(elbow splints or bands) (Struijs 2001). They found five relevant studies which compared
either cortico-steroid injections, physiotherapy or non-steroidal anti-inflammatory (NSAID)
cream with an elbow splint or band. Cortico-steroid injections were shown to be slightly
preferable in the short term only. No significant difference was found when patients were
treated with physiotherapy compared to an elbow splint. Treatment with NSAID cream was
also found to be of greater short-term benefit than an elbow splint. The authors of the review
comment that they were unable to draw any definitive conclusions for or against the use of
orthotic devices. In reality, elbow splints would often be used in combination with other
physiotherapy methods. It is usual for the patient to have received advice on NSAID from
their GP and may be using this as well. The variety of splints and bands available makes it
very difficult to pool results from individual studies or generalise about their benefit.
Ultrasound is commonly used as a treatment for soft tissue inflammation. Sevier (2000)
detailed a number of studies which investigated the physiological effect of this treatment. It
was recounted that ultrasound has been shown to increase regional blood flow, increase soft
tissue extensibility and decrease muscle spasm. However, this article did point out that none
of the clinical trials have conclusively shown the efficacy of ultrasound in reducing pain or
increasing function. Ultrasound treatment was the subject of a systematic review by van der
Windt (1999). The review reported on six studies relating to the use of ultrasound for patients
with lateral epicondylitis. One out of three placebo controlled studies found a statistically
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positive effect of ultrasound. Three other studies compared ultrasound to other modalities or
no treatment and the authors concluded that the results were inconclusive. Lastly, Sevier
(2000) reported on a study in which progressive stretching and strengthening was found to be
more effective than pulsed ultrasound in the treatment of chronic lateral epicondylitis.
Laser is another common treatment for lateral elbow pain. Although we did not find a recent
systematic review relating to this treatment, our search produced several trials involving the
use of low-level laser in the treatment of lateral epicondylitis. Although treatments such as
laser and ultrasound have not been proved to be effective as sole treatments, it is possible that
they may be useful as part of a wider treatment regime. In summing up his review Pienimaki
(2000) advocated the use of active, exercise based treatments and advised against more
passive treatments. He conceded however that more research is needed into the combined
effects of these treatments to prove whether they are useful for acute or sub acute conditions.
Although the evidence base was limited by small trials and a lack of properly controlled
studies, some common themes emerge from the evidence. Exercise appeared to be very
important to recovery. As well as the paper cited in Sevier (2000) in which exercise was
found to produce more favourable results than ultrasound, Pienimaki (2000) reported on a
three year follow up of this study and one further research paper which found exercise
effective in treating lateral epicondylitis (versus a forearm band). The exercises used in these
studies consisted of graduated programmes of active and resisted strengthening exercises for
the forearm muscles as well as stretching techniques carried out by the patient.
Manipulation has been recommended for lateral epicondylitis by a number of authors
(Pienimaki 2000). It is recommended by some that this should be carried out whilst the
patient is under anaesthetic, however it can be carried out while the patient is fully conscious
and may be used in combination with deep friction massage. We found little research relating
to this sort of treatment. Two studies are reported on in the review by Pienimaki. One
compared manipulation alone and in combination with a forearm strap or topical NSAIDs and
the other studied deep transverse frictions plus manipulation and steroid injections. The study
which compared manipulation alone with a combined approach found no difference in the
outcome of the three trial groups whereas the second study found that steroid injections were
more beneficial. One more recent study that we reviewed examined three groups of patients
(Kochar and Dogra 2002). Group one patients were treated with ultrasound and mobilisation
with movement (Mulligan mobilisations), group two were treated with ultrasound alone (both
of these two groups also carried out a progressive exercise regime) and group three received
no treatment. At twelve weeks after commencing treatment, group one was significantly
more improved than the other two groups of patients. It appeared that the control group was
not randomised.
It is common for physiotherapists to routinely examine the neural mobility and the cervical
and thoracic spine of patients reporting with tennis elbow symptoms. Treatment programmes
are then devised to address any issues found in this examination, including mobilisation of the
neural tissues. We found no clinical trials involving this treatment, however there is a
growing evidence base to suggest that it is important to address these issues.
Both topical and oral NSAIDs are likely to help patients with lateral epicondylitis (Assendelft
et al 2002). Whilst we were not specifically researching the pharmaceutical treatment of
upper limb disorders, it is interesting to note a recent study by Australian physiotherapists
(Grimmer et al 2002). This study investigated the views of physiotherapists with regard to
recommending NSAID treatment to patients. In the UK as in Australia, it is not within the
scope of a physiotherapist’s role to prescribe any medication, though some NSAIDs are freely
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available over the counter. The study found that there was a need to regularly update
physiotherapists’ knowledge about the use of this sort of medication, including side effects
and contraindications. Whilst it is ultimately the patient’s responsibility to read the packet
prior to taking the medication, they may seek the advice of a physiotherapist and expect that
this advice is well informed. The researchers believed that few of their sample of
physiotherapists had enough up-to-date knowledge to provide this level of information.
Summary – physiotherapy for elbow conditions
Based on the literature review, there is some evidence for the effectiveness of:
· Combined stretching and strengthening exercises for tennis elbow
· Treatment based on active exercise for tennis elbow
· Topical and NSAIDs (non-steroidal anti-inflammatory drugs).
Little, weak or no evidence was found for the effectiveness of:
· Longer term pain relief using acupuncture for tennis elbow
· Transverse friction massage for tennis elbow
· Steroid injection for tennis elbow
· Orthotic devices for tennis elbow
· Ultrasound for tennis elbow.
2.4.4 Physiotherapy for wrist and hand conditions
Non-surgical treatment for carpal tunnel syndrome was the subject of a systematic review by
O’Connnor et al (2003). They reported that there was limited evidence to suggest that there
was a significant short-term benefit from splinting, ultrasound and carpal bone mobilisation.
Ultrasound was only found to be useful when the treatment was continued for seven weeks.
This finding was derived from one trial that found a positive short to long-term effect on
symptom severity after seven weeks of treatment (versus placebo treatment). They also
reported on other randomised control trials that suggested that there was no significant
improvement immediately following two weeks of ultrasound. One trial investigated the
effect of night splinting in wrist neutral and slight extension. The reviewers concluded that
the trial was of poor methodological quality and advised caution when interpreting the
reduced symptom severity in the group splinted in a neutral posture.
The review by O’Connor et al (2003) also considered one trial concerning nerve and tendon
gliding exercises performed over four weeks in combination with a wrist splint compared to
wrist splinting alone. There was no statistically significant improvement in the nerve and
tendon-gliding group. An overview of therapy for carpal tunnel syndrome (Ellis et al 2002)
provided a thorough description of the treatment options. They reported on a retrospective
study of 197 cases of carpal tunnel syndrome which found that patients that carried out nerve
and tendon gliding exercises were less likely to require surgery. The validity of this trial was
not assessed.
The US health department review (2002) of the evidence base for treating upper limb
problems, reported that the studies reviewed suggested that there was a trend toward some
forms of physical therapy having an effect on carpal tunnel syndrome. However, the size and
design of the studies made it difficult to arrive at a firm evidence-based conclusion.
We found one recent study which investigated the use of low level laser in the treatment of de
Quervain’s tenosynovitis (Sharma et al 2002). This study reported that there was a significant
increase in grip and pinch strength together with a decrease in the diameters of tendon sheaths
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in those patients treated with laser (compared to those who received placebo treatment).
Batteson (2001) carried out a review of the literature concerning de Quervain’s disease. She
reviewed conservative treatment consisting of steroid injection and immobilisation and
concluded that they had an effective outcome. No other conservative treatments were
reviewed by this author for de Quervain’s disease.
Summary – physiotherapy for wrist and hand conditions
Based on the literature review that was conducted, there is some evidence for the
effectiveness of:
· Low level laser for de Quervain’s disease
· Steroid injection and immobilisation for de Quervain’s disease
Little, weak or no evidence was found for the effectiveness of:
· Combined wrist splinting, ultrasound application and carpal bone mobilisation for carpal
tunnel syndrome
· Wearing a wrists splint at night for carpal tunnel syndrome
· Ultrasound application for carpal tunnel syndrome
· Nerve and tendon gliding exercises combined with wearing a wrist splint for carpal tunnel
syndrome.
2.4.5 Physiotherapy for non-specific arm pain
The symptoms of non-specific arm pain or diffuse upper limb disorders include complaints of
diffuse wrist and forearm pain, sometimes accompanied by non-dermatomal or single
peripheral nerve paraesthesia. Symptoms can be unilateral or bilateral and are often more
severe on the dominant side. When severe, symptoms may spread to the upper arm or
shoulder with associated muscle tenderness or loss of grip strength (Harrington 1998). It has
been proposed that these symptoms could be due to minor nerve injury, too subtle to be
detectable by nerve conduction testing. However, nerve mobility testing and vibration
threshold testing has been shown to help detect such minor nerve injuries. Treatment, which
is aimed at restoring normal nerve movement, addressing faulty posture and repetitive
activities, should improve symptoms for these patients (Greening et al 2000). Whilst plenty
of research activities have taken place that investigate potential causes of these conditions and
justification for treatment, we found little in the way of trials for various treatment options. A
review of the literature relating to neuro-mobilisation was carried out by Hunt 2002. Much of
the work reviewed focuses on clinical experience, knowledge of anatomy and mechanical
properties, rather than clinical treatment evaluations.
Another common treatment approach for many upper limb conditions including non-specific
arm pain is that of correcting muscle imbalances. Many everyday activities require nonneutral postures to be adopted. If these are repeated frequently or held for long periods,
musculature can adapt by shortening the overused muscles while the underused ones become
longer and weaker. When the shortened muscles are stretched, pain may result, especially if
the muscle crosses a nervous structure causing compression and possible damage to the nerve
tissue (Novak and Mackinnon 2002). It is thought that in order to effectively treat this kind of
condition, the treatment must aim to re-educate the normal pattern of movement, enabling the
patient to adopt a good posture. While a lot of research has been carried out into the
mechanisms and pathology, to date very few studies have been carried out which examine the
clinical efficacy of attempts to correct muscle imbalances and the benefit for individuals
suffering from upper limb disorders.
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Summary – physiotherapy for non specific arm pain
No clinical evaluations of treatment modalities have been found to support or discredit any
particular approach.
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3 INTRODUCTION TO QUESTIONNAIRE SURVEY
Based on our initial desk research and existing knowledge we designed a questionnaire to
elicit the following information:
·
·
·
·

Practitioners’ current level of training and experience
Techniques used for managing ULDs
Training requirements and barriers to training uptake
Their opinion on how management could be improved

We created three versions of this questionnaire. Two of these were very similar for
completion by occupational health and musculoskeletal outpatient physiotherapists. The third
contained some of the same questions and was for completion by occupational health nurses.
We carried out a pilot questionnaire first within System Concepts Ltd and then externally
with a small sample of practitioners. Following this pilot questionnaire a number of changes
to the content and structure of the questionnaire were made in order that the questionnaire was
easy to use and gathered the right information.
The questionnaire was then posted to 300 nurses and 300 physiotherapists. The selection of
nurses was made through a random sample of those nurses registered with the Royal College
of Nursing (RCN) Society of Occupational Health Nursing (total membership approximately
3000). Physiotherapist selection for inclusion in our study was split into two groups. Firstly
150 physiotherapists were randomly selected from those registered with the Association of
Chartered Physiotherapists in Occupational Health and Ergonomics (ACPOHE, from a total
membership of approximately 300). An additional 150 questionnaires were sent to a random
selection of outpatient departments across England (11 NHS and 1 private)1. It was not
possible to be totally random about the recipients of this latter group, as we had to rely on one
contact in the department distributing the questionnaires to musculoskeletal physiotherapists
working within the outpatient department.
Table 1 Questionnaire details
Questionnaires sent
Occupational
health 300
nurses
Occupational
health 150
physiotherapists
Musculoskeletal
150
physiotherapists
Total
600

Questionnaires
returned
203

Involved in ULD
management
140

104

89

64

64

371 (62%)

293 (49%)

Non-respondents were followed up with a reminder after four weeks.
departments were also sent reminders.

1

Out-patient

Of the 16,885 physiotherapists employed by the NHS in England (Dept. of Health statistics), we estimate that a
quarter of these work in a musculoskeletal outpatient setting. We were unable to identify any information about
the actual numbers of physiotherapists that work in this setting.
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A total of 62% of the questionnaires issued were completed and returned to us. Some of these
respondents were not involved in managing ULDs and were excluded from further analysis.
A total of 49% of those questionnaires issued were completed by practitioners involved in
ULD management and were included in our full analysis. These details are summarised in
table 1.
3.1 QUESTIONNAIRE RESPONDENTS BACKGROUND INFORMATION
OH Nurse – 203 questionnaires were returned to us. Of these 140 were involved in managing
ULDs. Of those that were involved in managing ULDs, 88% reported that they had been
working in OH for more than three years. The majority of them worked full time in OH
(67%). The sectors that the sample group worked in are shown in figure 1. Participants were
asked to denote where they worked most with ‘1’, their secondary place of work with ‘2’ and
so on. A hospital setting was the most common primary place of work followed by a heavy
industrial setting. ‘Other’ responses included education, retail and emergency services.
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2nd

20
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Primary
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worked in
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5
0
NHS/Private
Hospital

Heavy
industry

Light
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Mainly
office based

Other

Figure 1 Sector of work - OH nurses
OH physiotherapist – 104 questionnaires were returned to us. Of these 89 were involved in
managing patients with ULDs. Most of these had been qualified as physiotherapists for more
than five years (91%) and had been working in OH for longer than five years (72%). The
majority, 73% of respondents, worked part time in OH. The respondents were asked about
the capacity in which they carried out OH physiotherapy and the results are illustrated in
Figure 2. It can be seen that relatively few were employed directly by a company other than
the NHS or private healthcare provider. Many worked for a specialist physiotherapy service
provider rather than directly for a company.
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Figure 2 Employment circumstances for OH physiotherapist respondents
OH physiotherapists were also asked about the business sector in which they worked. The
results are shown in figure 3. This shows that similar to occupational health nurses the largest
primary settings that the physiotherapists worked in were NHS or private hospitals and heavy
industry. ‘Other’ sectors included the police, agriculture, retail and transport.
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Figure 3 Sector of work – OH physiotherapists
Musculoskeletal physiotherapist – 64 questionnaires were returned to us and all of these were
involved with treating ULDs. 53% of the respondents had been working as a physiotherapist
for more than five years and 41% of the respondents had been working in musculoskeletal
physiotherapy for more than five years. 77% of these physiotherapists worked full time in
musculoskeletal physiotherapy, all except two of the respondents worked for the NHS.
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4 CURRENT TRAINING
In this section we present the results the questionnaire results that relate to training undertaken
by respondents and our interviews with college representatives.
4.1 WHAT TRAINING HAD QUESTIONNAIRE RESPONDENTS UNDERTAKEN?
All questionnaire respondents answered a number of questions about their previous training.
Most of the questionnaire respondents had undertaken postgraduate training of some form.
68% of the nurses who responded to the questionnaire reported that they had undertaken a
Diploma or Degree in Occupational Health Nursing, whilst 25% of them had undertaken
either a NEBOSH2 Certificate or Diploma. Only 17% of nurses reported that they had not
undertaken any specific training in occupational health, ergonomics or managing work related
conditions.
Of the Occupational Health physiotherapist group, approximately 29% had completed an OH
physiotherapy certificate (which is no longer available). Almost half (48%) of the OH
physiotherapist group had attended a shorter course in OH physiotherapy organised by
ACPOHE. Just 2% had completed a NEBOSH Certificate or Diploma while 21% had
completed a Diploma or MSc in Ergonomics. 9% of this group had not completed any
specific training in OH, ergonomics or managing work related conditions.
By contrast the majority of the musculoskeletal physiotherapist group had not undertaken
such training (8% had undertaken training in either OH or ergonomics). This is not surprising
as these therapists were mostly working in an outpatient setting and had not chosen to
specialise in OH. Also the average length of time that the physiotherapists had been qualified
was much greater in the OH physiotherapy group. 16% of the respondents in this group had
undertaken an MSc or similar course (MACP3) in manual therapy.
Respondents felt that a number of other courses had helped them to manage upper limb
disorders. For the nurse group the most popular responses were short ergonomics courses,
display screen equipment assessor training and various ULD related in-house or conference
sessions. 25% of the OH physiotherapists that responded to the question about short courses
(n=68) reported that a short course that focused on all or part of the upper limb had helped
them manage ULDs. These courses included specific ‘RSI’ courses or conferences and a
course dedicated to non-specific arm pain. Other courses that they felt helped them manage
ULDs included short ergonomics courses, ‘neural dynamics’ and ‘core stability’. Many
musculoskeletal physiotherapists also reported that short courses that focused on all or part of
the upper limb helped them (45%).
The majority of respondents in all groups were interested in learning more about work related
and musculoskeletal disorders.
In addition to formal training, the OH nurse group were also asked whether they had nursing
colleagues that they could consult about ULDs or client management. As can be seen in
Figure 4 below, most nurses had colleagues that they could consult about the management of
their clients.

2
3

The National Examination Board in Occupational Safety and Health
Course qualifying for membership of the Manipulative Association of Chartered Physiotherapists

18

Yes, more
experience than
me
22%

No
20%

Yes, less
experienced than
me
16%
Yes, same
experience as me
42%

Figure 4 OH nurse responses to ‘Do you have colleagues that you can consult about
management of ULDs?

4.2 WHAT TRAINING IS AVAILABLE?
In addition to the questionnaire survey to practising professionals, we conducted telephone
interviews with representatives of colleges offering training.
4.2.1 OH nurse
We identified 10 courses that were applicable to trained nurses wishing to carry out further
study in OH. We contacted five of these colleges in order to gain information about the
course content relating to ULDs. All of the courses could be completed part-time with most
of the students also working part-time in an OH setting.
The five colleges that we contacted were:
· Middlesex University
· St Martin’s College, University of Lancaster
· University of Bristol
· University of Surrey
· South Bank University.
The courses offered by these colleges were a variety BSc, MSc and Post Graduate Diploma
awards in occupational health or related occupational disciplines. Each college took between
17 and 60 students per year.
All of the above courses gave participants some information about work related ULDs. The
time spent on this varied from two hours to one week (although this would also include
information on risk assessment, ergonomics and other musculoskeletal conditions). It was
most common for the colleges to spend one day devoted to ULDs. All courses included a
specific section on ergonomics and/or risk assessment. All colleges also reported that they
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either introduced their students to specific ergonomic analysis methodologies such as QEC,
RULA or REBA or that they encouraged students to identify relevant tools themselves.
Representatives of the courses that we spoke to reported that students were usually not shown
specific diagnostic tests for individual ULDs. Instead they were instructed in a more general
assessment framework, referred to literature, and possibly taught more general physical
assessment principles. Most of the colleges treated ULDs as a group of conditions rather than
addressing the full range of separate pathologies, but giving examples of risk factors and
illustrating this condition with a number of case studies. All colleges reported that they gave
guidance on the management of ULDs with a focus on a range of ergonomics interventions in
the workplace. One representative described the assessment process as a problem solving
approach, using not only those aspects of the course in the ULD section but also all other
parts of the course.
4.2.2 Physiotherapy
We selected five physiotherapy colleges from a total of 30 in England and Wales, registered
with the Chartered Society of Physiotherapy (CSP) as qualifying courses. We also consulted
the Curriculum Framework for qualifying programmes, published by the CSP.
These colleges were:
·
·
·
·
·

Keele University
Huddersfield University
Brighton University
Cardiff University
St. Georges Hospital Medical School, Kingston University

We conducted a telephone interview with representatives of the above colleges in order to
gain information about the ULD content of the BSc course. Colleges took between 50 and 90
students per year on these courses. All courses lasted three years. Several universities also
offered an accelerated course (MSc) for science graduates lasting two years. We did not
interview representatives about these courses but we understand that students would be
expected to have the same skill level as three year BSc graduates on completion.
Students on all courses were encouraged to use a problem solving approach to assessing and
treating musculoskeletal disorders. All courses educated their students in the principles of
clinical reasoning including a thorough, holistic assessment of a patient and assessing the
causes of patient symptoms. Whilst most students were introduced to basic tests such as
those used to identify carpal tunnel syndrome, the general emphasis was less on specific
diagnosis and more on clinical reasoning, understanding the cause of symptoms and effect
treatments will have on patient symptoms. Clinical reasoning and problem solving were also
emphasised in the CSP curriculum framework document ‘ ..students need to develop the
capacity to synthesise their knowledge of biological, physical, behavioural and clinical
sciences, underpinned by their understanding and application of clinical reasoning and
problem-solving skills.’
Representatives found it difficult to quantify how much of the course was devoted to ULDs as
it was integrated into so many different parts of the course. For example, all courses had
modules in the first year which covered anatomy, physiology and biomechanics, in which the
upper limb would be studied. Upper limb disorders would also feature in other
neuromusculoskeletal modules and all students would be expected to encounter some ULDs
on clinical placements. All courses introduced students to psychosocial issues; several
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college representatives specifically mentioned that students would be introduced to
assessment using the ‘yellow flags’ method for identifying patient beliefs or behaviours
which may predict poor outcomes. One college commented that students are encouraged to
see patients as individuals and should try to understand how their individual circumstances
(including work situations) are affecting their symptoms.
Students on all courses were introduced to a range of treatment techniques. No college
reported a particular bias to one treatment approach (e.g. McKenzie, Cyriax4). There was a
strong emphasis from all college representatives on an evidence-based approach to treatment
selection, with students being encouraged to seek evidence for various treatment approaches.
There were no specific approaches taught for management of work related conditions, except
that students were encouraged to think holistically about a patient’s problem and their daily
activities. Electrotherapy, ultrasound and laser were covered in depth by all colleges.
Three colleges devoted a lecture to ergonomics. However all colleges had some ergonomics
input into their course as part of musculoskeletal modules. One college reported that they
only went as far as discussing posture with their students, whilst at least two others
encouraged students to look at workstations and appreciate the effects of these on the users’
posture, cardiovascular system and biomechanics. One college representative felt that it was
often difficult to integrate occupational health issues as much as they would like to in
undergraduate training as students have so much to learn in a short period of time. None of
the colleges we spoke to reported that students regularly undertook placements in an
occupational health or workplace setting.
4.2.3

Short post graduate training courses for physiotherapists and/or
occupational health nurses relating to ULD
We found few short (usually two day) courses offered on a regular basis aimed at OH
physiotherapists or OH nurses in the management of work related ULDs.
There are many short courses for physiotherapists that deal with specific conditions or
regions. These included titles such as:
· Not another shoulder!
· Differential diagnosis for shoulders
· Tennis elbow master class
· Taping for shoulders
· Treatment of minor nerve injuries
In addition many courses cover different techniques or approaches that can be integrated into
a treatment plan, e.g.:
· Mobilisation with movement
· Pilates for therapists
· Acupuncture
· Neural dynamics
These will inevitably include information about underlying pathologies which means that a
number of ULDs may potentially be addressed by a large number of courses. There were
however few courses that were dedicated to the complexity of problems known to be factors
in the development of ULD as a whole, particularly in a work context. In addition many of
the above courses tend to be organised on an ad-hoc basis and often by different therapists.

4

Physiotherapy assessment and treatment approaches first described by McKenzie and Cyriax
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As musculoskeletal issues often represent just a small part of the occupational health nurse’s
workload, it was to be expected that there would be fewer short ULD related courses for this
professional group. We found two courses that may appeal to both OH nurses and
physiotherapists. The first of these was a course run by the British Safety Council5 called
‘Management of work related upper limb disorders’. This one day course aims to offer
participants a practical approach to managing these conditions including the principles of
prevention, risk assessment and building a business case for managing ULDs. The second
course that we identified was titled ‘management of musculoskeletal disorders’ and was
organised by the Institute of Occupational Safety and Health6. This was also a one day course
and was designed to follow a three day course called ‘Ergonomics in practice’. The course
aims were to help attendees identify causal factors and develop an effective strategy on
musculoskeletal disorders.
Respondents to our questionnaire reported that they had attended a variety of conferences or
one-off courses that addressed ULD, RSI or work related issues. We are aware that
organisations such as the RSI Association and The Faculty of Occupational Medicine
organise conferences related to ULDs. It goes beyond the scope of this study to enquire about
the content of past or future conferences.
We investigated one course in more detail. Many of the OH physiotherapy respondents had
attended this course and reported that they had found it helpful in managing ULDs. It also
had some consistency in terms of trainer and course content.
4.2.4 ACPOHE course
The Association of Chartered Physiotherapists in Occupational Health and Ergonomics
(ACPOHE) organise two-day occupational health courses for physiotherapists but which is
also open to other professions, including occupational health nurses. Although the emphasis
is not on ULDs, the principles taught can be applied to this group of conditions. The course
content focuses primarily on workplace ergonomics and risk assessment including detailed
task analysis techniques and posture scoring systems. Course participants can then apply
these techniques to whatever environments they work in and whatever the problems are
people report. This course does not cover hands-on treatment or management of ULDs.
Approximately 45 physiotherapists attend these courses every year, the majority of whom
already work at least part-time in an occupational health setting.
4.3 SECTION SUMMARY
There are a variety of post-graduate courses available to both physiotherapists and nurses that
allow them to further their knowledge. For OH based nurses these are mostly courses
undertaken over a year or more leading to a specialist qualification in OH nursing. As we
found from the questionnaire results, some nurses felt it was necessary or relevant to their
work to gain a health and safety qualification instead or in addition to this.
We investigated five of the courses leading to a specialist OH nursing qualification with
regard to their content concerning ULDs. We found that nurses on these courses would be
given a basic level of information to help them identify and manage ULDs and risks
associated with their development. It should be remembered that management of ULDs may
5
6

Details from www.britishsafetycouncil.co.uk
Details from www.iosh.co.uk
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be a small part of an OH nurse role and as the questionnaire responses show, many will not be
involved in management of these conditions at all.
Physiotherapists may often be expected to manage ULDs immediately on completion of an
undergraduate course. We therefore investigated five undergraduate courses with regard to
their ULDs teaching content. All students on the courses we investigated would be required
to have a thorough understanding of anatomy, biomechanics and pathology of
musculoskeletal conditions including ULDs. They would be encouraged to assess and treat
patients holistically using a problem-based approach.
Most of the questionnaire respondents who worked as physiotherapists within OH had been
qualified as physiotherapists for some time. There are currently no physiotherapy courses
leading to a qualification in OH for physiotherapists in the UK as there are for nurses. Many
of the respondents had however carried out a number of short courses or gained a
qualification in ergonomics.
Both physiotherapists and nurses reported that they had attended a variety of short courses or
conference sessions that had helped them manage ULDs, suggesting that these are available
on an ad-hoc basis. While we found numerous short courses for physiotherapists studying
techniques or anatomical regions, we found few regular short courses for OH nurses or
physiotherapists that allowed them learn more about a range of ULDs related to work
activities.
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5 TOOLS AND MANAGEMENT APPROACHES
5.1 OH NURSE MANAGEMENT OF ULDS
In this section we consider the questionnaire responses from OH nurses relating to their
management of ULDs.
5.1.1 Identify conditions
Occupational health nurses were asked how confident they were that they could identify a
range of conditions (see figure 5). Very few respondents were ‘Very confident’ that they
could identify the conditions. The respondents were most confident that they could identify
neck problems (84% were either very or quite confident).
100%
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80%

Not confident at all
Not very confident

60%

Neutral
40%

Quite confident
Very confident

20%
0%
Identify neck
problems

Identify
tendonitis
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Identify non
carpal tunnel
specific
syndrome
upper limb
pain

Figure 5 How confident were OH nurses that they could identify ULDs?
5.1.2 Ability to refer
The OH nurse group reported the greatest ability to refer their clients on to other
professionals. 94% of them reported that they were able to refer on to an OH Physician and
71% were able to refer on to a physiotherapist.
5.1.3 Confidence managing clients
Generally the respondents were confident that they could manage ULDs. Over 95% of
respondents felt that they were either very or quite confident in monitoring progress and
referring to an appropriate professional and over 90% of the respondents felt that they were
either very or quite confident in recommending changes to the workplace, work schedule and
work posture. They were generally less confident that they could advise clients on the best
treatments for their condition with 67% reporting that they were either very or quite
confident.
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5.1.4 Approaches used
Respondents were asked how often they used a number of different approaches when
managing clients with ULDs. The results to this question are shown below (see figure 6).
Key:
A. Discussion of work & leisure activities – identifying potential aggravating factors
B. Inform their manager
C. Visit workplace to assess workplace activities and suggest modifications
D. Formal analysis of work activities using checklists or proven methodologies
E. Refer to GP
F. Refer to OH physician
G. Restrict the tasks they perform at work
H. Attend case management meetings with managers or other health professionals.
I. Identify/manage psychosocial risk factors
J. Refer to physiotherapist
K. Decrease their working hours
L. Request they take sick leave
M. Refer to ortho/rheumatology consultant
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Figure 6 How often do OH nurses use various approaches when managing ULDs?
High proportions of respondents reported that they would either always or sometimes inform
the manager (B). Other aspects that appear as common practice are referral to GP or OH
physician, restriction of tasks performed and discussion of work or leisure activities.
Over 70% of respondents reported that they would either always or sometimes carry out a
formal analysis of work activities (D). Many of these respondents gave additional
information about the tools that they use for this. These included checklists for DSE, seating
and car seating. Tools such as REBA, RULA and the NIOSH equation were also used by a
few of the respondents.
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The majority of nurses reported that they identified psychosocial issues either always or
sometimes. Most of those that commented on this answer stated that they did so informally
during interviews with their clients. Many stated that they would refer the client on to a
counsellor if they felt it necessary (49% had earlier said that they were able to do this). In
their comments many nurses felt that sick leave was rarely the best solution for an employee
and preferred to modify an employee’s tasks. One commented that sick leave would cause
‘negative reinforcement of symptoms’. This sentiment was reflected in a number of other
respondents’ comments.
5.1.5 Training delivered
Many of the respondents were not involved in delivering any training to their clients (41%).
The rest of the respondents reported that they delivered training in safe working practices
(36%) and instructing employees on what they should do if they experience discomfort
(34%). The percentage of respondents that reported they carry out training regarding a
variety of issues is illustrated in the figure 7.
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Figure 7 What training are OH nurses regularly involved in delivering?
5.1.6 Hands on treatment
15 nurses reported that they are involved in ‘hands on’ treatment for ULDs, representing 11%
of those respondents involved in management of these conditions (most respondents gave no
answer to this question). The majority of these reported that they advised on medication, ice
and rest. Four OH nurses reported that they carried out massage treatment whilst one nurse
was an aromatherapist.
5.1.7 Best treatments
Nurses were asked what treatments they felt aided recovery and allowed clients to return to
work quickly for a number of upper limb conditions. Between 12% and 23% of respondents
ticked the ‘not sure’ category, with the greatest number giving this response for non-specific
upper limb pain (see figure 8).
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The most popular response was that there should be changes to the workplace or working
conditions for all conditions (see figure 8). This was followed by referral to a physiotherapist
and a doctor (either GP or OH physician). The exception was carpal tunnel syndrome where
respondents preferred referral to a doctor as the action of choice over a referral for
physiotherapy. This question required answers in a free text form. A few respondents were
very specific about the treatment carried out by others that they believed to be beneficial e.g.
surgery for carpal tunnel or ultrasound for tendinitis but most gave very general responses in
terms of what they would actually do e.g. refer to specialist or GP. Some respondents
expressed dissatisfaction with the delays when their clients when referred for physiotherapy
via a GP.
60%

Respondents

50%
40%

Neck problems
Tendonitis

30%

Carpal tunnel syndrome
Non-spec ific upper limb pain

20%
10%

N
ot

su

re

t
R
es

io
n
ic
ed

R

ef

er

to

ph

M

ot
ys
i

er
R
ef

at

pi
he

ra

ct
do
to

e
ng
ha
C

st

or

w
or
k

0%

Figure 8 Interventions that OH nurses feel aid recovery
5.2 PHYSIOTHERAPY MANAGEMENT OF ULDS
In this section we consider the questionnaire responses from physiotherapists relating to their
management of ULDs.
5.2.1 Ability to refer on
In contrast to the OH nurse group 68% of OH physiotherapists and just 20% of
musculoskeletal physiotherapists were able to refer their patients to an OH Physician. The
majority of musculoskeletal physiotherapists (85%) were however able to refer their patients
on to a consultant specialising in Orthopaedics or Rheumatology. This is understandable as
this group were mostly working within a hospital setting. Access to a consultant outside the
NHS would most commonly be through a patients’ GP.
In response to question 18, 42% of OH physiotherapists reported that they would rarely or
never refer their patient to their GP. Several commented that GPs were not always able to
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help ULD patients and did not fully understand the issues. In a separate question 42% of
musculoskeletal and 40% of OH physiotherapist felt it would be very useful to have easier
and quicker access to other health professionals. OH physiotherapists that gave further
information felt that it would be extremely useful to have better access to hospital consultants
and specialists in ULDs. Hospital based physiotherapists reported that they would benefit
from improved access to ergonomists and quicker appointments with consultants.
5.2.2 How often do physiotherapists treat ULDs?
Respondents were asked how often they assess and treat a new patient with the various upper
limb disorders. Among the musculoskeletal physiotherapists rotator cuff tendinitis was the
most frequently seen condition (figure 9). Among OH physiotherapists the most frequently
seen conditions were neck problems – cervical spondylosis and tension neck (figure 10). The
results for other conditions were very similar between groups, with De Quervain’s and carpal
tunnel syndrome being the least frequently treated conditions.
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Figure 9 How often do musculoskeletal physiotherapists assess and treat a new
patient with ULDs?
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Figure 10 How often do OH physiotherapists assess and treat a new patient with
ULDs?

5.2.3 What general approaches do physiotherapists use?
The majority of physiotherapists that worked in a hospital setting reported that they rarely or
never visited the workplace or carried out an analysis of workplace activities. This finding
relates to the fact that very few have access to the workplace of their patients – just 3%
reported that they have access to the workplace for 50% or more of their patients (from their
comments we suspect that this was for hospital staff that they treated). Some of the
respondents commented that this was not part of their role and lay outside of their scope of
practice or was not appropriate in an NHS setting. Several also felt that there would not be
time to carry out this sort of activity. Many also reported that they did not inform the
manager of the patient – they felt that this would breach their therapist/patient confidentiality
or felt that this was the patients’ responsibility. They also commented that there was a lack of
time in an outpatient environment to carry out tasks additional to advice and treatment. One
respondent added:
‘To give a patient advice, exercises and ergonomic education, is enough for 20 minutes
(standard time for treatment session), if I felt work related issues were not resolving and
causing problems to continue then I would get others involved (rather than deal with it
myself).’
Many of this group had never referred their patients for the involvement of an OH nurse
(53%). Some of these commented that they were unaware of the OH nurse role or how they
could refer to them.

29

The approach that most of the musculoskeletal physiotherapist group reported that they
‘always’ carried out was to discuss the work and leisure activities with their patient. The
majority also reported that they either sometimes or always restricted the tasks performed at
work (84%) and identified/managed psychosocial risk factors (79%). Some of those that
reported that they identified psychosocial risk factors gave additional information about how
they went about this. Commonly this would be done during the subjective part of an
assessment identifying any ‘yellow flags’. Few of the respondents commented on how they
help their patient manage these factors and one respondent commented that they lacked the
training to manage these issues.
The most common approach that OH physiotherapists used was also to discuss work and
leisure activities with 98% of respondents reporting that they always or frequently did this.
As with the musculoskeletal physiotherapists there was a high awareness of psychosocial
factors with many respondents using the ‘yellow flags’ to identify these issues. However, a
number of the respondents commented that it was beyond their remit to address these issues
or that they do not have the ability to refer a patient to a psychologist. 42% of the respondents
to the OH questionnaire reported that they were able to refer their patients on to a counsellor.
This was just 7% in the musculoskeletal group, although some of these respondents were able
to refer patients on to specialist pain clinics (3%).
Over half (52%) of the OH physiotherapists reported that they either always or frequently
assessed the workplace of their patients. In their additional comments they detailed the
methods that they used. These included DSE checklists, HSE upper limb guidance (HSG60),
RULA and QEC. The majority of this group (65%) had access to the workplace for more
than half of their patients.
5.2.4 How confident are physiotherapists treating ULDs?
For OH physiotherapists there were just three conditions for which the number of respondents
who replied that they were either ‘very’ or ‘quite’ confident fell below 80%. These
conditions were carpal tunnel syndrome, De Quervain’s and non-specific upper limb pain.
The musculoskeletal physiotherapists presented similar responses with the same three
conditions plus hand/forearm tendinitis ‘quite’ or ‘very’ confident responses falling below
80%. These were also among the least frequently encountered conditions by both groups of
physiotherapists.
Confidence treating the listed conditions was generally a little lower for the musculoskeletal
physiotherapists. This may be because some of the therapists in this group had not been
working as a physiotherapist for very long compared to the majority of OH physiotherapists.
Physiotherapists were also asked about their confidence when providing recommendations to
the patient. The majority of both groups were confident that they could provide advice to a
patient about the work posture and habits, 100% of OH physiotherapists and 95% of the other
physiotherapists reported that they were either very or quite confident in doing this. Both
groups were less confident about providing advice to an employer either about the physical
workplace or the work schedule. The OH group were considerably more confident than the
mainly hospital based physiotherapists in this with 89% reporting they were either very or
quite confident about providing advice about the physical workplace and 84% either very or
quite confident about providing advice regarding the work schedule. This is compared to
44% for both of these issues for the musculoskeletal – hospital based physiotherapists. This
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is to be expected as these physiotherapists have less access to the workplace of their patients
and will therefore have had little opportunity and experience providing this sort of advice.
5.2.5 What physiotherapy treatments do respondents use?
Physiotherapists were asked about the treatments that they commonly use to treat various
upper limb conditions. One physiotherapist responded that they were unable to complete
these questions as they did not reflect the general approach that they would take when
assessing and treating a patient. We believe that many therapists will not treat a patient
according to their diagnostic title but will instead carefully assess the symptoms that are
presented and treat the underlying cause of those symptoms. For example two patients with
cervical spondylosis may present with very different symptoms, one requiring primarily
mobilisation of stiff joints and the other requiring soft tissue work to reduce muscle spasm.
This is summed up by Maitland (1991) ‘…many diagnostic titles are sometimes inadequate or
even incorrect: they may be merely linked to patterns of symptoms or even based on
suppositions. Titles are often used quite loosely and even inappropriately. It is often
impossible to arrive at a specific diagnosis, yet the treatment required is clearly known.
Many people consider that treatment should not be administered unless an accurate diagnosis
is available. This is true to some extent; it IS necessary to know whether a patient’s
symptoms are believed to be arising from a musculo-skeletal disorder rather than an active
disease, but it is not always necessary to have a precisely accurate diagnostic title.’
In order to gain an overview of the sorts of treatments that physiotherapists find effective, we
asked physiotherapists to disregard individual variations in the patient condition when
responding to these questions. They were asked to state generally the treatments they felt
were most effective and that they would normally carry out for patients with each of the upper
limb pathologies. Most respondents were able to complete this question fully, giving up to
four treatments that they use for the typical symptom presentation for each of the listed
pathologies. In addition respondents were asked about their use of electrotherapy, in
particular which modalities they have access to and which ones they tend to use.
5.2.6 Use of electrotherapy7
OH physiotherapists generally indicated that they had less access to electrotherapy modalities
than those physiotherapists working predominantly in a hospital setting. All respondents to
the question about electrotherapy in the OH physiotherapy questionnaire reported that they
had access to ultrasound. Ultrasound was available to all but one of the musculoskeletal
physiotherapists. Laser was the least available modality for both groups, over half of OH
physiotherapists and a third of musculoskeletal physiotherapists reported that this was not
available to them. Around a third of OH physiotherapists also did not have access to pulsed
shortwave, compared to just 10% of the other physiotherapists.

7

When discussing electrotherapy, we refer to the therapeutic application of electrical currents such as interferential
as well as ultrasound and laser.
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Figure 11 OH Physiotherapist ‘Frequent’ use of electrotherapy
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Figure 12 Musculoskeletal physiotherapist ‘Frequent’ use of electrotherapy
Despite having less access to the various modalities, a greater proportion of OH
physiotherapists reported that they would use these more frequently, as compared to the
musculoskeletal physiotherapists. This is shown in figures 11 and 12. There may be a
number of reasons for this but it is possible that OH physiotherapists have more time
available to carry out a range of treatments and use electrotherapy in addition to other
modalities. This seems likely when the results of the other question regarding treatment are
considered. It does not appear in this question (detailed in the following section) that OH
based physiotherapists prefer electrotherapy to more manual treatments.
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For both groups of physiotherapists, ultrasound was the most frequently used electrotherapy
modality.
5.2.7 Other treatments used
Physiotherapists were asked to list up to four treatments which they used most frequently and
found to be most effective for treating a number of ULD. Each of these conditions is
considered in turn below.
Cervical spondylosis – In both groups of physiotherapists mobilisation of joints was the most
frequent response. This was followed by posture/stability work and exercise. Where
respondents were specific about the type of exercise that they would prescribe, the responses
were mainly McKenzie exercises and range of movement exercises. Traction was also
popular in both groups. These responses are consistent with the findings of our literature
review, which suggested that there was some evidence for the use of an active approach to
treatment combined with manual therapy for uncomplicated neck pain (without nerve root
involvement).
Tension neck – The most frequent response for both groups of physiotherapists for this
condition was exercise. Where respondents specified the sort of exercise this was mainly
stretching and range of movement exercises. Soft tissue work was the next most frequent
response for both groups and this consisted mainly of soft tissue massage or work on trigger
points. Our review of the literature found no specific guidance for the treatment of this
condition.
Shoulder capsulitis – Again exercise was the most frequent response for this condition in both
groups. Where respondents specified the sort of exercise this was mainly stretching and
strengthening. Respondents also reported that they would frequently carry out mobilisations.
In our review we found little evidence to guide physiotherapy treatment for this condition.
Rotator cuff tendinitis – The most common response among OH physiotherapists was that
they would frequently use electrotherapy/ultrasound to treat this condition. Of those that
specified what electrotherapy they would use, the majority quoted ultrasound. Exercise was a
frequent response in both groups and where respondents specified, this was reported to be
mostly strengthening exercises.
Posture/stability was a frequent response among
musculoskeletal physiotherapists. This was mainly posture or movement correction and
scapular stability work. We found some evidence to support the use of exercise for rotator
cuff problems in our review of the literature. There was little evidence however to support
the use of ultrasound for most soft tissue pathologies including rotator cuff problems. There
was some evidence to support the use of laser – however very few respondents specified that
they would use laser for this condition. In addition this was less widely available to
participants.
Tennis elbow – The most frequent response given by both groups of physiotherapists was
exercise. Where respondents specified, this was mostly stretching exercises for the OH
physiotherapy group and mostly strengthening for the musculoskeletal group. Taping was a
frequent response in the musculoskeletal group (30%). Acupuncture was recommended by
both groups, but more commonly in the musculoskeletal group (44%). In our review of the
literature we found that there was some evidence to support the use of stretching and
strengthening exercise for tennis elbow. Although there was some evidence that acupuncture
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may help short term, there was little evidence of its long term benefit for patients with tennis
elbow.
Carpal tunnel syndrome – Exercise was the most frequent response for both groups of
physiotherapists. Where respondents specified this was mostly stretching exercises. Neural
mobilisations were also a commonly used technique in both groups. Splinting was a common
response in both groups. We found no specific guidance for treatment of this condition in our
review of the literature
De Quervain’s – The most frequent responses were exercise in the musculoskeletal
physiotherapist group and electrotherapy in the OH physiotherapy group. Of those that
specified, ultrasound was the most frequently used modality. We found no evidence of the
effectiveness of ultrasound during our literature review.
Hand forearm tendinitis – The most frequent responses were exercise in the musculoskeletal
group and electrotherapy in the OH physiotherapy group. Where respondents to the
musculoskeletal questionnaire specified the type of exercise this was stretching and
strengthening. There was no clear evidence in the literature review to guide treatment of
these conditions.
Non-specific arm pain – The most frequent responses for this condition were exercise for both
groups of physiotherapists. Where respondents specified the type of exercise this was mainly
strengthening and stretching exercise. Posture and movement correction was also frequently
suggested as an effective treatment. Neural mobilisation was also popular with both groups.
5.3 COMPARISON TO BEST PRACTICE
During our review of the literature we tried to identify guidance on best practice based on the
current available evidence. We found that there was not enough research that studied the
effectiveness of treatments and management approaches to enable us to determine what best
practice should comprise of. Generally physiotherapists and OH nurses were aware of
psychosocial issues and favoured keeping the ULD sufferer active and in employment rather
than taking sick leave. There was a limited amount of evidence to suggest that this overall
approach is favourable.
5.4 SECTION SUMMARY
With their links to the workplace, OH nurses are in an ideal position to advise employees on
the best course of action and ensure that their ULD conditions are managed promptly and
effectively. The majority had a variety of other specialists that they were able to refer their
clients to for further opinion or treatment and were confident that they could manage clients
suffering from ULD. Most nurses had a view on what treatment or intervention helped their
clients and relatively few reported that they were ‘not sure’ what interventions were best.
Changes to their patients’ work and physiotherapy were often thought by nurses to be an
effective option for many of the conditions.
Physiotherapists reported that they frequently see patients with these conditions. The
majority were confident that they could treat and manage the more frequently seen ULD
conditions. Hospital based physiotherapists were generally less confident that they could give
advice to employers. This group had little access to the workplace and would therefore not be
experienced in offering this sort of advice.
Exercise was found to be beneficial for some conditions in the review of the literature.
However it was unclear from the literature what sort of exercises are most beneficial for these
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conditions. Generally physiotherapists reported that an active approach (using exercise and
giving advice about daily activities) was beneficial and they often combined this with more
passive techniques such as mobilisation or electrotherapy.
OH physiotherapists used modalities such as ultrasound and laser more frequently than
musculoskeletal physiotherapists in a hospital setting. However when asked what treatments
were most effective and therefore used most frequently, electrotherapy featured alongside
other treatments suggesting that electrotherapy is used in addition to these rather than in place
of other treatments. Laser was the least available modality for all physiotherapists in our
survey. However in the review of the literature review some evidence was found for the
effectiveness of this modality. Less evidence was found for other more commonly used
modalities.
The majority of all respondents were aware of psychosocial issues although many felt it was
beyond their scope of practice to manage these and indicated that they were unable to refer
patients on appropriately. Psychosocial issues did not feature very frequently when
respondents were asked what training may help them manage ULDs, perhaps suggesting that
although they are aware of the importance of these issues it is not seen as either a
physiotherapist or OH nurse role to help a patient with these issues.
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6 IMPROVING MANAGEMENT
6.1 TRAINING REQUIREMENTS
In this section we present the results of the questionnaire for those questions relating to future
training.
6.1.1 Do respondents want to know more about ULDs?
The vast majority of all the respondents reported that they did want to know more about upper
limb disorders. 91% of nurses, 95% of musculoskeletal and 98% of OH physiotherapists
reported that they would like to find out more about these conditions.
6.1.2

What training do respondents feel that they need?
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Figure 13 Training needs for OH nurses
OH nurses were asked what training or skills they felt would allow them to deal with ULD
patients better. Their responses are illustrated in figure 13. 20% of those that responded to
this question felt that their management of ULDs would be improved if they were able to
assess, examine or diagnose these patients more effectively. This was the most popular
response among this group. Those that requested a general update course wanted to know
more about recent research, best practice and effective treatments for ULDs. Those OH
nurses that felt it would be useful to work with another professional wanted to be able to
shadow or increase their opportunities for discussions about ULDs with other professionals
such as doctors, physiotherapists and ergonomists.
In a separate question nurses rated how useful it would be to be provided with advice on
clinical examination, identifying factors associated with delayed recovery and guidelines on
the most appropriate treatments. The majority of respondents felt that these would either be
very useful or may be of some use (84%, 96% and 95% of respondents). 96% of respondents
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also felt that it would be either very or of maybe some use to have information about recent
relevant research.
Nurses were also asked how they would feel about expanding their current role to provide
more ‘hands on’ treatments for clients with ULDs (figure 14).
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Figure 14 How do OH nurses feel about providing ‘hands on’ treatment?
Over half (54%) of the nurses that responded to this question welcomed the opportunity to
provide some ‘hands on’ treatment for their clients if they were to be provided with adequate
training. 21% felt that they would not have time in their current role to carry out any
additional tasks, 7 of these respondents (just under a quarter of those that responded they
would not have time) also responded that they would welcome the opportunity to expand their
role.
In a separate question, 90% of respondents (n=139) felt that it would be either very useful or
maybe of some use to be provided with advice about prescribing exercises for clients with
ULD.
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Figure 15 Training requirements for OH physiotherapists
The most frequent response among OH physiotherapists was that they felt that some training
that focuses on upper limb conditions would be beneficial (figure 15). Respondents were
interested in knowing more about all aspects of ULDs including the relevant recent research
to help guide their treatment, practical courses on managing ULDs and courses dedicated to
non-specific arm pain. Treatment techniques that respondents thought would help them
improve their treatment of ULDs included acupuncture, reflexology and muscle stability.
Many of the responses to this question involved access to evidence and relevant research in
order to keep up to date. A few physiotherapists also felt that they required training in noncore physiotherapy skills such as how to sell their ideas to management or ways to deliver
their message for maximum impact.
In a separate question, OH physiotherapists were asked how useful they would find a variety
of advice or guidelines. Over 90% of respondents felt that it would either be very useful or
may be of some use to have further information about identifying factors which may delay
recovery, identifying risk factors, specifying modified work activities and information for
patients (in response to earlier questions some respondents were already used HSE guidance).
75% of respondents felt it would be very useful to have some best practice guidelines for
treating ULDs and 88% felt it would be very useful to have information about recent research
in ULDs. Just over half felt that it would be very useful to have some guidelines to aid
diagnosis of ULDs (57%).
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Figure 16 Training requirements for musculoskeletal physiotherapists
The most popular response among the musculoskeletal physiotherapists was that they felt
training in ergonomics would help them to manage ULD better (figure 16). This accounted
for 34% of those that responded to this question. Where respondents specified what
‘treatment techniques’ or ‘other courses’ they felt would help them, these included managing
biopsychosocial issues, postural re-education and courses relating to evidence-based practice
for managing ULD.
Musculoskeletal physiotherapists were also asked separately how useful they would find a
range of advice and guidelines. Their responses were very similar to those given by OH
physiotherapists. At least 95% of respondents felt that it would either be very useful or may
be of some use to have further information about identifying factors which may delay
recovery, identifying risk factors, specifying modified work activities and information for
patients. 78% of respondents felt it would be very useful to have best practice guidelines and
79% felt that it would be very useful to have information about recent relevant research.
6.1.3 How do they want training delivered?
The preferred method of training delivery for all three groups of professionals was a practical
course.
Distance or computer based learning and shadowing other professionals were also popular
among OH nurses (31%, 35% and 31%). Among OH physiotherapists, delivery in the form
of a magazine article was popular (48% of those that responded to this question). Among
musculoskeletal physiotherapists, training from colleagues was popular (55% of those that
responded to this question). This reflects the situation in which most of the musculoskeletal
physiotherapists work. We know from our initial identification of departments for
participation within our survey that the majority of physiotherapists working in hospital
departments have easy access to experienced physiotherapy colleagues. We believe that those
working within occupational health will be less likely to have access to physiotherapy
colleagues. We also know that many of the respondents from hospitals were less experienced
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than the OH physiotherapists. These less experienced physiotherapists may require more
general/basic training that can readily be delivered by their more experienced colleagues
within the hospital department. This is reinforced by a comment from one of the more
experienced musculoskeletal physiotherapists who requested training be ‘bought in’ for more
senior staff who are unable to learn advanced skills from their colleagues.
6.1.4 What would prevent respondents doing this training?
39% of OH nurses reported that there was nothing preventing them undertaking further
training in OH related to ULDs. In both groups of respondents that specialised in OH (nurses
and physiotherapists) a number of respondents reported a lack of suitable courses (34% OH
physiotherapists, 22% OH nurses). The proportion of musculoskeletal physiotherapists
reporting a lack of suitable courses was much lower (18%).

Respondents

A lack of funding was an issue for all three groups. A general lack of time was an issue for
both OH nurses and musculoskeletal physiotherapists while being less of an issue for the
majority of OH physiotherapists. This should be considered alongside the fact that the
majority of respondents felt that they would like to attend a practical course – this is perhaps
more time consuming and costly than many of the other options e.g. self directed learning in
the form of a magazine article or shadowing other professionals. Responses for all three
groups are illustrated in figures 17, 18 and 19.
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Figure 17 What prevents OH nurses from undertaking further training in ULDs?
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Figure 18 What prevents OH physiotherapists undertaking further training in ULDs?
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Figure 19 What prevents musculoskeletal physiotherapist undertaking further ULD
training?

6.2 PARTICIPANT VIEWS ON IMPROVING MANAGEMENT
In this section we present questionnaire responses relating to improving the management of
ULDs.
6.2.1

How do professionals feel that the overall management of ULDs could
be improved?

th
O

ta

tiv
e

m

ea

er

s
re
su

in
tra
se

Pr
ev
en

N
ur

ke
or
W

m
M

an
a

ge

in
g

ng
ra
rt

ra
en

tt

co
g
re
ly
Ea
r

in
i

in
in

n
tio
ni

he
ot
to
s
Ac
ce
s

g

30%
25%
20%
15%
10%
5%
0%
rs

Respondents

OH nurse respondents were asked how they felt the overall management of upper limb
conditions could be improved. 126 participants gave a variety of answers which we have
categorised as follows.

Figure 20 How can management of ULDs be improved? OH nurses response
The most popular response among this group was that early recognition and early
commencement of appropriate management should be encouraged. The following quotes
were typical of their responses:
‘Early diagnosis and access to either therapy and/or specialist opinion. The wait between the

GP and intervention is often so long that the condition deteriorates to a level where recovery
period is prolonged so increasing the costs.’
‘Early identification of problems. New staff on employment - training as soon as possible. (at
induction).’
‘The occupational health department needs to be involved early in the development of
problems. Time and again I see chronic conditions which could have been prevented or not
developed so far as they have when we get to see people. Education does help.’
Many respondents felt that the key to improving the overall management was to educate
managers in the workplace to identify ‘at risk’ individuals or tasks and implement the
appropriate action. The following comments were typical of the responses received.
‘Train managers to identify risk factors and report immediately. Avoid lengthy period of
absences to work more closely with employees GPs.’
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‘Better awareness of work place modifications and equipment available. Most employers are
unaware of help available e.g. through access to work team.’
‘Culture change in organisations, away from desk sitting and IT working for hours, towards
movement, exercises at work, everyone involved, several times daily (like the Chinese habit!)
far more autonomy for staff to take breaks/lunch hours etc. when they feel they wish to.’
‘In my experience managers could be more aware of the problems, and try to put people
before profit. Most of my client companies are small-medium enterprises and don't seem to
put Health & Safety as a priority.’
‘More management training, for early detection.’
‘Better managed job rotation (understanding of line managers) training should be ongoing.
Early recognition & reporting of symptoms to o/health support from other healthcare
professionals.’
‘Rotation of job tasks. More flexible working times/option to decrease hours or engage in
light work short term.’
‘More involvement of ohn's/ ergonomists/physios when planning systems of work.
Management to understand that eliminating problems is the way forward rather than
managing an on going long term problem.’
Those that felt that training was needed for workers or employees also felt that this would aid
early modification of their workplace and help them seek appropriate help.
‘Effective training & instruction to employees. New employees need to be introduced to a
slower rate of production followed by gradual up-grading & should apply after prolonged
periods off work.’
‘More time to educate employees.’
‘Involve workforce in putting their ideas forward.’
Other comments received that did not fit into the above groupings included comments
requesting more time, national guidance for nurses, obtaining statistics to influence
management.
OH nurses were also specifically asked if they felt collaboration between health professionals
or others involved in rehabilitation could be improved in order to help the client return to
work quicker or provide them better care. 70% of respondents felt that collaboration could be
improved. Of those that provided further comments the most frequent response was that they
felt collaboration between the workplace and physiotherapists or other therapists would be
beneficial. Many also felt that GPs could be more involved or collaborate better with OH
departments. Responses included:
‘Discussion with GPs on job rotation, reduced hours. Physiotherapist again job rotation.
Management on change of work practices.’
‘GPs - lack of understanding of workplace. Need more time for assessment, invites to
workplace to see problems.’
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‘GPs could liase with OH more.’
‘GPs, physios, practice nurses to work together.’
‘Improved communication lines between company doctor, GPs/physio's.
NHS route is very slow i.e. GP / physio’
‘Open conversation between OHA and treating professional would help with rehabilitation
process.’
‘Sharing with NHS professionals involved in treatment, the problem aspects/ activities of
client’s job.’
‘With H&S and OH & learning & development departments, to move away from independent
working and this is my area of work not yours.’
In addition to overall management, nurses were asked what they personally would like to do
to improve their management of ULD. We received a diverse number of responses to this
question. One of the most frequent responses (approximately 18% of those that responded)
was that they would like to improve their ability to diagnose conditions accurately. A further
14% felt that they would like to improve other skills or attend training courses. The training
requested in this question tallied with the results presented to an earlier question, see section
4. Other responses to this question included:
‘1 - raise awareness of ULD - training sessions, leaflet, survey 2 - improve early reporting 3 in house physio’
‘Being able to expand our referral responsibilities.’
‘Early referral, increase awareness of OH service with local physios etc.’
‘Ergonomics at design stage - improvements in correct diagnosis. Many GPs fail to diagnose
correctly and automatically assume work related. Education and training.’
‘I tried to hold an information session with the local GP practice and invite them to a factory
tour to highlight our best working practices and get them involve in our rehab plans. I only
managed to talk to their executive committee of 4 GP's who seemed positive about the OH
approach but were wary of having their clients’ care being interfered with. They declined a
factory visit at that time.’
‘Inclusion of GP with return to work programmes.’
Nurses were then asked if there was anything preventing them from implementing any of
these actions. 26% of those that responded felt that time and funding were issues that
prevented them from implementing actions that would help them reduce the amount of lost
time associated with ULDs. Other common factors were local procedure or management
issues, a lack of suitable courses to allow them to gain the necessary skills, or a lack of
facilities at the current time.
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Figure 21 OH physiotherapist responses to ‘How do you think overall management
of work related upper limb conditions could be improved?’
OH physiotherapists also felt that early recognition and management would be helpful in
improving the management of ULDs (figure 21). A quarter (26%) of those that responded to
this question gave responses which centred on this. Typical comments included:
‘Early intervention of physiotherapist/ergonomist - more flexibility with job rotation schemes
- improved relationships between employers/therapist - fast availability of finance for client
treatment & necessary adaptations.’
‘Earlier recognition - improved reporting. Immediate implementation of measures to reduce
symptoms. Flexible work practices and adequate staffing levels.’
‘Appropriate treatment at the appropriate time by properly trained people.
Early recognition by both employer and employee. Quick access to treatment before
condition becomes chronic.’
‘Identifying high risk patient groups so that intervention can be used earlier.
Early reporting and treatment. More specific guidelines for rest/reduction of causative
factors.’
17% of the OH physiotherapists felt that communication with management and improving
their awareness was important. Their comments included:
‘Improved relations between managers and occupational health department with reporting
and updating.’
‘Proven clinical guidelines for the management, and to help persuade managers to comply
with our recommendations. Increased training within workplace risk factors.’
‘Greater liaison with management/employers/occupational health workers etc’
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Worker or employee education and preventative measures were also seen as important.
Typical responses included:
‘Reduce working hours on tasks that potentially cause ULD. Alter workstations, increase rest
breaks. Redesign areas.’
‘Increased risk assessments. Ergonomic intervention at design level. Encouragement of
more movement/exercise at work.’
‘Better information to give to patients to help with self management.’
Other responses that did not fit into the above groups included:
‘Educating GPs so that employees aren't unnecessarily signed off sick.’
‘Improved undergrad training, improved funding/ resources for postgrad training Research/
treatment approaches of excellence are within our profession but only slowly trickling
through to coal-face. I feel my understanding significantly improved by MSc/MACP and later
Jane Greening course. However at considerable financial expense to myself.’
‘NHS physios need to have more contact (with workplace) in negotiation of return to work
strategies with employers.’
OH physiotherapists were also asked what actions they personally would undertake in an
ideal world to improve management of ULDs. 20% of those that responded felt that they
would like to carry out more training for employees, the general public or managers to
improve awareness of the issues related to ULDs. 14% responded that they would undertake
training or improve their own skills and a further 14% responded that they would like to put
in place preventative measures such as carrying out proactive workplace assessments or
providing exercise sessions throughout the working day. Other comments included:
‘Have much more input into changing workstation design. The company will not implement
major changes e.g. redesigning crane seats etc. because of financial restraints. I have tried
over years, backing up and being backed up, by the OH team to no avail.’
‘Increase time available with each patient, improve patient access to exercise facilities and
increase time available to supervise patient exercise programmes.’
‘Gain commitment from management.’
‘Reorganise highlighted work practices at beginning i.e. new production equipment
appropriate to avoid injury. Line manager to implement changes. Patients to help
themselves, both in and outside work.’
‘Improve rotation of tasks. A pool of tasks (office & factory) in which to place patients on
rehab. Improved compliance with advice & home exercises.’
‘More reflection when I'm hitting a problem, more networking for same.’
The OH physiotherapists were also asked if there was anything preventing them from
implementing these actions. 43% of those that responded to this question (n=83) felt that
time was a major factor preventing them from implementing these actions. 17 % felt that

46

es
ur

ng

ea
s
e
iv
at

Pr
ev
en
t

Ph
y

si

o

m

tr a

uc
ed
or
ke
r
W

to
es
s
Ac
c

in
i

at

la
kp
w
or

co
re
Ea
rly

io

ce

n
iti
o
gn

at
ic
m
un
om
C

n

40%
35%
30%
25%
20%
15%
10%
5%
0%

io
n

Respondents

funding was also a problem while 13% felt that management or procedural issues prevented
them. Other responses included a lack of suitable courses and disinterest of the company.

Figure 22 How do musculoskeletal physiotherapists feel overall management of
ULDs could be improved?
The most frequent answer from those that responded to this question in the musculoskeletal
group was that they felt further physiotherapy training would help the overall management of
ULDs (35% of those that responded – figure 22). The sorts of training requested in their
replies to this question are reflected in their answers detailed in section 6.1.2. There may be a
number of reasons why these physiotherapists tended to believe that further training is
important. Firstly they were generally not as experienced as the OH physiotherapists that we
sampled. Secondly, as seen in response to earlier questions they have less contact with the
work environment of their patients and so have tended to focus their responses on what would
feasible in their current role. 28% of those that responded to this question did feel that access
to the workplace to liase with the staff there or carry out as assessment of the environment
would improve the management of ULDs.
‘More access to work place and ability to adapt working hours.’
‘More compliance of managers with recommendations.
employees.’

Better rights for low paid

‘Work place assessments, access to an ergonomic specialist in department.’
‘Access physically/personally to pt's workplace to carryout ergonomic assessment.’
‘Actual time spent in a work place. Specialist teaching for in service training.’
‘Greater access to work place (+ time). Education of work place management/companies
(especially re pacing back into work following sick leave.’
Those respondents that felt that communication was important believed that this needed to be
improved between themselves and OH departments or employers.
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Musculoskeletal physiotherapists were also asked what actions they personally would
undertake in an ideal world to improve their management of ULDs. 76% of them reported
that they would visit the workplace of their patients to carry out an assessment. 47% felt that
education for employees was important and that in an ideal world they would do more of this.
Other responses included:
‘Produce a patient self assessment leaflet of their working activities to highlight any problems
which could be addressed.’
‘Increase peoples awareness of joint protection through exercise.’
‘Have joint meetings with client, employer in work place to identify strategies/changes.’
They were also asked if there was anything preventing them from implementing these actions.
Over half of the respondents to this question (n=58), 53%, felt that there was not enough time
available for carrying out these additional actions. Other comments included:
‘I do not have the remit to undertake preventative action within the community. I am
employed in an outpatient setting where only people with existing problems are referred.’
‘We do not see people at work/home and often only when they have had the problem for a
long time.’
‘Priorities and I am not a manager.’
6.3 VIEWS OF EDUCATORS REGARDING IMPROVING EFFECTIVENESS
During our interviews with various college and course representatives, we asked them how
they felt that ULDs could be managed more effectively. We present their comments in this
section.
Those college representatives involved with OH nurse education felt that the following issues
were key in improving the effectiveness of occupational health nurses managing ULDs:
· Being proactive
· Having good internal company policies supporting early identification and intervention
· Tackling ULDs through a combination of expert clinical treatment, appropriate swift
referral and work site intervention
· Training nurses in designing prevention and management programmes and in evaluating
intervention effectiveness
· Providing nurses with objective evaluation tools which will improve their confidence in
making decisions and standing up for them
· All nurses working in occupational health must have an occupational health qualification.
Training courses must be such designed that students get the full picture, linking up
relevant issues like health, risk assessment, ergonomics, the disability discrimination act
etc.
Representatives of courses for physiotherapists raised the following issues that they believed
to be key in improving the effectiveness of physiotherapists treating/managing ULDs:
· Physiotherapists need to be made more aware of relevant workplace issues
· Physiotherapists need to communicate effectively with representatives at the patient’s
workplace in order to be able to address the workplace problem factors
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·
·
·
·
·

Hands-on treatment and workplace interventions need to be combined to ensure the most
effective outcome
Encourage a culture change in workplaces – to encourage early reporting of symptoms
and prevention
Encourage physiotherapists to broaden their learning perhaps by visiting a factory to see
the work carried out. This may be as valuable as going on a two day course
Improve physiotherapists confidence in communicating with employers
Include more ergonomics relevant to work in undergraduate courses e.g. workstation set
up.

6.4 SECTION SUMMARY
The majority of respondents wanted to know more about ULDs and work related
musculoskeletal conditions. Many of them felt that ergonomics training would be beneficial
and would help them to manage ULDs better. OH nurses also felt that it would be beneficial
to be able to examine and diagnose clients more effectively.
Many of those respondents working within the field of OH felt that there was a lack of
suitable courses that would enable them to improve their management of ULDs. In the
previous section we reported on the training already undertaken by professionals and saw that
the majority of those working within OH had already undertaken some further education in
their field. Yet, they still report a lack of relevant courses. During our desk research we
found few regular short courses that were specific to ULDs for physiotherapists or
musculoskeletal disorders for OH nurses. However, many respondents reported that they had
attended useful short courses or conference sessions. These courses therefore do occur,
perhaps infrequently. Many of the respondents requesting training had already attended short
courses or post graduate training, emphasising the need for continuing training to be offered
at an advanced level and regular updates.
Many of the respondents wanted to attend a practical course in order to increase their
knowledge over some of the potentially cheaper and less time consuming options they were
given. They also reported that time and funding affected whether they were able to take such
a course. Training for colleagues was popular among musculoskeletal physiotherapists based
in hospitals but less so for OH specialists. This may be partly due to the need for more
specialist training for those working within OH.
A large proportion of those respondents that worked in OH felt that early recognition of
ULDs was important to improve the management of these conditions. Those physiotherapists
not working within OH felt that being able to access the workplace (either themselves or
someone else) was important. Very few of these respondents were currently able to do so and
many felt that there would not be the time or resources to do so in their current scope of
practice.
A number of OH nurses and physiotherapists reported on obstacles that they experience when
managing clients with ULDs. These included delayed referral for therapy by GP’s, difficulty
influencing managers and a lack of available time. Many felt that educating managers and
workers particularly to encourage early recognition of symptoms would improve management
of ULDs.
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7 RECOMMENDATIONS
In this section we present our recommendations for improving OH nurse and physiotherapy
management of ULDs. We prioritise our recommendations according to importance and the
extent to which we believe that they will influence an improvement in ULDs management.
7.1

TRAINING

7.1.1

Encourage short course provision for continuing professional
development for OH nurses in musculoskeletal disorders. High priority.
The majority of nurses reported that they would be interested in finding out more about
musculoskeletal disorders and their management. However we found few regular training
events that would allow them to study these issues further. Useful topics include ULD
research update, musculoskeletal assessment techniques, applied ergonomics, ULD treatment
guidelines, treatment options available and simple exercises.
7.1.2 Provide more advanced or ‘topical’ short courses. High priority.
Many of the experienced OH professionals who had already completed courses in their
specialism reported that they would like further training. We believe that there is therefore a
need for continuing education and regular updates for these professionals. Such courses
should link current issues with OH practice, examples might be managing yellow flags,
updates on recent research, etc.
7.1.3

Encourage training to be offered for OH nurses and physiotherapists in
non-core skills. High priority.
Several nurses and physiotherapists commented that they were unable to persuade
management to implement changes in practice or workplace design. As these health
professionals are not routinely trained to demonstrate the commercial benefits of their work, it
may be helpful for ULD training to include topics such as making business cases for early
symptom reporting and awareness training for managers and workers. Cost benefit
information and case studies may be good ‘tools’ to consider.
7.1.4

Encourage OH nursing courses to instruct nurses in basic
musculoskeletal assessment techniques. Medium priority.
Many of the respondents to the OH nurse questionnaire reported that they would find
diagnosis and assessment skills useful. We believe that this would help improve referral onto
appropriate specialists. If assessment is focussed on understanding the nature of the injury
and likely causes it may also increase their confidence in providing advice and suggesting
work place changes.
7.1.5

Encourage existing courses to be widely advertised (to all relevant
professions and in all the appropriate places) and clearly titled. Medium
priority.
We experienced some difficulty in identifying relevant short courses that would be applicable
to nurses and physiotherapists who wish to know more about the management of work related
ULDs.
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7.1.6

Encourage teaching of ergonomics principles in undergraduate
physiotherapy programmes. Medium priority.
Several colleges that we interviewed already integrated ergonomics into the course
programme. Questionnaire respondents also felt that ergonomics skills and knowledge were
important to their everyday work and wanted to know more about these topics. Some
questionnaire respondents also reported that they did not feel very confident providing this
sort of advice. Colleges should be encouraged to integrate ergonomics into undergraduate
physiotherapy training with the emphasis placed on the application of ergonomics principles
in both office and industrial environments.
7.2

RESOURCES

7.2.1

Encourage the formulation of guidance and best practice documents.
High priority.
The majority of questionnaire respondents believed that it would be useful to have access to
guidance on managing ULDs. Whilst the literature review found that it would not be possible
at present to prepare evidence based practice guidelines for treatment of ULDs, it may be
useful to have opinion based guidance from subject matter experts. It should be possible to
provide simple easy to use guidance for identifying factors which are associated with delayed
recovery, identifying risk factors and specifying modified work activities that are at least
partially based on reliable evidence. Practitioners would also benefit from a flowchart for
guiding ULD management, guidance on liasing with a patient’s workplace and return to work
best practice.
7.2.2

Encourage the development of a ‘library’ of relevant documentation.
High priority.
Many respondents felt that it would be helpful to have access to recent research. Much of this
is already available although it is often spread over a variety of sites and may take time to
find. The websites of the appropriate professional organisations and/or their specialist interest
groups may be the most appropriate primary location for such information. Documents
should include the relevant guidance, guidelines, effectiveness information, research articles,
‘starter pack’ of ‘top 10’ books or articles on related topics, leaflets, links etc.
7.2.3 Encourage research into ULD management. High priority.
The review of the literature found very little firm evidence on which to base treatment
selection and general management of ULDs. Further research is greatly needed into areas
such as treatment efficacy, cost effectiveness of management approaches and effectiveness of
workplace interventions.
7.2.4 Encourage shadowing opportunities. Medium priority.
Although many respondents felt that they would like to know more about ULDs, complaints
of lack of time, funding and long travelling distances to courses were common. Shadowing or
accompanying other professionals may be a cost effective and flexible way of sharing
knowledge. This could involve OH nurses, physiotherapists, ergonomists etc. This would
also raise awareness of the different professions’ expertise and encourage further
collaboration and if relevant appropriate referrals.
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7.3

COMMUNICATION

7.3.1 Raise awareness of existing literature. High priority.
Some musculoskeletal physiotherapists felt that they did not have time or knowledge to offer
ergonomic advice or liase with the workplace. Increasing their awareness of freely available
information such as HSE’s leaflets would allow them to offer additional advice at an
appropriate time to their patients.
7.3.2

Investigate ways of improving the quality and speed of communication.
High priority.
The responses to the questionnaire suggested that communication between the workplace and
healthcare professionals was not always optimal. We believe that improving communication
may be difficult to achieve as many respondents reported that they had little time for
additional work tasks. However, we believe that this communication is important for
improving the management of ULDs and recommend that methods for improvement be
sought. This would inevitably need to include consulting other professionals such as GPs,
Occupational physicians in order that practical solutions can be sought.
7.3.3 Produce guidance for GPs on dealing with ULDs. High priority.
Some nurses and physiotherapists were unhappy with delays in referral by GPs and/or what
they assume is a lack of GP awareness about work related issues. Whilst we understand that
these are likely to be complex issues, it may be beneficial for GPs to have some guidance on
dealing with work related ULDs. A similar concept to the low back pain guidance published
by the Royal College of GPs could be used.
7.4

COLLABORATION

7.4.1

Review/develop the options for bridging the gap between
musculoskeletal physiotherapists and the workplace. High priority.
Many ULD sufferers attend physiotherapy outside of their place of work. There is currently
little or no opportunity for these physiotherapists to liase with the workplace to aid return to
work.
With their knowledge of injury mechanism and patient symptoms these
physiotherapists may be able to offer valuable advice. Options such as providing ‘outreach’
OH physiotherapists/ergonomists (i.e. practitioners who are able to visit the workplace and
provide input) within the NHS and making musculoskeletal physiotherapists in private
practice aware of local colleagues or NHS providers with OH expertise should be considered.
7.4.2

Encourage more joint learning events for OH professionals. Medium
priority.
It was clear from the questionnaire results that there are tasks which both physiotherapists and
OH nurses are involved in carrying out, such as ergonomics workplace assessments or
training. Some respondents were also not clear on the role of other professionals.
Opportunities for professionals to learn about common areas together may help them work
together and understand each other’s roles and areas of expertise. These events may include
conferences and courses organised by one profession but welcoming others.
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8 CONCLUSION
System Concepts Ltd. was commissioned to carry out a desk research and a survey of
occupational health nurses and physiotherapists in order to investigate ways in which these
professionals may manage ULDs more effectively. Little research was found that definitively
directed professionals toward best practice for these conditions. Many of the questionnaire
respondents were well qualified and experienced in managing these conditions and
volunteered a variety of suggestions for improving practice.
A number of recommendations have been generated based on the findings from the literature
review, the questionnaire survey and the telephone interview with training providers. These
include providing a variety of training and resources and increasing communication between
professionals involved in the rehabilitation of upper limb disorder sufferers.
We would like to take this opportunity to thank all those who responded to the questionnaire
and helped with this research.
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APPENDIX 1 CLINICIAN QUESTIONNAIRES
Please complete the questionnaire by following the instructions and
answering all relevant questions. There is space at the end of the
questionnaire if you wish to add further comments or expand on your
answers.
Name:

Place of work:

BACKGROUND
1. As a physiotherapist, are you currently or have you within the last year been involved
in treating/managing patients with upper limb disorders (ULDs)? (please tick)
Yes (please continue to complete the rest of the questionnaire)
No (Please return the questionnaire in the enclosed envelope. You do not need to
complete the rest of the questionnaire.)
2. How long have you worked as a physiotherapist? (please tick)
0 – 2 years
2 – 5 years
5 – 10 years

10 – 15 years
15 – 20 years
20 + years

3. How long have you worked in occupational health (OH)? (please tick)
0 – 1 year
1 – 3 years
3 – 5 years

5 – 10 years
10 – 15 years
15

+

years

4. Do you work full or part time in occupational health? (please tick)
Full time

Part time

5. Which of the following best describes where you work? (please tick)
NHS outpatient clinic (go to question 7)
Private outpatient clinic (go to question 7)

OH physiotherapy service provider for an organisation (go to
question 6)
Employed directly by company (go to question 6)
Other (please specify……………………….) (go to question 6)

6. What sector do you currently work in? (if more than one, please indicate
where you work most often by placing 1 in the appropriate box, next most
often with 2, through to least often)
NHS/ Private hospital
Heavy industry
Light industry

Mainly office based
Other (please specify)
……………………………

OH Musculoskeletal Physiotherapist
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7. What other health professionals can you refer clients to?
c OH physician
c OH nurse
c Specialist physiotherapist
c Counsellor

c

Orthopeadic/Rheumatology
consultant
c Other (please specify)
……………………………

TRAINING
8. Have you completed or are you currently enrolled on any specific training in
occupational health, ergonomics or managing work related conditions?
No
OH physiotherapy certificate
NEBOSH certificate/diploma
ACPOHE course/workshop

Ergonomics diploma/MSc
Other, e.g. MACP/McKenzie etc
(please
specify)
…………………………………

9. In what year(s) did you/will you complete the training in question 8?

10. Have you attended any short course(s) which you feel have helped you
assess/treat/manage patients with ULDs? (if yes, please specify which)

11. Would you be interested in learning more about work related ULDs and their
management?
Yes (go to question 12)
No (go to question 13)

12. If you answered yes to question 11, how would you like training to be
delivered?
Magazine feature
Computer based learning
Attend practical course
Shadow other professionals

Training from colleagues
Distance learning
Other
(please
……………………………..

specify)

13. Is there anything preventing you undertaking further occupational health or
related training?
No
Unable to take time off
Lack of funding
Lack of patients with ULD
Lack of time generally

Lack of suitable courses
Not interested
Other (please specify)
…………………………….
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MANAGING PATIENTS WITH UPPER LIMB DISORDERS
14. Please indicate in the table below how often you assess and treat a new patient
with the conditions listed below (please tick the appropriate box).
Never

Once or
twice a year

Once every
couple of months

Once a
month

More than
once a month

Cervical spondylosis
Tension neck
Shoulder capsulitis
Rotator cuff tendinitis
Tennis/Golfers elbow
Carpal
tunnel
syndrome
De
Quervain’s
tenosynovitis
Hand/forearm
tendinitis
Non-specific arm pain

15. Do you have access to the workplace of patients presenting with work
related ULDs?
c No
c for up to 25% of patients
c for up to 50% of patients

c for up to 75% of patients
c for up to 100% of patients

16. How confident do you feel providing advice specifying modifications to
(please tick):
Very
confident

Quite
confident

Neutral

Not very
confident

Not confident
at all

The physical workplace
(to an employer)
The work schedule, i.e.
reduced hours, light duties,
etc. (to an employer)
Work posture and work habits
(to the patient)

17. What training, related to ULDs, are you regularly involved in delivering to
others?
Delivering management training 
c Recognising potential ULD risks
c Managing staff with ULDs
Delivering staff training (excluding training physio colleagues)c Safe working practices
c Workplace exercises
c What to do if experiencing upper limb or musculoskeletal
discomfort
None
c Other (please specify)……………….
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18. What approach(es) have you used when responding to a client reporting
upper limb pain or discomfort? (Please tick appropriate box to indicate how
often you have used this approach.)
Always

A.
B.
C.
D.
E.
F.
G.
H.
I.
J.
K.
L.
M.
N.

Frequently

Sometimes

Rarely

Never

Inform their manager
Request they take sick leave
Refer to GP
Refer to OH physician
Refer to OH nurse
Refer to Orthop./Rheumat.
Consultant
Decrease their working hours
Restrict the tasks they perform
at work
Identify/manage psychosocial
risk factors
Discuss work & leisure
activities – identify potential
aggravating factors
Visit workplace to assess
workplace
activities
and
suggest modifications
Formal analysis of work
activities using checklists or
proven methodologies
Attend case management
meetings with managers or
other health professionals
Other
(please
specify)……………………..

19. If you have ticked any item in the greyed out boxes in question 18, please
comment and expand on your answer, e.g. why you don’t refer to an OH
nurse or which technique you use for analysis of work activities, etc. (use
the letters A-N to indicate which approach you refer to).
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Tunnel

Hand/forearm tendinitis
or tenosynovitis
Non-specific upper limb
pain

De
Quervain’s
tenosynovitis

Carpal
syndrome

Tennis/ Golfers elbow

Rotator cuff tendonitis

Tension neck (pain ±
muscle tightness in
neck/ shoulders)
Shoulder capsulitis

Cervical spondylosis

Treatment technique 2
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Treatment technique 1

Treatment technique 3

Treatment technique 4

20. In the table below please list up to four treatment techniques that you have found to be most effective and would therefore use most
frequently for the specific conditions (e.g. mobilisations, traction, strengthening exercises, etc.). Try to make a generalised judgement,
disregarding variations in signs and symptoms that individual patients present with.

Tunnel

Hand/forearm tendinitis
or tenosynovitis
Non-specific upper limb
pain

De
Quervain’s
tenosynovitis

Carpal
syndrome

Tennis/ Golfers elbow

Rotator cuff tendonitis

Tension neck (pain ±
muscle tightness in
neck/ shoulders)
Shoulder capsulitis

Cervical spondylosis

Ultra sound

Pulsed shortwave
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Interferrential
therapy

TENS

Laser

21. In the table below, please indicate how often you use each of the following treatment modalities for each of the specified conditions by
placing one of the following three symbols in the relevant box:
Ö = frequently used
X = never or rarely used
na = not applicable as no access to this particular modality

22.

Please indicate on the table below how confident you are treating the listed
conditions. (please tick the appropriate box)
Very
confident

Quite
confident

Neutral

Not very
confident

Not confident
at all

Cervical
spondylosis
Tension
neck
(pain ± muscle
tightness in neck/
shoulders)
Shoulder
capsulitis
Rotator
cuff
tendonitis
Tennis/Golfers
elbow
Carpal
Tunnel
syndrome
De
Quervain’s
tenosynovitis
Hand/forearm
tendinitis
or
tenosynovitis
Non-specific
upper limb pain

IMPROVING PRACTICE
23. How do you think overall management of work related upper limb conditions
could be improved?

24. In an ideal world, what actions would you personally take to improve your
management of upper limb conditions and reduce the amount of lost
working time associated with them?

25. What prevents you from implementing these actions?
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26. What training or skills would allow you to deal with these patients better?

27. How useful would you find the following? (please tick the appropriate box)
Yes, very
useful

Yes, may be of
some use

Not sure

No, would not
be useful

A. Easier and quicker access to
other health professionals
B. Guidelines to aid diagnosis of
ULDs
C. Advice on identifying factors
associated with delayed recovery
from ULDs
D. Guidelines to aid identification of
risk factors for ULDs
E. Best practice guidelines for
treating ULDs
F. Tools
for
assessing
work
activities
G. Advice on exercises for patients
with ULDs
H. Advice on information for patients
with ULDs
I. Advice on specifying modified
work/workplace activities
J. Information
about
recent
research in ULDs

28. If you have ticked any of the greyed out boxes in question 27, please
comment and expand on your answer, e.g. which health professionals(s)
your answer refers to or why an item would not be useful, (use the letters AJ to indicate which item you refer to).

Thank you for taking the time to complete this questionnaire. Please
now return your completed questionnaire in the envelope provided to:
Sue Mackenzie, System Concepts, 2 Savoy Court, Strand, London,
WC2R 0EZ
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Please complete the questionnaire by following the instructions and
answering all relevant questions. There is space at the end of the
questionnaire if you wish to add further comments or expand on your
answers.
Name:

Place of work:

BACKGROUND
1. Are you currently or have you within the last year been involved in managing

patients with upper limb disorders (ULDs)? (please tick)
Yes (please continue to complete the rest of the questionnaire)
No (Please return the questionnaire in the enclosed envelope. You do not
need to complete the rest of the questionnaire.)
2. How long have you worked as a physiotherapist? (please tick)
0 – 2 year
2 – 5 years
5 – 10 years

10 – 15 years
15 – 20 years
20 + years

3. How long have you worked in musculoskeletal physiotherapy? (please tick)
0 – 2 year
2 – 5 years
5 – 10 years

10 – 15 years
15 – 20 years
20 + years

4. Do you work full or part time in musculoskeletal physiotherapy? (please tick)
Full time

Part time

5. Which of the following best describes where you work? (please tick)
NHS outpatient clinic (go to question 7)
Private outpatient clinic (go to question 7)
Other (please specify……………………….) (go to question 6)
6. Which of the following sectors, if any, do you currently work in? (If more than
one, please indicate where you work most often by placing 1 in the
appropriate box, next most often with 2, through to least often.)
Heavy industry
Light industry
Mainly office based

Other (please specify)
……………………………
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7. What other health professionals with expertise in ULDs can you refer clients
to?
c OH physician
c OH nurse
c Specialist physiotherapist
c Counsellor

c Orthopeadic/Rheumatology
consultant
c Other (please specify)
……………………………………

TRAINING
8. Have you completed or are you currently enrolled on any specific training in
occupational health, ergonomics or managing work related conditions?
No
OH physiotherapy certificate
NEBOSH certificate/diploma
ACPOHE course/workshop

Ergonomics diploma/MSc
Other e.g. MACP, McKenzie etc
(please specify)
…………………………………

9. In what year(s) did you/will you complete the training in question 8?
10. Have you attended any short course(s) which you feel have helped you
assess/treat/manage patients with ULDs? (if yes, please specify which)

11. Would you be interested in learning more about work related ULDs and their
management?
Yes (go to question 12)
No (go to question 13)
12. If you answered yes to question 11, how would you like training to be
delivered?
Magazine feature
Computer based learning
Attend practical course
Shadow other professionals

Training from colleagues
Distance learning
Other (please specify)
……………………………..

13. Is there anything preventing you undertaking further occupational health or
related training?
No
Unable to get time off
Lack of funding
Lack of time generally
Lack of suitable courses

Lack of patients with ULD
c Not interested
Other (please specify)
…………………………….
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MANAGING PATIENTS WITH UPPER LIMB DISORDERS
14. Please indicate in the table below how often you assess and treat a new
patient with the conditions listed below. (please tick the appropriate box)
Never

Once or
twice a year

Once every
couple of months

Once a
month

More than
once a month

Cervical spondylosis
Tension neck
Shoulder capsulitis
Rotator cuff tendinitis
Tennis/Golfers elbow
Carpal
tunnel
syndrome
De
Quervain’s
tenosynovitis
Hand/forearm
tendinitis
Non-specific arm pain

15. Do you have access to the workplace of patients presenting with work
related ULDs?
c No
c for up to 25% of patients
c for up to 50% of patients

c for up to 75% of patients
c for up to 100% of patients

16. How do you feel providing advice specifying modifications to the following
(please tick):
Very
confident

Quite
confident

Neutral

Not very
confident

Not confident
at all

The physical workplace
(to an employer)
The work schedule, i.e.
reduced hours, light duties,
etc. (to an employer)
Work posture and work habits
(to the patient)

17. What training, related to ULDs, are you regularly involved in delivering to
others?
Delivering management training 
c Recognising potential ULD risks
c Managing staff with ULDs
Delivering staff training (excluding training physio colleagues)c Safe working practices
c Workplace exercises
c What to do if experiencing upper limb or musculoskeletal
discomfort
c Other (please specify)……………….
c None
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18. What approach(es) have you used when responding to a client reporting
upper limb pain or discomfort? (Please tick appropriate box to indicate how
often you have used this approach.)
Always

Sometimes

Rarely

O.
P.
Q.
R.

Inform their manager
Request they take sick leave
Refer to GP
Refer
to
Orthop./Rheumat.
Consultant
S. Refer to OH physician
T. Refer to OH nurse
U. Decrease their working hours
V. Restrict the tasks they perform at
work
W. Identify/manage
psychosocial
risk factors
X. Discuss work & leisure activities
– identify potential aggravating
factors
Y. Visit
workplace
to assess
workplace activities and suggest
modifications
Z. Formal analysis of work activities
using checklists or proven
methodologies
AA.Attend
case
management
meetings with managers or other
health professionals
BB.Other
(please
specify)……………………..

19. If you have ticked any item in the greyed out boxes in question 18, please
comment and expand on your answer, e.g. why you don’t refer to an OH
nurse or which technique you use for analysis of work activities, etc. (use
the letters A-N to indicate which approach you refer to).
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Never

Tunnel

Hand/forearm tendinitis
or tenosynovitis
Non-specific upper limb
pain

De
Quervain’s
tenosynovitis

Carpal
syndrome

Tennis/ Golfers elbow

Rotator cuff tendonitis

Tension neck (pain ±
muscle tightness in
neck/ shoulders)
Shoulder capsulitis

Cervical spondylosis

Treatment technique 1
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Treatment technique 2

Treatment technique 3

Try to make a

Treatment technique 4

most frequently for the specific conditions (e.g. mobilisations, traction, strengthening exercises, etc.).
generalised judgement, disregarding variations in signs and symptoms that individual patients present with.

20. In the table below please list up to four treatment techniques that you have found to be most effective and would therefore use

Tunnel

Hand/forearm tendinitis
or tenosynovitis
Non-specific upper limb
pain

De
Quervain’s
tenosynovitis

Carpal
syndrome

Tennis/ Golfers elbow

Rotator cuff tendonitis

Tension neck (pain ±
muscle tightness in
neck/ shoulders)
Shoulder capsulitis

Cervical spondylosis

Ultra sound

Pulsed shortwave
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Interferrential
therapy

conditions by placing one of the following three symbols in the relevant box:
Ö = frequently used
X = never or rarely used
na = not applicable as no access to this particular modality
TENS

Laser

21. In the table below, please indicate how often you use each of the following treatment modalities for each of the specified

22. Please indicate on the table below how confident you are treating the listed
conditions. (please tick the appropriate box)
Very
confident

Quite
confident

Neutral

Not very
confident

Not confident
at all

Cervical
spondylosis
Tension
neck
(pain ± muscle
tightness in neck/
shoulders)
Shoulder
capsulitis
Rotator
cuff
tendonitis
Tennis/Golfers
elbow
Carpal
Tunnel
syndrome
De
Quervain’s
tenosynovitis
Hand/forearm
tendinitis
or
tenosynovitis
Non-specific
upper limb pain

IMPROVING PRACTICE
23. How do you think overall management of work related upper limb conditions
could be improved?

24. In an ideal world, what actions would you personally take to improve your
management of upper limb conditions and reduce the amount of lost
working time associated with them?

25. What prevents you from implementing these actions?

26. What training or skills would allow you to deal with these patients better?
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27. How useful would you find the following? (please tick the appropriate box)
Yes, very
useful

Yes, may be of
some use

Not sure

No, would not
be useful

K. Easier and quicker access to
other health professionals
L. Guidelines to aid diagnosis of
ULDs
M. Advice on identifying factors
associated with delayed recovery
from ULDs
N. Guidelines to aid identification of
risk factors for ULDs
O. Best practice guidelines for
treating ULDs
P. Tools
for
assessing
work
activities
Q. Advice on exercises for patients
with ULDs
R. Advice on information for patients
with ULDs
S. Advice on specifying modified
work/workplace activities
T. Information
about
recent
research in ULDs

28. If you have ticked any of the greyed out boxes in question 27, please
comment and expand on your answer, e.g. which health professional(s)
your answer refers to or why an item would not be useful, (use the letters AJ to indicate which item you refer to).

Thank you for taking the time to complete this questionnaire. Please
now return your completed questionnaire in the envelope provided to:
Sue Mackenzie, System Concepts, 2 Savoy Court, Strand, London,
WC2R 0EZ
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Please work through the questionnaire by following the instructions and
completing all relevant questions. There is space at the end of the
questionnaire if you wish to add further comments or expand on your
answers.
Name:

Place of work:

BACKGROUND
Upper limb disorders (ULDs) are conditions which affect the muscles, tendons,
ligaments, nerves or other soft tissues and joints. The upper limb includes the neck,
shoulders, arms, wrists, hands and fingers.
1. Are you currently or have you within the last year been involved in managing clients
with upper limb disorders (ULDs)? (Please tick)
Yes (please continue to complete the rest of the questionnaire)
No (please return the questionnaire in the enclosed envelope. You do not need to
complete the rest of the questionnaire)
2. How long have you worked in occupational health (OH)? (Please tick)
0 – 1 year

5 – 10 years

1 – 3 years

10 + years

3 – 5 years
3. Do you work full or part time in occupational health? (Please tick)
Full time

Part time

4. What sector do you currently work in? (If more than one, please indicate where you
work most often by placing 1 in the appropriate box, next most often with 2, through
to least often.)
NHS/ private hospital

Mainly office based

Heavy industry

Other (please specify)

Light industry

……………………………

5. What other health professionals with expertise in upper limb disorders can you refer
clients to?
c OH physician

c Occupational Therapist

c Physiotherapist

c Counsellor

c Orthopaedic/ rheumatology
consultant

c Other (please specify)
……………………………………
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6. Do you have nursing colleagues that you can consult about management of
your clients with upper limb disorders?
c No
c Yes, less experienced than me

c Yes, they have the same
experience as me
c Yes, they are more experienced
than me

7a) For approximately how many employees do you provide occupational
health?
c 1-500
c 1001-3000
c 501-1000

c 3000+

b) Are these employees in just one or different organisations/companies?
c 1 company

c More than 1 company

TRAINING
8. Have you completed or are you currently enrolled on any specific training in
occupational health nursing or related subjects?
No
NEBOSH certificate/diploma
OH nursing diploma/degree
Ergonomics diploma/MSc

Other (please specify)
……………………………………

9. In what year did you or will you complete the training in question 8?
10. Have you or do you intend to undertake any specific training in ergonomics
or managing musculoskeletal disorders?
Yes (please specify the course title)…………………………………………..
No
11. Have you attended any other short course(s) (eg 1 or 2 days) which you feel
have helped you manage clients with upper limb disorders? (please specify
the course title)

12. Would you be interested in learning more about musculoskeletal disorders
and their management?
Yes (go to question 13)
No (go to question 14)
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13. If you answered yes to question 12, how would you like training to be
delivered?
Magazine feature
Training from colleagues
Computer based learning

Distance learning

Attend practical course

Other (please specify)

Shadow other professionals

……………………………..

14. Is there anything preventing you undertaking either further upper limb
specific occupational health or specific musculoskeletal training?
No
Lack of suitable courses
Unable to get time off

Not interested

Lack of funding

Other (please specify)

Lack of time generally

…………………………….

MANAGING CLIENTS WITH UPPER LIMB DISORDERS
15. Please indicate on the table below how confident you are that you can do the
tasks listed. (please tick the appropriate box)
Very
confident

Quite
confident

Neutral

Identify neck problems
Identify tendonitis (eg
tennis elbow or rotator
cuff tendonitis)
Identify carpal tunnel
syndrome
Identify
non-specific
upper limb pain
Refer to an appropriate
professional
Recommend changes to
physical workplace (to
employer)
Recommend changes to
work
schedule
ie
reduced hours or duties
(to employer)
Recommend changes to
work posture/habits
Monitor progress
Advise client on best
treatments
for
their
upper limb problem
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Not very
confident

Not confident
at all

16. What approach(es) have you used when responding to a client reporting
upper limb pain or discomfort? Please tick appropriate box to indicate how
often you have used this approach.
Always

A.
B.
C.
D.
E.
F.
G.
H.
I.
J.
K.
L.
M.
N.

Sometimes

Rarely

Inform their manager
Request they take sick leave
Refer to GP
Refer to OH physician
Refer to physiotherapist
Refer to ortho/rheumatology
consultant
Decrease their working hours
Restrict the tasks they perform at
work
Identify/manage
psychosocial
risk factors
Discussion of work & leisure
activities – identifying potential
aggravating factors
Visit
workplace
to assess
workplace activities and suggest
modifications
Formal analysis of work activities
using checklists or proven
methodologies
Attend
case
management
meetings with managers or other
health professionals
Other
(please
specify)……………………..

17. If you have ticked any item in the greyed out boxes in question 16, please
comment and expand on your answer, e.g. why you don’t refer to
physiotherapist or which technique you use for analysis of work activities,
etc. (use the letters A-N to indicate which approach you refer to).
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Never

18. What training, related to ULDs, are you regularly involved in delivering?
Delivering training to management and supervisors
c Recognising potential upper limb disorder (ULD) risk factors
c Managing staff with ULD
Delivering staff training 
c Safe working practices
c Workplace exercises
c What to do if experiencing upper limb or musculoskeletal
discomfort
c None
c Other (please specify)……………….

19. Are you involved in any ‘hands on’ treatment of clients with ULD? (if yes,
please specify what treatment)

20. From your own experience, what are the best treatments or interventions
that aid recovery and allow speedy return to work (either carried out by you
or others, eg work modifications, acupuncture, medication etc) for the
following conditions? (please specify or tick box if you are not sure)
Treatment or intervention

Not sure

Neck problems
Tendonitis (eg tennis
elbow or rotator cuff
tendonitis)
Carpal tunnel syndrome
Non-specific upper limb
pain

IMPROVING PRACTICE
21. How do you feel the overall management of upper limb conditions could be
improved?
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22. Do you feel collaboration between health professionals or others involved in
rehabilitation could be improved in order to help the client return to work
quicker or provide them better care?
Yes (please specify which professionals and how collaboration could be
improved) ………
No

Not sure
23. In an ideal world, what actions would you personally take to improve your
management of upper limb conditions and reduce the amount of lost time
associated with them? (eg consider improving diagnosis, treatment and/or
referral skills)

24. What prevents you from implementing these actions?

25. What training or skills would allow you to better deal with these clients?

26. How would you feel about expanding your current role to provide more ‘hands on’
treatments for clients with ULDs? (please tick – you may tick more than one box if
necessary)
Would welcome this opportunity with appropriate training
Would not have time at work to do additional tasks
Don’t think this is appropriate
Not required – there are others where I work who do this
Other (please specify)…………………………………………..
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27. How useful would you find the following? (Please tick the appropriate box)
Yes, very
useful

Yes, may be of
some use

Not sure

No, would not
be useful

O. Easier and quicker access to
other health professionals
P. Advice on clinical examination eg
to identify tennis elbow
Q. Guidelines to aid decision making
when managing clients with ULD
R. Advice on identifying factors
associated with delayed recovery
from ULD
S. Guidelines
on
the
most
appropriate treatments for ULD
T. Advice on improving the way you
provide work restrictions so that
supervisors can understand &
implement them
U. Guidelines to aid identification of
risk factors for ULD
V. Advice on prescribing exercises
for clients with ULD
W. Advice on information for clients
with ULD
X. Information
about
recent
research in ULD

28. If you have ticked any of the greyed out boxes in question 27, please
comment and expand on your answer, eg already have the item, what
guidelines you currently use, what professionals you would like better
access to, etc (use the letters O – X to indicate which item you refer to).

Thank you for taking the time to complete this questionnaire. Please
now return your completed questionnaire in the envelope provided.
Sue Mackenzie, System Concepts, 2 Savoy Court, Strand, London,
WC2R OEZ
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APPENDIX 2 COMPLETE QUESTIONNAIRE RESPONSES
MUSCULOSKELETAL PHYSIOTHERAPIST QUESTIONNAIRE RESULTS
Question 1.
Are you currently or have you within the last year been involved in managing patients with
upper limb disorders (ULDs)?
Total questionnaires sent = 150
Responses:
Yes = 64
No = 0
Question 2.
How long have you worked as a physiotherapist?
Total responses = 62
25

No. respondents

20
15
10
5
0
0 - 2 years 2 - 5 years

5 - 10
years

10 - 15
years

15 - 20
years

20 + years

Figure 1 Musculoskeletal Physiotherapist responses to question 2
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Question 3.
How long have you worked in musculoskeletal physiotherapy?
Total responses = 64
25

No. respondents

20
15
10
5
0
0 - 2 years 2 - 5 years

5 - 10
years

10 - 15
years

15 - 20
years

20 + years

Figure 2 Musculoskeletal Physiotherapist responses to question 3

Question 4.
Do you work full or part time in musculoskeletal physiotherapy?
Total responses = 64
60

No. respondents

50
40
30
20
10
0
Full time

Part time

Figure 3 Musculoskeletal Physiotherapist responses to question 4
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Question 5.
Which of the following best describes where you work?
Total responses = 64
70

No. respondents

60
50
40
30
20
10
0
NHS outpatient clinic

Private outpatient clinic

Figure 4 Musculoskeletal Physiotherapist responses to question 5

Question 6.
Which of the following sectors, if any do you currently work in?
This question did not apply to any of the respondents.
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Question 7.
Which other health professionals with expertise in ULDs can you refer clients to?
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Figure 5 Musculoskeletal Physiotherapist responses to question 7
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Figure 6 Musculoskeletal Physiotherapist “other” responses to question 7
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Question 8.
Have you completed or are you currently enrolled on any specific training in occupational
health, ergonomics or managing work related conditions?

Figure 7 Musculoskeletal Physiotherapist responses to question 8

Question 9.
In what year(s) did/will you complete the training in question 8?
Year
1990
1991
1995
1999
2001
2003
2005

No. Responses
1
1
1
1
2
3
1

Figure 8 Musculoskeletal Physiotherapist responses to question 9
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Question 10.
Have you attended any short course(s) which you feel have helped you assess/treat/ manage
patients with ULD’s?
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Figure 9 Musculoskeletal Physiotherapist responses to question 10
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Question 11.
Would you be interested in learning more about work related ULDs and their management?
Total responses = 63

No
3%

Yes
97%

Figure 10 Musculoskeletal Physiotherapist responses to question 11

Question 12.
If you answered yes to question 11, how would you like training to be delivered?

No. respondents

60
50
40
30
20
10

ni
ar

er

e

le

O
th

ng

s
ag
ta
nc
D
is

co
m
fro
g

Tr
ai
ni
n

ot
ow
Sh

ad

lle

ss
io
fe
ro

rp
he

pr
nd

ue

ls
na

se
ur
co
al

ac
ti c

as
At
te

C
om

pu

te

M

rb

ag

az
in

ed

e

le

fe

ar

at

ni

ur

e

ng

0

Figure 11 Musculoskeletal Physiotherapist responses to question 12
Respondents who ticked the ‘Other’ category also gave the following responses:
· Buying in training for senior staff
· Reading research articles
· Journals.
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Question 13.
Is there anything preventing you undertaking further occupational health or related training?
Total responses = 61

Respondents
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Figure 12 Musculoskeletal Physiotherapists responses to question 13
The four respondents who ticked the ‘Other’ category also gave the following responses:
· Childcare
· Still completing MSc thesis
· Need to learn other basics first (this respondent had been working as a musculoskeletal
therapist for under two years)
· Currently undertaking post-grad training.
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Question 14.
Please indicate on the table below how often you assess and treat a new patient with the
conditions listed below.
100%
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Figure 13 Musculoskeletal Physiotherapists responses to question 14
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Question 15.
Do you have access to the workplace of patients presenting with work related ULDs?
70

No. respondents

60
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0
No

for up to 25% of for up to 50% of for up to 75% of
patients
patients
patients

Figure 14 Musculoskeletal Physiotherapists responses to question 15

Question 16.
How do you feel providing advice specifying modifications to the following:
70
No. respondents

60

Not confident at all

50

Not very confident

40

Neutral

30

Quite confident

20

Very confident

10
0
The physical
workplace (to an
employer)

The work schedule
ie reduced hours,
light duties, (to an
employer)

Work posture and
work habits (to
patient)

Figure 15 Musculoskeletal Physiotherapists responses to question 16
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Question 17.
What training, related to ULDs, are you regularly involved in delivering to others?
60

No. respondents

50
40
30
20
10
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1

2
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4
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6

7

Figure 16 Musculoskeletal Physiotherapists responses to question 17
Key:
1. Recognising potential ULD risks
2. Managing staff with ULDs
3. Safe working practices
4. Workplace exercises
5. What to do if experiencing upper limb or musculoskeletal discomfort
6. Other
7. None.
Those respondents that ticked ‘Other’ also gave the following additional information;
· In service training
· Specific patients only
· Training to colleagues.
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Question 18.
What approaches have you used when responding to a client reporting upper limb pain or
discomfort?
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Figure 17 Musculoskeletal Physiotherapist responses to question 18
Key:
A. Inform their manager
B. Request they take sick leave
C. Refer to GP
D. Refer to Consultant
E. Refer to OH Physician
F. Refer to OH nurse
G. Decrease their working hours
H. Restrict the tasks they perform at work
I. Identify/manage psychosocial risk factors
J. Discuss work & leisure activities – identify potential aggravating factors
K. Visit workplace to assess workplace activities and suggest modifications
L. Formal analysis of work activities using checklists or proven methodologies
M. Attend case management meetings with managers or other health professionals
N. Other.
One of the participants who ticked ‘Other’ expanded on the answer reporting that they would
sometimes refer to the Health and Safety Department.

Question 19.
If you have ticked any of the greyed out boxes in question 18, please comment and expand on
your answer below.
Comments for each letter were as follows:
A
· Clients responsibility to inform manager and for manager to liase with GP
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·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
B
·
·
·
·
·
·
·
·
·
·
·

Confidentiality issue
Confidentiality
Don't have the set-up/means/finance to be able to contact patient's work place. Can give
advice to patient to pursue this, or refer go GP if sick leave is needed
Never felt the need to
Not needed to, don't feel it's my place to do so
Patient is usually off work or on light duties by the time I see them therefore no need to
write a message
I tell patient to inform manager of risks explained to me by patient
Was not necessary
I would ask them to contact manager
Appointment is confidential, patient can inform manager but I will not
Confidentiality issues
I discuss things with the patient, they then inform their respective managers
I don't consider it my role; patient confidentiality and no time
GP signs person off sick, I only liase with manager if patient specifically asks
I ask patient or OH to inform manager
I lack confidence and it’s not my place to refer their employees
Lack of time, I have never felt this to be appropriate
Never
Never been asked to
Not my responsibility to report to the patient’s manager
Not usually necessary to refer elsewhere except to orthopaedics or rheumatology
Only if NHS worker; sometimes a letter if requested
Patient confidentiality
Patient should take active role in discussing problem with manager. I am always willing
to write a letter and have done so on a number of occasions
Patient’s responsibility
Patient’s responsibility
This question is not appropriate to my job role, I am not in the position to inform
managers or
Take decisions regarding working hours, I can only advise
To give a patient advice, exercises - ergonomic education, is enough in 20mins, if I felt
work related issues were not resolving and causing problems to continue then I would get
others involved
Up to the patient to inform their manager, or you may be in breech of confidentially
I will discuss with patient, not directly with the manager
Our patients are referred by consultants and I do not feel expert enough to be doing most
of the above.
I feel it is more appropriate to continue to work even if it is modified/decreased
GP would usually request this
I try to keep people in work but modify/change activity
Not my job to do so; for GP to do
Patient is normally on sick leave anyway
Up to GP
Usually discuss with GP - GP can then request/write requesting sick leave
Was not necessary
Would compound biopsychosocial issues
I avoid removal from work, tend to adapt activities rather than stop altogether
Depends on immobility of condition and how they are managing
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·
·
·
·
·
·
·
·
·
·

Depends on situation but I don't usually encourage sick leave
I may suggest this to a patient but leave the decision up to them
I refer them to their GP for this
If I feel patient needs to take time off, I may suggest it, often they are already on sick
leave
This is not my responsibility, I feel I should encourage patients to remain at work but
attempt to change their practice
Not wanting to encourage development of ‘yellow flags’
Only ever in extreme cases
Taking sick leave is a poor prognosis of outcome. Patients should be encouraged to stay
at work
Unable to take time to gain access
Usually on sick leave from GP.

C
· As patients have come from GP normally then I would have no need to refer them back
· N/a
· Normally referred from GP or consultant and I only contact GP on discharge or related to
driving
· Patients usually come from GP
· GP not usually of much use
· I cannot refer to GP's
· If I see a patient who would need specialist opinion I would refer him/her to my upper
limb surgeon not a GP
· Often have been referred patient by these
· Often referred from GP
· Only refer when appropriate
· Our referrals are normally from the GP
· Usually referred by GP - no need to refer
· What for? I don't understand what GPs can do, I only refer back if patient has not
changed
· Patients I see have come via consultant.
D
·
·
·
·
·
·
·
·
·
·
·

I can't directly refer to consultant - could only advice patient to see GP
I usually feedback to GP to suggest orthopaedic/rheumathology opinion
I can't directly refer, I have to go through GP
I would go via GP
I cannot refer to consultants
If I am concerned i.e. suspicious symptoms
If patient is not responding to conservative management and requires surgical opinion or
rheumatological review if presenting with inflammatory condition
No direct access for physio to consultant
Not something that I can do – I have to refer back to GP to refer on
Not able to refer directly (only via GP)
Only if not improving.

E
·
·
·
·

OH nurse usually appropriate
Not necessary
I would advise patient to see OH department at work, but I am unable to directly refer
I don't have access to OH professionals
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·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
F
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
G
·
·
·
·
·
·
·
·
·

Usually patients have already been referred to me by GP or OH, therefore I don't have to
There is not a recognized referral system
I would only do it if patient is an NHS employee of our trust
I normally refer to clinical specialist physio at hospital
I don't know how to
I cannot refer to OH physician/OH nurse
I liase with OH if required but usually this is already done, i.e. patients usually have OH
involved
Most patients don't have OH physician or nurse
I never considered it really
I never thought to do this
Not available in present employment
Not common practice
I am not sure of their role
They tend to refer to us and we help get patient back to work; if no change in condition,
then we refer to orthopaedics/rheumatology consultant
I am unaware of their role and availability.
Lack of access to OH nurse
I have not felt it necessary to refer to an OH nurse; in our own trust patients with
musculoskeletal problems related to work are seen by the OH physiotherapist
Patients I see are referred from A&E or a clinic and therefore it is not always necessary to
refer patients to an OH nurse
I have poor awareness of their involvement or role
Unaware of route of referral
I would not know how to
I have no authority to do this
Didn't know I could refer and to which ones
An occupational health physician and physio are available
Referral was not necessary until now
I would refer globally to OH
I did not know that I could refer to them, have no knowledge about it
Most my clients come from small firms with no OH facilities
There is no access to an OH nurse
I am not aware of this person
Poor awareness of their involvement or role
There is a lack of specialised OH nurses
I am unaware of OH nurse access.
I would need to discuss this with manager but I do sometimes write a letter for patient
This is not for me to do; for GP to do
This is very difficult for all patients
Depends on their job, how it is effecting them
I feel this is unrealistic for many people (i.e. financial considerations)
I may suggest pacing activities, or pacing back into work if they have already taken sick
leave (prior to attending physio)
This is not my responsibility
I recommend only, OH and/or GP makes decision
I am unable to negotiate this with people that are self-employed or who have a difficult
manager
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·

Patients are usually placed on restricted hours from OH department. Patient may be
unwilling if in financial difficulties

H
· Advice given to avoid aggravating activities
· I may encourage pacing up activities and tasks.
I
·

·

I ask how work is responding to current problem, how the family responds and what the
patient’s emotional response is to pain
We have detailed discussions to identify yellow flags and deal with them as appropriate
I discuss this as part of the assessment so I am aware of it. Further discussions with
patient as appropriate.
I discuss stress and effect on ULD
I identify, but not necessarily manage psychosocial factors
If I pick up on 'yellow flags' then I would use a yellow flag questionnaire to determine if
there are any potential risk factors for non-compliance or non-involvement or
dependence. I manage it according to findings
If they have any yellow flags
It is an important aspect of any musculoskeletal treatment
In the subjective examination I try to identify them all
These nearly always need addressing e.g. stress relation with manager
I have not much experience managing psychosocial issues
Yellow flags, fear avoidance questionnaires, self efficacy
I always determine the relationship between psychosocial issues and pain
As my skills will allow
How do you do this formally? I will do it informally but not specifically
It is important to take into account yellow flags and how they effect patient symptoms
I do it informally, no formal measures used
I lack training to manage this, however I use yellow flag indicators to help direct my
therapeutic approach
I mainly link with GP
Only when yellow flags are identified during subjective examination
People I see always need the correct approach to delivering treatment
It is proven that it plays a large part in pain
This is taken into account to a small degree in the assessment but it is not always
expanded on
This may be contributing to their symptoms or pre-dispose them to chronic pain
I address it through my assessment, by using a psychosocial/cognitive behavioural
approach
I address the patient holistically
This is very important for treatment outcome and should be tackled ASAP to prevent
chronic disability
This is the case with all patients.

K
·
·
·
·
·
·

I have never been able to do this in the environment that I work in
No capacity at work
No time, and may be inappropriate for my role within company
Not able to
Not feasible due to time restriction, not practicable
There is not really the opportunity due to time limits and it hasn't been necessary

·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
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·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
L
·
·
·
·
·
·
·
·
·
·
·
·
·

I am not sure if we have the opportunity and can take time off
Unable to do this through NHS/private practice, also no formal training
I wouldn't have time or resources
I am not given time or opportunity to visit work place, the emphasis is on outpatient
setting and managing waiting list
We do not offer that service; OH, risk assessor/main handling adviser may intervene for a
staff member of the trust
In an NHS outpatient clinic we do not get the opportunity to visit the patients in their
work place
It is not normal practice to visit a patients work place due to lack of time and staff
I am not reviewing clients in a workplace setting
I lack time as NHS outpatient physio
My role does not involve or expand to working outside the clinic
NHS does no allow us to visit workplace
No access
No flexibility in working practice
No time provided at work
No time to do this, we give advice to patient so they can try it at own
workplace/environment
Not able to do this on NHS time
Not my role, no time available
No time/funding to visit workplace
Not within service agreements
Outside my scope of practice
We suggest modifications but it is not possible to visit and assess
There just isn't the time, our waiting list presently is 20 + weeks
Too little time - long waiting lists - if OH is available at patient’s work I suggest they see
them
I am a general outpatient physio; it would be nice to have the time to do this, but not the
case
I am not able to do this in my time allocation/work hours
I am not trained specifically in ergonomic/workplace assessment; I would not be able to
go to work place as I am strictly hospital based
I work in outpatient clinic, my job does not involve travelling to peoples’ work places,
this would be too time consuming
This is not within scope of my role.
I do not have access to checklists & have no knowledge of proven methodologies
I don't know any specific methodologies
I may give patient checklist of things at work and return with results i.e. desk height, chair
height & position, unit position, screen, telephone/keyboard etc.
I have never had formal training, not aware of any checklists
I have never seen formal analysis
A workplace assessment formally done by OH and health and safety departments
Such checklists are not available in our department
I am aware of concentric rings model
It depends whether work is indicated as a causative factor
I do not know of any
I do not have the skills for this
It is not within my job or time to visit or formally assess their work place
I am not trained in formal assessment at work activities etc.
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·
·
·
·
·
·
·
·
·
·

·

No checklists known or methodology
No protocol for this
No time
Not always appropriate
No system in place, I'm not trained for this
I address it through thorough subjective questionnaire to determine work activities
Unavailable in my workplace and lack of numbers of patients
Unaware
Unsure of these
We don't have to my knowledge checklists which are formalised method of assessing the
workplace. It is done more informally during the assessment
Work analysis is performed informally as I do not know of proven methodologies for
formal analysis of work
I have not really been able to look into working in this environment.

M
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·

Doesn't apply to our patients
N/a
Never known about any
Not aware they go on
I have not been available time wise or otherwise
I do not see cases often enough
I don't get opportunity in NHS clinic
I liase with others by phone/letter
Never been asked or informed
No protocol or department policy
No time
Not appropriate in NHS
My patients don't have case meetings
Rarely been requested
This situation has just never arisen.

·

N
· Most patients are under orthopaedic consultant, it is their responsibility re-sick leave. We
do not visit the work place as part of our service
· My experience is limited. I provide basic workstation advice already to ergonomic
recommendations
· It is very useful to educate patient on their condition
· I request via GP only as I am unable to authorise sick leave - lots of patients are already
on sick leave by the time they are referred by the consultant
· It is left to OH to liase with manager of clients
· Working in the NHS I only deal with NHS OH (when treating staff). Otherwise I may
advise patients to seek help from their OH department or ergonomic adviser if available.
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Question 20.
In the table below please list up to four treatment techniques that you have found to be most
effective and would therefore use most frequently for the specific conditions.
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Figure 18 Musculoskeletal Physiotherapist responses to question 20
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Question 21.
In the table below, please indicate how often you use each of the following treatment
modalities for each of the specified conditions by placing one of the following three symbols
in the relevant box.
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Figure 19 Musculoskeletal Physiotherapist responses to question 21

Question 22.
Please indicate on the table below how confident you are treating the listed conditions.
Not confident at all
Not very c onfident
Neut ral
Quite c onfident
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Figure 20 Musculoskeletal Physiotherapist responses to question 22
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Question 23.
How do you think overall management of work related upper limb conditions could be
improved?
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Figure 21 Musculoskeletal Physiotherapist responses to question 23

Question 24.
In an ideal world, what actions would you personally take to improve you management of
upper limb conditions and reduce the amount of lost working time associated with them?
50
45
No. respondents

40
35
30
25
20
15
10
5
0
Increase own
knowledge

Patient education

Visit workplace

Figure 22 Musculoskeletal Physiotherapist responses to question 24
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Comments included:
· Have joint meetings with client and employer in work place to identify strategies/ changes
· Find access to latest research and best practice. Find criteria for essential items during an
assessment. Find guidelines regarding most appropriate rehab regimes, how often, doses
etc.
· Better access to Dr therefore quicker injections or investigations when appropriate
· Improve links with employers and make it easier for patients to have a more graded return
to work with more flexibility
· Faster access to therapy; as a shoulder specialist I feel competent in managing these
patients, it is my aim to educate colleagues regarding diagnosis and management
· It would be nice to visit work place or pass this on to someone who would e.g. OH physio
· If applicable, improved ergonomics/workplace assessments, increase evidence based
knowledge and further research
· Better liaison with OH departments
· Further postgraduate training related to these conditions
· Produce a patient self assessment leaflet of their working activities to highlight any
problems which could be addressed
· More treatment time to access work, more training on management of such conditions,
more courses on UL pain more multidisciplinary team approach
· Teach people how to sit from an early age, regular breaks programmed into work,
stretches with a keep fit exercise regime on screen
· Case study/case conference discussion with colleagues
· View workplace and liase with their managers and organise back to work programme
quicker.
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Question 25.
What prevents you from implementing these actions?
35

No. respondents

30
25
20
15
10
5
0
Time

Funding

Management issues or
current procedure

Figure 23 Musculoskeletal Physiotherapist responses to question 25
Other comments included:
· Lack of interest
· Where to find them? (referring to guidelines and recent research). Time to do it.
· Constraints of working in NHS. Time & money to attend training.
· NHS cutbacks in service
· Not something available to industries through NHS
· No access to exercise or gym facilities at work
· Access to appointments - NHS resources, our waiting list for chronic patients is 14 weeks.
Communication with colleagues – I hope I am slowly achieving this.
· Patients need to return to work or continue to carry out previous activities
· I do not have the remit to undertake preventative action within the community. I am
employed in an outpatient setting where only people with existing problems are referred.
· Time and access to books and journals; self discipline
· We do not see people at work or in the home
· Priorities, and I am not a manager
· Lack of general knowledge
· Time, I’m not very good at using computers i.e. the Internet.
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Question 26.
What training or skills would allow you to deal with these patients better?
16
14

No. respondents

12
10
8
6
4
2
0
Ergonomics

Upper limb
specific
training

Treatment
techniques

Other courses
or training

Other

Figure 24 Musculoskeletal Physiotherapist responses to question 26
Comments included:
· Time/placement is biggest factor; MACP and ergonomics training have helped me
· Further information/guidelines/treatment tools
· Not sure
· Courses; time with senior staff and orthopaedic consultants
· More time for education etc.
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Question 27.
How useful would you find the following?
70
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Figure 25 Musculoskeletal Physiotherapist responses to question 27
Key:
A. Easier and quicker access to other health professionals
B. Guidelines to aid diagnosis of ULDs
C. Advice on identifying factors associated with delayed recovery from ULDs
D. Guidelines to aid identification of risk factors for ULDs
E. Best practice guidelines for treating ULDs
F. Tools for assessing work activities
G. Advice on exercises for patients with ULDs
H. Advice on information for patients with ULDs
I. Advice on specifying modified work/workplace activities
J. Information about recent research in ULD

Question 28.
If you ticked any of the greyed out boxes in question 27, please comment and expand on your
answer.
A

·
·
·
·
·
·

Depends on the professional and knowing what they know about the subject
Ergonomists / OH physiotherapists/ occupational therapists etc.
I have never been involved with OH physicians or nurses. I am unsure of their role. Info
on other healthcare professionals would be of great benefit
OH professionals in patients’ work places
Other physios that may aid in management by suggesting treatments or by problem
solving; currently often difficult if working alone
This is just starting to happen in our department as we now have a physio in occupational
health who we can refer directly to; however it is more difficult to access staff in OH of
other organisations
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·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·

Access to allied health professionals specialising in work related disorders in general
would be very useful
Depends what/who is available and what they can do
Ergonomic specialists
I don't find it too difficult to contact other health professionals presently
Long wait for referrals to orthopaedic consultants and rheumatologists. Long wait for
ultrasound scans and MRI
Not bad at present, but some faster than others i.e. occupational therapy is easy, hand
therapy is easy, OH is not so easy
Occupational health consultant, hospital consultant
Shoulder specialists
Sometimes difficult to refer directly to some health professionals e.g. rheumatology
consultant
Access to professional who can administer steroid injections
Better and quicker access to manual handling advisers, ergonomists, consultants,
specialist physiotherapists
Do not have working relationship with others apart from consultant who refers patients
and hand therapy (occupational therapist)
Dr's for injections mainly
Ergonomists
Improved access to OH physiotherapists and doctors for advice
OH patients
OH
OH at patients’ work
Occupational therapist, GP, OH
Access to clinical specialists
To understand the role other professionals play in rehabilitation of upper limbs
Easier/quicker access to rheumatology & orthopaedics would facilitate quicker
investigations and treatment
OH nurse and doctor (personnel if needed)
Hand therapy if splinting required
Psychologist

G

·
·

I am a physio, feel able to determine this
It is too broad an area to produce a leaflet and also this does not make advice very patient
specific, which I believe is important. I feel this is the case for exercise and advice leaflets. I
believe exercises should be patient specific. It would be useful to be able to refer to
orthopaedics

H

·
·

I am aware of some (HSE website)
Make sure all care is geared towards same goals. Give patient more confidence.
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OCCUPATIONAL HEALTH PHYSIOTHERAPIST QUESTIONNAIRE RESULTS
Question 1.
As a physiotherapist are you currently or have you within the last year been involved in
treating/managing patients with upper limb disorders (ULDs)?
Total questionnaires sent = 150
Responses:
Yes = 89
No = 15
Question 2.
How long have you worked as a physiotherapist?
35

No. respondents

30
25
20
15
10
5
0
2 - 5 years

5 - 10 years 10 - 15 years 15 - 20 years

20 + years

Figure 26 Occupational Health Physiotherapist responses to question 2
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Question 3.
How long have you worked in occupational health?
25

No. respondents

20
15
10
5
0
0 - 1 years 2 - 5 years

5 - 10
years

10 - 15
years

15 - 20
years

20 + years

Figure 27 Occupational Health Physiotherapist responses to question 3

Question 4.
Do you work full or part time in occupational health?
70

No. respondents

60
50
40
30
20
10
0
Full time

Part time

Figure 28 Occupational Health Physiotherapist responses to question 4
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Question 5.
Which of the following best describes where you work?
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Figure 29 Occupational Health Physiotherapist responses to question 5
Those that ticked ‘Other’ gave the following information:
· Freelance OH for organisation in private clinic
· Not solely employed to work as physiotherapist
· OH for NHS
· Private, main contract Jobcentre plus Disability Service
· Private practice
· Royal Blind School
· Relate counselling
· Staff physio service for NHS trust.
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Question 6.
What sector do you currently work in? (if more than one, please indicate where you work
most often by placing 1 in the appropriate box, next most often with 2, through to least often)
30

No. respondents
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hospital

Heavy
industry

Light
industry

Mainly
office based

Other

Figure 30 Occupational Health Physiotherapist responses to question 6
Those that ticked ‘Other’ gave the following information:
· Agriculture
· Aircraft research/development/part manufacturing
· NHS Plus provider
· Offshore
· Police and Fire Brigade contracts
· Police x2
· Private outpatient clinic x3
· Private rehabilitation and return to work company
· Retail x2
· Train and station staff and light industry.
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Question 7.
What other health professionals can you refer clients to?

Figure 31 Occupational Health Physiotherapist responses to question 7
Other responses included:
· Chiropodist
· Chronic pain team
· Clinical psychologist
· Complimentary health team
· Dietician
· GP x8
· Multidisciplinary team for acute back pain service
· Occupational therapy/ergonomics
· OH consultant
· Occupational psychologist
· Occupational therapist, neuropsychologist
· Osteopath, chiropractor, plastic surgeon
· Other consultants, GP's, podiatrist
· Pain specialist
· Podiatrist x3
· Psychiatric nurse
· Radiologist – MRI scan.
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Question 8.
Have you completed or are you currently enrolled on any specific training in occupational
health, ergonomics or managing work related conditions?
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Figure 32 Occupational Health Physiotherapist responses to question 8
Other responses included:
· Sports medicine
· Member of British Association of Hand Therapists - various courses
· Orthopaedic medicine international
· MSc manipulation, Sheffield.
Question 9.
In what year did you/will you complete the training in question 8?
45
40
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Figure 33 Occupational Health Physiotherapist responses to question 9
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Question 10.
Have you attended any short courses which you feel have helped you assess/treat/manage
patients with ULDs?
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Figure 34 Occupational Health Physiotherapist responses to question 10
Those who responded ‘Other’ also gave the following information:
· Counselling course
· Chronic pain course with the Physiotherapy Pain Association and Myofascial manipulation
· Cyriax courses
· Manual concepts spinal course 2001
· Legal updates, courses in computer use and hints/tips, ergonomics courses
· Myofascial release, counselling, Pilates
· Society of Orthopaedic Medicine course, cervical and upper quadrant module
· VDU training, OCPPP conference workshop 3 hours
· Nags and snags course.
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Question 11.
Would you be interested in learning more about work related ULDs and their management?

No
2%

Yes
98%

Figure 35 Occupational Health Physiotherapist responses to question 11

Question 12.
If you answered yes to question 11, how would you like training to be delivered?
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Figure 36 Occupational Health Physiotherapist responses to question 12
Those that ticked ‘Other’ also gave the following information:
· Would do article search
· Interactive learning on CSP website.
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Question 13.
Is there anything preventing you undertaking further occupational health or related training?
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Figure 37 Occupational Health Physiotherapist responses to question 13
Those that ticked ‘Other’ also gave the following information:
· About to change jobs
· Cost and time off has to be juggled as I’m self employed
· Difficult as I work for 2 places, 1 in NHS and 2 in OH
· Difficult to fit work in with appropriate courses
· Family commitments
· Lack of courses at sufficient level for physios
· Lack of suitable course close enough and Monday to Friday
· Local courses few and far between
· Location of courses (I live in Scotland)
· My disability
· Not working in OH department now
· Usual constraints, too much to do not enough time.
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Question 14.
Please indicate in the table below how often you assess and treat a new patient with the
conditions listed below.
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Figure 38 Occupational Health Physiotherapist responses to question 14
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Question 15.
Do you have access to the workplace of patients presenting with work related ULDs?
40

No. respondents
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for up to 25% for up to 50% for up to 75%

for 100%

Figure 39 Occupational Health Physiotherapist responses to question 15

Question 16.
How confident do you feel providing advice specifying modifications?
100%

No. respondents

80%
Not confident at all
60%

Not very confident
Neutral
Quite confident

40%

Very confident
20%

0%
The physical
workplace (to an
employer)

Work posture and
The work
work habits (to
schedule ie
patient)
reduced hours,
light duties, (to
an employer)

Figure 40 Occupational Health Physiotherapist responses to question 16
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Question 17.
What training, related to ULDs are you regularly involved in delivering to others?
45
40
No. respondents

35
30
25
20
15
10
5
0
1

2

3

4

5

6

7

Figure 41 Occupational Health Physiotherapist responses to question 17
Key:
1. Recognising potential ULD risks
2. Managing staff with ULDs
3. Safe working practices
4. Workplace exercises
5. What to do if experiencing upper limb or musculoskeletal discomfort
6. Other
7. None.
Those that responded ‘Other’ also gave the following information:
· Delivering staff training to those with problems
· DSE x2
· How to identify what tasks lead to discomforts
· I constantly advise patients on these matters
· In past general lecture on posture and its importance
· Manual handling x5
· No specific training programme, I do give individuals advice
· On a one to one basis with employee
· One-to-one as part of treatment programme
· Our trust is shortly to look at this issue
· Risk assessment and management
· Return to work - obstacles and how to overcome them
· Trialing computer based training package I developed
· Usability awareness.
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Question 18.
What approaches have you used when responding to a client reporting upper limb pain or
discomfort?
100%
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60%

Rarely
Sometimes
Frequent ly

40%
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20%
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Figure 42 Occupational Health Physiotherapist responses to question 18
Key:
A. Inform their manager
B. Request they take sick leave
C. Refer to GP
D. Refer to Consultant
E. Refer to OH Physician
F. Refer to OH nurse
G. Decrease their working hours
H. Restrict the tasks they perform at work
I. Identify/manage psychosocial risk factors
J. Discuss work & leisure activities – identify potential aggravating factors
K. Visit workplace to assess workplace activities and suggest modifications
L. Formal analysis of work activities using checklists or proven methodologies
M. Attend case management meetings with managers or other health professionals
N. Other.
Those that ticked ‘Other’ also gave the following information:
· Health and safety for work station assessment
· Recommend equipment e.g. split keyboard, voice activated software
· Refer to health and safety officer
· Rehabilitation and return to work programmes
· Treat the problem
· Use literature, posters, and similar to identify problems
· Write reports to the managers.
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Question 20.
In the table below please list up to four treatment techniques that you have found to be most
effective and would therefore use most frequently for the following conditions.
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Figure 43 Occupational Health Physiotherapist responses to question 20

Question 21.
In the table below, please indicate how often you use each of the following treatment
modalities for each of the specified conditions.
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Figure 44 Occupational Health Physiotherapist responses to question 21
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Question 22.
Please indicate on the table below how confident you are treating the listed conditions.
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Figure 45 Occupational Health Physiotherapist responses to question 22
Question 23.
How do you think overall management of work related upper limb conditions could be
improved?
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Figure 46 Occupational Health Physiotherapist responses to question 23
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Other comments included:
· Less emphasis on ergonomics, modifications, adaptations and manual handling and more on
psychosocial and work place issues
· Rapid reporting of injury, global ergonomic assessment of work area (prevention), specific
individual ergonomic assessment of patient with WRULD, self-referral to physio, liaison with
hand occupational therapist/physio
· Early intervention of physiotherapist/ergonomist; more flexibility with job rotation schemes;
improved relationships between employers/therapist; fast availability of finance for client
treatment and necessary adaptations
· Encourage more physical activities in life especially from school age +
· More time for thorough assessment and treatment, access to hydrocortisone injection when
necessary
· More hours in-house to stop delay before referral picked up by physiotherapist
· Educating GP’s so that employees aren't unnecessarily signed off sick
· Better education of GP’s and hospital based physios
· Integration with workplace factors needs to improve; organisations need to implement changes
recognised
· Referral to specialist physiotherapists; further training available
· Easy access to treatment guidelines (evidence based). Suggested course of actions when
treatment doesn't work i.e. job change etc
· Early reporting and treatment and more specific guidelines for rest and reduction of causative
factors
· Reduced workload as soon as symptoms are felt by employees. Regular breaks and some way
of monitoring that employees take 'pause & refresh' breaks.
· More management understanding of these conditions, more resources available, less ignorance
· Improve undergraduate training; improve funding and resources for post-graduate training and
research. Treatment approaches of excellence are within our profession but only slowly
trickling through to coalface. I feel my understanding significantly improved by MSc/MACP
and University College London and Jane Greening course, however at considerable financial
expense to myself
· Software package to give to patient to remind them of posture (if applicable) and exercises
· Management support to implement physical and organisational issues
· Research, literature, reviews, develop consensus regarding diagnostic tools, treatment and
outcomes
· More information and ideas for work hardening
· More analysis of posture and contributing factors, also stress management
· NHS physios need to have more experience in communication and negotiation of return to work
strategies with employers
· Complete the picture with functional work site visits.
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Question 24.
In an ideal world, what actions would you personally take to improve your management of
upper limb conditions and reduce the amount of lost working time associated with them?
18
16
No. respondents
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Increase own
knowledge

Educate others

Preventative measures

Figure 47 Occupational Health Physiotherapist responses to question 24
Other comments included:
· More CPD i.e. courses and reading of research to improve management; set up open access
service for employees to access therapist for advice if they feel symptoms starting –
implement all necessary ergonomic adaptations etc immediately after assessment
· Informed work training at start of occupations. Regular checks on operations and
workstations
· More staff, shorter waiting lists
· Have much more input into changing workstation design. The company will not implement
major changes e.g. redesigning crane seats etc. because of financial restraints. I have tried
over years, backing up and being backed up, by the OH team to no avail
· Increase time available with each patient and improve patient access to exercise facilities.
Increase time available to supervise patient exercise programmes
· Put more people on sick leave, liasing with management
· Quicker referrals, quicker modifications
· Early referral/appointment. Access to employer to review work done by patient. Courses to
increase my knowledge and skills
· Commitment from management
· Working more closely with management/employer to improve work factors for the
individual. Improved understanding of employer and employee about ULD. Undertaking
workplace assessment
· See people for regular reviews
· Reorganise highlighted work practices at beginning i.e. new production equipment
appropriate to avoid injury. Line management to implement changes. Patients to help
themselves, both in and outside work
· Rapid referral systems. I would like to be able to train GPs and companies in appropriate
referrals and to provide preventative training to symptom-free staff
· Improve rotation of tasks. A pool of tasks (office & factory) in which to place patients on
rehab. Improved compliance with advice and home exercises
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·
·
·
·
·
·
·
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·
·
·
·
·
·

·
·
·
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·
·
·
·
·
·

Treatment x3 per week and early work place assessment
Face to face contact; meeting with employers/occupational health staff. Ability to come into
and ergonomically assess employees work stations/environment etc
Give each person more quality time
To be able to see conditions much sooner, and have more time for treatment. 'In house'
exercise classes or on-site physios to give immediate advice and conduct preventative
measures (all industry has contracted out their health care)
1) staff surveillance; 2) regular education; 3) enforced rest breaks away from equipment; 4)
regular exercise checks; 6) staff incentives e.g. lower membership costs to leisure facilities
Quicker referral to physiotherapy, which needs increased awareness of the problem in the
workplace
To see people straight away. To assess new machinery before it is put in place. To see
chairs before they are bought.
Early intervention, prevention
1) all site workstations assessed properly with user present; 2) rapid action on findings of 1);
3) software to have information/reminders regarding position, breaks exercises etc
Use PDA for workplace assessments
Referral of employees to physio
Encourage early reporting of symptoms. Having the opportunity to carry out risk
assessments, also having management on side to implement recommendations
More reflection when I'm hitting a problem, more networking for same
More time to make analysis of all stresses imposed on upper limb and greater access to ideas
of means of reducing them/change of equipment. Immediate referral when employee having
discomfort rather than waiting for pain to reach such a level that they are unable to work and
only are then referred to physio
I'm trying to develop an OH physio post at work that will include workplace assessment,
course attendances, etc
Massage at workstation
Workstation screening as a preventative measure. More structured exercise breaks in the
workplace
More time spent on workplace education e.g. risks of static postures, work load etc
Business/management courses to have involvement with health professionals in some module
related to sickness management
1) formal analysis of work activities using checklists of proven methodologies; 2) attend
more frequently case management meetings with managers
Spend more time in the workplace preventatively. Educate managers more. Educate staff
not to accept situations which aren't right
Link in with work and OH
Get early referral of individuals either self-referred or by manager. Increase awareness to
workforce. Education and promote good self awareness of problems
Be brought in earlier, more team discussion, more ergonomic assessment
Undertake many more workplace assessments especially with NHS patients.
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Question 25.
What prevents you from implementing these actions?
40
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Figure 48 Occupational Health Physiotherapist responses to question 25
Other comments included:
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·

Lack of courses available, being the sole physiotherapist
Nothing. The service is regularly advertised in the hospital newsletter but poor readership. I
will talk to my manager to see if she can talk to other managers to tell their staff on regular
basis i.e. with each team brief (or every few)
Currently the private practice I work in has new contact with a local factory, currently just to
treat clients. We are trying to negotiate to develop a larger contract in order to go on site to
assess workstations etc.
No access to course, which is specific to ULDs. Lack of time
Lack of courses and lack of funding
Unable to write sick note
Waiting lists. Delayed referral by GPs, medication tried first, often for months
Employer not prepared to undertake full screening program at this time
Appropriate courses, near home and not at weekends
Nature of contract
Time to make contacts. Lack of awareness of my services
I work on my own. This needs to be part of social/education policy
I am able to do this if employed by industries but not if patients are coming directly to me for
treatment
Recently I started own private practice. Low awareness of WRULDs in this location.
Litigious culture in workplaces. Do not want to get involved
Employed full time as a physiotherapist not an ergonomist
Disinterest of company - not a massive problem in industry, but certainly significant
Time for training. Too much time spent treating patients after the event
Lack of accessibility to the workplace. Lack of knowledge to know which channels to use to
help clients achieve greater protection in their workplace.
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Question 26.
What training or skills would allow you to deal with these patients better?
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Figure 49 Occupational Health Physiotherapist responses to question 26
Other responses included:
· 1) how to educate to have best impact; 2) monitoring schemes/symptoms
· 1) more skills in dealing with senior management, i.e. get them to take WRULDs seriously;
2) more physio skill courses on ULD treatment
· Access to evidence based research
· Best practice guidelines. More strength to say no
· Confidence and understanding of what role I can play within the work environment when
often having no official role within that workplace
· Good management skills, i.e. clout etc.
· Increased training in using objective risk assessment. Being able to present cost-benefit
analysis to managers to support workplace modifications. Lack of injury/absenteeism figures
to support this
· Managerial debate
· More education regarding stress and psychology of pain
· More occupational health physio courses, at present not available
· People management
· Perhaps access to functional rehabilitation equipment
· Regular teaching sessions to employees to encourage better work practice at all times
· To do an audit of my treatments to date and then to do a search of current practices.
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Question 27.
How useful would you find the following?
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No. respondents
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40%
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Figure 50 Occupational Health Physiotherapist responses to question 27
Key:
A. Easier and quicker access to other health professionals
B. Guidelines to aid diagnosis of ULDs
C. Advice on identifying factors associated with delayed recovery from ULDs
D. Guidelines to aid identification of risk factors for ULDs
E. Best practice guidelines for treating ULDs
F. Tools for assessing work activities
G. Advice on exercises for patients with ULDs
H. Advice on information for patients with ULDs
I. Advice on specifying modified work/workplace activities
J. Information about recent research in ULD.
Comments for each letter were as follows:
A
· Access to alternative therapists for ongoing soft-tissue work e.g. Sports massage, Pilates,
general ex classes. Speedier referral to orthopaedic/rheumatology consultants for certain
conditions such as carpal tunnel.
· Access to orthopaedic consultant & rheumatologists (fast track)
· Clinical specialist in ULDs
· Hand specialist, ortho/rheum consultant for corticosteroid injection.
· Have already good access to appropriate people.
· I already have a good access system to other healthcare professionals.
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I feel strongly that the earlier the patient gets to front line service the less time lost from
work he will happen and the less problems they may have. By starting treatment in
department many would be able to continue but not funded yet.
In some of the companies I already have easy access, some I don't. There are guidelines
and methodologies for assessing the workplace available already that can be used, but
sometimes the management within the company is not black and white!
Long waiting lists for scans/ortho/rheum opinions
Non-specific arm pain specialists - orthopaedic or rheumatologist.
Not always good at networking
Not necessarily another health professional, but also an ergonomic consultant.
Occupational health physicians
OH doctors. OH advisors.
Ortho surgeon, rheumotology consultant
OT, psychologist, OH nurse, musculoskeletal physician
Physios, ortho cons
Quicker access - occasionally helpful if referring to arthropod for injections for example
Referral to consultants/GPs for cortisone injections could reduce recovery times if access
was quicker.
Rheumatology/ortho if a pathology or problem
So important and often must go through GP which is waste of time & resources
Team approach essential especially if managing a sickness absence.
Use of computer time ++ with other physios
Useful to be able to refer to orthopaedic or rheumatology consultant or to OH dept
We have good access to some facilities, but better access to certain mental health services
would be very useful.
Working outside of the NHS loop getting patients, investigated, seen by GP, seen by
consultant, seen by other health professional. Very difficult & slow in some trusts.
Recent example? Ruptured TA had to send patient to A&E (clogging up their system) to
see an orthopaedic surgeon quickly.
Yes, quicker access to orthopaedic consultants & investigations
There is no current consistent way of managing these patients in any 1 profession
therefore less useful other than to exclude factors
As a single practitioner with no access to any physio - discussion of cases, practising
techniques etc. Would be beneficial - but a difficult problem to solve.
Consultants.
GP if required for medication control. Chronic pain management programme, pain clinic
and rheumatologist.
I see many people who would benefit from a rheumatology consultant assessment. Often
GPs do not refer often enough for specialist assessment in this field
If we had quicker access to other professions it could save time/hours lost
Occupational health personnel
Physics/Drs with expertise in management of WRULDs.
Hand specialist physios/surgeons.
I have access if I need them - but generally they have little to offer a patient with ULDs.
I would like to work closer with OH team and have access to OH consultant. I am at
present perusing this and aiming to improve links.
Orthopaedic surgeons.
Rare if ever need to refer to another professional. Patients referred to me usually.
Specialist in WRULD.
To enable you to discuss and exchange info between health professionals.
Podiatrist, psychologist
Podiatry on to routine waiting list.
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B
· Specialist in other musculoskeletal problems.
· Think guidelines most useful for very specific conditions e.g. ACL injury. Therefore
would need to be based on principles not specifics for various conditions within ULDs.
· Better access to our health professionals?
· Always interested to see what is said yearly. Compare my practice against these.
C
·
·
·
·
E
·
·
F
·
·

I have enough knowledge.
Too general therefore not keen on generalised exercise regimes.
Consultants specialising in diffuse are pain.
Do not see the relevance of these to me in my current role - concerned about much of the
biomedical & unhelpful focus of the information available already.
‘No’ as I feel I have grasp of 'best practise' & current research with regard to ULDs.
Every ULDs is different & 'pigeon holing' would be dangerous i.e. lead to misdiagnosis.
Most existing tools are clumsy to use, time consuming and not adjustable to the
individual.
Time consuming and not useful to me.

G
· There is already a whole battery of exercises out.
· May be useful in combination of competent seniors direction for junior physios, otherwise
have potential to mislead juniors and to be used for alternative purposes by NHS
managers.
· Exercise advice to patients needs to be problem specific therefore a leaflet is much too
general.
J
·

Pooling of experience.

125

OCCUPATIONAL HEALTH NURSE QUESTIONNAIRE RESULTS
Question 1.
Are you currently or have you within the last year been involved in managing clients with
upper limb disorders?
Total questionnaires sent = 300
Responses:
Yes = 140
No = 63
Question 2.
How long have you worked in occupational health?
Total responses = 139
80

No. respondents

70
60
50
40
30
20
10
0
0 -1 Years

1 - 3 Years

3 - 5 Years

5 - 10 Years

10 + Years

Figure 51 Occupational Health Nurses’ responses to question 2
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Question 3.
Do you work full or part time in occupational health?
Total responses = 140
100
90

No. respondents

80
70
60
50
40
30
20
10
0
Full time

Part time

Figure 52 Occupational Health Nurses’ responses to question 3

Question 4.
What sector do you currently work in? (If more than one, please indicate where you work
most often by placing 1 in the appropriate box, next most often with 2, through to least often.)

50
45

No. respondents

40
35
4

30

3

25

2

20

1

15
10
5
0
NHS/Private
Hospital

Heavy
industry

Light industry Mainly office
based

Other

Figure 53 Occupational Health Nurses’ responses to question 4
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Other responses included:
· Air cargo/logistics
·
· Call centre x 2
·
· Construction
·
· Consultancy - covers a wide client base
·
· Delivery & sales people
·
· Education
·
· Elite sport
·
· Fire and civil defence x 2
·
· Fmcg
·
· Food manufacture x 2
·
· Further education, animal hospital, clinics, labs ·
· Group service - all types of industry
·
· Higher education x 4
·
· Holiday village
·
· Income generation
·

Lab staff
Local authority/government x 5
Manufacturing
Mixed x 3
NHS Plus
OH providers
Pharmaceutical research
Police x 4
Power/electricity x 3
Primarily railway industry
Private laser clinic
Private sector – OH dept
Retail x 3
Transport
Varied, i.e. labs, light industry etc.

Question 5.
What other health professionals with expertise in upper limb disorders can you refer clients
to?

140

No. respondents

120
100
80
60
40
20

Figure 54 Occupational Health Nurses’ responses to question 5
Other responses included:
· Access to work team (formally PACT) w/place
assessment
· Back care consultants x 2
· Chiropractor/osteopath
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Company GP
Ergonomic assessment via safety team
Ergonomist x 7
Functional restoration programme
GP x 6
HSL lab
Medical officer
Moving/handling adviser
Network for other OH nurses for advice
Neurology/pain clinic
OHA - ergonomics
Osteopath
Osteopath, acupuncturist
Our OH physician specialises in upper limb disorders
Physical evaluation
Physiotherapist, rehabilitation offices
Private health care, RSI Association
Strategic disability team officer.

Question 6.
Do you have nursing colleagues that you can consult about management of your clients with
upper limb disorders?
70
60

No. respondents

50
40
30
20
10
0
No

Yes, less experienced Yes, same experience Yes, more experience
than me
as me
than me

Figure 55 Occupational Health Nurses’ responses to question 6
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Question 7a)
For approximately how many employees do you provide occupational health?
60

No. respondents

50
40
30
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0
1 - 500

501 - 1000

1001 - 3000

3000 +

Figure 56 Occupational Health Nurses’ responses to question 7A

Question 7b)
Are these employees in just one or different organisations?
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0
1 company

More than 1 company

Figure 57 Occupational Health Nurses’ responses to question 7B
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Question 8.
Have you completed or are you currently enrolled on any specific training in occupational
health nursing or related subjects?
100
90

No. respondents

80
70
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40
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10
0
No

OH nursing
diploma/degree

Ergonomics
diploma/Msc

Nebosh

Other

Figure 58 Occupational Health Nurses’ responses to question 8
Other responses included:
· BA (hons) health studies
· BSc hons occupational health & safety
· BSc with open university
· BSc (hons) chcn - specialist practitioner
· Counselling x 2
· Currently doing degree
· IOSH x 3
· Manual handling training x 2
· Masters in occupational health and safety
· OH at Birmingham
· MSc in occupational safety & health
· MSc occupational health
· MSc occupational psychology
· Occupational practice nurse award
· OH nursing certificate BSc, MSc health psychology
· OH nursing certificate x 8
· OH nurse counselling cert x 2
· OH nurse level course
· PG cert (OH)
· PhD in occupational psychology
· Post-graduate diploma in back care management
· Practice cert
· Teaching cert.
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Question 9.
In what year did you or will you complete the training in question 8?
45
40
No. respondents
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1965-1980 1981-1989 1990-1995 1996-2000 2001-2003 2004-2006

Figure 59 Occupational Health Nurses’ responses to question 9

Question 10.
Have you or do you intend to undertake any specific training in ergonomics or managing
musculoskeletal disorders?
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Figure 60 Occupational Health Nurses’ responses to question 10
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Question 11.
Have you attended any other short courses which you feel have helped you manage clients
with upper limb disorders?
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Figure 61 Occupational Health Nurses’ responses to question 11

QUESTION 12.
Would you be interested in learning more about musculoskeletal disorders and their
management?
Total responses = 134

No
9%

Yes
91%

Figure 62 Occupational Health Nurses’ responses to question 12
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Question 13.
If you answered yes to question 12, how would you like this training to be delivered?
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Figure 63 Occupational Health Nurses’ responses to question 13
Respondents who ticked ‘Other’ reported that they prefer a mixture of these methods.

Question 14.
Is there anything preventing you undertaking either further upper limb specific occupational
health or specific musculoskeletal training?
60

No. respondents

50
40
30
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0
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Unable to
get time of f

Lack of
funding

Lack of
time
generally

Lack of
suitable
courses

Not
interested

Other

Figure 64 Occupational Health Nurses’ responses to question 14
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Other responses included:
· All study courses are at least £500.00
· Courses need to be within reasonable travelling distance
· Currently already studying x 5
· My role is very busy & I travel nationwide. Time factor.
· Needs of other nurses in dept too.
· Not aware of them
· Not in OH environment at the present time
· Other priorities, current knowledge effective
· Retired
· Self-employed
· Too near retirement
· Usually too far to travel
· Venue may be problem
· Working through agency.

Question 15.
Please indicate on the table below how confident you are that you can do the tasks listed:

100%

No. respondents

80%
Not confident at all

60%

Not very confident
Neutral
Quite confident

40%

Very confident
20%

0%
Identify neck
problems

Identify
tendonitis

Identify carpal Identify non
tunnel
specific upper
syndrome
limb pain

Figure 65 Occupational Health Nurses’ responses to question 15

135

Please indicate on the table below how confident you are that you can do the tasks listed:

100%

No. respondents

80%
Not confident at all
Not very confident

60%

Neutral
40%

Quite confident
Very confident

20%
0%
Monitor
progress

Advise client Refer to an
on best
appropriate
treatments professional

Figure 66 Occupational Health Nurses’ responses to question 15

Please indicate on the table below how confident you are that you can do the tasks listed:

No. respondents

100%
80%

Not confident at all
Not very confident

60%

Neutral
40%

Quite confident
Very confident

20%
0%
Recommend Recommend Recommend
changes to changes to changes to
work posture
workplace
work
schedule

Figure 67 Occupational Health Nurses’ responses to question 15
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Question 16.
What approach(es) have you used when responding to a client reporting upper limb pain or
discomfort?

100%

No. respondents

80%

60%

Never
Rarely
Sometimes
Always

40%

20%

0%
A

B

C

D
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G
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K

L

Figure 68 Occupational Health Nurses’ responses to question 16
Key:
A. Inform their manager
B. Request sick leave
C. Refer to GP
D. Refer to OH physician
E. Refer to physiotherapist
F. Refer to ortho/reheumatology
G. Decrease working hours
H. Restrict tasks they perform
I. Identify / manage psychosocial risk factors
J. Discussion of work and leisure activities
K. Visit workplace to assess workplace activities and suggest modifications
L. Formal analysis of work activities
M. Attend case management meetings
N. Other.
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M

N

Respondents that ticked ‘Other’ gave the following responses:
· Always provide in-depth report to client & manager
· Arrange specialist ergonomic opinion
· Counselling. Physical health problems
· Education regarding work posture, office chair, adjustments
· Ergonomic assessment
· Functional rehab, physio used conj. Ergonomic appraisal
· I have instant access to physio & consultant
· Liase with physio, GP, specialist carer
· Monitor progress daily/weekly depending
· Osteopath/chiropractic
· Re-deploy if necessary
· Re-deploy temporary
· Refer for objective testing.
· Refer to Access to Work
· Risk assessments, clients fitness
· Sickness absence reviews
· Training for all new employees, yearly questionnaire.

Question 17.
If you have ticked any item in the greyed out boxes in question 16, please comment and
expand on your answer.
Comments for each letter were as follows:
A
· I suggest that the member of staff informs their manager themselves.
· I don't feel I have the necessary support from my management, also there are no systems
in place for me to refer people to analyse other than GP/OH physician. I always refer
clients to one of these, if not both.
B
· Absence from work is rarely necessary unless symptoms are extreme in which case client
is usually already absent. Encouraging absence causes negative reinforcement of
symptoms. (I must be sick if I am told to take time off.)
· Clients are seen at request by management following complaint of ULD symptoms
· Clients tend to self-refer early when experiencing an upper limb pain or discomfort.
Induction training encourages this approach.
· Depends on individual and signs/symptoms - use flexible working practices
· Do not always feel this is necessary
· Has not been required e.g. able to reduce/avoid aggravating movements
· I do not tend to recommend sick leave as employees have not reach the stage where they
are incapacitated - I do recommend other measures and they are often 'relocated'
· I never tell them to take sick leave as I’ve never seen anyone to warrant it.
· If tasks clearly causing the problem can be removed, and tasks irritating the problem can
be dealt with. There is not always a reason for being absent from work.
· On occasion some employees are advised to take time off, but all other avenues are
explored first such as restricted duties, to benefit both the employee & employer.
· Our current strategy identifies problems at a very early stage therefore sick leave is
avoided.
· Prefer to redeploy rather than suggest employee takes sick leave.
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Rarely suggest sick leave - would prefer to advise alternative duties with temp restrictions
Try to manage condition at work with restrictions where appropriate
Use strategies to identify prior to absence required
Usually try and modify work area/job - lighter duties. Stop doing activity that aggravated
condition first before requesting sick leave. If that fails to improve matters or individual
is unsafe at work advise sick leave
I would refer to OH physio and accommodate with restricted work/hours as necessary.
The individual decides if they wish to take sick leave.
Sick leave not likely to succeed if leads to pay cut or disciplinary. Better to change tasks
through redeployment.
The request is usually made by the physician
Can usually accommodate them on all routine work
I would refer to GP for that decision to be made
It is often more appropriate to modify workplace duties for a specified period of time
rather than exclude the employee from work. It is at this point I would liase with OH/ OH
physician.
Money - threat of redundancy
Never been appropriate
Never had a situation where needed
Normally can modify work or find other work which doesn't exacerbate problem.
Not always appropriate, but willing to learn why.
Only if no alternative work is available.
Only rarely suggest this as the focus is on managing the problem so that the employee can
remain at work once signed off work it can put barriers up to their return. Occasionally it
is necessary when the problem has been chronic
Prefer individual to maintain work status, even if hours reduced first/tasks varied.
Negative move to request sick leave until problem investigated fully and cause
established. Assess risks and reduce risks and minimise 1st.
Prefer to modify duties
Rarely because we have alternative methods for managing such problems.
Rather than usually advise sick leave I would advise on alternative tasks and duties to rest
affected part.
Recommend assessment, diagnosis, modification of duties and alternative temporary
redeployment if necessary. Try to keep people at work where possible. Some may be
signed off by GP and then referred to OH.
Sick leave is rarely the best way forward, workplace modification is usually preferable
e.g. using the PC mouse on the left.
This may not be warranted especially if tasks can be changes or adjusted to reduce
discomfort.
Unless pain or discomfort had become hard to manage in the workplace. Sick leave will
rarely solve the problem.
We try to deal with any ULDs at work amongst physios etc.
GP refers on.

C
· GPs are not very helpful in managing these problems & we have an on-site GP clinic
attached to OH who refers such cases directly to the OH physio/ergonomist.
· Seen initially by OH physician who will refer to GP if appropriate
· Find GPs usually not very helpful.
· Manually refer to OH physician
· Normally refer to OH physician but sometimes need GP report.
· Referrals always from GP or OH physiotherapist.
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Very occasionally referred to GP if felt to be underlying condition - tend to always refer
to OH physician who does
In main, my advice & collaborative approach with H&S, manager
I refer to GP

D
· No OH physician available
· No referral process in place in company
E
·
·
·
·
·
·
·
·
·
·
·
·
·
·
F
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·

I do not have a referral route but may advise someone to seek treatment - and pay if
necessary.
Physiotherapy referrals have to be made via GP. Check if client in private health scheme
that may part fund private physio - encourage use. My authority currently assessing
feasibility of providing in-house referral to physio
Do not have physio attached to would refer to GP for referral.
I don’t refer, I rarely refer I take each case on its own merit and advise accordingly.
I would refer to a physiotherapist if this resource was available to me.
None available - need referral from GP.
Normally expect the GP to refer to consultants or physio as I do not have the direct right
to referral. I will on occasion get a physio I know to see a client if it suggests a simple
case.
Not always appropriate
Patients see OH physiotherapist or GP who would refer.
Refer to GP or OH consultant who would have the authority to refer to physiotherapist. I
am unable to refer directly myself.
No system for direct referral, although would discuss benefits of physio assessmentadvise to use private healthcare if applicable or see GP
Advise OH physiotherapist &/or GP on suitable referrals.
No system in place for referral.
I would love to be able to refer to a physio, but do not have a budget. I do know of
competent physio whom I recommend to interested clients.
Always referred to specialist by GP not directly by occupational-health
I would monitor condition
Client usually referred by own GP
I do not have these facilities at present
Employee & others reduces need for OH physiotherapist referral
Has not been required, conditions improved
I can only urge clients to see their GP and request referral for specialist opinion with a
long wait
I have not referred to ortho/rheumatology consultant but OH physician may do.
I refer to OH physician who then refers on to consultant if necessary as our OH physician
specialises in upper limb disorders and we have been instructed to refer clients to him.
If attending consultant already poor NHS provision, private, or paid for by employer with
the agreement of the person concerned
Mainly only referral to OH doctor who then refers them to GP who in turn refers on to
ortho/rheum consultant
Never arose as an issue
Never had occasion to do so, normally refer back to GP in first instance
No direct referral system in place
No funding from companies involved
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Not within remit
Referral to a specialist will generally be done through an OH physician, or referral
through GP (depending upon company)
Referrals would be done by OH physician
The GP or OH physician is responsible for referring to a consultant.
Through GP
Try physio/osteopathy first. May need to refer through NHS so GP needed
We do not have provision for direct referral
Would refer client to GP to discuss & assess to appropriate consultant
Would refer to OH physician or physio
Feel that it is paramount to fully assess a client prior to saying that a problem is definitely
a work related issue.
A referral at this stage would usually be expected to be done by the GP not directly from
me.
Any consultant referral is usually by OH physician.
I would usually only consider this if physio etc was ineffective and symptoms persisted
despite workplace modification.
I do not have direct access.
I don’t have the power to do this, must go via GP.
GP or OH physician usually initiates a referral
GPs tend to refer, ortho cons tend to operate which doesn't always improve.
I do not feel qualified or have access to refer on to a consultant. This is always done
by OH physician or employees own GP.
I do not have this facility although most of my client group have access to companyprovided private health care. I almost always liase with the specialist.
I would advise individual to seek a specialist referral via their GP, giving reasons and
what to expect etc but I have no direct referral access via NHS. One company physician
is an ortho expert, I may refer to him .
I would refer directly this would be trough the GP or OH physiotherapist
If referral to a specialist is requested I ask the GP to make a formal referral.
Never had the facility or responsibility usually OH physician to refer.
No access to direct referral
No direct referral path way
Not possible
Our doctor would do this
Referral was in the company private healthcare scheme.
Referral would be via their GP following consultation with company physician/physio.
There is no system to refer to consultants, the GP would do this.
This would normally be done by occupational health physician
I usually go via physio / GP in the first instance. GP would tend to refer on to specialist.
Via OH physician where/if necessary psycho-.
OH physician decision.
I decrease working hours if required.
Has not been required
If job cannot be satisfactorily adjusted then usually go off sick
Never had occasion to do so, employees are encouraged to report symptoms early,
however if it was of benefit to employee and employer this would be considered
Rarely necessary
They are not to do overtime. If they are sent home they only get statutory sick pay. They
also lose bonus.
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Employee would be assessed as fit or unfit. If needed to decrease hours would be seen as
unfit (by management).
Not in our power
Not often appropriate, sometimes sickness absence more appropriate.
Prefer to modify duties
Rather than decrease hours I would try to adapt their work activities, vary tasks and
ensure they avoided repetitive.
This would normally be done by occupational health physician
Work task/posture modification would be 1st defence and decreasing work hours would
only happen rarely if task rotation/ modification was unsuccessful and the condition
continued to deteriorate.
"Loaded question" - psychosocial aspects at work include "attitude of colleagues - more
relevantly attitudes of management to employee, the condition and OH advice- this is
managed/addressed informally at case management meets
1 to 1 discussion
Absence data analysis
Always try and identify stress factors at work and at home.
Aware that psychological aspects account for high number of WRULDs
Case managed via HR to identify any other "stresses"
Checking if stress of pressure of work/home has any bearing on conditions
Counselling
I deal with 'whole person' not body part
Depression/anxiety can aggravate pain/symptoms. Illness can present as physical whilst
cause is psychological
I discuss whether work pressures are a problem and suggest ways to tackle these. Check
whether personal difficulties are increasing vulnerability to muscular-skeletal problems.
If relevant also address risks from grievances etc
During interview work, home, personal, social all discussed & post history
E.g. heightened anxiety level. Personal - family problems including caring for others etc.
Hasn't been applicable
I don't feel qualified
In conjunction with OH physician
Mainly due to pressures of work, repetitive & monotonous duties or stresses. Liase with
manager & client to address issues & offer support from staff counsellor
May be a recent muscular skeletal problem caused by heavy manual handling
Not always time available
Not sure I have the skill to do this.
Not usually identified as contributing to problem
Own caseload
Proven link to symptoms
Psychosocial factors are always explored, but I am not in a position to manage them
positively all the time
Refer to counsellor/psychologist when necessary
Referral to a counsellor for stress or redeployment to another work area.
Am responsible for recruitment and training masseurs and am responsible in part for their
working conditions and well-being, anxiety, stress, too high workload, criticism in team
reduces masseurs’ ability to manage upper limb problems.
The importance of patient history
Usually they have been referred to another professional
We do not have provision for direct referral
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When appropriate referral to counsellor
1 to l - closely question the employee, look to risk assessments look at job description.
Advise accordingly and act appropriately.
1 to l - no comment to make.
A lot of employees have 2nd jobs
A lot of the time outside factors play a part in upper limb disorders.
Always have general work/life balance discussion.
I check to see if there are other members in a team with the same problem, any affects on
manager etc. Explore other issues and be aware of body language, patient explanations
which can provide clues to other risk factors.
I consider work environment, office politics home situation, workload and stress etc.
Counselling given when required
I don't feel qualified to do this.
Following a history taking exercise, if history of depression is noted.
I get a history of all activities which could contribute to problem - hobbies - work place
etc.
I have discussion above home/hobbies to get a general feel for person
How it relates to sickness absence especially WRULDs, therefore policies and procedures
reflected identified needs.
I may identify some but have little authority to manage them.
If factors found during investigations, counsellor appointment offered.
Not identified in every care
Not often linked, majority physical problem only.
I’m only involved in a work capacity.
Psychosocial risk factors usually have a bearing on ULDs identifying these and advising
accordingly assists with management of cases.
In previous company, heavy repetitive work alternated with fine manipulated repetitive
work, led to strict policy, procedures. Part of my MSc thesis was to review colleague/
manager support and other psychosocial aspects of the job.
I sometimes can identify other factors that may not be aiding recovery e.g. stress.
I take history, sometimes use stress tools.
The employees’ whole lifestyle must be taken into account.
Through discussion - refer for counselling
Through discussion with individual/group of people.
What stress are they experiencing outside of the workplace
I would enquire about social risk for every client, but it may not be necessary to respond
with a specific intervention.

K
· I could not leave the medical centre at night as I was only one maintaining the dept
· Time constraints. We have worked 1-2 nurses short for past 2 yrs & difficulty with
recruitment
· Trust employs ergonomic advisor who performs assessment with written report to OH.
· As the best care advise, improve workplace environment through assessment and
modifications.
· This is beyond my expertise, others more qualified
· Formal risk assessments
· I am not qualified in ergonomics. But the OH physician does this role.
L
·

Checklist for workstation assessments. Checklist to assess job function capability
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Checklist not used
I use company checklist
QEC, RULA, OSMA MSK questionnaire, hierarchical task analysis, audit of
organisational arrangements for h & s management etc.
Checklists used include - VDU checklist, seating checklist, care seating checklist etc.
Company design
Done by physiotherapist
DSE risk assessment
Ergonomists always involved.
Follow a department checklist
Have none available
I have not got checklist for clients approaching OH. With upper limb disorders - but take
detailed history.
I have used OWAS, REBA, RULA, occasional use of anthropometrics & biomechanics
I have used DSE checklists but nothing else
I assess workstations of DSE users
I do not have formal or proven checklists etc normally need to be bought by a company.
But I have many years experience of carrying out risk assessments for all manner of work
related problems (25yrs)
If the MSD is work related, a former assessment of workplace is carried out. If the MSD
is due to non work activities i.e. a sports injury, whilst the employee is asked about work
activities, workplace is not formally assessed
Is there such guidance and or proven methodologies of what works?
Mainly in cases of VDU work stations - HSE checklist
NIOSH calculations
NIOSH formulae
I do not use formal check list, only go through analysis of work pattern & correct use of
tools etc
OH physician carries out workplace assessment
Perform in conjunction with ergonomic advisor.
Self-assessment checklist usually done before I see them. I can then home in on where
they feel the problems lie. Always visit workplace as poor posture or bad working habits
can be observed
Since I’ve left I now know that chances have been made in this direction
Sometimes - depends on severity of condition
Statistic and formal analysis of work area/departments were available at my former post.
The company DSE check list & employee role description & explore on site the activity
e.g. operation theatre/lifting.
The company has policy that jobs/tasks are rotated every 2 hrs, check employee is doing
this, also check they can & do adjust their chair. Also health surveillance WRULDs form
re visited and discussed.
Through risk assessment procedure
I use American directory of job classification for manual handling jobs
I use job description. Knowing your environment means you will be able to identify
causes
I use my own checklist compiled from reviewing literature etc and experience. My own
routine to analyse work ability for VDU user includes: L or R handed, which for mouse.
Touch typist or self taught. Keying techniques etc.
I use risk assessments
I viewed & tried work activities have identified problem areas to date.
Work station assessment/process identification for risk factors
Beyond my expertise, others more qualified
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BUPA’s own assessment checklist.
Checklist is formulated by company policy and usually accompanied by physio who
specialises in ergonomics.
Checklists designed by department
Currently working on analysis of jobs.
Dependant upon the symptomatic enquiry.
Developed body mapping tools, diary of exposure/risks, analyse workstation use
ergonomics.
DSE assessment forms for users
DSE assessments always follow checklists. For field workers sometimes use RULA but
not always as not specifically trained or entirely confident.
Formal upper limb pain questionnaire available and used in relevant cases.
Great overlap here of work already being done by health & safety team so analysis is not
done by me.
I have tried this but find it distracting, better to take a history on site and discuss
actions/recommendations with the employee.
I have used a musculosketel risk assessment form in the past.
I carry out a DSE assessment.
Job function analysis
Lead taken by line managers, in one case welder - each major task had risk/activity
assessment prior to execution whilst ongoing investigations and treatment. Laptop
workers H&S assessments, workstation assessments/activities.
No checklist available
No formal checklist available in this trust.
No formal checklist at my work.
No standard check list-work activities other than DSE. But have framework guidance as
departmental standard.
Not available
Risk assessment and MSD guidelines from HSE.
Risk assessments carried out by local manager supported by health and safety.
H&S organised database, HSE recommended assessment questionnaires.
This much detail not always required.
This would be done by health and safety officer.
I use company checklist
I use DSE assessment guidelines.
I use formal company assessment form.
Use of work activity sheets where tasks are broken down into percentage risk areas
depending on body site, force, finishing motives etc.
I use REBA tool
Use a checklist to identify problems.
Using ergonomic Sue Rodgers charts and a familial knowledge of jobs as a whole. Also
using company guidelines information.
We received formal training in-house to do this
Workplace assessments are performed by myself using a standard format designed by
OH/physiotherapists/OH physician and OH nurse
I would use checklists but also would refer onto worksafe, workfit, programme organised
by in house ergonomist. This programme analysis's a clients fitness for work, doing tasks
etc their role requires/assessing capabilities.

M
· Declined by companies involved
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I do not attend formal meetings with managers to manage cases of ULDs but I have
meetings with the OH physiotherapist
I don't have regular case studies
Hasn't been applicable, work modifications made successfully and with effect
Hasn't been required in current employment. Have done so when working in different
culture and industry - where there was less autonomy and more monitoring controls
I do have meetings with safety officers occasionally, or direct line manager, but usually
OH physician does this liasing.
I have not done this in my present job
Not required as yet
Our OH dept doesn't have case management meetings, although that is a good idea.
Rarely invited
Case management meetings only active in the minority of our customers’ work places.
But always produce written reports. Managers are involved.
Lack of time, trying to implement this.
I liase with appropriate managers etc, rather than group discussion.
None held.
Not applicable in company
Not done due to lack of involvement of managers in their employees’ health/welfare.
Not in my position to do these, I have to seek advice from my seniors.

N
· Good risk assessment can help to determine causality and identify likelihood of problem
being related to the work undertaken.
· I do not use a checklist or proven methodologies as a result of injury. I would review the
risk assessment undertaken for the task and see if any modification needs to take place. I
do discuss psychosocial risks factors.
· Sometimes clients have been referred to above and company has agreed to pay for some
sessions - particularly if sickness absence involved.
· I give leaflet on posture/workstation set-up/how to award ULD’s and exercises to do at
work.
· Quick prompt response and on going follow up until resolved.
· I re-deploy temporary or permanently staff to try and keep them at work. Difficult to get
physiotherapist appointments due to shortage of physios in area.
· Where indicated by criteria.
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Question 18.
What training, related to ULDs are you regularly involved in delivering?
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Figure 69 Occupational Health Nurses’ responses to question 18
Respondents who ticked the ‘Other’ category also gave the following information:
· 1-1 workstation advice
· All above performed by ergonomic advisor
· All of the above when at risk
· Altering organisational arrangements
· Being developed
· Contract in ergonomic services to deliver training
· Delivered as part of routine training package
· Done by physio
· DSE assessor training x 2
· DSE training x 2
· Have provided training to management on an ad-hoc basis
· Health promotion when visiting workplace
· I have delivered an intro to WRULDs in our company
· Mainly done on an individual basis
· Manual handling training x 2
· Musculoskeletal road shows
· Planning health promotion initiatives
· Risk assessments
· Risk management deal with training
· Service is very new here, this is on the agenda
· Training assessors session to learn touch typing
· Training at induction
· Training planned for near future when course complete.
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Question 19.
Are you involved in any ‘hands-on’ treatment of clients with ULD?
15 nurses responded ‘Yes’ to this question. The following responses were given:
· Analgesia - support bandage, cold/warm compress
· CTS supports splints and tennis elbow straps issued if necessary prior to physio/ with appointments
· Exercises/physio
· I am a clinical aromatherapist therefore certain small joint conditions and it is relevant to reduce
oedema & analgesia
· Ice, tubigrip, pain relief and exercises
· Initial treatment of ice packs and NSAIDs.
· Massage techniques, exercise, self-care management
· Massage/medication
· Medications & restriction of tasks/hours on task. Case management co-ordination
· Not now that I am a freelance occupational health nurse advisor, used to at Philips. Infra-red lamp,
massage, Ibuleve gel, deep heat
· 'Rice', anti inflamatory medication, referral to other treatment, alternative work
· Vibromassage, heat pads, exercise, demo/advice
· Work based assessments, advice of complementary therapies, homeopathy
· Rest, restriction, anti-inflammatory, support
· Yes with medication, rest etc.
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Question 20.
From you own experience, what are the best treatments or interventions that aid recovery and
allow speedy return to work (either carried out by you or others, e.g. work modifications,
acupuncture, medication etc) for the following conditions?
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Figure 70 Occupational Health Nurses’ responses to question 20
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Question 21.
How do you feel the overall management of upper limb conditions could be improved?

Figure 71 Occupational Health Nurses’ responses to question 21
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‘Other’ responses included:
· Holistic approach
· I am very pleased to be able to tap into advice from our physiotherapy dept. They give advice
over the phone to me and will often see people within a week of referral to them. I find it a
difficult, grey area when trying to establish a work related element to the symptoms and do not
feel confident to diagnose partly due to the legal implications.
· I believe I have had good results in managing upper limb conditions. I expect improvement in
symptoms after 10 working days of corrected posture & work practice-if work duties have
caused or aggravated the problem. I don't try to diagnose but only identify whether symptoms
are consistent with work factors identified in posture, keying techniques, work practice etc.
· I have a good referral network of specialists and together with the occupational physician and
management who have been trained, we all work together to prevent ULD with ergonomic
courses, and in the eventuality of a problem we work together to solve the problem.
· Improved practitioner skills, better knowledge at GP level and better rehab infrastructure.
· In my area of work, we encourage early reporting of symptoms and an on site physio service,
with formal workplace assessments and modifications to the workplace advises from these
assessments. For us to improve our reporting rate, automating some of the repetitive tasks
would be the only thing I could think of doing. However this would result in job losses.
· More funding for new equipment.
· More involvement of OH nurse's/ ergonomists/physios when planning systems of work.
Management to understand that eliminating problems is the way forward rather than managing
an on going long term problem. Involve workforce in putting their ideas forward.
· More time
· National guidance, more training for nurses - short courses. Delivered locally.
· Need to provide company with better statistics to increase awareness of problems from the
top.
· Staff having workplace assessed on appointment before problems develop.
· Where I work employees are based in one area. Although we have strongly recommended
rotation they only do it within that particular area where the tasks are all similar. A greater
emphasis on rotation and job change would benefit everyone.
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Question 22.
Do you feel collaboration between health professionals or others involved in rehabilitation
could be improved in order to help the client return to work quicker or provide them better
care?
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Figure 72 Occupational Health Nurses’ responses to question 22

Those that answered ‘Yes’ felt collaboration could be improved with the following
professionals:
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Figure 73 Occupational Health Nurses’ responses to question 22
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Other responses included:
· Always hope for improvement
· At current workplace but improved communication especially regarding the job
involved and discussion around attendance, suitable jobs would be advantageous
· Awareness of the actual job the patient does therefore more occupational health trained
physicians.
· Better access to NHS professionals. Prompt treatment when appropriate. Respect
amongst fellow professionals
· Direct referral with less rotation in care between different health professionals
· Do not know how, it all comes back to money.
· Ergonomics, physios, managers, supervisors, OH staff and employee h & s advisers.
· Ergonomists and physiotherapists.
· Fast track referrals
· GPs, osteopaths, physios
· GPs need to be more aware of work affecting patients. Long sickness absence not
always best. Collaboration with OH or human resources in rehab, return to work
· GPs, physios, practice nurses work together.
· I constantly write to GPs and consult with our physio & OH physician, also meet with
the management, learning an employer to ensure good rehab for employees
· Improved communication lines between company doctor, GPs/physios.
· Management training, increase awareness risk assessment, physiotherapy, support &
ergonomics - rehab programme, on returning to work. Counselling
· Management, personnel, physiotherapists, GP, specialist pain manager, OH
physiotherapist, improved communication ergonomists.
· N/a no sickness absence to date
· Multi disciplinary approach between OH, external specialists individual client and the
manager.
· Open conversation between OH and treating professional would help with
rehabilitation process.
· Physio, occupational therapist, rheumatologist, orthopaedic specialist, ergonomist.
· Physiotherapists and occupational therapists and GPs not always wanting them to be
totally fit before returning to work and redeployment.
· With h/s and OH & learning & development departments, to move away from info
working and this is my area of work not yours
· When the employee is not in company private h c scheme is very difficult to get
prompt treatment thro' GP & their physio services are appalling slow.
· There needs to be a collective programme of care which meets the needs of the client in
order that they can return to work on jobs which are gauged correctly.
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Question 23.
In an ideal world, what actions would you personally take to improve your management of
upper limb conditions and reduce the amount of lost time associated with them?
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Figure 74 Occupational Health Nurses’ responses to question 23
The common responses are shown in the graph above. Other responses included:
· Further training, increased ability to refer
· 1 - raise awareness of ULD - training sessions, leaflet, survey, 2 - improve early reporting,
3 - in house physio
· Access to appropriate referral of health professional. Improved ergonomic design of
equipment. Increased management training.
· Being able to expand our referred responsibilities
· Earlier referral. Clear structured guidelines and interventions.
· Early detection is important so as not to have a chronic condition, intervention at this stage
job rotation, change of work practice could reduce lost time
· Early diagnosis, co-operation by all parties
· Early physio, early specialist referral
· Early referral, awareness of OH service with local physios etc
· Early reporting of symptoms, individuals (educating staff), referral to physio
· Easier access to specialist advice and treatment would speed up recovery. Direct referrals
accepted from OH professionals
· Employ physio, assessments on cars/driving
· Encourage earlier reporting, earlier physiotherapy and better job rotation
· Ergonomics at design stage, improvements in correct diagnosis. Many GPs fail to diagnose
correctly and automatically assume it is work related. Education and training.
· Even when a condition is picked up quickly, referral on to a specialist via NHS is very slow
and therefore condition worsens and usually leads to long-term sickness/disability.
· Further training to recognise conditions. Trained to refer to professional colleagues
· Further training.
· Get the process system in q 21 implemented
· Go on a training course, send OH staff on training course. Training to managers via OH.
· GP not signing off work so fast - can lead to muscle weakness & longer rehab time
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Having an on-site physiotherapist gives me quick access to treatment for individuals, good
liaison with management allows job changes (temporary) to be used.
I tried to hold an information session with the local GP practice and invited them to a
factory tour to highlight our best working practices and get them involved in our rehab
plans. I only managed to talk to their executive committee of 4 GPs who seemed positive
about the OH approach but were wary of having their clients care being interfered with.
They declined a factory visit at that time.
Immediate direct access to physios and occupational therapists, good liaison and direct
referrals to hand clinics.
Improve waiting times for physio and other treatments
Improve/fast track system of referral to physio
Improved communication between external agencies: GP, ortho/rheumatology consultants
Improving GPs knowledge of OH
Improving treatment
In addition to q 21 improve awareness of managers to ensure early referral to occupational
health.
Inclusion of GP with return to work programmes
Increased awareness in workforce and managers. Quicker referral to OH. In-house physio
referral, speedier NHS physio appointments
Job rotation. Direct link to physio, with no waiting list. Adherence to prescribed
treatments. Return to work on light duties.
Lose the mouse for DSE users
More opportunity to raise awareness and promote early reporting.
Multi disciplinary approach as above and training.
Process at reemployment to access person susceptibility to have ULD. Reporting symptoms
to be more beneficial to the employee, training in diagnosis & referral skills
Programme for young adults to older people, education and awareness to improve posture
and prevent ULDs occurring in the first place
Proper rehabilitation/ return to work programme
Quicker referral/treatment
Referral stalls, rehabilitation programmes
Risk assessments, early referrals, communication between GPs and OH nurses.
Swift referrals to 3rd party providers, private healthcare to increase swifter diagnosis and
work rehab, assess risks/evaluate job modifications.
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Question 24.
What prevents you from implementing these actions?
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Figure 75 Occupational Health Nurses’ responses to question 24
Other responses included:
· Planned for the future but need management buy in for it to be effective. Little variety of
tasks here. 2) not suitable for all jobs. (3) NHS waiting lists and GPs who sit on problem
cases.
· 1 - lack of time, funding. 2 - no commitment to funding by companies
· 1 - slow response from management to implement recommendations 2 - very slow GP source
& insufficient physio resource through GPs for those not in private scheme
· Cost, facilities.
· Costs, availability of training & availability of services through NHS
· Finance & design of workstations.
· Financial implications & working within the 'mod' structure
· GPs (treatment is available by physio)
· GP's. Need their permission to refer patients sometimes they consider cost of referral to
physio and treat long terms with analgesics before referring patient for an expert opinion.
· Have not found a suitable course.
· I have to finance my own study/training. NHS physiotherapy available after too long a wait.
Few companies fund any physiotherapy or have BUPA or PPP schemes for all employees.
· I haven't identified relevant courses
· I try to already but am not always sure about root causes of discomfort.
· Lack of appropriate training courses/supervisor.
· Lack of available courses
· Lack of office space at the minute
· Lack of recognition of s/s
· Lack of resources/staff within the OH doctor to carry out these measures.
· Lack of training
· Lack of training! I do have quite a lot of knowledge, but I have never had any formal
training, and I don't feel qualified to offer advice.
· Look at cross party agreement at senior medical level. Service is nurse-led
· Money, GP not co-operating
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My opinion/observation - general reluctance of GPs to be included in OH issues
No direct access to services
No fixed employed - work in various settings
No such facilities available.
No training
Not a treatment service - GPs have control over patients psychological approach and attitude
to redeployment and shortened hours (need to get where ibp has now gotten to)
Not having come across many cases.
Not in a position to do much hands on treatments at present.
Not seen as OH role - interfering
Not within my personal ability
Only staff have access to private health care not hourly paid.
Opportunity to learn these skills
People believe aches and pains are part of working and leave it until it is really bad before
reporting to me. Have to go through the books to get physio appointment and it often takes
ages. Managers and employees are reluctant to rotate.
Practicability of workplace
Problems with management and worker
Protocols in our department
Resources
Resources, awaiting approval of consultants to open in-house physio.
Restrictions within the private sector. The opinion of specialists and the role of a nurse.
Short term contract
Some of my private contracts do not want/or can afford to pay for physiotherapy, so my
clients have to access services via GP
Structure at work for case management my role is predominantly health screening at present.
The systems in place.
The way they are looking at environment is set up.
There are too many people with too many problems
Time and roles.
Time and training
Time constraints & resources, having enough knowledge about ULD’s
Time, communication, resources.
Time, money and the western world.
Too busy with other studies and work in general
Training not yet available and too little resource.
ULD is not really part of my role in OH
We do have posters up about posture awareness, but we could do more.
We use functional restoration with success. Sometimes staff get differing models of care
from other health care providers. Sometimes delayed referral.
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Question 25.
What training or skills would allow you to better deal with these clients?
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Figure 76 Occupational Health Nurses’ responses to question 25
Other responses included:
· A recognised training course would give me more confidence. I try to keep abreast of current
thinking, but OH is such a wide field, it is difficult to excel in every area.
· Any available and affordable, since I may not get sponsorship from employer workshops too
expensive
· Commence occupational health degree/workplace assessment workshop.
· Communication skills. Training on diagnosis of ULDs & their treatment
· Completion of OH degree, my knowledge, further ergonomics training
· Current research on treatments & contact with local NHS support
· Financial support from employer to undertake appropriate training.
Multi-disciplinary
networking/study.
· Group and protocol for dealing with these problems in whichever area they arise. Groups
comprise - OH, physio, OT consultant and human resources.
· Human resources management. People management skills
· Ideally to have a colleague solely dealing with all aspects of MSD’s.
· More experience in strategic influencing
· Negotiation skills.
· No it is all about "company culture"
· None personally. Medical students and GPs need more training in OH.
· Opportunity on a regular basis to work, assess, discuss, explore with colleagues the preventing
problem/complaint approaches and the knowledge base on which fees are built, as well as fee
treatments
· Physiotherapy
· Practical ergonomics course, approved courses in risk assessment including DSE manual handling
etc. Formal training in aiding diagnosis.
· Recognised qualification for OH nurses in ULDs.
· Recognition of occupational health by GPs
· Time & funds to develop programme of prevention
· Training in counselling skills.
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Training in ergonomics. In depth training on the cause of some upper limb disorders. Being kept
up to date with current trends for dealing with these problems
When I complete counselling course. Hopefully then I can deal with psychological aspect.
Workshops physiotherapist to educate OH staff. Utilise physiotherapy specialists in the hospital to
provide training.

Question 26.
How would you feel about expanding your current role to provide more ‘hands on’ treatments
for clients with ULDs?
80

No. respondents

70
60
50
40
30
20
10
0
Welcome
opportunity

No time

Not
appropriate

Not required

Other

Figure 77 Occupational Health Nurses’ responses to question 26
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Question 27.
How useful would you find the following?
Key:
O. Easier and quicker access to other health professionals
P. Advice on clinical examination e.g. to identify tennis elbow
Q. Guidelines to aid decision making when managing clients with ULD
R. Advice on identifying factors associated with delayed recovery from ULD
S. Guidelines on the most appropriate treatments for ULD
T. Advice on improving the way you provide work restrictions so that supervisors can
understand & implement them
U. Guidelines to aid identification of risk factors for ULD
V. Advice on prescribing exercises for clients with ULD
W. Advice on information for clients with ULD
X. Information about recent research in ULD.
100%

80%

No, would not be useful

60%

Not sure
Yes, may be of some use
40%

Yes, very useful
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Figure 78 Occupational Health Nurses’ responses to question 27

QUESTION 28.
If you have ticked any of the greyed out boxes in question 27, please comment and expand
on your answer, e.g. already have the item, what guidelines you currently use, what
professionals you would like better access to, etc.
Comments included:
· All guidance helpful if evidence-based.
· Already have easy access.
· As stated in previous answers I think there are other areas of importance, to speed up the
treatment process.
· Local listings of qualified professionals
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I actually have access to other professionals and training is planned by the physio
I have a large geographical area with 6 pct's each doing a different job so knowing where
to go is problematic, also there is a lack of clinical professionals to provide the service I
want.
I may be wrong but I think I have a good insight into the causes of ULD
I would like to be able to refer direct.
Internet access would be helpful
Access to physiotherapist
Access to relevant health professionals available - currently able to refer clients direct to
physio under company health scheme
Already available
Already have access to OH physician
Already have fast track referral systems in place
Already have speedy access.
As stated before
Feel that delay in NHS referring individuals to specialised means delayed return to
work/duties
For income generation clients (in house physio & counsellor in trust)
GP & physio for those employees who are not in private health scheme
GPs sometimes get "shirty" when clients referred by OH practitioners and even actively
delay referral
Have access to physio/OH physiotherapist/private health sometimes delays on
appointments is an issue to be addressed by its links to funding
Help early treatment
I have a physio team attached to my department
I have access to OH physician within days - but she may not see the client for a few
weeks
If someone is willing to stand to costs involved, physical treatments would be useful.
In the NHS there are professionals available - I can seek advice from colleagues
It may be useful to have direct referral to orthopaedic surgeons, rheumatologists.
Long waiting lists in the NHS to see consultants or receive physiotherapy
Maybe chatroom for discussing issues.
OH physiotherapist, GP, physio
Other health profs already available
Physiotherapists, GPs, other specialists
Physiotherapy
Physiotherapy
Physiotherapy, consultants - orthopaedic & rheumatology
Quicker access for scans & MRI scans for NHS staff. Easier access to specialists and
treatment. Already have direct referrals to physiotherapy which speeds up treatment for
staff.
Quicker direct access to say physio would be helpful
The wait referral appt/physio etc is far too long & the longer a person is out of work the
less likely a return to work will be. Fast tracking through NHS at least for NHS staff
should be possible
This would be helpful - be able to get people back to work quicker. Have only been in
the job 6 weeks still observing the business to access their needs
To physios etc
We have a good team in OH but expert referral is v overbooked as in physio.
We work to a budget
Would like to have physiotherapist based in OH dept.
Already have direct access to health professionals i.e. we pay for private treatment.
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Already have this
Already have who and physio support on site.
Available privately but not through NHS.
Communication with GPs
Database of centres of excellence.
Dept workload in referral areas heavy therapy and consultants not able to respond
speedily.
Direct access rather than needing management approval for funding.
Direct referral ability to physiotherapists.
Drs i.e. consultants for investigations.
Easier and quicker access to consultants - some of this is being addressed at present with
the insurers.
Would assist our in-house competency standards.
Would be able to tell the employee what to expect.
I would like advice to help the OH nurses to identify certain conditions.
Physiotherapist, occupational therapists, clinical examination. Exactly what to look for.
How not to have employees mislead me.
Rheumatology consultant and physiotherapist
External source e.g. GP, NHS/private physio.
Fast track to appropriate specialist direct from OH may be helpful.
Faster access to consultants. Have physio and Ergonomists on hand. Do have fast access
to private consultants but NHS waits are extremely long.
Funded access to physio, acupuncture
I cannot compel them to contact GP. Then the GP does not always refer on to more
specialist professional. Then there is the waiting list.
I should like to refer directly to the health professionals rather than always through GPs.
Limited resources, more rehab and physios would make referrals easier and quicker.
Occasionally staff referrals are a little slow in being picked up.
Orthopaedic/rheumatology specialists, investigations/test.
Physio etc
Physio.
Physios
Physio - without direct experience.
Quicker access to a consultant orthopaedic, rheumatologist or neurologist and access to
diagnostic techniques i.e. x-ray/scans.
Quicker access to treatment
Quicker access to treatments required.
These questions and answers are rather unhelpful
Time taken to get client to physio, GP. More back-up from medic, physio, for training
sessions
Referral to physio by OH nurse - happens only if employer is prepared to pay.
Restricted by attitudes outside of OH in council this is the case in other councils too.
Some companies have on site physio but yes cuts down lost working hours and absences.
Systems need to be put in place.
This already exists in my trust as a fast tracking system for staff.
This is always an advantage when managing a ULDs case, e.g. more OTs complimentary
therapists.
Very useful as waiting for normal appointments and referral systems can take time.
Waiting list for physio in NHS very poor after 6-8 wk wait.
We have a fast tracking system but it still takes at least 3 weeks for physio referrals.
Access and ability to refer to other specialists e.g. rheumatologists, orthopaedics, pain
management.
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Work in department where I can easily refer clients to the OH physiotherapist.
Would be useful to have access to community physiotherapists with work related
expertise.
Would speed up the process of treatment and assessment

O
· Changed to 'not sure' as I would refer people to OH physician/GP as a first step & let
them make recommendation. This would be normal practise in the organisation that I
work for.
· I have quick access to other health professional and training also to diagnose.
· In current role this is already provided
· It can be difficult to access GPs. We have weekly physiotherapy on site and off. OH
physio monthly. Advice on additional training on examination of conditions would be
useful
· All of the above would enable better management.
P
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·

Quicker diagnosis would not assist in job change or redeployment
Ability to examine specific problem areas may speed treatment
Already available
Already have regular contact & availability of physician
Although I am quite confident in these skills I feel there is always room for improvement
especially to provide evidence based care
Always open to additional training, information if made available at reasonable cost and
location.
Already available. See www.hse.gov.uk
Always welcome further info
Any help on clinical examination would be useful
Basic examination already known
Basic understanding
Currently refer on to OH physician
Early diagnosis & treatment and quicker recovery.
Education
Even with good diagnosis - one needs to enact treatment. Not usually function of OH
department unless department has physiotherapist
Guidance on accurate diagnostic measures.
I always feel my knowledge is 'vague' when it comes to elbow conditions! It would be
nice to be able to give a more definite diagnosis and be able to advise on specific
treatment.
I would leave that to a treating health professional
Improve knowledge
Many OH nurses wouldn't know one ULD from another only that it seems to be an ULD
(that includes myself)
I may need some help but not with 'common'
OH physician would know how to identify and diagnose, could be reluctant to have me
taking this work from her.
To improve current knowledge base.
To improve advice given and better communication with GPs etc
Training
Training in clinical examination would be useful
Training in recognition of conditions is always helpful
Useful to have a diagnosis when needing GP help/referral
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·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·
·

Very useful - I have had some training in my previous employ within the private sector.
When orthopaedic consultants not on site.
With appropriate training
A correct clinical examination must lead to correct referral and hopefully less pain and
improved morale.
Access to NHS specialists
Always could do with further training.
An easy to access guide e.g. Computer based would be a useful tool.
Any advice welcome to expand knowledge
At present it is difficult to identify any tennis elbow confidently.
I believe this to be useful - physio course I attended last year was good but needed to
examine cases with possible ULDs to determine restrictions etc.
I can already assess
I could do initial diagnoses
Could save appointment with GP.
Could then be more certain of how to persuade GP.
Currently just an RGN, OH training more of specialist training required as more practical.
I discuss with local from Dr.
I found the day course on ULD conducted by a physiotherapist very useful for
examination and diagnosis guidelines.
Hands on advice / guidance.
I have input on any request for clinical examination from physio willing to learn any new
techniques for identifying problems.
HSE publications
I am always happy to receive expert advice.
I have done some training on this, helpful but not enough.
I would find it useful for me when making an assessment but normally I would refer to
another specialist for clinical examinations e.g. physio, GP, OH physician.
Identification will allow both management and worker to tackle problem immediately and
not have excuse of waiting for appointments.
It would allow for more appropriate referral.
Improved understanding of anatomy and specific diagnostic tests would be helpful
Lack of knowledge base.
Ii may speed up initial referral - could use to teach people what to recognise and refer
earlier.
More training.
Need to know what to look for.
Not confidant that I would be able to do this at present.
Self taught from experience and guidelines from current degree course. Formal training
would be advantageous.
Presently not my role - better for others when I have referred on to them for more in depth
investigation and/or treatment.
Training in same
Training in specific conditions as previously mentioned.
With some advise/training on how to be specific with the diagnosis
P would appreciate detailed pictures of movements needed to prove ULDs.

Q
· Up to date guidelines.
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T
·
·

That is the bit I specialise in - understanding the work my staff do, may take me a while
to gain understanding, not sure others have a better knowledge
Have good updating and advise systems.

V
· Not of great importance.
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