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A back injury can  

force a choice between 

working in pain or not 

working at all. 
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When My Job Breaks My Back
Shouldering the Burden of Work-Related  
Musculoskeletal Disorders 
Pia Markkanen, David Kriebel, Joel Tickner, Molly M. Jacobs

“I’m a registered nurse; now, a back-injured registered nurse with a cumulative trauma spinal injury 

from ten years of lifting and moving patients. I worked at an acute care hospital on medical/surgical, 

telemetry, and intermediate care units. the patients were generally elderly and acutely ill with a variety 

of cardiac, medical, and surgical conditions. Many were unable to move themselves up or turn side- 

to-side in bed, to sit up, stand up, or transfer to the chair or bedside commode without being physi- 

cally pulled, lifted, or occasionally, even picked up and carried. confused patients sometimes resisted,  

increasing the strain. Much heavy lifting was required. 

“I first experienced severe low back and leg pain while walking through my kitchen during a scheduled 

day off. I could not walk, sit, and hardly move. I had to call and report that I could not come to work 

because of back pain. Other than a brief unsuccessful attempt a few months later, I have been unable 

to return to floor nursing. I’ve been seen by neurologists, orthopedic surgeons, neurosurgeons, and a 

chiropractor. I was diagnosed with degenerative disc disease, lumbar strain, and bulging or herniated 

discs. I’ve had two MRIs, two discograms, a series of lumbar blocks, and ultimately, an anterior lumbar 

fusion of L4/L5  and L5/s1, with donor bone grafts to replace the discs, and posterior fixation with 

four titanium screws. the workers’ compensation battle took years before the decision came in my  

favor that my injury was work related. I had to fight hard before being permitted for modified light duty. 

“almost everything in my life has been altered by being back-injured. I’ve been unable to do many 

things that I formerly did with ease. I can no longer flip a mattress or even assist to turn a mattress.  

I need help changing sheets on the bed. I can’t vacuum as before and either let it go, get help, or wait 

until my analgesic kicks in and then do as much as I can. sitting for any length of time is painful.  

driving is painful because of the vibration and seated position—I drove over 5000 miles with the injury 

for multiple appointments. I’m not able to pick up small children—the first thing that upset me greatly 

was realizing that I may not be able to pick up a potential grandchild someday.

“I hope you recognize the healthcare worker’s vulnerability and are inspired to work toward zero-lift 

policies, lift teams, and permanent modified light duty for injured clinicians. caring for patients and  

receiving their trust touches us deeply. I loved being a hospital floor nurse. still, my experience as a 

back-injured nurse has provided the incentive to learn and the motivation to speak out. I’m grateful for 

the opportunity to be part of the larger effort for reduction of back injuries to healthcare workers.” 

— Charney W & Hudson A (Eds). Back Injury among Healthcare Workers: Causes, Solutions, and Impacts. 
    Boca Raton: CRC Press. 2004. Adapted with copyright permission.
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W
orkplace ergonomic in-
juries remain one of the most signi-
ficant occupational health challenges 
in the United States and worldwide. 
Work-related musculoskeletal Dis-

orders (mSDs)—also called “ergonomic injuries”—
typically involve muscles, tendons, and/or nerves. 
Taken together, these are the soft tissues that hold 
the body together and do its physical work.1  mSDs 
are one of the leading causes of lost work time  
in the United States. The situation is the same in 
europe, with mSDs accounting for a higher pro-
portion of work absences due to illness/injury 
than any other health condition.2 a recent study 
estimated that 100 million europeans suffer from 
chronic pain from a mSD—although 40 percent 
are undiagnosed.2 musculoskeletal disorders are 
expensive for business and a serious burden for 
workers. Beyond the lost work time and lost wages, 
they also mean lost productivity, lowered morale, 
and “unexplained” absenteeism.1–4  

a portrait of work-related musculoskeletal 
disorders

Who is injured at work?  How many are injured?

nurses face very serious risk of back injury, as the 
story above shows. But mSDs are found in every 
sector of the economy. They are notoriously un-
der reported in all the available statistics, includ-
ing the injury logs that employers are required to 
maintain under the occupational Safety and 
Health act (oSHact), the surveys of the US Bu-
reau of labor Statistics (BlS), and state workers’ 
compensation data. So, although we’ll use some of 
these sources to illustrate the magnitude of the 
problem, keep in mind that the actual burden is 

Beginning with a personal story of a nurse’s back injury, this case 

study provides facts and history for the larger crisis of musculo-

skeletal disorders at work.5 We reveal data on the magnitude of the 

problem, including the number of injuries and estimates of how much 

these injuries cost. A timeline shows the key events in the history of 

US federal regulation of musculoskeletal hazards. We will identify 

critical components of a workplace ergonomics program and lessons 

learned that can lead toward viable solutions for protecting workers. 

a b O u t  t H I s  c a s e  s t u dy

probably considerably larger. Table 1 presents data 
for the five occupational groups that account for 
the largest numbers of mSDs, according to the 
2008 BlS data.6 Table 2 (page 22) lists the high-
mSD occupations within high-risk industry sec-
tors for compensable mSD claims in Washington 
State during 1993–2001. 

How much do workers’ musculoskeletal  

disorders cost?

in the United States, estimates of workers’ com-
pensation for mSDs range between $13 and $20 
billion annually in direct costs.1 The indirect 
costs—for example, various production losses as well 
as hiring and training replacement workers—can  
multiply this figure by as much as two to five times.1 
The national academy of Sciences (naS) con-
cluded in 2001 that $50 billion was a reasonable 
estimate of the total annual costs of mSDs when 
compensation costs and lost wages and produc-
tivity are factored in.7  in the healthcare industry, 
inflation-adjusted direct and indirect costs associ-
ated with back injuries are estimated to be $7.4 
billion annually, in 2008 dollars.8,9

 in europe, direct costs of mSDs account for  
up to 2 percent of the european gross domestic 
product annually, and the costs of back pain  
alone are estimated to exceed €12 billion.2 in 
2002, the World Health organization (WHo) 
conducted a global study on the burden of occu-
pational low-back pain. Worldwide, 37 percent of 
low-back pain was attributed to work, resulting in 
a total of 818,000 disability-adjusted life years 
lost annually.10 

How do people get musculoskeletal disorders  

from work?

people have probably always recognized that work 
could lead to injury. among the earliest to docu-
ment what we would call “ergonomic hazards” was 

Musculoskeletal Disorders  

(MSDs) are found in every work-

place. And they are notoriously 

underreported. 
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Manual material handling, as 
these delivery men are doing, is 
a “leading cause of work-related 
musculoskeletal disorders.”

tabLe  1

the top five occupational groups for work-related musculoskeletal disorders (Msd): Number of Msd cases  
and median days away from work for Msds, by occupation group and part of body affected, in 2008. 

Major occupational groups total Msds
Median days away from work  

by part of body affected

case
counts

Incidence 
rate/10,000 

workers all back shoulder arm Wrist Knee

transportation and material moving occupations 66,240 85 12 8 30 27 12 30

Manufacturing occupations 42,720 49 13 5 19 15 18 23

Health care support occupations 29,640 110 6 5 8 8 6 11

construction and extraction occupations 28,880 53 11 7 30 45 27 26

Installation, maintenance, and repair occupations 27,540 61 12 6 19 15 12 52

all occupations 317,440 33 10 6 18 17 16 21

Source: Bureau of Labor Statistics. nonfatal occupational injuries and illnesses requiring Days away from Work, 2008. US Department of Labor. 2009. 
Available at: http://www.bls.gov/news.release/archives/osh2_12042009.pdf. Accessed November 15, 2010.

© 2010 Earl Dotter
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tabLe  2

Occupations with the highest rates of compensable Msds in high-risk industries  
in the state of Washington, 1993–2001. 

High-risk  
industries Occupations

Forest nurseries 
and forest product 
gathering

Nursery workers
Laborers/farmworkers
Production inspecting/packing workers
Floral designers

Masonry, stone-
work, tile, plaster-
ing

Drywall installers
Insulation installers
Brickmasons

Roofing Roofers
Carpenters
Laborers

Meat products Butchers and meat cutters
Laborers and freight stockers/handlers
Hand packers

dairy products Laborers and freight stockers/handlers
Truck drivers
Hand packers

sawmills Lumber handlers

Millwork Laborers
Woodworking machine operators
Assemblers
Cabinetmakers

Iron and steel found-
ries

Mold and core workers
Furnace/oven workers
Grind/polish machine operators
Laborers
Machine operators

High-risk  
industries Occupations

Heating,  
ventilation, and  
air conditioning

Welders/cutters
Assemblers/fabricators
Laborers
Grind/polish machine operators

Nursing and per-
sonal care facilities

Nursing aides and orderlies
Health aides
Licensed Practical Nurses (LPNs),  

Registered Nurses (RNs) 
Maids/housekeeping workers

Local and  
suburban  
passenger  
transport

Emergency medical technicians
Bus drivers
Physician assistants/registered nurses
Mechanics
Taxi drivers

trucking and  
courier services

Truck drivers
Freight handlers/stockers
Refuse and recyclables collectors
Graders/sorters

air transportation 
scheduled and air 
courier services

Freight/stock handlers
Flight attendants
Couriers/messengers
Transport/ticket/reservations workers
Mechanics

examples of high-
risk occupations 
that cross over 
many industries

Housekeepers/janitors
Data entry operators
Stockers/receivers
Assemblers/packagers

Source: Silverstein, B, Evanoff, B. Musculoskeletal Disorders. In: Levy B, Wegman D, Baron S, Sokas R, (Eds). occupational and environmental Health: recognizing 
and preventing Disease and injury. 5th edition. Philadelphia (PA): Lippincott Williams and Wilkins. 2006; Table 23-2, 495-496.
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the italian physician Bernardino ramazzini (1633–
1714). He observed that health problems originated 
from either prolonged stationary or unnatural 
postures (e.g., bakers, workers who stand, seden-
tary workers, weavers) or tasks requiring heavy 
muscular performance or force (e.g., porters and 
woodworkers).11 His diagnoses are entirely mod-
ern and correct by current standards: for example, 
“numbness in the upper extremity in scribes due 
to incessant movement of the hand and always in 
the same direction” or “sciatica in potters due to 
continual turning of the potter’s wheel.”1 ramazzi-
ni also recognized the need to undertake measures 
to prevent mSDs caused by repetitive motions and 
lifting, and he recommended reduced work time 

for those in strenuous jobs requiring a standing 
position or severe muscular effort.1 ramazzini and 
subsequent occupational physicians documented 
such conditions as “bricklayer’s shoulder,” “carpen-
ter’s elbow,” and “telegraphist’s cramp,” which leave 
little doubt as to the link between work and physi-
cal injury.12,13  But despite this body of evidence, 
relatively little public or regulatory attention was 
paid to mSDs until the 1980s.12,13 
 Today, mSDs are commonly categorized in 
three broad groups:1

1. low-back pain—associated with heavy manual 
handling (e.g., lifting), frequent twisting and 
bending, forceful movements, and full-body 
vibration.1 The european agency for Safety and 
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Health at Work estimates that lower-back disorders 
affect 60 to 90 percent of europeans at some 
point in their life and that any one time, 15 to 
42 percent of europeans are affected.14 

2. neck and upper-extremity disorders (shoul-
der, arm, elbow, hand/wrist)—associated with 
the frequency and duration of forceful move-
ments, mechanical stress, static or awkward 
postures, and hand-arm vibration.1 

3. lower-extremity disorders (knees, hips, legs, 
ankles, feet)—associated with kneeling, squat-
ting, load carrying, and prolonged standing.15 
less attention has been paid to lower-extremity 
mSDs; however, there is increasing evidence of 
work-related knee and hip disorders.1   

The diagnosis of mSDs is complicated by the fact 
that many other factors contribute to the risk.1 
in addition to normal life activities, housework, 
and hobbies, certain individual characteristics  
also affect risk. These include obesity, spinal ab-
normalities, genetic predisposition, pregnancy, 
and aging.2 
 in 1997, after an exhaustive review of the scien-
tific literature, the US national institute for oc-
cupational Safety and Health (nioSH) summa-
rized the strength of the evidence for a series of 
occupational hazards and a wide range of mSDs 
(Table 3).16 The authors paid particular attention 
to assembling evidence and analyzing the strength 
of the association between mSDs and working 
conditions, in particular how work-related mSDs 
could be reduced or prevented.16 a committee 
of the national academy of Sciences (naS) con-
curred in 2001 that there is a clear relationship 
between back disorders and physical load, includ-
ing material handling, load moment (the turning 
force of a load on a part of the body), frequent 
bending and twisting, heavy physical work, and 

In the healthcare industry,… 

costs associated with back injuries 

are estimated to be $7.4 billion 

annually, in 2008 dollars. 

tabLe  3

there are varying degrees of evidence linking workplace  
risk factors to different musculoskeletal disorders. 

body 
part or 
syndrome Risk factor

strong 
evidence evidence  

Insufficient 
evidence

back Lifting/forceful 
movement

✓

Awkward posture ✓

Heavy physical work ✓

Whole body vibration ✓

Static work posture ✓

Neck and 
neck / 
shoulder

Repetition ✓

Force ✓

Posture ✓

Vibration ✓

shoulder Repetition ✓

Force ✓

Posture ✓

Vibration ✓

elbow Repetition ✓

Force ✓

Posture ✓

Combination of above ✓

carpal 
tunnel 
syndrome 

Repetition ✓

Force ✓

Posture ✓

Vibration ✓

Combination of above  ✓

tendinitis Repetition ✓

Force ✓

Posture ✓

Combination of above ✓

Hand-arm 
vibration 
syndrome

Vibration ✓

Source: National Institute for Occupational Safety and Health. musculoskeletal Disorders and Workplace 
Factors: a critical review of epidemiologic evidence for Work-related musculoskeletal 
Disorders of the neck, Upper extremity, and low Back. US Department of Health and Human Services, 
Centers for Disease Control and Prevention. 1997. Available at: http://www.cdc.gov/niosh/docs/97-141/. Accessed 
November 15, 2010. 



8 | Lowell Center for sustainable Production | university of Massachusetts Lowell Lessons Learned: solutions for Workplace safety and Health  | 9

the world, and the topic remains politically heat-
ed. attempts by the US occupational Safety and 
Health administration (oSHa) to develop an  
ergonomics standard have been subject to bitter 
disputes between labor and management as well as 
among the US congress and the White House.4 
 The first steps toward federal regulations aimed 
at reducing mSDs can be traced to voluntary ergo-
nomic guidelines for the meatpacking industry 
that were issued by oSHa in 1990. The Secretary 
of labor, elizabeth Dole, justified this move by 
saying, “These painful and crippling illnesses now 
make up 48 percent of all recordable workplace 
illnesses. We must do our utmost to protect work-
ers from these hazards, not only in the red meat 
industry, but all US industries.”17 Secretary Dole 
committed the labor Department to “taking the 
most effective steps necessary to address the prob-
lem of ergonomic hazards on an industry-wide 
basis” and “to begin rulemaking on an ergonom-
ics Standard.”18 according to Dole, there was 
sufficient scientific evidence to proceed to address 
“one of the nation’s most debilitating across- 
the-board worker safety and health illnesses of  
the 1990s.”18 
 Since that time, at least three major publica-
tions have demonstrated the strong scientific evi-
dence linking mSDs and workplace risk factors 
that was needed to justify oSHa’s ergonomic 
Standard. nioSH reviewed more than 600 stud-
ies and determined, as stated in a 1997 report,  
that “a large body of credible epidemiological re-
search exists that shows a consistent relationship 
between mSDs and certain physical factors, espe-
cially at higher exposure levels.”16 
 The national academy of Sciences produced 
two reports.7,19 in 1998, the naS brought together 
65 leading national and international scientific 
and medical mSD specialists for a two-day meet-
ing to review the scientific evidence for the work-
relatedness of mSDs and to assess whether workplace 
interventions were effective in reducing ergonomic 
hazards.17 The panel found more than enough 
evidence for oSHa to proceed; however, con-
gress appropriated almost a million dollars—as a 
delaying tactic—to the naS to produce another, 
more in-depth study.17 The second naS study 
came out in early 2001, but congress never re-
viewed it, and the standard was repealed two 

tabLe  4

High-risk jobs for selected musculoskeletal disorders. 

Musculoskeletal 
disorder High-risk jobs

Low-back  
pain  
(sciatica*)

Nurses aides/orderlies
Truck drivers
Carpenters and  

apprentices
Maids and housekeeping  

cleaners
Drywall installers
Carpet installers

Nurses
Construction laborers
Garbage collectors
Glaziers
Freight/stock handlers
Brick masons

carpal tunnel 
syndrome and 
tendinitis

Meat cutting
Food processors
Hairdressers
Kitchen workers
Sewing operators
Handpackers
Typists
Stock handlers/baggers

Lumber turners
Carpenters
Assembly workers using  

hand tools
Foundry workers
Laborers
Machine operators
Roofers

elbow/forearm 
disorders

Carpenters
Laborers
Assembly work with  

hand tools
Drywall installers
Electricians
Welders
Butchers/meatcutters

Machinists
Plumbers
Hairdressers
Handpackers
Bus drivers
Grinders/polishers
Kitchen/food preparation

shoulder  
disorders

Truck drivers
Welders
Meatpacking assembly 

workers
Nursing assistants
Garbage collectors

Carpenters
Drywall installers
Masons
Freight handlers

Neck and  
neck/shoulder 
disorders

Dental workers
VDT workers
Nurse/ assistants

Microscopists
Surgeons
Electronics assemblers

*Jobs with high-risk activities for sciatica based on Washington State Workers’ Compensation Claims for 1993–2001. 

Source: Silverstein, B, Evanoff, B. Musculoskeletal Disorders. In: Levy B, Wegman D, Baron S, Sokas R, (Eds.), 
Occupational and Environmental Health: Recognizing and Preventing Disease and Injury. 5th edition. Philadelphia (PA): 
Lippincott Williams and Wilkins. 2006; 488-516. 
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whole-body vibration. For disorders of the upper 
extremities—neck, shoulders, arms, elbows, wrists, 
and fingers—repetition, force, and vibration are 
particularly important risk factors.7 one such dis-
order is carpal tunnel syndrome, caused by com-
pression of the median nerve in the wrist. Table 4 
lists jobs that carry a high risk of selected musculo-
skeletal disorders. 

Why did OsHa’s ergonomics standard fail? 
The US regulatory history on protection of work-
ers from mSDs is perhaps the most tumultuous in 
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months later. The most ardent opponents of  
the ergonomics Standard were re-elected and be-
came even more determined to stifle any further 
attempts to prevent ergonomic hazards. 4  
 Under oSHa’s ergonomics Standard, general 
industry employers—with 11 or more workers—
whose employees perform manufacturing or  
manual handling jobs would have been required to 
implement at least a basic ergonomics program 
and, under certain circumstances, a full ergo-
nomics program.20 The basic program would have 
included a commitment by management to take 
leadership responsibility for the program, the 
participation by employees in the program, and 
the provision of hazard information to workers, 
along with the creation of a system through which 
workers could report injuries. 
 The full program would include, in addition 
to the elements of the basic program, the following: 
a hazard analysis of the job; the implementation 
of engineering, work practice, or administrative 
controls to eliminate or substantially reduce the 
hazards identified in that job; training the em-
ployees in that job, as well as their supervisors; 
and the provision of mSD management includ-
ing, where appropriate, temporary work restric-
tions and access to a health care provider or other 
professional if a covered mSD occurred. 
 oSHa estimated that the ergonomics Standard 
would have affected approximately 1.9 million 
employers and 27.3 million workers in general 
industry workplaces. The agency also estimated 
that the standard would have prevented about 3 
million work-related mSDs over the following  
10 years, with annual benefits of approximately 
$9.1 billion.20 annual compliance costs were es-
timated at $900 per establishment and $150  
per problematic job fixed. During the first year 
after promulgation, employers would have been 
required to control approximately 7.7 million 
jobs with the potential to cause or contribute to 
covered mSDs.20  
 The ergonomics Standard would have required 
many industries to change their employees’ work 
practices. This is why opposition to the standard 
was instantaneous, organized, and well funded.17 
The package delivery company UpS, the american 
Trucking association, and their allies hammered 
out a strategy to attach riders to congressional 

OSHA estimated that the Ergonomics Standard 

would have prevented about 3 million work-related 

musculoskeletal disorders over the following 10 years. 

budget bills for fiscal years 1995–1998, prohibit-
ing oSHa from issuing an ergonomics standard, 
and in 1996, banning oSHa from collecting  
“ergonomics data.” 17,18   
 on november 14, 2000, after more than a de-
cade of preparatory work, oSHa finally issued  
its ergonomics Standard. it went into effect on 

January 16, 2001. Unfortunately, it lived only two 
months. in march 2001, the congressional re-
view act was invoked—for the first and to date the 
only time since it took effect in 1996—to invalidate 
a federal standard.21 The opposition did more 
than overturn the federal standard. in november 
2003, the state of Washington’s ergonomics stan-
dard was defeated through a ballot initiative  
financed by the Building industry association of 
Washington (BiaW) that misled voters into be-
lieving that the state standard would cost the  
state jobs.18  
 in the case of Washington State, Silverstein ex-
amined how the delicate balance between scientific 
deliberation and political values was disrupted in 
the electoral process that resulted in the repeal of 
the Washington ergonomics Standard.  The Wash-
ington State ergonomics rule was most successful 
in the regulatory and legal areas, where: 1) the 
process was most transparent; 2) the process was 
open to public involvement; 3) differing views 
could be presented fully; and 4) decision makers 
were expected to explain the rationale for their  
decisions. The rule did most poorly in the legisla-
ture and at the ballot box, where these four fea-
tures were lost and full deliberation was replaced 
by unhindered political pressure. The executive 
agency responsible and accountable for adopting 
rules was excluded from the electoral debate and 
could not defend its decisions, facts, and views be-
fore the public.22 
 Why did the oSHa ergonomics Standard  
fail? in addition to the fact that the vast majority of 
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occupational safety and health (oSH) rules pro-
posed at the federal or state level have met stern 
opposition from the business community, Silver-
stein proposed three other reasons for the excep-
tional industry attention to opposing ergonomics 
initiatives: (1) mSDs are widespread across indus-
tries and occupations, whereas most previous 
oSH rules applied to relatively small groups of  
industries and employers; (2) as workplace ergo-
nomics affects both the work organization and  
design, the rulemaking raised fears that em- 
ployers’ privileges and power were threatened; and 
(3) the US political landscape changed dramati-
cally in 1994, when ergonomics became a target 
for deregulatory enthusiasts and a poster child for 
the political attack on oSHa.22  
 Some have argued that the ergonomics Stan-
dard was repealed largely on ideological grounds, 
to rally the most conservative forces in the society 
to defeat “big government” and “big labor.”24 
Some say that employers don’t like ergonomics 
policies because implementation of the pro- 
grams would involve active worker participation. 
another perspective points to limits in the scien-
tific evidence used to support the standard, and 
confusion over the appropriate ways to weigh the 
evidence.25 costs seem to be one of the main rea- 
sons to oppose the standard, despite cost-effective-
ness studies. many employers find it hard to believe 
that investments in ergonomics interventions are 
worthwhile and that they would be paid back soon 
enough in saved workers’ compensation costs, re-
duced absenteeism, and increased productivity. 

What has OsHa done since 2000? 
oSHa has not issued enforceable regulations on 
mSD hazards since 2000.17 The congressional 
review act that overturned the ergonomics Stan-
dard prohibits oSHa from issuing a standard  
that is substantially similar to the one that was  
repealed.23 

Voluntary guidelines

From 2004 through 2006, the most visible ap-
proach by oSHa was the development of volun-
tary industry-specific ergonomic guidelines. in 
addition to the earlier ergonomics program  
management guidelines for meatpacking plants, 

oSHa has developed guidelines for nursing 

homes, retail grocery stores, poultry processing 
plants, and shipyards.26,27,28,29,30 

General duty clause

oSHa inspectors have the power to issue citations 
for ergonomic hazards by invoking the general 
Duty clause of the occupational Safety and Health 
act (Section 5(a)). This clause states: “each em-
ployer shall furnish to each of his employees em-
ployment and a place of employment which are 
free from recognized hazards that are causing or 
are likely to cause death or serious physical harm  
to his employees.” Before it invokes the general 
Duty clause, oSHa requires a “yes” answer to 
each of the following questions: (1) is there an  
ergonomic hazard that is causing injuries? (2) 
Does the employer in question know (or should 
the employer know) about the hazard?  (3) are the 
injuries caused by the ergonomic hazard resulting 
in serious physical harm? (4) are there feasible al-
ternatives available to the employer for reducing, 
abating, or minimizing the hazard?4 

Recordkeeping 

in 2003, mSDs were removed from the oSHa 
300 log (oSHa’s Form 300, log of Work-related 
injuries and illnesses), which comprises the oSHa- 
mandated occupational injury and illness record-
ing forms (see the timeline that appears at the end 
of this profile). in January 2010, the new oSHa 
administration proposed to restore mSDs to the 
oSHa 300 log.32 

sector-based initiatives:  
Hope for health care workers  
if generic ergonomics regulation has created oppo-
sition too fierce to overcome, can a sector-based regu-
latory approach gain adequate support? The 2008 
Bureau of labor Statistics (BlS) data on nonfatal 
occupational injuries (Table 1) show that support 
occupations in health care (nursing aides, order-
lies, and attendants) had the highest incidence rate  
of mSD cases per 10,000 workers nationwide.6 
The nurse’s story in the introduction to this case 
study illustrates how painful—both physically and 
psychologically—it is to experience a serious back 
injury. patient care jobs require much heavy  
lifting and frequent prolonged days, including 
evening and night shifts.33 The greater the patient’s 

C A S E  S T U Dy  2 :  When My Job breaks My back
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disability, the more frequently non-neutral body 
postures and overexertion are required of the 
worker.34 
 However, ergonomic interventions have been 
successfully applied to patient care tasks (see Table 5, 
page 28). These interventions have not only re-
duced injuries but also resulted in cost savings. 
The injured nurse cited above had this to say:5 

About a year into my injury, I had done my homework. I 
had learned that lift teams, no-lift policies, and patient lift 
equipment had proven effective in preventing health care 
workers’ back injures for at least a decade. I had been a 
nurse for just 10 years. The technology and methods  
for preventing health care workers’ back injures had  
been available during the entire time. What an awful  
discovery—my injury could have been prevented. 

Successful interventions have sparked legislative 
initiatives. in 2003, the american nurses asso-
ciation initiated a “Handle with care” campaign 
to protect both health care workers and patients 
against injuries. To date, this campaign has been 
the impetus for legislation for safe patient han-
dling in nine states.41 in seven of these states, there 
is now a comprehensive patient handling program 
in place: illinois (2009), minnesota (2009), 
maryland (2008), new Jersey (2007), rhode is-
land (2006), Texas (2006), and Washington 
(2006).41 Hawaii has passed a resolution calling 
for safe patient handling. 
 as multiple states have already acted, the focus 
has turned to the federal level. in may 2009, rep-
resentative John conyers (D-mi) introduced na-
tional legislation—the nurse and Health care 
Worker protection act of 2009  (Hr 2381)—for 
the safe handling of patients and nursing home 
residents throughout the health care system.42 
in June 2009, the coalition for Healthcare  
Worker and patient Safety (cHapS) was formed 
to support the bill. The bill is applicable to all 
health care settings. in particular, it directs the 
Department of labor to issue an occupational 
safety and health standard to reduce injuries to 
patients and health care workers “by establishing a 
safe patient handling and injury prevention stan-
dard.” The standard would specify “the use of  
engineering controls to perform lifting, trans-
ferring, and repositioning of patients and the 

Manual handling and transferring of 
patient is a serious back injury risk to 
healthcare workers. However, ergonomic 
interventions have been successfully  
applied to patient care tasks and these  
interventions have not only reduced  
injuries but also resulted in cost savings.

Patient handling may require 

lifting a patient who is far away 

from the worker, placing heavy 

loads on the spine.

© 2010 Earl Dotter
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tabLe  5

examples of ergonomic intervention studies in nursing homes and other health care facilities.

citation 
in brief

study duration/ intervention 
design type

study setting/ 
population

Reduced lost work days or 
injuries Observed cost-effectiveness

Martin 
et al., 
200935

10-year pre/post. Nurses in 89 pub-
lic health services 
agencies in Victo-
ria, Australia.

  24% reduction in back injury 
claims/1,000 full time equivalent 
(FTE) nursing staff. 

Park 
et al., 
200936

One-year pre/post.   
Lifting equipment, training.

Ohio nursing 
home staff.

$500 equipment purchase 
per nursing home worker 
was associated with a 21% 
reduction in back injury rate.

Equipment: Approximately $768  
reduction in claim costs per 
worker. Training: $1,643 reduc-
tion in back claim costs over  
10 years per employee.

OsHa, 
200927

Zero manual lift policy. Electrically 
adjustable beds.

Wyandot County 
Nursing Home in 
Upper Sandusky, 
Ohio.

No back injuries from  
resident lifting have  
occurred in more than  
five years.

Workers’ compensation costs re-
duced from an average $140,000 
to less than $4,000 a year. Re-
duced absenteeism and overtime: 
annual savings approximately 
$55,000. Less staff turnover:  
additional $125,000 savings. 

OsHa, 
200927

Zero manual lift policy. Schoellkopf 
Health Center in 
Niagara Falls,  
New york. 

Lost work days reduced from 
364 to 52. Light duty days 
dropped from 253 to 25.

Workers’ compensation losses 
fell from $84,533 to $6,983 
annually. 

OsHa, 
200927

Ergonomics added  in safety and 
health program.

Citizens Memo-
rial Health Care 
Facility in Bolivar, 
Missouri.

55% reduction in lost work 
days. Reduction in lifting-
related injuries of at least 
45% during each of the next 
four years.

Direct savings of approximately 
$150,000 in workers’ compensa-
tion costs over a 5-year period. 

Nelson 
et al., 
200637

1.5-year pre/post design. Six ele-
ments: 1) Ergonomic Assessment 
Protocol; 2) Patient Handling 
Assessment Criteria and Decision 
Algorithms; 3) Peer Leader Role, 
“Back Injury Resource Nurses”; 
4) Equipment; 5) After-Action 
Reviews; 6) No Lift Policy.

824 nurses in 23 
units: 19 nursing 
home units and 4 
spinal cord injury 
units.

18% reduced injuries. Injury 
rate reduction: 24.0 to 16.9 
per 100 caregivers.

Return on investment for patient 
handling equipment of 3.75 years. 
Annual post-intervention savings 
of over $200,000/year (workers’ 
compensation, reduced lost and 
modified work days).

Fujishiro 
et al., 
200538

4-year pre/post. Ergonomic 
consultation and financial support 
for patient handling and lifting 
devices.

Health care work-
ers in 100 work 
units in 86 health 
care facilities.

Injury rate reduction: 12.32 
to 6.64 per 200,000 
employee-hours. 

  

collins 
et al., 
200439

6-year pre/post. Mechanical lifts 
and repositioning aids, a zero lift 
policy, and employee training on 
safe lift usage. 

1,728 nursing 
home staff in  
6 nursing homes. 

Adjusted pre/post injury  
rate ratios: 0.39 for work-
ers’ compensation claims, 
0.54 for OSHA 300 logs, 
and 0.65 for first reports  
of employee injury.

Investment of $158,556 for lifting 
equipment and worker training 
recovered in less than three years 
(annual workers’ comp savings  
of $55,000).

brophy 
et al., 
200140

7-year pre/post. Five-step ergo-
nomics program and mechanical 
lifting devices 

Nursing assis-
tants in 525-bed 
county nursing 
home in upstate 
New york.

Lost work days: 1,476 to 
625 per year (58%) Low 
back injuries among nursing 
aides: from 15.7 to 11.0 
per 100 FTE.

Average low-back injury yearly 
costs from $201,100 to 
$91,800.

C A S E  S T U Dy  2 :  When My Job breaks My back
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elimination of manual lifting of patients” by all 
health care workers. 
 on may 11, 2010, Senator patty murray chaired 
the US Senate Hearing on Safe patient Handling 
and lifting Standards for a Safer american Work-
force.43 elizabeth Shoegren, an injured nurse from 
minnesota, testified that, in an average eight-hour 
shift, a nurse on a medical/surgical unit can care 
for three to eight patients, resulting in lifting 1.8 
tons in an average eight-hour shift. a nioSH 
representative testified that manual handling of 
patients is a serious risk to healthcare workers. 

patient handling may require lifting a patient who 
is far away from the worker, placing heavy loads on 
the spine; repeated lifting of this type can result in 
scarring that causes more damage. moreover, 
studies have suggested that that there can be injury 
risks even when two people are lifting a 110-pound 
patient from a bed to a chair.8,45 
 it remains to be seen how successful the House 
bill will be. in any case, state legislatures have  
momentum to continue passing safe patient han-
dling bills that protect both health care workers 
and patients.

Vulnerable workers in high-strain jobs:   
at high risk for psychosocial hazards
While recent state-led safe patient-handling ini-
tiatives have brought renewed hope to those who 
advocate for workplace ergonomics policy, vulner-
able workers in high-risk jobs in other sectors 
should not be forgotten. in particular, women 
from ethnic minority groups are often invisible as 
workers, and thus the most vulnerable to psycho-
social hazards—that is, sources of mental stress in 
the workplace. Such psychosocial hazards often 
emerge from poor work organization. 
 The 2001 naS panel mentioned earlier con-
cluded that certain psychosocial workplace haz-
ards—including rapid work pace, monotonous 
work, low job satisfaction, low decision latitude, 
and job stress—were linked in turn with low-back 
disorders. High job demands and job stress were 
linked to upper extremity disorders.7 it has been 
suggested that psychosocial factors may exert their 
influence indirectly by altering muscle tension or 
other physiologic processes and decreasing micro-
pauses in muscle activity.1 

 The Job Demand-control model—developed 
by robert karasek—cross-classifies jobs on psy-
chological demands (high/low) and decision lati-
tude (high/low), as shown in Figure 1 (page 30). 
Jobs in which the worker faces high psychological 
demands but has little decision latitude are desig-
nated high-strain jobs.46 a high level of psycho-
logical demands on the job may contribute to 
mSDs—particularly in high-strain jobs, in which  
a worker has little ability to decide what to do,  
how to do a particular job task, and how to use or 
develop job skills.1

In the laundry room, ergonomic engineering 
solutions can help hotel housekeepers in 
their daily tasks. this laundry bin’s bottom 
rises automatically as laundry is removed,  
to reduce bending.
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Hotel housekeeping 

Hotel housekeeping is an example of a high-strain 
job in which workers are vulnerable to injury. in-
deed, many housekeepers’ bodies today are at the 
breaking point because their jobs are characterized 
by the room quota system, which creates immense 
time pressure. in addition to ergonomic hazards, 
they also face job insecurity. The firing in 2009 of 
nearly 100 Hyatt Hotels housekeepers—mostly 
immigrant women—in the Boston area prompted 
a reaction across the United States and raised  
consciousness of hotel housekeepers’ working 
conditions.47   
 Hotel workers are 48 percent more likely to be 
injured on the job than the typical worker in the 
service sector.48 These workers experience a simi-
lar excess of serious, disabling injuries—those that 
require days away from work or reassignment to 
light duty: they sustain disabling injuries at a rate 
51 percent higher than service sector workers over-

all.48 Buchanan and colleagues reported that room 
cleaning work was of particular concern, and that 
the injury rate for both traumatic injuries and 
non-traumatic mSDs was highest among Hispanic 
female housekeepers. This subgroup also had the 
highest rate of musculoskeletal disorders.49 
 Valessie mccaskill’s story is typical of house-
keeping workers’ experiences in the hotel indus-
try.48 She had worked at the chicago Hilton and 
Towers for a little over three years when the pain in 
her right leg became severe. “Some days my leg 
would swell up and i would literally limp from 
room to room. When the pain was at its worst, i 
would sit on the beds and cry because it hurt so 
much. in the rooms, at least no one would see 
me.” Two years ago, an iron garbage can fell on 
her while she worked in a linen closet at the end of 
her shift. “The next day i could barely walk. on 
my way to work, my leg buckled and i collapsed at 
the employee entrance. my leg was so swollen the 
doctors had to cut through my pants.” 
 eventually, her doctors told her nearly all of the 
cartilage in her knee was gone and that she needed 
knee replacement surgery. She was out of work for 
five months. “The doctors told me i should stay 
out at least six months, but i had two teenage 
daughters at home to take care of. catholic chari-
ties helped me pay some of my rent and utility bills 
but i needed to go back to work before we lost  
everything.” Today, her knee has significantly im-
proved but she still suffers workplace pain. “late-
ly, the pain has been the worst in my right arm.  
i feel like there are needles in my fingertips. So  
i start every morning with a pill—aleve, Tylenol, 
something to get me ready to do all the pulling and 
lifting.” 
 The higher the quota, the faster the housekeeper 
has to work. a 16-room quota—which is not un-
common—means that the housekeeper must clean 
each room in less than 30 minutes to allow time to 
stock the cart and travel between rooms. House-

Many [hotel] housekeepers’ bodies today are at the breaking point  

because their jobs are driven by a room quota, which creates immense  

time pressure. 
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Karasek’s demand-control Model. High-strain jobs are those with 
high psychological demands combined with low decision latitude.

Source: Karasek R. Theorell, T. Healthy Work: Stress, Productivity, and the Reconstruction of Working Life.  
Basic Books, 1990.
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keepers routinely report that they must race 
through their tasks in order to complete them on 
time. When rushing to clean a slippery tub or lift a 
heavy mattress, workers are more likely to get hurt. 
Further, hotel housekeepers report that clean bed 
linens and towels are often understocked, and vac-
uums do not always work well. Such supply short-
ages or other practical obstacles disrupt the pace of 
work and consume valuable minutes. in recent 
years, the workload that hotel companies demand 
of their housekeepers has increased significantly. 
chronic understaffing, coupled with the addition 
of time-consuming amenities—luxury items like 
heavy mattresses, fragile coffeepots, and in-room 
exercise equipment—has placed housekeepers at 
greater risk of injury. To complete their quotas, 
housekeepers are increasingly forced to skip meals 
and other breaks—in other words, to pass up the 
rest that is necessary to prevent injury.48 

Poultry processing

poultry processing is also a high-strain job. in 
northeastern north carolina, oSHa inspectors 
cited two poultry processing plants for serious  
ergonomics problems in 1989. Work was often 
carried out in sustained awkward postures with 
repetitions—in some jobs, repetitive movements 
were documented at more than 30,000 per shift 
(roughly once per second over an eight-hour 
shift).50 one of these plants was the largest em-
ployer of women in the community, located in a 
sparsely populated area with a black majority; 
nearly one-third of the population lived below the 
poverty level. lipscomb and colleagues stated that 
these rural women were failed by the occupational 
safety and health systems designed to protect them. 
a 30-year-old single mother who had left a job in 
home health care to make better money in one of 
these poultry processing plants says:
 

awkward postures, overexertion, repetitive motions, 
and fast-paced work to meet their daily room quotas 
put hotel housekeepers at a high Msd risk. 
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Before I even got to the plant, they [friends and family] 
were like “if you ever got to the plant, your hands ain’t  
going to be good no more.” And I believe that. You ever 
start working in a plant, on that line, and start doing 
chicken stuff, your hands ain’t never be the same. Sure 
ain’t. My hands won’t never be the same, probably. I don’t 
really think about it. I would say to anybody, the plant is  
a job. It ain’t the worst job. It ain’t the best job, but it’s 
better than sitting home, not getting no income. I say, “if 
you can’t find nothing else, go to the plant. But let that be 
your LAST choice.” I would tell the young people, my 
children, “I’m not going to tell you don’t go, but let that be 
your last choice.”50 

ergonomic interventions pay for themselves 
as mentioned earlier, workplace ergonomic in-
terventions have not only reduced mSDs but have 
resulted in cost savings. There are numerous stud-
ies and workplace examples of the effectiveness of 
interventions in various industries. We listed nine 
such studies for nursing homes and health care  
facilities detailed in Table 5 above. Workplace in-
terventions may include a number of initiatives—
for example, ergonomics consultations, zero-lift 
policies, use of ceiling lifts and inflatable transfer 
mats, mechanical aids for material handling, and 
training. Successful workplace ergonomics programs 
include at least these five elements: (1) leadership 
commitment; (2) written policy; (3) employee in-
volvement; (4) continuous monitoring; and (5) 
implementing adjustments based on monitoring 
results.4 in addition to leadership commitment 
and employee involvement, oSHa’s voluntary ergo-
nomic guidelines advocate the following program 
components: (1) worksite analysis; (2) hazard pre-
vention and control; (3) medical management; and 
(4) training and education.26-30 
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Poultry processing  
is a high-strain job. Work is 
often performed in sustained  
awkward postures with  
serious repetitions.

In some [poultry processing] jobs, repetitive  

movements were documented at more than  

30,000 per shift (roughly once per second  

over an eight-hour shift).
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Safe patient handling is not simply an initiative  

or a program or a policy, it is a culture change.

 engineering solutions seem to be the preferred 
method for primary mSD hazard prevention and 
control.4 nioSH has estimated that a 100-bed 
nursing home facility can expect to spend $25,000 
to $30,000 on portable (not ceiling-mounted) 
mechanical lifts, depending on how many resi-
dents require the use of a lift. a good combination 
of floor and ceiling lifts can be accomplished with 
an investment of $50,000–$60,000 in a similar 
100-bed facility.51 cost-benefit analyses reviewed 
by nioSH demonstrated that initial investments 
in mechanical lifting equipment and training can 
be recovered in two to three years through reduc-
tions in workers’ compensation costs.51 
 in 2006, Washington State passed a Safe patient 
Handling (SpH) law for acute care hospitals. in 
testimony before the US Senate Hearing on Safe 
patient Handling and lifting Standards for a  
Safer american Workforce, Barbara Silverstein  
described the following requirements and incen-
tives of this law:43,52 
• a joint management-worker SpH committee 

with at least half of the committee comprised of 
direct care staff;

• a needs assessment for all patient care areas;
• a minimum of one patient handling device per 

10 acute care beds per unit;
• the right to refuse unsafe handling;
• an annual evaluation;
• a Department of Health audit of SpH imple-

mentation and practice; 
• a tax credit equivalent to $1,000 per acute care 

bed for SpH equipment purchases up to $10 
million total; and 

• a reduced premium for those hospitals in the 
State Fund workers’ compensation program if 
they have a fully implemented SpH program.

in the same US Senate Hearing, June altaras, a 
nurse executive in Washington State, shared the 
results of the Swedish medical center’s successful 
SpH program. in her testimony, she stated:53 

We have developed a system that reduces workplace  
injuries and corresponding lost or restricted days of work, 
which has a direct result on our bottom line. Patient safe 
handling is not simply an initiative or a program or a  
policy, it is a culture change and as such it requires the  
engagement and support of front line staff in designing the 

approach, establishing a workflow and selecting equip-
ment. In addition, it requires the support of senior leader-
ship, middle management and unit experts. This is not  
a small undertaking, it is a long-term commitment;  
however, the results can be dramatic.

Since 2007, there has been a significant decrease 
in the incidence of workers’ compensation claims 
among workers at Washington hospitals but an in-
crease among workers in nursing homes (which 
are not covered by the legislation). 

Medical management 
although the main focus must be on primary pre-
vention of mSDs, it is essential that injured work-
ers have access to appropriate and timely medical 
care. The medical management of a mSD aims at 
reducing and eliminating symptoms, preventing 
the disorder from progressing, reducing the dura-
tion and severity of functional impairment, and 
preventing or reducing the severity of disability.1 a 
good medical management program comprises 
surveillance, timely access to appropriate health 
care providers, follow-up of treated workers, co-
ordination with primary prevention efforts, job 
evaluation of injured workers, and availability of 
appropriate job modification.1 
 a recent study on mSDs in the european 
Union recommended that national governments 
adopt a version of the United kingdom’s Fit Note 
policy, whereby clinicians and employers are en-
couraged to focus on the capacity of workers with 
mSDs, rather than on their loss of capacity, and to 
improve the flow of information between clini-
cians and employers.2 The vast majority of injured 
workers are able to return to productive work 
quickly as long as their job is modified to reduce 
physical exposures to the affected body parts.1 
Job modifications are frequently inexpensive and 
simple. modified duties are meaningful to injured 
workers, as they would like to keep on contribut-
ing and applying their skills rather than only 
draining resources. However, modified duties are 
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not instituted smoothly. The injured nurse who 
was quoted earlier shared the following:5 

Workers’ Compensation insurance carriers might consider 
reducing time loss and vocational rehabilitation costs by 
encouraging employers to retain injured nurses—to keep 
those nurses who are still able to work employed in the  
facility where they were injured. This may be a logical piece 
for cost containment. [As a back-injured hospital nurse], 

what can I do? All of the hospital-based nursing skills  
listed except lifting heavy weights. Now, if I’m ready, will-
ing, and able to perform all these skills right now, without  
re-training, would it not be more cost-efficient to just  
put me back to work, performing the skills in the facility 
where I was working when injured, rather than spend- 
ing scarce resources on re-training and continued time  
loss payments?5 

Lifting devices Protect backs…and Patients

Here are two examples of patient lifting devices. Technologies like these 

can reduce workers’ back injuries, keep patients safe and save money. 

(Images provided by Vancare.)
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L e S S o n S  L e a r n e d

Musculoskeletal disorders are a serious problem, 
not only in occupational health but also in pub-
lic health more broadly. What are viable mea-

sures to protect millions of affected workers? Two are 
described here. 

effective Msd prevention begins with good data 
most important, it is necessary to acquire more and 
better data on mSDs across all economic sectors. ade-
quate information is the foundation for both national 
and worksite-level analyses. at a minimum, mSDs need 
to be brought back to oSHa 300 logs, and indeed the 
new oSHa administration proposed this in January 
2010. The assistant Secretary of labor for oSHa,  
Dr. David michaels, stated:32

Restoring the MSD column [in the OSHA 300 log for reporting 
work-related injuries] will improve the ability of workers and 
employers to identify and prevent work-related musculoskeletal 
disorders by providing simple and easily accessible information. It 
will also improve the accuracy and completeness of national 
work-related injury and illness data.

Better injury records strengthen the estimates of  
mSD costs and savings. While restoring mSDs in the 
oSHa 300 log is essential, health care providers should 
also participate in the process of enhancing medical  

records so that they provide more complete evidence  
on mSDs.4 

solutions lacking the force of law do not  
provide enough protection for workers
in addition, although workplace ergonomics programs 
continue to play a key role in improving workplace  
ergonomics, voluntary approaches alone are weak. 
Workplace policies and programs do not protect workers 
effectively unless they are backed up by a legal obligation. 
 oSHa’s only enforcement tool for ergonomics, the 
general Duty clause, has limited power. as we review 
the political history of ergonomics and its timeline, it is 
sadly obvious that the generic (that is, all-industry-
wide) ergonomics standard may not get a second chance 
anytime soon in congress. 
 although the oSHa ergonomics Standard was de-
feated, this event did not spell the end of all legislative 
initiatives on ergonomics. as noted above, advocacy 
groups and state legislators have been exemplary in 
campaigning for and adopting safe patient handling 
legislation to protect both health care workers and  
patients. Such an initiative might succeed at the federal 
level as well. legislative ergonomics initiatives may be 
most successful when they address first the high-risk 
tasks, then jobs, and finally entire industries. 

Legislative ergonomics initiatives may be most  

successful when they address first the high-risk tasks, 

then jobs, and finally entire industries.
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CASE  STUDy  2  —  t IMeL INe 18

y E A R E V E N T

1970s-80s OSHA cites MSD hazards under the OSHAct’s General Duty Clause. 

1990 OSHA issues Ergonomics Program Management Guidelines for Meatpacking Plants.

American National Standards Institute (ANSI) Z-365 committee formed by the National Safety Council to develop  
a voluntary ergonomics standard. 

Secretary of Labor Elizabeth Dole commits the Labor Department to “taking the most effective steps necessary to address 
the problem of ergonomic hazards on an industry-wide basis” and to begin rulemaking on an ergonomics standard. 

1993 The Clinton Administration makes the promulgation of an ergonomics standard a regulatory priority. OSHA commits  
to issuing a proposed rule. 

1995 The House passes its Fy 1995 recission bill that prohibits OSHA from developing or promulgating a proposed rule  
on ergonomics. 

President Clinton vetoes the recission measure.

1996 The House Appropriations Committee passes a 1997 funding measure that includes a rider prohibiting OSHA from issuing 
a standard or guidelines on ergonomics. The rider also prohibits OSHA from collecting data on the extent of such injuries 
and, for all intents and purposes, prohibits OSHA from doing any work on the issue of ergonomics.

The House of Representatives approves the amendment stripping the ergonomics rider.

California issues its final ergonomics standard.

1997 NIOSH releases report Musculoskeletal Disorders and Workplace Factors. 

California’s ergonomics regulation becomes effective.

Industry groups try to disband the voluntary ANSI Ergonomics Standard committee.

A new congressional budget rider: The Congress prohibits OSHA from spending any of its Fy 1998 budget to promulgate  
or issue a proposed or final Ergonomics Standard. 

1998 National Academy of Sciences releases report Work-Related Musculoskeletal Disorders: A Review of the Evidence.23 
The NAS panel finds that scientific evidence shows that poor workplace ergonomic factors cause musculoskeletal disorders. 

Congress appropriates a budget for another NAS study on ergonomics. 

OSHA freed from a prohibition on ergonomic rulemaking. 

1999 OSHA releases its draft proposed Ergonomics Standard and it is sent for review by small business groups under the  
Small Business Regulatory and Enforcement Fairness Act. 

Industry groups call for OSHA to wait for completion of the NAS study before proceeding with an Ergonomics Standard.

North Carolina OSHA adopts draft Ergonomics Rule.

Washington State issues a proposed Ergonomics Rule.

Federal OSHA issues the proposed Ergonomics Standard.

2000 OSHA concludes public hearings on the proposed Ergonomics Standard.

For the first time, the voluntary American Conference of Governmental Industrial Hygienists (ACGIH) voluntary threshold 
limit values (TLVs) include an ergonomics measure (hand activity level TLV). 

Washington State adopts its Ergonomics Rule.

Congressional budget rider for the Federal OSHA rule: The House Appropriations Committee adopts a rider to the Fy 2001 
Labor-HHS funding bill prohibiting OSHA from moving forward on any proposed or final Ergonomics Standard.

President Clinton promises to veto the Labor-HHS bill. 

OSHA issues the final Ergonomics Standard on November 14.

North Carolina labor commissioner adopts OSHA’s final Ergonomics Standard. 

The Congress adopts Labor-HHS funding bill without a rider on the Ergonomics Standard.

C A S E  S T U Dy  2 :  When My Job breaks My back
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y E A R E V E N T

2001 Ergonomics Standard takes effect on January 16. 

NAS releases its second report on work-related MSDs.24 

OSHA Ergonomics Standard is repealed by the Congress and the President through the Congressional Review Act  
in March 2001.

The ACGIH TLVs to include lifting TLVs  as the second ergonomics measure.

2002 Washington State Superior Court judge upholds the state’s Ergonomics Rule.

2003 OSHA issues voluntary ergonomics guidelines for nursing homes.

The US Department of Labor revokes both the requirement that employers identify MSDs on the OSHA 300 logs  
and the definition of MSDs.

Washington State’s Ergonomics Rule repealed by voters through an industry-funded ballot initiative. 

ANSI’s voluntary Ergonomics Standard abandoned by the National Safety Council. 

2004 OSHA holds its National Advisory Committee on Ergonomics symposium. 

OSHA issues voluntary ergonomic guidelines for the retail grocery store and poultry processing industries. 

2006–2007 New Jersey, Rhode Island, Texas, and Washington issue safe patient handling legislation to protect health care workers.28

2008 OSHA issues voluntary ergonomics guidelines for the shipyard industry. 

Maryland issues safe patient handling legislation to protect health care workers.

2009 Illinois and Minnesota issue safe patient handling legislation to protect health care workers. 

The Nurse and Health Care Worker Protection Act (HR 2381)—the federal safe patient handling legislation— 
is introduced in the House.

2010 OSHA proposes to revise its recordkeeping regulation by restoring an MSD column on the OSHA 300 log. 
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