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OUTLINE
• What is an occupational physician and what do we do
• Claim review and management from an occupational physician’s
perspective
• Medical factors
• Psychosocial factors
• Common upper extremity claims and their contributory factors
• Work related
• Non work related
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WHAT IS AN OCCUPATIONAL AND
ENVIRONMENTAL PHYSICIAN (OEP)
• That unusual doctor you get to do IMEs
• A specialist doctor practicing medicine at the interface of
health and work
• Highly trained medical specialist providing a
comprehensive approach to the health effects of medical,
occupational, social, psychological and environmental
factors

WHAT IS AN OCCUPATIONAL AND
ENVIRONMENTAL PHYSICIAN (OEP)
• Skills:
•
•
•
•
•
•

Medicine
Technical skills in hazard assessment and human factors
Consultancy
Risk assessment and management
Communication skills
Evidence based assessment
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SO WHAT DO OEPS DO?
• OEPs Work in a variety of settings
• Private practice
• Military
• Government
• Private companies and organisations

OCCUPATIONAL PHYSICIANS AS
INDEPENDENT MEDICAL EXAMINERS
• Obviously very important part of any workers compensation, motor
accident or other personal injury insurance scheme
• Bound by expert witness codes to provide independent expert advice
on the injury and claim
• The bad guys or good guys depending on your perspective
• Can take potentially difficult situations away from treating practitioners
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OCCUPATIONAL PHYSICIANS IN
CLAIMS MANAGEMENT
• Increasing trend for large organisations and insurers to draw
on the skills of an OEP in workplace health and safety policy
development as well as in claims management
•
•
•
•

Medical expertise
Organisational knowledge
Independent Evidence based assessment
Risk management training

HOW DO I LOOK AT A CLAIM
REVIEW SESSION
• Different factors at different stages
• At time of lodgement
• If not going to plan
• Closure strategies (not today)

• Vital factors:
• Diagnosis
• mechanism of injury

• Many non-medical factors can contribute:
• Psychosocial flags
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ASSESSMENT AT TIME OF CLAIM
LODGEMENT
• The following questions should ideally be considered at the
start of every claim. Many of these factors will benefit from
the advice of an occupational physician.
• Two key factors
• Diagnosis
• Mechanism of injury

SUBSEQUENT ASSESSMENT

(WHAT TO DO WHEN CLAIM NOT PROGRESSING AS EXPECTED)
• Medical Factors
• Psychosocial Factors
• Entirely reliant on having accurate diagnosis and mechanism of injury
• Comparing expected natural history of the condition with what is happening.
• Often around the four to six week mark, the majority of non-specific soft tissue
type injuries should be showing at least some noticeable degree of
improvement.
• Other time frames may be appropriate in different circumstances
• Surgeon may have set out an expected post-operative plan

• The review is another potential point an insurer may seek independent
specialist advice
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SUBSEQUENT ASSESSMENT –
PSYCHOSOCIAL FACTORS
• Consider:
• the person and their problem
• the social and employment context
• how those factors affect the recovery and return-to-work process.

• Factors or flags are known to be associated with:
• increased risk of developing chronic disability
• not recovering as would typically be expected from one’s
condition

SUBSEQUENT ASSESSMENT –
PSYCHOSOCIAL FACTORS
• flags are not a diagnosis or a symptom
• should not imply that a person’s claim/symptoms are not genuine or
are “all in the mind”
• may help to identify people who
• may not recover as expected
• may need additional support to manage their claim and return to
work.
• flags may also be considered as obstacles to recovery.

6

10/30/16

SUBSEQUENT ASSESSMENT –
PSYCHOSOCIAL FACTORS
• Various different names/colours have been given to these factors and
they may be subdivided in a number of ways.
• yellow flags cover the features of the person which affect how they
manage their situation with regard to thoughts, feelings and
behaviours.
• Blue flags concern the workplace and the employee’s perceptions
of health and work.
• black flags are about the context and environment in which that
person functions, which includes other people, systems and
policies.

SUBSEQUENT ASSESSMENT –
PSYCHOSOCIAL FACTORS
• Ways to Assess Psychosocial Factors:
• Some important screening questions when speaking with the
claimant include:
•
•
•
•
•
•

What do you think has caused the problem?
What do you expect is going to happen?
How are you coping with things?
Is it getting you down?
When do you think you’ll get back to work?
What can be done at work to help?

• ABCDEFW Framework

7

10/30/16

SUBSEQUENT ASSESSMENT –
PSYCHOSOCIAL FACTORS
• Attitudes/Beliefs:
• What does the patient think to be the problem
• do they have a positive or negative attitude to their condition and treatment?

• Behaviour
• Has behaviour changed in response to pain/other symptoms?
• reduced activity or compensating for certain movements
• Early signs of catastrophising and fear-avoidance?

• Compensation
• awaiting a claim due to a potential accident?
• Is this placing unnecessary stress on their life?

SUBSEQUENT ASSESSMENT –
PSYCHOSOCIAL FACTORS
• Diagnosis/Treatment
• Has the language used had an effect on thoughts - catastrophising and fearavoidance.?
• Have they/someone close had previous treatment for the pain/symptoms before
• was there a conflicting diagnosis?

• Emotions

• any underlying emotional issues that could lead to an increased potential for
chronic pain?
• May need thorough background psychological history.

• Family – How are the patient’s family reacting to their injury?

• under-supportive or over-supportive,
• either can effect the patient’s concept of their condition/symptoms
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SUBSEQUENT ASSESSMENT –
• Work
PSYCHOSOCIAL FACTORS
• Are they currently off work?
• Financial issues arising?
• What are the patient’s thoughts about their job and working environment?
• Heavy physical demands:
• Are you concerned that the physical demands of your job might delay your return to work?

• Inability to modify work
• Do you expect your work could be modified temporarily so you could return to work sooner?

• Stressful work demands:
• Are there stressful elements to your job that might be difficult when you first return to work?

• Lack of workplace social support:
• What kind of response do you expect from co-workers and supervisors when you return?

• Job dissatisfaction:
• Is this a job you would recommend to a friend?

• Poor expectation of recovery and return to work:
• Are you concerned that returning to your work may be difficult given your current circumstances?

• Fear of re-injury:
• Are you worried about any repeat episodes of (back) pain once you return to work?

SAFETY AND PREVENTION
• Another full presentation in itself
• Claims management is a good place to think about safety
• Much of above can be be used to guide aspects of safety programs
• Safety often focuses on reducing physical, chemical, ergonomic hazards
• Relatively easier to identify and put controls in place

• the person (and their potential individual factors/vulnerabilities) should be
also considered when preventative strategies are devised
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SOME UPPER LIMB CONDITIONS COMMONLY
ATTRIBUTED TO TYPES OF WORK
• Upper limb musculoskeletal disorders are a very common condition
claimed in a variety of insurance settings
• Problems:
• Often poorly defined
• Unclear diagnostic criteria
• Relationship with physical activity (work or otherwise) still a matter
of conjecture
• Many coexistent non-work related factors
• How do we unpick all of the above???
• Ref - AMA Guides® to the Evaluation of Disease and Injury Causation,
second edition, (Melhorn et al, 2013)

SOME UPPER LIMB CONDITIONS COMMONLY
ATTRIBUTED TO TYPES OF WORK
Radiating neck complaints
Rotator cuff syndrome
Epicondylitis - lateral and medial
Ulnar nerve compression at the
elbow: cubital tunnel syndrome
• Radial nerve compression: radial
tunnel syndrome
• Flexor-extensor peritendinitis or
tenosynovitis of the forearm-wrist
region
• De Quervain’s disease
•
•
•
•

• Carpal tunnel syndrome
• Ulnar nerve compression at the wrist:
Guyon canal syndrome
• Raynaud’s phenomenon (vibration
white finger) and peripheral
neuropathy associated with handarm Vibration
• Osteoarthrosis of the distal upperextremity joints.
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CARPAL TUNNEL SYNDROME
• Group of symptoms related to compression of the median nerve as it passes
into the hand through an anatomical tunnel in the wrist

CARPAL TUNNEL SYNDROME
• Occupational risk factors
• Combination of risk factors (force/repetition or force/posture) – strong evidence
• roles requiring intensive manual exertion of hands and wrists
• meatpacking, poultry processing, automobile assembly,

• Forceful work – strong evidence
• Highly repetitive work – conflicting evidence (problems with definition of
repetitive)
• Job satisfaction – some evidence
• Awkward postures – low risk evidence
• Vibration – low risk evidence
• Keyboard work – insufficient evidence
• Cold work environment – insufficient evidence
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CARPAL TUNNEL SYNDROME
• Non-Occupational risk factors
• Age – strong evidence
• Gender – strong evidence
• female

• BMI – strong evidence
• Biopsychosocial factors – strong evidence

• psychological factors can be experienced as increased physical symptomatology

• Genetic factors – strong evidence
• Comorbidities – strong evidence

• inflammatory arthritis, thyroid disease, wrist fracture

•
•
•
•

Diabetes – strong evidence
Anatomy – some evidence
Smoking – low risk evidence
Dominant hand – insufficient evidence

DE QUERVAINS DISEASE
• Pain on thumb side of wrist due to Inflammation (irritation) of tendons on the
radial (thumb) side of the forearm around the level of the wrist.
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DE QUERVAINS DISEASE
• Occupational risk factors
• Combination of risk factors (force/repetition or force/posture) –
some evidence
• Highly repetitive work – some evidence
• Forceful work – some evidence
• Awkward postures – low risk evidence
• Keyboard work – low risk evidence
• Vibration – insufficient evidence
• Cold work environment – insufficient evidence

DE QUERVAINS DISEASE
• Non-Occupational risk factors
• Age – strong evidence
• Gender – strong evidence
• Female

•
•
•
•
•
•

Diabetes – insufficient evidence
BMI – Insufficient evidence
Biopsychosocial factors – insufficient evidence
Smoking – insufficient evidence
Dominant hand – insufficient evidence
Acute trauma – insufficient evidence
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LATERAL AND MEDIAL
EPICONDYLITIS
• Pain on the inside or outside of the elbow due to chronic degeneration
(tendinopathy) of the common tendon insertion of the forearm muscles.

LATERAL AND MEDIAL
EPICONDYLITIS
• Occupational risk factors
• Combination of risk factors (force/repetition or force/posture) –
strong evidence
• Forceful work – low risk evidence
• Awkward postures – low risk evidence
• Highly repetitive work – insufficient evidence
• Vibration – insufficient evidence
• Keyboard work – insufficient evidence
• Cold work environment – insufficient evidence
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LATERAL AND MEDIAL
EPICONDYLITIS
• Non-Occupational risk factors
• Age – insufficient evidence
• Gender – insufficient evidence
• BMI – insufficient evidence
• Biopsychosocial factors – insufficient evidence
• Genetic factors – insufficient evidence
• Diabetes – insufficient evidence
• Dominant hand – insufficient evidence

ROTATOR CUFF TENDINOPATHY
AND IMPINGEMENT SYNDROME
• Spectrum of pathology resulting in shoulder
pain relating to chronic changes in the muscle
tendons around the shoulder.
• Long debate re impact of extrinsic vs intrinsic
factors
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ROTATOR CUFF TENDINOPATHY
AND IMPINGEMENT SYNDROME
• Occupational risk factors
• Awkward postures – strong evidence
• sustained >60º flexion/abduction

•
•
•
•
•
•
•

Combination of risk factors (force/repetition or force/posture) – some evidence
Highly repetitive work – some evidence
Smoking – low risk evidence
Forceful work – insufficient evidence
Vibration – insufficient evidence
Keyboard work – insufficient evidence
Cold work environment – insufficient evidence

ROTATOR CUFF TENDINOPATHY
AND IMPINGEMENT SYNDROME
• Non-Occupational risk factors
• Age – strong evidence
• BMI – strong evidence
• Biopsychosocial factors – strong evidence
• Diabetes – some evidence
• Anatomy – low risk evidence
• Gender – insufficient evidence
• Genetic factors – insufficient evidence
• Dominant hand – insufficient evidence
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THANK YOU
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