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ABSTRACT
This thesis presents the results from a population-based cohort study on risk
and prognostic factors for neck/shoulder pain. The four papers in the thesis were
based on a four to six year follow-up of both the cases and the referents from the
MUSIC-Norrtälje baseline study, n = 2329. The main goals of this thesis were 1) to
identify work-related exposures involved in the onset, and 2) to identify workrelated exposures of importance for the prognosis of neck/shoulder pain.
In Paper I, the study group consisted of employed subjects who at baseline
and follow-up reported consistently pain in either the neck/shoulder or low back
region. Four groups were identified: solely neck/shoulder pain, solely low back
pain, concurrent neck/shoulder and low back pain, and migrating neck/shoulder and
low back pain, n = 817. The results showed that the odds ratio for sickness absence
was 1.69 (95% CI = 1.32-4.66) for those with concurrent neck/shoulder and low
back pain, compared to the group with solely neck/shoulder or solely low back pain.
In Paper II, the study group consisted of employed subjects who had not
sought medical care due to neck/shoulder pain at baseline, n = 1213. The results
showed that 18% of the men and 29% of the women sought medical care due to
neck/shoulder pain during the study period. For men, two single risk factors were
identified. The relative risk (RR) for the onset of neck/shoulder pain was increased
for manual handling > 50 N > 60 min/day (RR = 1.7, 95% CI = 1.0-2.9), and for night
work/shift work (RR = 1.7, 95% CI = 1.0-2.8). Moreover, the RR increased with an
increasing number of exposures (RRs between 1.7 and 4.8). For women, no risk
factors were identified.
In Paper III, the study group consisted of employed subjects with self-rated
neck/shoulder pain at baseline, n = 803. The results showed that at the follow-up
44% of the men and 33% of the women had recovered. For subjects exposed to
sitting > 75% of the working time, the relative chance for recovery (RC) was
enhanced (RC = 1.32, 95% CI = 1.0-1.7), and hampered for those simultaneously
exposed to at least two of the following three biomechanical exposures: manual
handling > 50 N > 60 min/day, work with hands above shoulder level > 60 min/day, or
work with vibrating tools > 30 min/day (RC = 0.61, 95% CI = 0.4-0.9).
In Paper IV, the study group consisted of employed subjects who had sought
medical care due to neck/shoulder or low back pain at baseline, n = 492. The aim
was to study the effect of ergonomic interventions. The results showed that, in terms
of pain intensity and pain-related disability, the prognosis for individuals who
received educational worksite interventions was poorer than for those not receiving
any interventions. The prognosis for individuals who received workplace
interventions was similar to those not receiving any interventions.
In conclusion, for men, work-related exposures influenced the onset of
neck/shoulder pain, but no risk factors were identified for women. Work-related
exposures influenced the prognosis, but ergonomic interventions were ineffective
concerning the reduction in pain intensity and pain-related disability.
KEYWORDS: biomechanics, epidemiology, ergonomics, incidence, low back pain,
neck/shoulder pain, occupational health, physical load, prognosis, psychosocial
factors, sickness absence, work, work organization.

SAMMANFATTNING
Denna avhandling presenterar resultat från en populationsbaserad
kohortstudie om riskfaktorer och prognostiska faktorer för nacke/skulderbesvär. De
fyra delarbeten baseras på en 4-6 års uppföljning av både fallen och referenter från
MUSIC-Norrtälje studien, n = 2329. Huvudsyfte var att identifiera arbetsrelaterade
faktorer som påverkar risken att drabbas och prognosen av nacke/skulderbesvär.
I det första delarbetet bestod studiepopulationen av personer i arbete som
både vid baslinjen och uppföljningen hade besvär i nacke/skuldra eller ländrygg.
Fyra grupper identifierades: enbart nacke/skulderbesvär, enbart ländryggsbesvär,
samtidiga besvär i nacke/skuldra och ländrygg och migrerande besvär, n = 817.
Resultaten visade att oddskvoten för förekomst av sjukskrivning under
uppföljningstiden var 1.69 (95% CI = 1.32-4.66) för de med samtidiga besvär i
nacke/skuldra och ländrygg jämfört med de med enbart nacke/skulder- och enbart
ländryggsbesvär.
I det andra delarbetet bestod studiepopulationen av personer i arbete som vid
baslinjen inte hade sökt vård på grund av nacke/skulderbesvär, n = 1213. Resultaten
visade att under uppföljningstiden sökte 18 % av männen och 29 % av kvinnorna
vård på grund av nacke/skulderbesvär. De exponeringar som innebar en ökad relativ
risk (RR) att drabbas av nacke/skulderbesvär var manuell hantering > 50 N
> 60 min/dag RR = 1.7 (95% CI 1.0-2.9) och natt/skiftarbete RR = 1.7 (95% CI 1.02.8). Den relativa risken ökade med antalet exponeringar (RRs 1.7-4.8). För kvinnor
identifierades inga riskfaktorer.
I det tredje delarbetet bestod studiepopulationen av personer i arbete med
självskattade nacke/skulderbesvär vid baslinjen, n = 803. Resultaten visade att vid
uppföljningen hade 44 % av männen och 33 % av kvinnor blivit av med besvären.
De med sittande arbete > 75 % av arbetstiden hade en ökad relativ chans (RC) att
återhämta sig (RC = 1.32, 95% CI = 1.0-1.7). Chansen att återhämta sig var lägst för
de med minst två av följande tre biomekaniska exponeringar: manuell hantering
> 50 N > 60 min/dag, arbete med händer över axelhöjd > 60 min/dag, och arbete med
vibrerande verktyg > 30 min/dag (RC = 0.61, 95% CI = 0.4-0.9).
I det fjärde delarbetet bestod studiepopulationen av personer i arbete som
vid baslinjen hade sökt vård på grund av besvär i nacke/skuldra eller ländrygg, n =
492. Syftet med studien var att studera effekten av olika ergonomiska åtgärder med
avseende på smärta och funktionsnedsättning. Resultaten visade att prognosen var
sämre för dem som fick individåtgärder jämfört med dem som inte fick några
ergonomiska åtgärder alls under uppföljningstiden. Prognosen var densamma för
dem som fick arbetsplatsåtgärder jämfört med dem som inte fick några ergonomiska
åtgärder alls.
Sammanfattningsvis identifierades i denna avhandling exponeringar i arbetet
som ökade risken att drabbas av nacke/skulderbesvär. Den ökade risken sågs bara
hos män. Däremot visade avhandlingen att exponeringar i arbetet påverkar
prognosen för såväl män som kvinnor. Ergonomiska interventioner verkar vara
ineffektiva med avseende på smärta och funktionsnedsättning.
NYCKELORD: arbete, arbetsorganisation, biomekanik, epidemiologi, ergonomi,
fysisk belastning, incidence, ländrygg, nacke/skuldra, prognos, psykosociala
faktorer, smärta, sjukskrivning, yrkesmedicin.
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Werken is ongezond
Werken, ik wou dat het niet bestond
Wie het werken heeft uitgevonden
was een enorme ….eikel!
Pater Moeskroen, 1992
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LIST OF ABBREVIATIONS
AP%
BMI
95% CI
CPs
GP
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%MVC
NS
OR
PT
RC (see below)

RCT
RFV
ROM
RPE
RR (see below)

RTW
SCB
TWA-MET
VAS

Attributable Proportion
Body Mass Index
95% Confidence Interval
Chiropractors
General practitioners
Low back pain
% of maximal voluntary contraction
Neck/shoulder pain
Odds Ratio
Physiotherapists
Relative chance of recovery=
recovery proportion in exposed subjects / recovery proportion
in unexposed subjects
Randomized controlled trial
Riksförsäkringsverket (National Social Insurance Board)
Range Of Motion
Rating of Perceived Exertion
Relative Risk for onset =
incidence in exposed subjects / incidence in unexposed
subjects
Return to work
Statistics Sweden
Time weighted averages of multiples of the resting metabolic
rate
Visual Analogue Scale

Calculation of incidence/recovery proportion and relative risk/chance

Exposure

Disease / Recovery
Yes

No

Total

Present

a

b

a+b

Absent

c

d

c+d

a+c

b+d

a + b+ c + d

Total

Incidence/recovery proportion = (a + c) / (a + b + c + d)
Relative risk/chance = a/(a + b) / c/(c + d)

1 INTRODUCTION
Neck/shoulder pain is a worldwide health problem; on average roughly 50% of the
working population has at least one episode of neck/shoulder pain during their
lifetime (range 14%-71%) (44). Neck/shoulder pain leads to high costs for the
individual and society, as many individuals with neck/shoulder pain seek medical
care and cannot continue their work (20, 57). Together with low back pain,
neck/shoulder pain accounts for a large proportion of the total sickness absence in
Sweden during the last decade (113). The proportion with a new episode of neck or
shoulder pain during a 12-month period is around 5% (7, 103) but the incidence
varies largely between the studies. Neck/shoulder pain is highly recurrent (95). Only
every other individual with neck/shoulder pain become pain-free after a longer period
of time (18, 26, 70, 75, 95, 97, 103, 153, 161). Also in this respect there is a large
variation between different studies. Thus, additional epidemiology data on incidence
and recovery proportions is highly warranted. The main focus of the present thesis is
to identify work-related risk and prognostic factors for neck/shoulder pain, including
the effect of ergonomic interventions on neck/shoulder and low back pain.
Neck/shoulder pain is multi-factorial. Individual factors are reported to be of
importance for the onset and also for the prognosis, e.g. age (34), and sex (68). There
is less evidence concerning work-related factors. Biomechanical factors such as
repetitive movements, manual handling, and awkward postures have been pointed out
as important risk factors for getting neck/shoulder pain (15). However, the results are
still contradictory for these and other biomechanical factors (10). Some studies have
identified some psychosocial factors as risk factors for neck/shoulder pain, e.g. job
demands, job control and social support at the workplace (3, 8), but consistent
evidence is lacking (96, 160). Many workers are simultaneously exposed to several
risk factors for neck/shoulder pain, but studies on combinations of risk factors are
very few. The most common risk factors are also thought to influence the prognosis
for those already in pain, but the evidence is still limited (28).
Knowledge on the risk and prognostic factors for neck/shoulder pain is important for
patients and for health-care professionals in occupational and clinical settings. In a
public health context, awareness of the work-related factors is important for primary
and secondary prevention since work-related factors can be adjusted more easily than
can individual factors. Ergonomic interventions are thought to attack the problem at
its source and could, at least theoretically, be an effective way to reduce
neck/shoulder pain. There exists some evidence for the effect of ergonomic
interventions on the return to work after a period of sickness absence due to low back
pain (92). However, very few studies have been performed that have studied the
effect of such interventions on pain intensity and pain-related disability in the
neck/shoulder and low back regions.
For these reasons, it is of interest to estimate the incidence and recovery proportions
for neck/shoulder pain in a working population. Moreover, it is necessary to identify
the work-related factors influencing the onset of and recovery from neck/shoulder
pain.
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2 BACKGROUND
Epidemiology is the study of the distribution and determinants of disease in human
populations (14). In the last decades the attention of epidemiology has expanded from
infectious and dietary diseases to degenerative disorders. The two central tasks in
epidemiologic research are to quantify the occurrence (and disappearance) of disease
in populations and to detect/estimate the effects of exposures (125). The title of the
thesis “Work and Neck/Shoulder Pain” refers to respectively the exposures and the
disease of interest and thus illustrating the epidemiological approach in the thesis.
Neck/shoulder pain
In the thesis, neck/shoulder pain is a term used to describe complaints or disorders
related to pain, or pain-related disability in the neck- and/or one of the shoulder
regions, e.g. pain, ache, ailments or trouble from muscles, tendons, or skeleton of the
cervical spine and shoulders. The neck and shoulder make together a “functional
unit”: the movements of the upper extremity highly involve movements of the neck as
a result of the hand/eye coordination. Several muscles have their origin in the neck
and attach at the shoulder. Neck pain may arise from various structures in the neck,
vertebrae, intervertebral discs, synovial joints, spinal nerve roots, blood vessels,
ligaments, tendons, or muscles within or associated with the cervical column (17).
Shoulder pain may arise in or around the shoulder from the glenohumeral,
acromioclavicular, sternoclavicular, subacromial, and scapulothoracic articulations,
and the surrounding soft tissues (134). For many individuals, it is not easy to
discriminate between neck or shoulder pain (26, 121). In the majority of the patients
with neck/shoulder pain there is no patho-anatomic explanation available, and thus
very difficult to set a specific diagnosis (131).
Côté et al. stated that neck/shoulder pain is “a disabling condition with a course
marked by periods of remission and exacerbation” (32). This makes it difficult to
distinguish incident cases from recurrent cases over a longer period of time (91). For
that reason, mostly the prevalence of neck/shoulder pain is reported, i.e. the
proportion of subjects who have the disease during a specific period of time (125). A
review of a large number of studies from different countries showed that the
prevalence of neck/shoulder pain ranged between 6%-76% (44). The enormous
variation indicates a lack of methodological concordance between the studies. For
example, some studies concerned the lifetime prevalence, whereas other showed the
point-prevalence. The point-prevalence can be viewed as a “snapshot” capturing
those with ongoing pain. These could be individuals with a new pain episode (for the
first time), those with recurrent episodes (those that have had pain before) and those
with continuous pain.
Neck/shoulder pain is associated with many negative consequences for the individual.
Around 25% of those in pain seek medical care for their problems (30, 171). A lesser
proportion even has to stop working due to their complaints, but it is this minority
that stands for the majority of the socio-economic costs related to neck/shoulder pain
(89).
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Low back pain
The difficulty to set an appropriate patho-anatomical diagnosis accounts as well for
low back pain. Similar to neck/shoulder pain, the prevalence of low back pain varies
between different studies. Andersson showed that in different countries the point
prevalence varied between 13% and 30%, whereas the life-time prevalence varied
between 49% and 70% (5). The vast majority of workers off work due to low back
pain return to work within three months. Concerning pain intensity and pain-related
disability, most individuals recover quickly (29, 40, 106), but lower levels of pain
may still exist. The recurrence of low back pain is high (145). Concerning the workrelated factors, there are more studies available on low back pain compared to
neck/shoulder pain. There is a moderate to strong evidence that there exist a
relationship between work-related biomechanical factors and low back pain, but
concerning the psychosocial and individual factors, the evidence is somewhat
contradictory (86).
Pain-intensity
The International Association for the Study of Pain (IASP) has defined pain as “an
unpleasant sensory and emotional experience associated with actual or potential tissue
damage, or described in terms of such damage” (102). There exist several ways to
measure an individual’s pain intensity level and location of the pain. For example,
different visual analogue scales (VAS) are used to quantify the level of pain-intensity,
whereas pain-drawings often are used to specify the location of the pain. Also painquestionnaires and indexes are used for these purposes. All measurement methods
have their pros and cons, and the development of valid and reliable scales should
continue (129).
Pain-related disability
“Disability” is a widely used term including several components ranging from
personal care, lifting, concentration, working, sleeping, and leisure time activities.
The WHO International Classification of Functioning, Disability and Health make a
distinction between activity limitation and participation restrictions (173). Activity
limitations are difficulties an individual may have in executing activities, while
participation restrictions are difficulties an individual may experience in involvement
in life situations. Most disability measurement instruments cover both activity
limitation and participation restrictions of the whole body due to pain in one specific
body region, e.g. the Neck Disability Index (NDI), the Oswestry score, or the scales
by von Korff (43, 159, 172). Several of these instruments were found reliable and
valid, i.e. they were successful in quantifying the level of disability as a result of pain
sensations. One should remember that these scales aim to measure “pain-related
disability”, although there could also be concurrent reasons for that disability, e.g. a
reduced range of motion (ROM), low muscular strength or co-morbidity. Moreover,
Schierhout & Myers (1996) state that, referring to Bigos and Battie (1987), disability
evaluations in back pain are possibly more influenced by social context than by the
disease attributes (129).
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Seeking medical care
Neck/shoulder or low back pain and pain-related disability of such a degree that
individuals cannot cope with them by their selves could lead to a decision to seek
medical care. Relatively many of these patients seek relieve for their pain, especially
those with high pain intensity and pain-related disability (30, 104). Individuals might
seek medical care also due to other reasons; for example due to a decreased
functioning such as a decreased ROM. There could be some individuals that seek
medical care although the medical caregivers believe that there was no medical
reason for it. A large amount of individual and non-individual factors are involved in
care-seeking behavior. For instance, the economic possibility to seek medical care,
the geographic distance to the medical caregiver, the types of medical caregivers
available, the amount of time available, and previous experiences with the medical
caregiver, among other factors (104).

2.1

SICKNESS ABSENCE

Societal costs for sick leave have since 1997 increased dramatically in Sweden,
Norway and the Netherlands during the last decade, while in other countries the
number of sick-listed people were low (114). The total costs for disbursed sickness
benefit and disability pension reached in Sweden an all point high of 9.5 billion EUR
in 2002 (108). Musculoskeletal disorders and psychological distress stands for 60%80% of all sickness absence (98, 107).
Sickness absence depends on many factors that interact with each other and also act at
different levels: national, workplace/community, or individual level (2). At a national
level, factors such as the sickness insurance system (25), level of unemployment (13),
or the state of the market are of importance. Many work-related factors push or pull
the individual towards or away from sickness absence (73). Individual factors related
to the family situation are of importance for the decision to be on sick-leave: gender
(127), individual’s health (23), psychological traits , lifestyle, age, attitude, e.g. fearavoidance believes, etc. (137). The number of sick-listed individuals rose enormously
between 1997 and 2002 (Figure 1). Plausible explanations for this increase could be a
decrease in unemployment during this period or an increase of demands at the
workplace and at the same time a decreased tolerance for individuals with low work
ability (98). After 2002, the increase in the number of sick-listed individuals has
stopped. Still, increased knowledge on the determinants for sickness absence is
warranted (2).
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Figure 1. Total number of individuals (women and men) sick-listed in
Sweden during the years 1982 –2006. Individuals with sickness benefit,
rehabilitation benefit, or disability pension. (Source: Försäkringskassan).
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Although an increasing number of empirical studies in this area, the influence of the
underlying pathology on the decision to stay away from work remains unknown (59).
Moreover, it seems to be very significant to understand whether the neck/shoulder
pain perceived by a patient is a separate and distinctive entity or just a refection of a
more general musculoskeletal pain syndrome (72, 120). For that reason, a logical first
step to make is to study the pattern of sickness absence in subjects with co-morbidity,
with emphasis on spinal pain.

2.2

INCIDENCE

In epidemiology, there are several measures that describe the occurrence of a disease
episode. The term incidence concerns the onset/occurrence of a disease episode in a
population initially free from the disease. All these individuals should potentially be
at risk to get the disease during a defined period of time. More specific measures of
incidence are the incidence rate and the incidence proportion. The incidence rate is
the number of cases of disease in relation to the size of the study base, that is the total
time during which the individuals in the study population are at risk of getting the
disease (1). The incidence rate is calculated by dividing the number of disease onsets
by the sum of all time spent in population and usually expressed in person-years. The
incidence proportion measures the proportion of people who becomes diseased
within a given period of time, and is calculated by dividing the number of subjects
5

who develop the disease during this given period of time by the number of
individuals in the population without the disease at the beginning of the period, after
excluding the drop-outs (125). This quantity is often called the cumulative incidence.
Note, that each subject can only be counted once, despite the fact that each individual
could have had numerous new episodes of neck/shoulder pain during the follow-up
period.
In many studies, data on current disease status is collected only at study start and at
the end of the study. There is then often not enough data available to calculate the
incidence rate or the cumulative incidence, since the exact time of disease occurrence
is unknown. In order to be able to quantify disease occurrence somehow, the number
of subjects that have the disease at the end of the study is simply divided by the total
number of subjects, after excluding the drop-outs. Note that only individuals in the
population without the disease at the beginning of the period are selected. This
practical way of calculating an incidence should merely be seen as a special kind of
prevalence and not as an exact measure of incidence proportion. Note that a subject
that have developed the disease during the study period, but becomes disease-free
again at the end of the study period, is then not registered an incident case.
The incidence of neck/shoulder pain
In epidemiology, calculating the incidence is the first step to make to be able to
identify risk factors. For health professionals, policy makers and many others, it is
also of interest to know how many new episodes of neck/shoulder pain during a
specified period of time can be expected. For that reason, a review of the literature
concerning the incidence of neck/shoulder pain was performed. This review included
only large (n > 100) prospective population-based studies from the last ten years that
covered neck pain, shoulder pain or neck/shoulder pain. In all studies, the population
of interest was pain-free at study-start.
In this review, the simple term incidence was used, because the review enclosed both
studies that calculated incidence proportions and studies that calculated prevalences
of neck and/or shoulder pain at the end of the study out of a population without neck
and/or shoulder pain at study start. The results are presented in Table I.
The incidence for neck and/or shoulder pain varied enormous between the different
studies (Table IA-1C). The lowest incidence, 1.5%, was found by Brandt et al.
(2004). They calculated the prevalence of moderate or severe neck pain at the end of
the study (22). The highest incidence, 43.1%, was found by Nordlund et al. (2005)
and concerned self-rated neck/shoulder pain, i.e. those with light or severe
pain/symptoms that interfered with work over an eight year period (112). In all
studies that presented separate incidences for men and women, women had a higher
incidence than men, except for the study by LeClerc et al. (1999), in which the
incidence for shoulder pain for men with repetitive work was higher than women with
repetitive work (85).
Only one study was found in which the incidence rate was presented and was not
included in the Table 1. This register study was performed in the primary care in the
Netherlands (21), in which the incidence rate was calculated by taking the number of
6

patients with a new episode of neck or shoulder complaint, i.e. those that consulted a
general practitioner, divided by the sum of person-years at risk. ICPC-codes
(international classification of primary care) were used to define the anatomical
location. The incidence rate for neck symptom/complaints or syndromes was
estimated to 14.3 and 23.4 per 1000 person-years for men and women, respectively.
Concerning shoulder symptom/complaints or syndromes, these figures were 20.4 and
25.5 per 1000 person-years for respectively men and women.
Researchers have put forward that it is somewhat meaningless to compare incidences
between different studies, without a uniform outcome measure (128). To some point I
can agree with that, also because the calculation methods differed between the
studies. Moreover, there are several other reasons for differences in incidence:
•

•

•

The incidence depends on the study population; for example the country
studied, the proportion women, the age group, or the profession of the
subjects.
As discussed above, the incidence depends on the operationalization used;
in most cases, a more detailed case definition leads to a substantially lower
incidence. A larger location for pain leads to a higher incidence, e.g. pain
located in solely the neck region or solely the shoulder region compared to
pain located in the neck and shoulder region.
The length of the follow-up period is of importance when calculating the
incidence proportion. It is difficult to compare different studies that have
different follow-up periods, since an increase of the incidence proportion
can be expected when the length of the follow-up period increased. Note
that, if the follow-up period is longer than 6 months, the length of the
follow-up period seems not to influence the prevalence of neck/shoulder
pain at the end of the study out of a population without neck/shoulder pain
at study start.
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Table I. The incidence for neck/shoulder pain presented in recently published
cohort studies with large populations (n > 100). IA) neck pain, IB) shoulder pain
and IC) neck/shoulder pain.
IA) Incidence of neck pain
Followup

Incidence

Adapted version Nordic
Questionnaire: on a 4-pointed
scale: “Regular or Prolonged pain
(>1 day)” during the last year

3 years

14.4%

n =758 (25.2%
women) workers in
different
occupations

Register data on sickness absence
>3 days due to neck pain (ICDcodes 722-723)

3 years

4.7%
(cumulative
incidence)

Brandt (2004)
Denmark
(22)

n = 4548 (%
women not
specified) all
computer users

Current pain (last 7 days) of at
least moderate degree and that the
pain had bothered them quite a lot,
much or very much

1 year

1.5%

Côté (2004)
Canada
(31)

271 men and 242
women from the
general population

Any neck pain

1 year

Men 10.0%1)
Women 16.91)

Luime (2005)
The Netherlands
(95)

n = 271 (84%
women) workers in
health care
(nursing homes)

Pain almost every day during the
last year, at least 3 months
Pain for at least a few hours during
the last year

3 years

12.3%

Eriksen (1999)
Norway
(42)

221 women and
355 men, nurses
aides

Nordic Questionnaire
previous 7 days

4 years

Authors/
Country

Population

Outcome

Ariens (2001)
The Netherlands
(7)

n = 977 (24.6%
women) workers in
different
occupations

Ariens (2002)
The Netherlands
(9)

33.8%

Men 8.8%
Women 14.0%
Men 23.4%
Women 33.0%

previous 12 months
Korhonen (2003)
Finland
(79)

n = 144 (% women
not specified)
workers with VDU
work > 4 hours/
week

Local or radiating neck pain for at
least 8 days during the preceding
12 months

1 year

18.1%

Krause (1998)
USA
(80)

n = 1449 (%
women not
specified) transit
vehicle operators

A workers’ compensation claim due
to strain, sprain, contusion or pain
of the spine not otherwise specified

5 years

2.8%

Van den Heuvel
(2005)
The Netherlands
(150)

n = 787 (% women
not specified)
workers in different
occupations

Adapted version Nordic
Questionnaire: on a 4-pointed
scale: “Regular or Prolonged pain
(>1 day)” during the last year. 3
follow-up questionnaires

3 years

24%

Viikari-Juntura
(2001)
Finland
(161)

n = 1850 (%
women not
specified) blue and
white collar
workers in the
forest industry

Radiating neck pain
Severe: > 30 days during the
preceding 12 months
Mild: 8-30 days during the
preceding 12 months

3 years

Severe 6.4%

Wahlström
(2004)
Sweden
(146)

344 men and 327
women, all
computer users

Neck (upper back) pain for three
days or more the preceding month

Median
10.9
months

Men 22.1%
Women 31.5%

Östergren (2005)
Sweden
(115)

2649 men and
2270 women from
the general
population

Modified Nordic questionnaire
Neck pain “often” or “all the time”
during the last 12 months

1 year

Men 6.0%
Women 8.1%

1) age adjusted
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Mild 9.2%

IB) Incidence of shoulder pain
Authors/
Country

Population

Outcome

Followup

Incidence

Brandt
(2004)
Denmark
(22)

n = 4764 (% women not
specified)
Computer users:
technical assistants and
machine technicians

Current pain (last 7 days) in
the right shoulder of at least
moderate degree and that the
pain had bothered them quite
a lot, much or very much

1 years

1.9%

Luime (2005)
The
Netherlands
(95)

n = 273 (84% women)
health care workers
(nursing home/elderly
care)

Pain almost every day during
the last year, at least 3
months
Pain for at least a few hours
during the last year

3 years

11.5%

Harkness
(2003)
USA (61)

n = 803 (35% women)
newly employed workers

Pain at least 24 hours during
the past month

1 year

14.7% - 15.4%

Miranda
(2001)
Finland
(103)

n = 2094 (% women not
specified).
Workers in the forest
industry

> 7 days of shoulder pain
during the last year
> 30 days of shoulder pain
during the last year

1 year

5.9%

Östergren
(2005)
Sweden
(115)

2649 men and 2270
women from the general
population

Modified Nordic questionnaire
Shoulder pain “often” or “all
the time” during the last 12
months

1 year

33.6%

7.7%
Men 5.9%
Women 8.9%

IC) Incidence of neck/shoulder pain
Authors/
Country

Followup

Population

Outcome

Andersen
(2003)
Denmark
(4)

n =3123 (58.4% women)
Unskilled blue collar
workers

Clinical cases:
Self-reported pain
combined with palpation
tenderness
Symptom cases:
based on self-reported pain

4 years

Cassou
(2002)
France
(26)

9028 men and 6100
women representing a
general working
population

Chronic pain: pain lasting at
least 6 months with functional
limitations

5 years

Men 7.3%
Women 12.5%

Feveile
(2002)
Denmark (48)

1261 men and 1859
women from the general
population

Neck/shoulder pain during the
last year (Nordic
questionnaire)

5 years

Men 28%
Women 39%

Hannan
(2005)
USA
(56)

337 subjects (77%
women) newly-employed
computer users

Discomfort such as pain,
aching, burning, numbness or
tingling (>6 on a scale 0-10 at
least one day in the week) or
medication to control the pain

6 months

33.8%

LeCLerc
(2004)
France (84)

112 men and 214
women with repetitive
work

Shoulder pain at least one day
during the preceding six
months

3 years

Women 20.6%
Men 28.6%

Nordlund
(2004)
Sweden
(112)

197 referents (% women
not specified) from a
case-referent study with
no symptoms or
diagnosed disorder.
Population-based

Nordic questionnaire

8 years

587 hospital nurses, only
women

Neck/shoulder pain longer than
one day during the last
year (Nordic questionnaire)

Smedley
(2003)
England
(132)

Incidence
1.7%
14.1%

Light symptoms

28.9%

Light/ severe pain or
symptoms that interfered
with work

43.1%

2 years
mean 13
months

Women 34%
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2.3

RECOVERY

Linguistic matters make the issue of recovery difficult. When an individual reports
that he/she feels “recovered”, this can mean “having less complaints than before”, or
maybe “totally cured”. This individual could also have developed a strategy to handle
the pain and might not longer be limited in function. Has he/she recovered or not? To
make things more complex, if an individual with neck/shoulder pain after some time
becomes symptom-free, but in a later stage re-develops neck/shoulder pain, is that
individual “recovered” during the symptom-free period, or should the individual
being considered as a chronic patient with a symptom-free period? Thinking
pragmatically, most of these matters can be handled by calculating the recovery
proportion. The recovery proportion is calculated by dividing the number of
recovered subjects, i.e. those that reported recovery or were free from their diagnosis
at the time of follow-up, by the number of subjects with pain at study start, after
excluding the drop-outs.
The recovery from neck/shoulder pain
Prior beliefs were that most individuals with neck/shoulder pain do recover relatively
fast, similar to individuals with low back pain (106). For example, for acute
unspecific low back pain, recovery proportions of 90% after three months are often
mentioned (145). However, many individuals with neck/shoulder pain do not
experience complete resolution of their symptoms and the prognosis for those
suffering from neck/shoulder disorders can be considered to be relatively poor
considering the levels of pain.
Table II shows the recovery proportions in 19 large (n > 100) prospective cohort
studies performed during the past ten years. In studies that report the number of
subjects with persistent symptoms, the recovery proportion was calculated by taking
100% minus the proportion still in pain. In all, there are large differences in recovery
proportions between the studies. In most of the studies the prognosis of neck/shoulder
pain is poor; only around 25%-50% of the women and 30%-60% of the men were
recovered six months to five years later.
In contrast to the incidence proportion, the recovery proportion seemed to be rather
unaffected by the outcome measure used. Moreover, the recovery proportion did not
seem to be influenced by the length of the follow-up period if the follow-up period is
longer than six months. Most subjects recover within six months and after this period
the proportion recovered stays constant, independently of the outcome measure or
study population (118). The differences in recovery proportions between the studies
seemed predominantly influenced by the proportion women included: the more
women included, the poorer the prognosis. Also the setting of the study influenced
the results to some extent. Studies based on medical care-seekers (usually primary
care) report lower recovery proportions than studies in which cases are selected on
base of their work-site.
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Table II. Recovery proportions presented in prospective cohort studies (primary
care, population- or occupation based) concerning the prognosis of neck pain,
shoulder pain or neck/shoulder pain that were published during the past 10
years and had more than 100 subjects included, IIA) Neck pain, IIB) Shoulder
pain, IIC) Neck/shoulder pain.
IIA) Neck pain
Population

Outcome

Follow-up

Recovery
proportion

Côte (2004)
Canada
(31)

587 subjects (The
proportion recovered
was adjusted for age
and sex). Populationbased

Neck pain/disability
Resolution of the pain

1 year

36.6%

Luime (2004)
The Netherlands
(96)

164 subjects (84%
women) working in
nursing homes or in
elderly care

Pain for at least a few
hours during the last
year

3 years

Eriksen (1999)
Norway
(42)

252 men and 403
women Population
based

Nordic questionnaire.
previous year

4 years

Authors/
country

Improvement but not
totally recovered

32.7%
56.1%

Men: 28.2%
Women: 13.6%

previous 7 days

Men: 58.5%
Women: 37.8%

Hill (2004)
England
(65)

481 women and 305
men aged 18-75 from
two primary care
practices

> 1 day during the last
month

1 year

Women: 51%
Men: 52%

Hoving (2004)
The Netherlands
(69, 70)

183 consecutive
recruited patients
(61% women) who
consulted their GP
for neck pain

Self-perceived recovery
from neck pain:
“Completely recovered”
or “much improved”

7 weeks
13 weeks
1 year

51%
57%
63%

Kjellman (2002)
Sweden
(77)

156 patients (76%)
from primary care
(GP, PT, CPs)

Pain intensity (VAS)

1 year

13%

Leclerc (1999)
France
(85)

230 workers in four
different occupations
(49% women):
hospital workers,
warehouse workers,
office workers and
airport workers

“At any time during the
last 6 months ache,
pain discomfort”

1 year

28%

Viikari-Juntura
(2001)
Finland
(161)

907 blue and white
collar workers (%
women not specified)
from a large forest
industry enterprise

The total number of
days with “radiating
neck pain” during the
last year (Modified
Nordic questionnaire)

3 years

39%

No disability

13%
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IIB) Shoulder pain
Authors/
country

Recovery
proportion

Population

Outcome

Follow-up

Bonde
(2003)
Denmark
(18)

113 industrial and service
workers (61% women)
with tendinosis

At least one criterion
no longer fulfilled:
1)
Pain index >12 (036)
Direct tenderness
(palpation)
Indirect tenderness
(resisted abduction)

Around 10
months

Around 50%

Croft (1996)
England
(33)

125 patients (% women
not specified) that
consulted a GP

“Complete recovery”,
that is not having a
positive response to
22 items of disability

6 months
18 months

21%
49%

Luime
(2004)
The
Netherlands
(96)

192 subjects (84%
women) working in
nursing homes or in
elderly care

Pain for at least a few
hours during the last
year

3 years

41.9%

Kuijpers
(2006)
The
Netherlands
(81)

587 patients (50%
women) that consulted a
GP with a new episode of
shoulder pain

Perceived recovery or
very much
improvement

6 weeks
6 months

30%
54%

Miranda
(2001)
Finland
(103)

Forestry workers (%
women not specified)
n= 740 > 7 days of pain
n= 419 > 30 days of pain

> 7 days of shoulder
pain during the last
year

1 year

59%

Vd Windt
(1996) The
Netherlands
(153)

335 patients (56%
women) that consulted a
GP with a new episode of
shoulder pain

Being without
symptoms: Capsular
syndrome, acute /
chronic bursitis,
rotator cuff tendonitis,
other

45%

1 months
3 months
6 months
1 year

23%
44%
51%
59%

“Feeling cured” =
26 weeks
49% totally cured
disappearance of
and 32% cured
with complaints
shoulder complaints
totally or to such
extent that the
58% totally cured
complaints were no
12-18
longer inconvenient,
months
and 21% cured
did not require
with complaints
therapy, or no longer
interfered with normal
work duties
1) Pain severity at worst (0-9), average pain within the last 3 months (0-9), pain-related disability within
the last 3 months (0-9), average pain within the last 7 seven days (0-9).
Winters
(1999) The
Netherlands
(170)
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101 patients (59%
women) that consulted a
GP with a new episode of
shoulder pain

> 30 days of shoulder
pain during the last
year

IIC) Neck/shoulder pain
Authors/
country

Population

Outcome

Follow-up

Recovery
proportion

Bot (2006)
The
Netherlands
(21)

443 patients (63%
women) that consulted a
GP with a new episode of
neck or shoulder
problems

Perceived recovery

3 months
12 months

24%
32%

Cassou
(2002)
France
(26)

759 men and 1063
women (58% women). A
random sample from
occupational physicians
lists

Neck/Shoulder pain on
the day of the medical
examination, chronic
pain > 6 months, and
self-reported functional
limitations

5 years

Women: 53%
Men: 65%

Fredriksson
(2005)
Sweden
(52)

126 women and 92 men
(58% women). Population
based

Pain for at least 3
months during the last
year

4 years

Women: 58%
Men: 76%

JuulKristensen
(2005)
Denmark
(75)

1008 women and 284
men, all office workers
with at least eight days of
musculoskeletal
symptoms during the last
12 months at baseline

A reduced frequency of
symptoms at follow-up
than at baseline

2 years

Women: 34%
Men: 54%

Nordlund
(2004)
Sweden
(112)

a) 182 referents with light
symptoms
b) 79 referents with
severe symptoms or
symptoms that interfered
with work
c) 79 cases (diagnosed
disorder)

Nordic questionnaire

8 years

No symptoms
a) 22.0%

2.4

b) 9.2%
c) 7.8%

WORK-RELATED EXPOSURES

Work-related exposures can be categorized into biomechanical, psychosocial and
organizational exposures: Biomechanics is the science that deals with forces applied
to biological systems. In this context, work-related biomechanical factors are
exposures that physically influence an individual at his/her work: external forces (e.g.
manual handling), repetitive movements or awkward postures. Psychosocial
exposures derive from the work environment, specifically constraints imposed by the
organization of work, such as task specialization, low utilization of the workers skills,
technological systems that interfere with worker performance, and multiple
supervisors without prioritization of conflicting demands. One widely used model of
psychosocial stress at work comprises two primary domains: mental workload
(psychological job demands) and decision latitude (76). Psychological job demands
reflect both physical pace of work and time pressure in processing or responding to
information. Decision latitude is based on the worker’s latitude to control his or her
own work process in response to those demands and to choose which skills to utilize
to accomplish the job. Organizational exposures are in some studies considered as
being a part of the psychosocial factors. Examples of job characteristics that may
result from the organization include working schedules, machine-pacing, or incentive
wages. Thus, the organizational exposures might to a high degree both influence the
biomechanical and psychosocial exposures.
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Many individuals perform different work tasks during his/her typical working day.
Moreover, many work-related exposures occur at the same time. This makes it
difficult to entangle the effect of single risk exposures. For example, when studying
the effect of working with vibrating tools on the onset of neck/shoulder pain in
construction workers, it is impossible to separate the effect of vibration from the
effect of the weight of the tools, from the effect of handling the materials, and from
the effect of awkward postures (54). These combinations of biomechanical exposures
during the working day or within one work task – in the thesis further referred as to
simultaneous biomechanical exposures – are thought to have a large influence on the
risk for neck/shoulder pain (3). Moreover, concomitant biomechanical and
psychosocial exposures seem to interact and more strongly relate to musculoskeletal
diseases than separately, although not many studies have studied this in detail (36).
Physiological pathways
For the origin of musculoskeletal pain due to work-related exposures several pathophysiologic theories have been presented (71). One possible mechanism for the
occurrence of musculoskeletal pain due to biomechanical overload is that tissue
damage occurs when the load exceeds the physiological tissue tolerance. This
overload can be due to 1) sudden overexertion: high amplitude, 2) sustained exertion:
long duration, or 3) repetitive exertion: high frequency or combinations of these three
(124). A plausible patho-mechanism for psychosocial distress causing
musculoskeletal disorders is that increased neuromuscular tension may change the
metabolism of the actual muscle and its surrounding tissues. Prolonged muscle
contraction from psychogenic causes may result in an overload of low-threshold
motor units and muscle fibers and may result in muscle ischemia that causes pain.
Moreover, it is thought that psychosocial work factors may influence physical
exposure. For example, the lifting frequency and the duration of working in awkward
positions may be higher, if the worker have high mental demands or is working in
time pressure. High social support between workers may promote the development of
ergonomic strategies to reduce physical exposure (35). Adverse psychosocial and
organizational exposures might also lead to an increased perception of pain or a lesser
control of occupational constraints, and may even change the likelihood of reporting
pain and a change in sickness behavior (24, 35, 85, 139, 160, 174).
Methodological issues
In epidemiological studies, the relationship between a potential risk exposure and a
disease is studied. Conceptually, it is necessary to quantify the magnitude, the
duration and the frequency of the internal forces to the specific structures that are
involved in the pain-provoking process, e.g. the compression or shear forces on the
cervical discs. These internal forces are impossible to measure over time and
approximated by biomechanical calculations of the external forces (27). However,
even approximating the external forces is not feasible in ergonomic epidemiology.
Instead, very rough estimations of the external loadings must be made. There are
different methods to assess these exposures. These methods should of course be valid
and reliable, so that they can discriminate the exposed and unexposed subjects based
on a realistic hypothesis of disease occurrence as a result of exposure. For example,
all features of biomechanical loading: the level, the duration, and the frequency of
14

exposures, should be taken into account. However, most of the available methods
measure the presence or absence of biomechanical load or provide only crude
information of these features. In general, these methods permit relative ranking of
exposure, rather than quantitative evaluation (136). The most feasible method in large
population studies is to use self-administered questionnaires, but these are criticized
for lacking precision and for the risk of systematic overestimation of exposure among
individuals with musculoskeletal pain (125). Structured task-based interviews may
give more valid exposure information than self-administered questionnaires, because
any misunderstandings and ambiguity can be resolved (87). One of the limitations is
that in these interviews usually only the exposures during “a typical working day” are
analyzed. This could lead to an underestimation of the true exposures, since
exposures during “atypical working days” are neglected. As exposures within a job
differ largely between different individuals using job titles is too crude (99, 110).
The measurement of psychosocial exposure is most feasible with self-administered
questionnaires, and widely used, although other measurement methods exist, e.g.
structured task-based interviews or observational measurements (147, 148). The
contrast between exposed and unexposed subjects is in several studies based on the
distribution in the population, and a predefined level of exposure is not often used.

2.5

RISK FACTORS FOR NECK/SHOULDER PAIN

Review of reviews
During the last years of the 19th and the beginning of the 20th century, six reviews of
the existing literature on work-related risk factors for neck or shoulder pain were
found in books, scientific review articles, and criteria document (9, 10, 15, 58, 106,
131, 154). As a whole, the six different reviews showed different results (Table III).
There was hardly any evidence for a causal relation found between work-related
exposures and neck/shoulder pain, especially concerning the psychosocial and the
organizational exposures. As to the biomechanical exposures, repetitive work was
identified as a risk factor for neck/shoulder pain. Four out of the six reviews
concluded that there exists evidence for a causal relation. Of the six reviews, only
Sluiter et al. (2001) studied the combination of biomechanical exposures and
organizational exposures (e.g. the lack of recovery time) (131).
The lack of concordance between the reviews could be due to several reasons.
Although they covered partly the same time period, the reviews did not cover the
same papers, maybe as they all used different inclusion criteria, e.g. five reviews
made a distinction between neck pain, shoulder pain and neck/shoulder pain.
Moreover, the differences in results could depend also on the different levels of
evidence used. Thus, until 2001, there was no consensus concerning what workrelated exposures are associated with the cause of neck/shoulder pain, except for
repetitive work (Table III).
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Table III. Overview of six reviews on the evidence for a causal relation
between work-related factors and the onset of neck pain, shoulder pain, or
neck/shoulder pain. Only exposures reported in more than one review are
presented. IIIA) biomechanical exposures, IIIB) psychosocial exposures. Yes:
the review concluded that there is evidence for causality (strong or moderate).
No: the review concluded that there is no evidence for causality (limited,
insufficient or inconclusive). The levels of the evidence used in the different
reviews are described below.
IIIA) Biomechanical exposures
NIOSH
(15)

Hansson &
Westerholm
(60)

Ariens
(10, 11)

vd
Windt
(154)

SBU
(106)

Shoulder

Neck

Neck/
1)
Shoulder

Neck

Shoulder

Neck

yes

no

no

no

Sluiter
(131)
Neck

Shoulder
upper
arm

yes

yes

Manual Handling
Manual handling
High physical
workload

yes2) no3)

Vibrating tools

no

no

no

Repetitive work

yes

no

yes4) no3)

Posture
Neck posture

no
no

no

no

no

Back posture

no

no

yes

no

no

Sitting work

Workplace design

yes

no
no

Static work

yes
yes

5)

Arm posture

no

yes

no
no

yes
yes

no

yes

no

1) The results for neck/shoulder pain are the same as for separate neck pain and
shoulder pain.
2) Arthrosis in acromioclavicular joint
3) All other cases
4) Shoulder tendonitis only, when exposed to repetitive work tasks in combination with
60° abduction/flexion
5) Including working with the hands above shoulder level
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yes

IIIB) Psychosocial exposures
Hansson
Westerholm (60)

Ariens
(10, 11)

vd Windt
(154)

SBU
(106)

Neck

Shoulder

Neck

Neck

Shoulder
upper
arm

High Demands

no

no

no

yes

yes

Low Job control

no

no

no

no

no

no

no

no

no

yes

yes

Back

Job strain

no

Low job
satisfaction

yes

Poor social
support at work

no

Neck

no

no

Sluiter
(131)

no

LEVELS OF EVIDENCE
NIOSH: (15)
yes: Strong evidence: very likely a causal relationship between intense of long-duration exposure. A
positive relationship has been observed in at least several studies in which chance, bias, and
confounding could be ruled out with reasonable confidence.
yes: Evidence: some convincing epidemiologic evidence present. A positive relationship has been
observed in studies in which chance, bias, and confounding are not the likely explanation.
no: Insufficient evidence: The available studies are of insufficient quality, consistency or statistical
power to permit a conclusion regarding the presence of a causal association.
Hansson and Westerholm: (60)
yes: Strong evidence: Consistent findings in multiple high quality cohort or case/referent studies.
yes: Moderate evidence: Consistent findings in multiple cohort or case/referent studies of which at least
one is of high quality.
no: Limited evidence: Findings in one cohort or case/referent study or consistent findings in multiple
cross-sectional studies of which at least one is of high quality.
no: Insufficient evidence: There is not enough scientific ground for an adequate judgment.
Ariens: (10, 11)
yes: Strong evidence: consistent findings (> 75%) in multiple high-quality cohort or case-referent
studies (irrespective of the level of significance).
yes: Moderate evidence: consistent findings in multiple cohort or case-referent studies, of which only
one study was of high quality.
no: Some evidence: findings of one cohort or case-referent study, or consistent findings in multiple
cross-sectional studies, of which at least one study was of high quality.
no: Inconclusive evidence: all other cases.
vd Windt: (154)
yes: Evidence: Temporal relation: prospective cohort studies provide stronger evidence than casereferent or cross-sectional studies, High methodological quality, Strong association: ORs or RRs > 2.0,
significant or dose-response relation, and Consistent results: at least 75% of the studies report a strong
association.
no: Inconclusive evidence: all other cases.
SBU: (106)
yes: A: Support from metaanalysis or systematic review of good quality of two or more studies.
yes: B: Support from one or more RCTs or good observational study.
no: C: Insufficient of inconclusive evidence (no or poor RCTs or observational studies).
no: D: Lack of studies or support in scientific studies.
Sluiter: (131)
yes: RED: the disorder is “probably work-related”.
no: YELLOW: the disorder is “possible work-related”.
no: GREEN: the disorder is “most likely not work-related”.
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Recent studies
To my knowledge, the work-related factors involved in the onset of neck/shoulder
pain have not been reviewed since 2001. For that reason, all available populationbased cohort-studies from the beginning of the 20th century until February 2006 were
summarized. These studies were identified in PUBMED. In this summary, only large
(n > 100), “high quality” studies were included, i.e. cohort studies or studies with a
case-referent design, studies with appropriate exposure and outcome measurements,
and studies that used appropriate (multivariate) statistics. All cross-sectional studies
were excluded. Moreover, cohort-studies on selected populations, e.g. only computer
users, were also excluded. Only studies that had as main outcome “neck pain”,
“shoulder pain” or “neck/shoulder pain” (disability, complaints, disorders, diagnosis,
etc.) were included. Also studies in which the outcome was “seeking medical care
due to neck or shoulder pain” were included, whereas studies with other outcomes,
e.g. sickness absence due to neck/shoulder pain, were excluded.
Ten large high quality population-based studies were found (4, 7, 8, 26, 48, 61, 96,
103, 115, 149, 150, 160). Nine of these studies were conducted in the Nordic
countries (Denmark, Sweden, Finland) or in central Europe (France, England or the
Netherlands), and one study was conducted in the US. In the study by Luime et al.
(2004), the results for neck pain and shoulder pain were analyzed separately, but were
here treated as neck/shoulder pain (96). The MUSIC-Norrtälje baseline study, a casereferent study, was also included in this summary, and the results of that study can be
compared to the results presented later in this thesis (Paper II). In that study, exactly
the same outcome and exposure levels were used (160). Similar exposures were
grouped into the same category, e.g. heavy work, mechanical exposure (based on 11
items) and high energy expenditure, in spite of different methods and exposure levels
used, and independently of what body-region studied. The diversity in exposures,
exposure levels, and outcomes made it impossible to calculate pooled risk ratios.
Instead, the level of evidence was based on the consistency of the results. Consistent
findings implied that the results of at least 50% of the studies investigating the effect
of a certain risk factor pointed in the same direction.
Evidence:
No evidence:

Significant associations and consistent findings (> 50%).
All other cases.

The results are presented in Table IV. The table shows only exposures that were
reported in more than one study. Two studies reported significant associations
between high physical work and the onset of neck/shoulder pain, whereas one study
could not find this relation (103, 115, 160). Three studies found that repetitive work
was related to neck/shoulder pain (4, 61, 160), whereas Luime et al. (2004) did not
find this relation neither for neck pain, nor for shoulder pain (96). Concerning neck
posture, Ariens et al. (2001) could not find associations with neck pain (7). However,
van den Heuvel et al. (2006) reported significant findings concerning neck/shoulder
pain, reanalyzing the same data (the SMASH study) (149). Also Andersen et al.
(2003) found an association with this exposure (4). Awkward back position was
associated with neck/shoulder pain in one study (96). Another study found that
awkward back positions were associated, but only for men (48). In conclusion, there
was evidence that high physical load, repetitive work and awkward neck positions
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were risk factors for the onset of neck/shoulder pain, and (for men) awkward back
postures.
Five studies identified high mental demands as significant risk factors, whereas in
three other studies, the ORs/RRs were increased, but did not reach the levels of
statistical significance (4, 7, 26, 96, 103, 115, 150, 160). It was therefore concluded
that there was evidence that high mental demands is a risk factor for neck/shoulder
pain.
Table IV. Summary of large epidemiological studies published 2001-2006 on
work-related risk factors for neck pain, shoulder pain, or neck/shoulder pain.
Only exposures reported in more than 1 study are presented. ++ = significant
positive association, -- = significant negative association, +/0 = non-significant
association.
RISK FACTORS

Evidence

Manual Handling

No evidence

Number of studies

X

2 studies ++ (4, 61)
2 studies +/0 (96, 160)

High physical load
heavy work, high
energy expenditure

X

2 studies ++ (103, 115)
1 study +/0 (160)

Repetitive work

X

3 studies ++ (4, 61, 160)
1 study +/0 (96)

X

2 studies ++ (4, 149)

Posture
Neck posture
Arm posture4)
Awkward back
posture

X

High mental
demands

1 study ++ (96)
1)
1 study ++ (48)
1 study +/0 (103)

X1)
X2)

Sitting work > 4
hours/day

4 studies +/0 (61, 96, 103, 160)

2 studies -/0 (103, 160)
5 studies ++ (4, 7, 26, 103, 150)
3 studies +/0 (96, 115, 160)

X

Low decision
latitude

X

2 studies ++ (4, 26)
6 studies +/0 (7, 61, 96, 115, 150, 160)

Job strain

X

2 studies1) ++ (115, 160)
2 studies +/0 (96, 150)

X

1 study ++ (7)
1 study3) ++ (160)
1)
1 study ++ (48)
3 studies +/0 (4, 96, 115)

Poor social support
at work
1)
2)
3)
4)

Only men
Protective
Only women
Including working with the hands above shoulder level

Evidence: Significant associations and consistent findings (> 50%).
No evidence: All other cases.
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Simultaneous exposures seem to be stronger associated with the onset of
neck/shoulder pain compared to single exposures (3, 48, 103, 115, 160). Andersen et
al. (2003) constructed a physical index based on the repetition of shoulder
movements, force requirements, percentage with neck flexion > 20°, and the
percentage of time with lack of recovery. It turned out that the OR to become a
“clinical case” was 3.2 (95% CI = 1.6-6.6) for subjects with at least three of these four
exposures (3). Wigaeus (2002) et al. studied the effect of being exposed to
simultaneous risk indicators, i.e. those exposures that were associated or tended to be
associated with seeking care due to neck/shoulder pain in the univariate analyses
(160). For men, the adjusted risks were increased to 5.5 (95% CI = 1.8-14.6) for being
exposed to four simultaneous risk indicators, and 4.7 (95% CI = 1.7-13.1) for women
that were exposed to six simultaneous risk indicators. Östergren et al. showed that the
combination of mechanical exposure and job strain roughly doubled the ORs (1.64 to
2.25). However, only 182 out of 2605 men (7%) and 212 out of 2217 women (10%)
studied were exposed to these two exposures simultaneously (115). Feveille et al.
(2002) showed that the OR for the development of symptoms in the neck and shoulder
region for subjects with a combination of heavy lifting and seldom-sedentary work
was 2.35 (95% CI = 1.10-5.00), compared to those that did not have heavy lifting and
sedentary work (48). In conclusion, exposures that occur simultaneously should be
studied to a much larger extent, as many exposures co-occur and there might be an
additive/multiplicative effect.
2.6

PROGNOSTIC FACTORS FOR NECK/SHOULDER PAIN

There is a lack of knowledge about the natural history of musculoskeletal disorders,
and especially concerning the influence of work-related exposures on neck/shoulder
pain on it (85). In contrast to the literature on risk factors, there are not as many
studies performed concerning the prognosis of neck/shoulder pain. The same workrelated exposures and levels of exposure involved in the onset of neck/shoulder pain
may influence the prognosis of neck/shoulder pain, although this is not yet clearly
understood.
Reviews of reviews
Three reviews on the prognosis of neck or shoulder pain were found (19, 82, 130).
Borghouts et al. (1998) performed a review of the literature on the clinical course and
prognosis of neck pain (19). Of all studies included in this review, there were only
three studies found in which “occupation” was found as a potential predictive factor.
Out of these, only one study showed that manual workers have a poorer prognosis
compared with office workers. Scholten-Peeters et al. (2003) performed a review of
prospective cohort studies studying the functional recovery of whiplash injuries
(130). Out of the 29 cohorts included, more than 100 prognostic factors were studied,
but most of them were related to the individual. Only few exposures were workrelated and none of these were found associated with the prognosis of whiplash
injuries. Kuijpers et al. (2004) performed a review of prognostic cohort studies on
shoulder disorders (82). Sixteen studies were reviewed, out of which only five
examined the prognostic value of work-related psychosocial exposures, e.g. job
demands, and job control. None of these studies showed ORs/RRs above 2.0 or below
0.5, or a statistically significant association. In conclusion, until now, not one review
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has identified any work-related exposures associated with the prognosis of
neck/shoulder pain.
Recent studies
Most prognostic studies aim to identify the clinical signs or symptoms that predict a
poor outcome, e.g. (62, 70, 83, 153, 162). Not many recently published studies
included work-related exposures as potential predictors. Taken into account only
large (n > 100) high quality population-based cohort studies that included workrelated exposures, there were four prognostic studies on neck/shoulder pain (3, 18, 26,
52), five studies on neck pain (41, 65, 85, 96, 161), and three studies on shoulder pain
(81, 96, 103). In the study by Luime et al. (2004), the results for neck pain and
shoulder pain were analyzed separately but treated as neck/shoulder pain in the
summary (96). The diversity in measurement methods, levels and outcomes made it
impossible to calculate pooled risk ratios. If there were more than one study that
reported significant associations between exposure and neck/shoulder pain, the level
of evidence was based on the consistency of the results.
Evidence:
No evidence:

Significant associations and consistent findings (> 50%).
All other cases.

The results are summarized in Table V. Concerning the biomechanical exposures,
manual handling was in one study found associated with persistent/recurrent neck
pain (65). Lifting more than 25kg was also found associated to shoulder pain, but not
to neck pain (96). Fredriksson et al. found that women that rated their workload as
high (RPE > 12) had a higher chance for recurrent/persistent neck/shoulder pain (52),
but heavy work was not a prognostic factor for shoulder tendinitis in another study
(18). Concerning working with the hands above shoulder level > 30 min/day, one study
found an increased association with radiating neck pain (161). However, in three
other studies that had studied this exposure, the ORs/RRs were not significantly
increased (52, 96, 103). Kuijpers et al. (2006) found a significant association between
repetitive movements and persistent shoulder symptoms six weeks and six months
after baseline (81). No studies were found on working with vibrating tools or
prolonged sitting. In conclusion, there is evidence that manual handling hampers
recovery from neck/shoulder pain, but there is no evidence concerning the other
biomechanical work-related exposures studied.
Concerning the psychosocial exposures, subjects exposed to high mental demands
(upper tertile) had a four times higher chance to have persistent shoulder pain
compared to those in the lowest tertile (18). The study by Cassou et al. (2002) showed
similar results (26). Subjects exposed to high mental demands had a lower chance to
recover compared to subjects with low mental demands. On the other hand, Luime et
al. (2004) could not identify any significant associations concerning high mental
demands and recovery from shoulder and neck pain, respectively (96). Concerning
low decision latitude, only Erikssen et al. (2004) found that those with “little or very
little” influence over their own work had a 2.5 times higher risk for persistent neck
pain compared to those with “a great deal” of influence over their own work (42).
Neither Bonde et al. (2003) or Luime et al. (2004) could repeat these results using the
conventional methods according to Karasek & Theorell for defining low decision
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latitude (18, 96). Only Luime et al. (2004) examined also the combination of high
mental demands and low decision latitude, job strain, but no associations with
recovery was found (96). Poor social support was strongly associated with shoulder
pain in the study by Bonde (2003); OR = 6.8; 95% CI = 2.0-23.0, but not in the study
by Luime et al. (2004) (96). In conclusion, there is evidence that high mental
demands are associated with a poorer prognosis of neck/shoulder pain, but there is no
evidence for the other psychosocial factors studied.
None of the studies examined the influence of organizational exposures or
simultaneous exposures on the recovery from neck/shoulder pain.

Table V. Summary of large epidemiological studies published 2001-2006 on
work-related prognostic factors for neck pain, shoulder pain, or neck/shoulder
pain. Only exposures reported in more than 1 study are presented. ++ =
significant positive association, -- = significant negative association, +/0 =
non-significant association.
PROGNOSTIC
FACTORS
Manual Handling

Evidence

No evidence

2 studies ++ (65, 96)

X

Physical work
e.g. heavy work, high
self-perceived work
load

Number of studies

X

1)
1 study ++ (52)
1 study +/0 (18)

X

1 study ++ (161)
3 studies +/0 (51, 52, 96, 103)

Repetitive work
tasks
Posture
Neck posture
Arm posture2)
Back posture
Sitting work > 4
hours/day
High mental
demands
Low decision
latitude

2 studies ++ (18, 26)
1 study +/0 (96)

X
X

1 study ++ (42)
2 studies +/0 (18, 96)

Job strain
Poor social support
at work
1) only women
2) Including working with the hands above shoulder level
Evidence: Significant associations and consistent findings (> 50%).
No evidence: All other cases.
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2.7

ERGONOMIC INTERVENTIONS

Experimental studies have shown that a change of conditions at the workplace can
lead to a reduction in biomechanical load (45, 46, 64, 90). Thus, a better work
environment achieved by means of ergonomic interventions can, at least theoretically,
enhance the recovery from neck/shoulder pain/disability and thereby reduce the
related costs (63). In order to restore the balance between the demands of work and
the capacity of the individual, two different strategies can be used (133). One strategy
is to increase the capacity of the individual to better fit the demands of the work, for
example, by providing ergonomic information, work technique or job training
programs at the worksite, such as neck/back schools, hereafter referred to as
educational worksite intervention. The other strategy is to adjust the workload to
better fit the capacity of the individual, for example, by the use of technical aids or
reorganization of work tasks, hereafter referred to as workplace intervention (135).
These two kinds of ergonomic interventions can also be combined in order to
simultaneously optimize the workload and increase the workers’ capacity. This
combined workplace and educational worksite intervention is commonly used as an
ingredient in rehabilitation aimed to return the disabled worker to his/her work.
Review of reviews
During the years, the literature on the effectiveness of ergonomic interventions is
reviewed several times. Eleven reviews were found enclosing RCTs and
observational studies on different ergonomic interventions used for primary,
secondary or tertiary prevention of musculoskeletal disorders. Several of these
reviews examined different ergonomic interventions within each respective
intervention strategy. For each intervention strategy, the authors’ conclusions were
dichotomized into yes and no evidence concerning the effect on RTW and the
prevention of pain or pain-related disability (Table VI).
In summary, there were contradictory results found concerning the effect of
educational worksite intervention (Group I) on RTW. There were more negative
results than positive results. Concerning the effect on the prevention of pain or painrelated disability, there was not one review that concluded that these interventions
were effective. Note, that there was no evidence that these interventions were
harmful; they were just ineffective. Concerning workplace interventions (Group II),
these interventions were found effective concerning RTW, i.e. were able to reduce the
number of days spent on sick leave after a back injury. On the other hand, there is no
evidence concerning the effect on the prevention of pain or pain-related disability and
not many reviews included the prevention of pain or pain-related disability as
outcome measure in their analyses. The effect of workplace interventions on RTW
can differ from their effect on pain intensity and pain-related disability; patients can
return to work despite the presence of pain (66, 67). Return to work could also be a
component of the therapy in itself and not alone a result of the intervention (116).
There were few studies on combined workplace and educational worksite intervention
(Group III) and its effect on RTW or the prevention of pain or pain-related disability.
In summary, there is evidence that workplace interventions are effective in promoting
RTW, but the evidence is inconclusive for educational worksite interventions and
combined workplace and educational worksite interventions. Moreover, there is
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evidence that educational worksite interventions are ineffective in preventing pain
and pain-related disability, but the evidence is inconclusive concerning workplace
interventions and combined workplace and educational worksite interventions.
Table VI. Review of reviews on the effect of ergonomic interventions on
return to work (RTW) and pain/pain-related disability. Bold numbers I), II) or
III) refers to the ergonomic intervention strategy (see below).
Author
(ref) and
date of
literature
search
Franche

Number Ergonomic
of
intervention
studies
included
10

(49)

9

RTW

Evidence for the
effectiveness of
ergonomic interventions
RTW

Pain/
disability

yes

-

yes

-

Sub-acute low
back pain

RTW-rate
Short
Medium
Long
Pain
Short
Medium
Long

yes

no

29

II) Workplace
intervention

Any body
region

RTW

yes

-

16

I) Educational
worksite
intervention

Low back and
neck pain

Prevention
(primary/
secondary)

no

no
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I) Educational
worksite
intervention

Musculoskeletal
disorders

Duration of
RTW

no

-

(80)
March
1997

Linton

?)
Three different
follow-up times
(short, medium,
long)

(66)
Feb 2004

Krause

Musculoskeletal
disorders

I) Educational
worksite
intervention

Dec 2003

Hlobil

II) Workplace
intervention

Body region Outcome
measures

(91)
Sept 1998

Meijer
(100)
March
2004

Low back

I) Educational workplace intervention: back and neck schools, lumbar support, behavioural
interventions, education/instructions, pamphlet information, work hardening/work conditioning
II) Workplace intervention: Modified work, change of keyboards, work accommodation,
ergonomic devices to reduce manual handling.
III) Combined educational and workplace intervention
?) Unknown strategy: RTW interventions
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Table VI cont.
Author
(ref) and
date of
literature
search

Number
of
studies
included

Ergonomic
intervention

Body
region

Outcome
measure

Evidence for the
effectiveness of
ergonomic interventions
RTW

Pain/
disability

-

no

-

no

Van der
Molen

44

II) Workplace
intervention

(152)

44

III) Combined
workplace and
educational
worksite
intervention

5

II) Workplace
intervention

Low back and
neck pain,
musculoskeletal
disorders

RTW-rate

yes

-

10

I) Educational
worksite
intervention

Back pain

Pain, painbehaviour,
functional
disability,
depression

-

no

11

I) Educational
worksite
intervention

Low Back

Sick leave,
pain

no

no

2

III) Combined
workplace and
educational
worksite
intervention

no

no

1

I) Educational
worksite
intervention

-

no

1

III) Combined
workplace and
educational
worksite
intervention

no

-

2

II) Workplace
intervention

Carpal tunnel
syndrome

Pain

-

no

11

II) Workplace
intervention

Musculoskeletal
disorders,
Low back

RTW

yes

-

9

I) Educational
worksite
intervention

More
chronically
disabled
low back

RTW
Function

no

no

Jan/feb
2003

Teasel
(138)
?

Turner
(143)
April 1995

Tveito
(144)
June 2002

Verhagen
(158)
Nov 2001

Weir
(157)
?

Any body
region

Musculoskeletal
disorders

Musculoskeletal
symptoms

RTW

I) Educational workplace intervention: back and neck schools, lumbar support, behavioural
interventions, education/instructions, pamphlet information, work hardening/work conditioning
II) Workplace intervention: Modified work, change of keyboards, work accommodation,
ergonomic devices to reduce manual handling.
III) Combined educational and workplace intervention
?) Unknown strategy: RTW interventions
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Recent studies
Studying the literature between 2004 and 2006, five high-quality studies were found,
that studied the influence of ergonomic interventions on pain and pain-related
disability. Two RCTs and one observational study were carried out in Holland (67,
101, 155) and two observational studies were performed in the U.S. An RCT
conducted by Meijer et al. (2006) showed that multidisciplinary treatment in sicklisted patients with upper extremity disorders, an educational worksite intervention,
was more effective in reducing the severity of the complaints than the usual care, but
not in terms of RTW (101). In another RCT that studied a graded activity
intervention, i.e. also an educational worksite intervention, the results were reversed
concerning for patients with low back pain: the intervention had no effect on pain and
pain-related disability but was effective concerning short term RTW outcomes (67).
A Dutch observational study could not find any effects of modified work, a
workplace intervention, concerning pain intensity and pain-related disability or RTW
(155). The authors discussed that the subjects that needed them most, i.e. those with
high physical loads, were not assigned to this intervention. One study performed in
the US concerned the effectiveness of a job stress management added to an
ergonomic modification of the worksite, combined workplace and educational
worksite intervention (47). Those that received the additional stress-intervention did
not differ from those that received only the ergonomic intervention, concerning pain
intensity and pain-related disability. Finally, the effect of a state-wide ergonomic
intervention, workplace intervention, on healthcare utilization was studied (53). The
authors found a significant decrease of the MSD rate over a 2-year period of time (i.e.
the number of musculoskeletal diseases/employee-hours worked). The MSD rate was
after the intervention lower in this state compared to another state in the US.
In conclusion, these new studies show that ergonomic interventions could in some
way be beneficial concerning the reduction in pain intensity and pain-related
disability or RTW outcomes. However, it is not clear what intervention strategy is
most effective, since the results are still unconvincing.

26

3 AIMS
The main goals of this thesis were to identify work-related exposures involved in the
onset of neck/shoulder pain and to identify work-related exposures of importance for
the prognosis of neck/shoulder pain.

SPECIFIC RESEARCH QUESTIONS
• Are there any differences in sickness absence between individuals with
consistent pain in solely the neck/shoulder region, solely the low back region,
and those with concurrent neck/shoulder and low back pain? (Paper I).

• What are the incidence and recovery proportions for neck/shoulder pain over a
four to six year period? (Papers II and III).

• Are work-related exposures of importance for the onset of neck/shoulder pain?
(Paper II).

• Are work-related exposures of importance for the prognosis of neck/shoulder
pain? (Paper III).

• Are ergonomic interventions effective in terms of a reduction in pain and painrelated disability in the neck/shoulder and/or low back regions? (Paper IV).
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4 MATERIAL AND METHODS
4.1

DATA COLLECTION

The thesis is based on the MUSIC-Norrtälje study. MUSIC is an acronym for
MUSculoskeletal Intervention Center. The MUSIC-Norrtälje study consists of a
baseline case-referent study and a follow-up study of all subjects. Data was collected
at two points in time (baseline and follow-up). Moreover, census data from the
National Social Insurance Board (RFV) and from Statistics Sweden was linked to
each of the 2329 subjects who participated in both the baseline and the follow-up
study.
Baseline case-referent study
The MUSIC-Norrtälje baseline study was designed as a case-referent study. The
source population in the baseline study comprised all men and women of ages 20 to
59 years, who were living in the municipality and rural district of Norrtälje (Sweden)
during 1994 and 1997 and did not work or study outside this area. This criterion was
set up in order to control for the possibility that the cases probably would consult
caregivers outside the region if they were working or studying outside the region. In
total 2859 cases and referents were investigated.
The cases were defined as subjects from the study-base who sought medical care or
treatment for neck/shoulder pain (NS) or for low back pain (LB) or for both
neck/shoulder pain and low back pain (NS + LB) from any of the approximately 70
caregivers in the area. All types of medical caregivers were included, i.e. physicians
and physiotherapists from the Swedish public health system (traditional caregivers)
and chiropractors, doctors of naprapathy, massage-therapists, homeopaths,
osteopaths, etc. from outside the public health system (non-traditional caregivers).
The referents were selected as a random sample, stratified by sex and age from the
study-base. At least one referent was chosen for each case, but when time permitted
additional referents were invited. Both the referents and the cases should speak
Swedish and should not have sought care at any of the approximately 70 medical
caregivers in the municipality for either neck/shoulder pain or low back pain during
the preceding six months before their enrolment. This last criterion was used in order
to study “new episodes” of disorders. The participation rate for the referents was
estimated to around 69% (160, 167).
For both cases and referents, data concerning perceived neck/shoulder pain, low back
pain, co-morbidity, work-related biomechanical, psychosocial, and organizational
exposures was collected by means of task-oriented interviews and self-administered
questionnaires. A standardized clinical examination was also performed.
Follow-up study
A self-administered postal questionnaire was sent to both the cases and the referents
who were still living in Sweden. At the time for the follow up, 28 subjects had moved
abroad and 19 were dead. To the remaining 2812 study-subjects a postal
questionnaire was sent. Eighty-three percent responded after up to three reminders;
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n=2329. The proportions males and subjects < 45 years were higher in the group of
non-responders compared to responders. The subjects who were examined from 1994
to 1995 received their follow-up questionnaire during the year 2000 and the subjects
examined from 1996 to 1997 during 2001. Thus, the follow-up period varied between
four to six years (Figure 2).

Figure 2. The MUSIC-Norrtälje baseline and follow-up study. Percentage
of subjects with a follow-up time of 4, 5 or 6 years. (n=2329).
Information on perceived neck/shoulder pain and low back pain, co-morbidity and on
work-related exposures was collected with the same questions as in the baseline
questionnaires.
Census data
Register data from the National Social Insurance Board (RFV) and Statistics Sweden
(SCB) were linked to each study-subject who participated in both the baseline study
and the follow-up study. For each year 1994-2001, and for each subject, data about
two types of benefit due to illness were received; (1) sickness benefit, and (2)
disability pension. The data did not include any specified information about the
reason for sickness absence. Data concerning sickness benefit was received as
reported number of sick spells per year, number of days per year, and as partial or full
benefit. Received disability pension data complied; (a) date for newly allowed
disability pension, and (b) partial or full benefit1.

4.2

DEFINITION OF NECK/SHOULDER PAIN (AND LOW BACK PAIN)

Conceptionally, the definition of neck/shoulder pain should be based on specific
patho-anatomic or patho-physiologic diagnoses. However, in most of the individuals
with neck/shoulder pain, it is not possible to put a specific diagnosis to the complaints
1

The official health insurance responsibility in Sweden is divided between the employer and
the Insurance Office. If a person falls ill, he/she is entitled to sick pay from the employer for
the first 14 days. After that, the Insurance Office is responsible for disbursing sickness benefit
or disability pension (partial or full). From the social insurance offices at regional and local
level, the National Social Insurance Board receives data containing the number of days a
subject has drawn benefit from the Insurance Office, where the period is longer than 14 days
(longer than 28 days for the period between 1st January 1997 until 1st April 1998 due to a
temporary change in the legislation).
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perceived by the individual (131). Therefore, two different ways for the
operationalization of neck/shoulder pain were used in the thesis: self-rated neck
pain/disability and seeking medical care due to neck/shoulder pain. These definitions,
and corresponding operationalized definitions for low back pain, were used as a base
for identifying the study subjects in the four different studies.
Self-rated pain/disability
The first operationalization of neck/shoulder pain was the use of self-rated pain
intensity and self-rated pain-related disability, as described by von Korff (172).
Concerning pain-intensity, three questions covered levels of 1) current pain, 2) worst
pain experienced during the previous six months, and 3) average pain during the
previous six months. The ratings were made on an 11-point scale, where 0 meant “no
pain” and 10 meant “pain as bad as it could be”. For each subject, a pain intensity
score was created by calculating the mean rating for these three questions. A pain
intensity score for the low back region was also received with the help of
corresponding three questions.
The pain intensity questions were followed by three questions about pain-related
disability in the neck/shoulder region, and corresponding three questions about painrelated disability in the low back region. The time period covered by these questions
was the previous six months (172). The questions asked how much the pain had
affected 1) everyday activities, 2) social and family activities, and 3) ability to work
(including domestic work). The ratings were made on 11-point scales, where 0 meant
“not affected at all” and 10 meant “impossible to continue with these activities”. For
each subject and each body region, a pain-related disability score was created by
calculating the mean rating for these three questions. Thus, both the pain intensity
scores and the pain-related disability scores could range from 0 to 10. In the thesis
(Papers I and III), a subject with a neck pain intensity score > 3 or a neck pain-related
disability score > 1 was considered as having self-rated neck/shoulder pain/disability.
Subjects with a neck/shoulder pain intensity score < 3 and a neck/shoulder painrelated disability score < 1 was considered as not having self-rated neck/shoulder
pain/disability. The same cut-off points were used for low back pain.
Seeking medical care
The second definition of neck/shoulder pain used in the thesis was seeking medical
care due to neck/shoulder pain (NS). Those who sought medical care due to low back
pain were defined as having low back pain (LB). These definitions were used for
identifying the study subjects in Papers II and IV.

4.3

SUBJECTS

Dependent of the specific research question, different sub-samples from the MUSICNorrtälje study were selected. In all papers, only subjects with employment at
baseline were included. Employment was defined as having a job at least 17 hours/day.
The number of subjects and the demographic features in Paper I-IV are summarized
in Table VII.
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Table VII. Description of the subjects at baseline: criteria for inclusion,
demographic data, Illness-related data, and socio-economic status.

Criteria for
inclusion:
Employment at
baseline and …

PAPER I

PAPER II

PAPER III

PAPER IV

n=817
… self-rated
neck/shoulderor low back
pain/disability
at both
occasions

n=1213

n=803

… not sought
medical care for
neck/shoulder
pain or low back
pain at baseline

… self-rated
neck/shoulder
pain/disability at
baseline

n=492
… sought care for
neck/shoulder pain
or low back pain at
baseline,
and employed at
follow-up

Demographic data
Women

525

697

524

294

Men

292

516

279

198

42 (10)

42 (10)

42 (10)

41 (10)

617 (81%)

994 (82%)

603 (75%)

492 (100%)

586 (72%)

324 (27%)

803 (100%)

288 (59%)

638 (78%)

333 (28%)

510 (64%)

367 (75%)

Yes due to NS

151 (18%)

0

216 (27%)

156 (32%)

Yes due to LB

312 (38%)

0

218 (27%)

305 (62%)

46 (6%)

0

54 (7%)

31 (6%)

308 (38%)

1213 (100%)

315 (39%)

0 (0%)

4.4 (1.9)
4.3 (1.0-8.0)

2.9 (2.3)
2.7 (0.0-7.0)

2.2 (2.0)
1.7 (0.0-6.3)

1.5 (1.9)
0.7 (0.0-5.9)

Mean age (SD)

2)

Employed at follow-up
Illness-related data
With self-rated
neck/shoulder
pain/disability
With self-rated low
back pain/disability
Sought medical care1)

Yes due to NS + LB
No

Neck/shoulder pain intensity score (0-10)
Mean (SD)
Median (range2))

3.5 (2.4)
3.3 (0.0-7.7)

1.4 (1.9)
0.7 (0.0-5.7)

Neck/shoulder pain -related disability score (0-10)
Mean (SD)
Median (range2)

1.7 (2.0)
1.0 (0-6.3)

0.4 (1.1)
0.0 (0.0-2.7)

Socio-economic status
Blue collar workers –
138 (17%)
206 (17%)
127 (16%)
86 (18%)
production jobs
Blue collar workers –
338 (41%)
419 (35%)
334 (42%)
179 (36%)
service jobs
White collar workers –
106 (13%)
153 (13%)
105 (13%)
69 (14%)
lower positions
White collar workers –
164 (20%)
336 (28%)
169 (21%)
118 (24%)
medium/higher
positions
Self-employed or
38 (5%)
69 (6%)
40 (5%)
30 (6%)
employer
Labor-market
33 (4%)
30 (2%)
28 (4%)
10 (2%)
programs
1) NS: neck/shoulder pain, LB: low back pain, NS + LB: concurrent neck/shoulder and
low back pain.
2) P05-P95
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Paper I
Included in the study were employed subjects with self-rated neck/shoulder or low
back pain at both the baseline and follow-up (Figure 3). Those without self-rated
pain/disability at one or at both occasions in the neck/shoulder or low back region
(No NS or no LB) were excluded (dark-shaded area). According to the location of the
self-rated pain/disability, the subjects were classified into mutually exclusive groups
both at baseline and follow-up: pain in the neck/shoulder region (NS), pain in the low
back region (LB), or pain in both the neck/shoulder and low back region (NS and
LB). Subjects that gave consistent answers concerning the location of pain on the two
occasions were classified into: (1) solely consistent LB, (2) solely consistent NS, or
(3) concurrent and consistent LB and NS (white areas). Subjects that gave
inconsistent answers concerning the location of pain on the two occasions were
assigned a fourth group, (4) migrating LB/NS (light-shaded areas). In the study group
(n=817), 33% of the subjects suffered from concurrent and consistent LB and NS,
15% suffered from solely consistent LB, 12% suffered from solely consistent NS, and
41% suffered from migrating LB/NS. In this last group, the majority of the subjects in
this group, 83%, suffered from concurrent LB and NS at one of the test occasions, but
not at both.

Figure 3. The study group in Paper I. According to the location of self-rated
pain/disability scores measured at two baseline and follow-up, four groups
were identified and included in the present study: (1) solely consistent low
back pain (LB) (n=120), (2) solely consistent neck/shoulder pain (NS) (n=94),
(3) concurrent and consistent LB and NS pain (n=271), and (4) migrating LB
and/or NS (n=332). All other subjects (dark-shaded area) were excluded.
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Paper II
Included in this study were the employed referents from the baseline study, i.e.
subjects that not had sought medical care for either neck/shoulder pain or low back
pain either at baseline or six months preceding the baseline study, (n=1243). Thirtyone subjects had missing data on the main outcome variable, thus in total 1213
subjects were included in this study. Around two-thirds of the study group reported at
baseline that they had never sought medical care for their neck/shoulder pain, (375
men and 447 women). There were no differences in terms of age or socio-economic
status between those who at baseline reported that they had never sought medical care
for neck/shoulder pain and those who had not sought care during the six last months.
Paper III
Included in this study were employed subjects with self-rated neck/shoulder
pain/disability; i.e. those who at baseline had a neck pain intensity score of > 3 or a
pain-related disability score of > 1, (n=844). Due to internal missing values for the
outcome variable, 41 of these could not be classified as recovered or not recovered at
the follow-up; these subjects did not differ in sex or age from the participating
subjects. Thus, the present study consisted of 803 subjects, 524 women and 279 men.
Paper IV
In this study, only the employed “cases”, i.e. those who at baseline had sought
medical care due to neck/shoulder or low back pain were included. Additional
inclusion criteria for the present study were that subjects also should be employed for
at least 17 hours per week at the follow-up, (n=656), and that they should have
provided answers to the questions concerning ergonomic interventions introduced
during the follow-up period. These questions were directed only to those who had
experienced neck/shoulder or low back pain for more than seven consecutive days
during follow-up. Of these, 164 subjects did not answer these questions and were
excluded from the main analysis. Thus, the study group consisted of 492 subjects:
294 women and 198 men.

4.4

INDEPENDENT, DEPENDENT AND CONFOUNDING VARIABLES

Paper I
Independent variable
The independent variable consisted of the four groups: consistent (1) solely consistent
LB, (2) solely consistent NS, (3) concurrent and consistent LB and NS, and (4)
migrating LB/NS (Figure 3). Since there was no difference in sickness absence
between group (1) and group (2), these two groups were merged into one group,
solely LB or solely NS, and used as the reference category in the logistic regression
analyses.
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Dependent variables
Two outcome measures were analyzed in the present study; (1) prevalence of sickness
absence, defined as at least one period of governmental compensated sickness
absence > 14 consecutive days between baseline and follow-up and (2) long-term
sickness absence, defined as > 180 days during at least one of the five one-year
periods between baseline and follow-up among those subjects with sickness absence2.
Confounders
Age (continuous) and non-muscular-related disorders3 (yes/no) were included in all
analyses.
Papers II and III
Independent variables
At baseline, data concerning work-related biomechanical, psychosocial, and
organizational exposures were collected by means of task-oriented interviews (i1 and
i2) and self-administered questionnaires (q1 and q2). In the interview concerning
biomechanical exposures (i1), each subject was asked to specify the various work
tasks performed during a typical working day and also the time spent on each task
(165). In the interview concerning psychosocial exposures (i2), each subject was
asked to describe his or her typical working day in sufficient detail that the
interviewer could quantify the requirements of each work task and was able to create
a profile of the total work engagement (148). The questionnaire concerning
psychosocial exposures (q2) included several items on social relations and support in
the workplace. It also incorporated questions from the Swedish version of the
demand/control model by Karasek & Theorell, in order to assess psychosocial
demands and decision latitude (76, 140). Several indices were created to assess both
the actual job exposure and the perception of these psychosocial conditions. The
questions dealt with the terms and job security, the hindrances and available resources
at work, the individuals’ own competence, and social relations and support at the
workplace, all as earlier described by Waldenström et al. (148).
Six biomechanical exposures were analyzed: 1) manual handling > 50N4 > 60 min/day
(i1); 2) working with hands above shoulder level > 30 min/day (i1); 3) working with
vibrating tools > 60 min/day (q1); 4) sitting > 95% (i1), 75%-94%, 50-74% of the
working time versus < 50% of the working time (Paper II), as well as sitting > 75% of
the working time versus < 75% of the working time (Paper III); 5) repetitive
movements (q1) many times per minute > 2 days/week; and 6) energy expenditure (i1): >

2

A subject was considered as having sickness absence if he/she had received partial or full sickness
benefit or disability pension during at least one period of >14 consecutive days (longer than 28 days
for the period 1st January 1997 until 1st April 1998), during the period between baseline and followup. Long-term sickness absence was only analyzed among those subjects that had been sickness absent
at least 14 consecutive days between baseline and follow up. It was defined as >180 days with
disbursed sickness benefit and disability pension during at least one one-year period between baseline
and follow-up. Consideration was taken to whether the disbursed benefits were partial or full, in the
manner that days with partial benefit were recalculated into whole days.
3
Physical illness and/or diminished psychological well-being
4
Newton

34

3.0 TWA-MET5 for women and > 3.5 TWA-MET for men. The levels of energy
expenditure chosen represented > 30% to 35% of the maximal aerobic capacities of
45- year-old Swedish women and men in average physical condition (74). The same
exposure levels as were used in the case-referent baseline MUSIC-Norrtälje Study
(160) were consistently applied in the follow-up study, with exception of sitting,
where the cut-off points were also established according to Ariens et al. (2001) (7).
The exposure variables analyzed have previously been considered to be sufficiently
reliable (87, 141, 163-165).
Nine psychosocial exposures were analyzed: 1) low demands in relation to
competence (q2 + i2); 2) few opportunities to learn and develop at work (q2 + i2); 3)
high mental demands; 4) low decision latitude; 5) job strain, i.e. the combination of
high mental demands and low decision latitude (q2); 6) poor general support at work
(q2), i.e. including support from coworkers and supervisors; 7) low meaningfulness
(q2); 8) high time pressure (q2), i.e. seldom or never having enough time to complete
the work task in combination with either working overtime or a constantly high work
pace; and 9) high hindrances at work (q2 + i2), i.e. poor work-task clarity, poor
material or personnel resources, and/or leading to regular overtime or neglect of
safety rules to accomplish the work. The cut-off points for classifying subjects as
exposed or unexposed were based on previous reports from the MUSIC-Norrtälje
study (160). The exposure high mental demands was dichotomized according to
Wigeaus et al. (160), and trichotomized, i.e. two cut-off points, according to Ariens et
al. (8).
Four organizational exposures were identified; 1) non-fixed salary; 2) long working
hours, i.e. > 35 hours/week; 3) night work/shift work; and 4) solitary work. Subjects that
answered “yes” to these questions were classified as exposed, and subjects that
answered “no” were classified as unexposed.
Moreover, different exposures occur simultaneously in many jobs and for that reason
also combinations of exposures were studied (3). In paper II, combinations of
biomechanical, psychosocial and organizational exposures with RR > 1 and p < 0.25
in the final model for men were also tested on their causal association with seeking
medical care for neck/shoulder pain: manual handling > 50N > 60 min/day, high
hindrances at work, night work/shift work and solitary work. It turned out that around
¼ of the men were exposed to at least two of these risk indicators simultaneously.
In paper III, subjects simultaneously exposed to one, two, or three of the
biomechanical exposures manual handling > 50N > 60 min/day, working with hands
above shoulder level > 30 min/day, and working with vibrating tools > 60 min/day were
compared to those unexposed to all of these three. The reason for making this
combination of exposures was that these exposures often occur simultaneously. Of
those with sedentary work, i.e. sitting > 75% of the working time, not many were
exposed to these biomechanical exposures.

5

Time weighted average (TWA) of the multiples of the resting metabolic rate (MET)
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Dependent variables
In the follow-up questionnaire the subjects were asked whether or not they had sought
medical care for neck/shoulder pain during the follow-up period (yes/no). Five
questions concerned which medical caregiver(s) they had consulted: traditional
caregivers, such as medical doctors or physical therapists, or non-traditional
caregivers, such as chiropractors, doctors of naprapathy, massage therapists,
osteopaths, or homeopaths. In Paper II, the dependent variable was sought medical
care due to neck/shoulder pain during the follow-up. The cumulative incidence was
then defined as the proportion of the study subjects who reported that they had sought
medical care for neck/shoulder pain at any time during the follow-up period.
Repeated visits during the follow-up were counted only once. In paper III, the
dependent variable was self-rated neck/shoulder pain/disability. The recovery
proportion was then defined as the proportion of the study subjects who had
recovered from neck/shoulder pain. A subject with a pain intensity score < 3 and a
pain-related disability score < 1 at the end of the study was considered recovered
from neck/shoulder pain.
Confounders
In Paper II, several potential confounders were tested (sex, age (continuous),
smoking, BMI, physical activity at leisure time), but only sex, age (continuous) and
previous sought medical care turned out to be the confounders of importance. The
analyses were stratified for sex and the other two confounders were included in all
analyses. In paper III, the number of subjects was too low to perform stratified
analyses. Thus, both sex and age were included as confounders in all analyses.
Paper IV
Independent variable
One part of the follow-up questionnaire contained seven questions concerning
ergonomic interventions. The individuals with neck/shoulder or low back pain more
than seven consecutive days were asked if any ergonomic interventions at their work
site had been performed during the follow-up period. Based on the responses to these
questions, subjects were classified into four groups: Group 0: no ergonomic
intervention (n=302), Group I educational worksite intervention (n=50), Group II
workplace intervention (n=91), and Group III combined workplace and educational
worksite intervention (n=45). The group with no ergonomic intervention, Group 0,
was designated as the reference group (see Table I).
Dependent variables
A combined neck/shoulder and low back pain intensity score was calculated as a
mean of the six pain intensity questions for both the neck/shoulder and low back
regions. Similar to this score, also a combined pain-related disability score for the
neck/shoulder and the low back regions was calculated. This was done for each
occasion, baseline and follow-up. As dependent variables, two outcome measures
were used: change in pain intensity and change in pain-related disability. These
changes were calculated by subtracting the individual pain intensity and pain-related
disability scores at baseline from those at follow-up. Thus, a decrease in pain
intensity or pain-related disability was indicated by a negative value.
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Confounders
Potential confounding from 18 work-related factors (e.g. manual handling > 50N > 60
min
/day, high mental demands, poor general support) and non-work-related factors (e.g.
sex, radiating pain) was considered. Only sought medical care during the follow-up
period turned out to be a confounder of importance and was therefore included in all
analyses.

4.5

STATISTICAL METHODS

The statistics used in the thesis are presented in Table VIII. All analyses were made
using the statistical package SPSS for Windows (SPSS Inc., version 11.5-14.0);
Chicago, IL).
Table VIII. Statistical methods used in the thesis. For more details, see
papers I-IV.
Paper I

Paper II

Paper III

Paper IV

Chi square (test of proportions)

X

X

X

Cox regression (RR/RC)

X

X

Attributable proportion (AP%)1)

X

Logistic regression (OR)

X

Mann-Whitney U test

X

One-way ANOVA

X

General linear models

X

Tukey post hoc range test

X

1) AP% if RR > 1: ((RR-1)/RR) × (exposed cases/total cases);
AP% if RR < 1: (1-RR) × unexposed cases/total cases (125)

Whatever you do,
you’ll always have your buttocks at the back
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5 RESULTS
5.1

PAPER I

Sickness absence
In the whole study group, the prevalence of sickness absence (sickness absence at
least 14 consecutive days between baseline and follow up) was 49%. In the group
concurrent and consistent LB and NS, the prevalence of sickness absence was 59%.
This can be compared to 42% in the group solely consistent LB, 41% in the group
solely consistent NS, and 46% in the group migrating LB/NS. Using the merged
group with solely LB or solely NS as the reference category, the adjusted OR for
sickness absence in the group concurrent and consistent LB and NS was 1.69 (95%
CI = 1.14-2.51). Migrating LB/NS did not differ from the reference group (Table IX).
Table IX. Adjusted Odds Ratios (OR) with 95% confidence intervals (95% CI)
for sickness absence in three disorder groups. The merged group with solely
consistent LB or solely consistent NS was set as reference group.
Subjects
Number of
with sickness
subjects
absence

ORa)

95% CI

p value

Solely LB or solely NS

214

89

1.00

Concurrent and
consistent LB and NS

271

159

1.69

(1.14-2.51)

0.01

Migrating LB/NS

332

152

1.00

(0.69-1.46)

0.99

a)

Adjusted for sex, age, and other non-musculoskeletal related disorders.

Among the subjects who had been sickness absent for at least 14 consecutive days
from baseline to follow up, the prevalence of long-term sickness absence (> 180 days
during at least one one-year period between baseline and follow up) was 43% in the
group concurrent and consistent LB and NS, compared to 21% in the merged group
solely LB or solely NS. In the group migrating LB/NS, the corresponding proportion
of subjects with long-term sickness absence was 30%. After adjustments, the OR for
having long-term sickness absence during at least one one-year period was 2.48
(95% CI = 1.32-4.66) for the group concurrent and consistent LB and NS compared
to the group with solely LB or solely NS. Migrating LB/NS did not differ from the
reference group.
Additional analyses
Additional analyses were performed covering all subjects, i.e. including also those
without employment at baseline, (n=932). The prevalence of sickness absence was in
the group concurrent and consistent LB and NS 58%, compared to 41% in the merged
group solely LB or solely NS and 46% in the group migrating LB/NS. Using the
merged group with solely LB or solely NS as the reference group, the adjusted OR for
sickness absence in the group concurrent and consistent LB and NS was 1.73 (95%
CI = 1.20-2.52). Migrating LB/NS did not differ from the reference group.
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5.2

PAPER II

Incidence proportion
During the four to six year period, 18% of the men and 29% of the women sought
medical care for a new episode of neck/shoulder pain. This sex difference in
cumulative incidence was statistically significant (p < 0.001).
Risk indicators for seeking medical care during the follow-up
Adjustments for age and previous sought care were made, in all Cox regression
analyses. Concerning repetitive work, high physical load, and hands above shoulder
level, the adjusted RRs ranged for men from 1.0 to 1.5, and for women from 0.9 to
1.0. For the psychosocial factors, high mental demands, low decision latitude, poor
general support and job strain, the adjusted RRs for men ranged between 0.6-0.8 and
for women between 0.9-1.1. None of these variables were significantly associated
with seeking medical care during the follow-up. For women, none of the work-related
exposures turned out to be associated with the outcome.
All risk indicators, i.e. exposures with p < 0.25, were included in multivariate models.
In the final model for men, manual handling > 50N > 60 min/day was identified as a
risk factor, RR = 1.7 (95% CI = 1.0-2.9; AP% = 12%). Moreover, night work/shift
work was also associated with the outcome, RR = 1.7 (95% CI = 1.0–2.8; AP% =
10%). Few opportunities to learn and develop at work had a preventive effect for
men, RR = 0.4 (95% CI = 0.2-0.9; AP% = 7%).
For men, the adjusted RRs increased with increasing number of exposures (p < 0.05).
Of the men unexposed to four risk indicators, only 12% sought care for neck/shoulder
pain during the follow-up period, compared to 38% of the men exposed to three or
more risk indicators, RR = 4.8 (95% CI = 2.1-10.9) (Table X).
Table X. Cox regression analyses for men: Adjusted relative risks (RR) for
seeking medical care for neck/shoulder pain for increasing number of risk
indicators. Corresponding 95% confidence intervals (95% CI) and p values.
Number of risk
indicators1)

Number of
subjects

Neck/shoulder
pain

RR2)

0

178

21

1.0

1

166

30

2

83

3 or more

29

95% CI

p value

1.7

0.9–2.9

0.079

20

2.6

1.4–5.0

0.004

11

4.8

2.1–10.9

0.000

Total number of
456
82
subjects
1) Included exposures: manual handling ≥ 50N ≥ 60 min/day, high hindrances at work, night
work/shift work, and solitary work.
2) Adjusted for age, previously sought care for neck/shoulder pain, few opportunities to learn
and develop at work, and high mental demands according to Ariens.
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Additional analyses
Concerning the variable sitting, two different cut-off points were tested. Sitting > 4
hours
/day, i.e. sitting > 50% of the working day, the adjusted RRs were 0.96 and 0.98
for men and women, respectively. Adjustments were made for age and previous
sought medical care. When changing the cut-off point to sitting > 75% of the working
day, the adjusted RR was decreased, RR = 0.69 (95% CI = 0.4-1.0) for men, but not
for women, RR = 0.84 (95% CI = 0.6-1.3).
Men simultaneously exposed to two or three of the biomechanical exposures manual
handling > 50N > 60 min/day, working with hands above shoulder level > 30 min/day, or
working with vibrating tools > 60 min/day, tended to have a higher adjusted RR for
seeking medical care during the follow-up, than those unexposed to all three of these
exposures, RR = 1.50 (95% CI = 0.9-2.4). For women, no such tendency was found,
RR = 0.55 (95% CI = 0.2-1.7).

5.3

PAPER III

Recovery proportion
Concerning self-rated neck pain/disability, the recovery proportion was estimated to
36%. The recovery proportion did not differ between those with a five year follow-up
(35%) and those with a six year follow-up (39%) (p=0.25). For men and women
separately, the recovery proportions were 44% and 33%, respectively.
Prognostic factors for self-rated neck/shoulder pain/disability
In all analyses, adjustments were made for sex and age. The results from the
multivariate analysis showed that subjects exposed to job strain had a higher relative
chance of recovery than unexposed subjects, RC = 1.53 (95% CI = 1.02-2.29). The
prognosis was also better for the subjects exposed to sitting > 75% of the working
time relative to those without such exposure, RC = 1.32 (95% CI = 0.99-1.74). In
other words, these two exposed groups had a relative recovery chance that was 53%
respectively 32% greater, than the corresponding unexposed groups.
Subjects simultaneously exposed to two or three of the biomechanical exposures
manual handling > 50N > 60 min/day, working with hands above shoulder level > 30
min
/day, or working with vibrating tools > 60 min/day had a lower relative chance of
recovery than those unexposed to all three of these exposures; RC = 0.61 (95% CI =
0.40-0.94) (Table XI). In other words, this group had a 39% lower relative chance of
recovery than the corresponding unexposed group. The three exposure variables
included in this multivariate model were almost mutually exclusive to the fourth
biomechanical exposure, sitting > 75% of the working time. Of the subjects exposed
to manual handling, hands above shoulder level, or vibrating tools, only 10% were
also exposed to sitting > 75% of the working time.
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Table XI. Cox regression analyses for three simultaneous biomechanical
exposures: manual handling > 50N > 60 min/day, working with hands above
shoulder level > 30 min/day, and working with vibrating tools > 60 min/day. The
adjusted1) relative chance of recovery from neck/shoulder disorders at the
time of follow-up (RC) and corresponding 95% confidence intervals (95% CI)
for increasing number of simultaneous exposures.
Number of
simultaneous
biomechanical
exposures2)

RC1)

95% CI

Number of
subjects

Number of
subjects
recovered

(%)

525

196

(37)

0

1.00

1

0.89

0.68-1.18

187

71

(38)

2 or 3

0.61

0.40-0.94

90

26

(29)

1) Adjusted for sex and age.
2) Included variables: manual handling > 50N > 60 min/day, working with hands above
shoulder level > 30 min/day, and working with vibrating tools > 60 min/day.

Additional analyses
When analyzing men and women separately, there were no systematic differences
between men and women concerning the direction of the chance estimates. For job
strain, it was impossible to perform sex-separated analyses due to the low number of
exposed men, (n=8).
Moreover, there were no systematic differences in the relative adjusted chance
estimates, when the cut-off points for the three biomechanical exposures were
lowered: manual handling > 1 N > 30 min/day, working with hands above shoulder
level > 1 min/day, and working with vibrating tools > 1 min/day.

5.4

PAPER IV

The occurrence of ergonomic interventions
Among the 492 subjects included in the study, 10.2% received educational worksite
intervention (Group I), 19.3% received workplace intervention (Group II), and 9.1%
received combined workplace and educational worksite intervention (Group III).
Thus, 61.4% of the subjects did not receive any ergonomic intervention (Group 0)
during the four to six year period.
The effect of ergonomic interventions
At baseline, the median levels of pain intensity and the median levels of pain-related
disability did not differ between Group 0 and Group I, or between Group 0 and Group
II. In the group receiving combined workplace and educational worksite interventions
(Group III), the level of pain intensity was higher (median = 3.8) than in Group 0
(median = 3.0) (p = 0.003), as was the level of pain-related disability (Group III
median = 2.3, Group 0 median= 1.5) (p=0.011).
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Concerning the change in pain-intensity, the educational worksite intervention group
(Group I) differed from the reference group (Group 0), (p = 0.006). There was no
change in pain intensity in Group I (mean = -0.0, 95% CI = -0.5 – +0.5), whereas in
Group 0 there was a reduction in pain (mean = -0.7, 95% CI = -0.9 – -0.5) (Figure 4).
In the workplace intervention group (Group II), the average change in pain intensity
was also reduced; (mean = -1.1, 95% CI = -1.5 – -0.8), but did not differ from the
change in Group 0 (p = 0.568). The mean change in pain intensity in Group III was 0.5 (95% CI = -1.0 – +0.6), and did not differ from the mean change in Group 0 (p =
0.322).

Figure 4. The adjusted6 changes in pain intensity in each intervention
group: no ergonomic intervention (Group 0), educational worksite
intervention (Group I), workplace intervention (Group II), and combined
workplace and educational worksite intervention (Group III). Mean (filled
circle) with corresponding 95% CI (vertical lines). Negative values indicate a
decrease in the level of pain-intensity.
The same pattern was found concerning the pain-related disability scores. The
educational worksite intervention group (Group I) differed from the reference group
(Group 0) (p = 0.017); in Group I there was no change in pain-related disability
(mean = +0.0, 95% CI = -0.4 – +0.6), whereas in Group 0 there was a reduction in
disability (mean = -0.7, 95% CI = -0.9 – -0.5) (Figure 5). The change in pain-related
disability in Group II (mean = -0.8, 95% CI = -1.2 – -0.5) did not differ from the
change in Group 0 (p = 0.962). Similarly, the change in Group III (mean = -0.4, 95%
CI = -1.0 – +0.1) did not differ from the change in Group 0 (p = 0.609).

6

Adjusted for medical care-seeking during the follow-up period.
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Figure 5. The adjusted7 changes in pain-related disability in each
intervention group: no ergonomic intervention (Group 0), educational
worksite intervention (Group I), workplace intervention (Group II), and
combined workplace and educational worksite intervention (Group III). Mean
(filled circle) with corresponding 95% CI (vertical lines). Negative values
indicate a decrease in the level of pain-related disability.
Additional analyses
The relative chance to be recovered at the end of the study was also calculated,
similar to the methods used in Paper III. The study group was then selected based on
the self-ratings of neck/shoulder and low back pain/disability. Of the 926 employed
subjects with self-rated neck pain/disability or self-rated low back pain/disability at
study start, 11% received educational worksite interventions, 19% received
workplace interventions, and 9% received combined workplace interventions and
educational worksite interventions. The proportions subjects without self-rated neck
pain/disability or self-rated low back pain/disability at the end of the study were
lower in the group with educational worksite interventions (21%) and in the group
with combined workplace and educational worksite interventions (15%) compared to
the group without ergonomic interventions. The proportion subjects recovered, i.e.
being without self-rated neck pain/disability or self-rated low back pain/disability at
the end of the study, the group without ergonomic interventions did not differ
significantly from the group with workplace interventions (35% and 25%,
respectively). In the multivariate model, the adjusted RC’s for being recovered at the
end of the study was 0.55 (95% CI = 0.3-1.0) for the group with educational worksite
interventions, 0.79 (95% CI = 0.5-1.2) for the group with workplace interventions,
and 0.47 (95% CI = 0.2-1.0) for the group with combined workplace interventions
and educational worksite interventions. In the final model, adjustments were made for
sex, psychological distress at study-start, and sought medical care during the followup period.
7

Adjusted for medical care-seeking during the follow-up period.
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5.5

EXTENDED ANALYSES ON THE DEFINITIONS OF NECK/SHOULDER
PAIN

The study subjects in the papers were selected on base of the two definitions of
neck/shoulder pain (§ 4.2). Could it be so that one of these definitions selected
subjects with more severe symptoms compared to the other definition? In that case,
the results in the four studies are difficult to compare with each other. To answer this
question, additional analyses were performed in order to compare the two definitions.
The pain intensity and pain-related disability scores at baseline were compared using
the two definitions, and the incidence and recovery proportions were also compared.
Pain intensity and pain-related disability scores at baseline
In total 617 employed subjects had self-rated neck pain/disability at baseline, whereas
only 325 subjects had sought medical care due to neck/shoulder pain at baseline. The
mean and medians of the pain intensity and pain-related disability scores at baseline
did not differ between the two definitions (Table XII). When also those without
employment were included, the results did not change (self-rated neck pain/disability:
n=700, sought medical care: n=363). Moreover, the pain intensity and pain-related
disability scores for low back pain did not differ between the two definitions (Table
XII). All this indicates that the two definitions are comparable, at least in respect to
disease severity.
Table XII. Mean (SD) and median (p05-p95) of the pain intensity and painrelated disability scores at baseline for the two definitions of neck/shoulder
pain and low back pain: 1) self-rated pain/disability, and 2) seeking medical
care.
Pain intensity
(0-10)

Pain-related disability
(0-10)

Number
of
subjects

Mean
(SD)

Median
(p05 - p95)

Mean
(SD)

Median
(p05 - p95)

1) Self-rated pain/disability

617

4.8 (1.9)

4.3 (1.3-8.0)

2.1 (2.0)

1.3 (0.0-6.7)

2) Medical care-seeking

325

4.6 (2.0)

4.7 (1.3-8.0)

2.4 (2.3)

1.7 (0.0-7.3)

1) Self-rated pain/disability

961

4.4 (1.7)

4.3 (1.7-7.3)

2.6 (2.3)

2.0 (0.0-7.3)

2) Seeking medical care

590

4.5 (1.9)

4.6 (1.0-7.7)

3.0 (2.5)

2.3 (0.0-8.0)

Neck/shoulder pain

Low back pain
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Incidence and recovery proportion
The prevalence of self-rated neck/shoulder pain/disability at the end of the study was
calculated in a group of 510 men and 623 women without self-rated neck/shoulder
pain/disability at study start. At the follow-up 16% among the men and 29% among
the women perceived self-rated neck/shoulder pain/disability. This was similar to the
incidence proportions using medical care-seeking as definition of neck/shoulder pain:
18% of the men and 29% of the women had sought medical care during the follow-up
(Paper II).
The recovery proportion was calculated using seeking medical care as definition for
neck/shoulder pain. Selected were then those who had sought care due to
neck/shoulder pain at baseline (“cases”). It turned out that for the total group of 314
subjects, 124 subjects (39%) had not sought medical care during the follow-up
period. For men and women separately, these proportions were 45% and 37%,
respectively (89 men and 225 women). This was similar to the recovery proportions
using self-rated neck pain/disability as definition of neck/shoulder pain: 44% of the
men and 33% of the women had recovered at the end of the follow-up (Paper III).
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6 DISCUSSION
Det är natten som gör dagen ljus
6.1

SICKNESS ABSENCE

Those suffering from consistent and concurrent pain in both the neck/shoulder region
and the low back region had the highest prevalence of both sickness absence and
long-term sickness absence. No differences in sickness absence were found between
individuals with solely low back pain and individuals with solely neck/shoulder pain,
indicating that subjects with solely low back pain or solely neck/shoulder pain can to
continue their work to a greater extent, in spite of the presence of pain, compared to
those with consistent concurrent low back pain and neck/shoulder pain. The results
were not altered when 115 unemployed subjects were included in the study
population. Thus, consistently having concurrent low back pain and neck/shoulder
pain could also reflect a more general musculoskeletal pain syndrome, with a
different underlying patho-anatomical cause for solely low back pain or solely
neck/shoulder pain. This remains to be investigated further.
According to a systematic literature review of the scientific evidence for causes to
and consequences of sickness absence, performed in Sweden in 2003, there was
limited published research on causes for sick leave due to low back and neck/shoulder
pain (59). Factors that were found to influence the risk for sick leave due to back
disorders were self-rated pain, physical impairment, and previous sick leave due to
back disorders. The influence of co-morbidity, in terms of poor general health or nonmusculoskeletal related disorders such as cardiovascular diseases, has also been
reported to affect sickness absence due to low back pain (50, 111, 151). The finding
that individuals with concurrent low back pain and neck/shoulder pain have higher
sickness absence is supported by Nordin et al. (2002), who found that workers with
low back pain and concurrent musculoskeletal complaints from another anatomical
region (including spinal co-morbidity) were more likely to remain sick-listed than
individuals with solely low back pain (111). On the other hand, IJzelenberg et al.
(2004) did not find that concurrent low back pain and neck/shoulder pain increased
the risk of sickness absence (72). This discrepancy with present study could be
explained by the fact that IJzelenberg et al. (2004) used self-reported sickness
absence data, while the present study used official register data, which is more
accurate (72, 156). Another explanation could be the use in the present study of two
measuring points, which seems to be an appropriate method to account for the highly
recurrent nature of these disorders.
Several studies have analyzed the direct and indirect costs related to patients with
neck/shoulder and low back pain and reported that 85%-95% of the total costs are
indirect costs, i.e. costs related to the sickness absence of these patients (20, 39, 57,
156). None of these studies controlled for a potential influence from the concurrent
body region, or co-morbidity. Hence, double counting of the costs could have
occurred, and the estimated costs in these studies would probably become completely
altered if those with solely neck/shoulder pain and low back pain and those with
concurrent neck/shoulder and low back pain were analyzed separately. This could be
one practical application of Paper I. Another practical application could be that
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clinicians should take into account that patients with concurrent neck/shoulder and
low back pain are more likely to have a poorer prognosis than patients with solely
neck/shoulder or low back pain.
Methodological considerations – Paper I
During the study period, the prevalence of sickness absence was somewhat higher in
Norrtälje than in Sweden as a whole. This should not have influenced the odds ratios,
as the prevalence of sickness absence was compared between different groups within
Norrtälje. However, the fact that the social security system differ between countries
might restrict the applicability of the results to Sweden alone.
The independent variable was based on the location and the consistency of the selfrated pain/disability. Using two points of measurements enabled us to identify those
individuals that had a higher prevalence of (long-term) sickness absence. Using only
one point of measurement was insufficient to identify these individuals; as much as
41% had given inconsistent answers and the prevalence of sickness absence was not
increased in this migrating group. Thus, the use of repeated measurements seemed to
increase the precision of self-rated pain/disability.

6.2

INCIDENCE OF NECK/SHOULDER PAIN

The results showed that a large proportion of the individuals in the working
population had developed neck/shoulder pain during the 4-6 year period. The
incidence of neck/shoulder pain was around 20% for men and around 30% for
women. These figures are within the range of the incidences presented in other
studies (Table I). The ratio between women and men was around 1:1.5, in accordance
with other studies (Table I). Several explanations for the higher incidence among
women have been suggested, but the reasons are still not clearly understood (68).
Women might be more susceptible than men due to differences in strength,
anthropometry, or hormones. Moreover, women may be more willing to report pain
(88) and seek more often medical treatment than men.

6.3

PROGNOSIS OF NECK/SHOULDER PAIN

The results showed that only around one in three individuals with neck/shoulder pain
had recovered 4-6 years later. This proportion is in accordance with other studies,
even though the range between the different studies was wide (Table II). The general
opinion is that a large majority (90%) of individuals with low back pain recover
within a month of a new episode (40, 106, 117). Thus, the prognosis for individuals
with neck/shoulder pain seems to be worse compared to individuals with low back
pain. One explanation for this difference in prognosis could be that the upper
extremity is involved in nearly every work situation, leading to both a higher chance
of irreparable tissue damage and a lower amount of recovery time. One other
explanation could be that in manual handling jobs, the muscles in the neck/shoulder
region have a higher proportional loading (%MVC) than the muscles in the low back
region.
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6.4

WORK-RELATED RISK FACTORS FOR NECK/SHOULDER PAIN

Due to the multifactorial origin of neck/shoulder pain, it seems to be difficult to find
single risk factors when studying a general population, especially among women.
Among men, only moderately increased risks were found for some single risk factors;
however, the risk estimates increased with the number of simultaneous exposures.
Men
Of the biomechanical exposures, manual handling > 50 N > 60 min/day was an
important risk factor, a result in accordance with other population-based cohort
studies (4, 61). There was no association between repetitive work and the onset of
neck/shoulder pain. This result is in contradiction to other studies (Table III and Table
IV). One of the reasons for the lack of associations could be the low precision in the
exposure measurements (87). The question concerning “repetitive work” might have
been too complex, as it could have been taken to refer to either the repetition of work
tasks or to the frequency of body movements in different work tasks. In accordance
with recently published studies, working with the hands above shoulder level > 30
min
/day was not identified as a risk factor (Table IV). Sitting > 50% of the working
time was not found to be associated with the onset of neck/shoulder pain, whereas
sitting > 75% of the working time (> 6 hours/day) was found to be associated with a
decreased risk. In two other studies, in which the cut-off point was sitting > 50% of
the working day (> 4 hours/day), the calculated RRs/ORs tended to be associated with a
decreased risk for neck/shoulder pain, but did not reach the levels of significance
(103, 160). It is possible that the use of different cut-off points was the cause of the
difference in results.
Of the psychosocial and organizational exposures, night work/shift work was
identified as a risk factor. This exposure has previously been identified as a risk factor
for neck/shoulder pain in women (160). On the other hand, Cassou et al. found no
association with night work/shift work and the incidence of neck/shoulder pain (26).
Moreover, there is an increased risk for the onset of several other diseases, such as
peptic ulcer and coronary heart disease (78). Thus, the association between night
work/shift work and neck/shoulder pain remains to be studied further. Surprisingly, a
decreased risk for seeking medical care during the follow-up period was also found
among those with few opportunities to learn and develop at work. One possible
explanation is that there could be a difference in care-seeking behavior between the
exposed and unexposed subjects, for example due to financial reasons, since three in
four exposed subjects were blue-collar workers, such as bus or taxi drivers. High
mental demands was not associated with the onset of neck/shoulder pain. Testing
different cut-off points, e.g. using the scales according to Ariens (2001), did not alter
the results (8).
Adding all these positive and negative results to Table IV, the existing evidence
concerning manual handling changed from no evidence into evidence, and that
concerning high physical load from evidence into no evidence (Table XIII). As these
two exposures are highly correlated, these somewhat contradictory results show that
the concept of evidence is difficult. A simple count of positive and negative studies in
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order to find evidence has been rightfully criticized earlier (80). Firstly, studies of
higher quality need to be given more weight in an evaluation. Secondly, results need
to be confirmed by more than one type of study employing different research
methods. Thirdly, positive publication bias could result in an overrepresentation of
positive findings. The results from Table XIII should thus be used carefully. Note that
the summary covered only recently published population-based cohort studies. There
is thus a need to conduct a systematic review on the risk factors including all highquality cohort, case-referent or even cross-sectional studies performed over the years.
This review should preferably try to pool the risk estimates.
Table XIII. Adding the results from the thesis into the summary of
epidemiological studies published 2001-2006 concerning work-related risk
factors for neck pain, shoulder pain, or neck/shoulder pain. ++ = significant
positive association, +/0 = non-significant association.
Adding Paper II

Number of
studies

++1)
+/03)

2 studies ++
1 study1) ++
1 study3) +/0
2 studies +/0

+/0

2 studies ++
2 studies +/0

X

+/0

3 studies ++
2 studies +/0

X

Not studied

2 studies ++

+/0

5 studies +/0

Not studied

1 study ++
1 study1) ++
1study +/0

Evidence

Manual Handling

1)

X

High physical load
heavy work, high
energy expenditure
Repetitive work

No evidence

X

Posture
Neck posture
Arm posture4)
Awkward back
posture

X
X1)

Sitting work > 4
hours/day
High mental
demands

X
X

+/0

2)
3 studies +/0

+/0

5 studies ++
4 studies +/0

Low decision
latitude

X

+/0

2 studies ++
7 studies +/0

Job strain

X

+/0

2 studies ++
3 studies +/0

+/0

1 study ++
1 study3) ++
1)
1 study ++
4 studies +/0

Poor support at
work
1)
2)
3)
4)

X

Only men
Protective
Only women
Including hands above shoulder level

Evidence: Significant associations and consistent findings.
Inconclusive evidence: All other cases.

49

Compared to single exposures, the risk for seeking care for neck/shoulder pain was
higher among men exposed to simultaneous exposures (Table X). One possible
physiological explanation could be that there is a lack of recovery time when exposed
to several risk factors simultaneously. Another explanation could be that the muscular
loading is increased when exposures occur at the same time. One possible
methodological explanation could be that, by combining different exposures, contrast
is created. As a result of this, the unexposed category is not exposed to other risk
factors.
Women
For women, no work-related exposures were identified as risk factors. One
explanation for the difficulty in identifying risk factors could be that the contrast
between the unexposed and exposed category was too low in a population-based
cohort. Moreover, very few of the women have high levels of exposures. Studies in
which the exposure prevalence is low are more easy influenced by misclassification
errors, given that the specificity and sensitivity are equal (12). Women could have a
lower precision in estimating the exposures at work, compared with men. As women
have many different job tasks, it is likely that the task-orientated interview model
used in the MUSIC-Norrtälje baseline study did not quantify them all, which will
have led to an underestimation of the exposure prevalence. Another reason for the
difficulty in identifying risk factors for women could be that the unexposed category
is exposed to other concurrent risk factors. Besides risk factors at work, women are
more highly exposed during the time off work compared with men, as women more
often work part time and do most of the housework. It must be kept in mind that
negative results should not be used as evidence for a lack of association (125). It
seems more likely that the lack of risk factors for women is due to the methods used,
rather than that neck/shoulder pain is not work-related in women.
Methodological considerations – Paper II
The intention in the baseline study was to investigate risk factors for getting a new
episode of neck/shoulder pain or low back pain. For this reason, those individuals who
had sought medical care during the six months before enrolment were excluded. This
could have led to an exclusion of the more severe cases and thus could have resulted in
a reduced exposure prevalence (38, 123). The study population used for studying workrelated risk factors was a random sample from the general working population in all
aspects except for sex; the proportion of women included in this sub-cohort was larger
than in the Swedish general working population.
Surprisingly, the results from the baseline study (160), with a case-control design
could not be replicated when using a prospective cohort design. This could be due to
a differential misclassification of exposures in the baseline case/referent study, or the
disappearance of exposures during the follow-up period. It is possible that the
difference could also be due to a lower accuracy of the use of self-reports of seeking
medical care; a four to six year period might be too long for a subject to remember if
he/she had sought medical care due to neck/shoulder pain. The use of a diary is
preferred to increase precision, but very impractical during a four to six year period.
This potential outcome misclassification might not have lead to an overestimation of
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the risk estimates in the follow-up study, because it is unlikely that exposed and
unexposed subjects differed in terms of memory bias; it is more likely that a dilution
of the risk estimates could have occurred.

6.5

WORK-RELATED PROGNOSTIC FACTORS FOR NECK/SHOULDER
PAIN

A higher relative chance of recovery was found for both men and women exposed to
sitting > 75% of the working time. A sitting work position both hampers the
possibility of working with high forces and the possibility of performing prolonged
work with hands above shoulder level. Thus, those exposed to sitting ≥ 75% of the
working time were not exposed to the other biomechanical loads. The increased
chance of recovery among those with a predominantly sitting work position was
probably due to the lack of exposure to the other three biomechanical loads rather
than to the sitting position itself. In self-reports, the estimated time spent sitting at
work has a higher precision than the estimates of other biomechanical exposures (87,
141, 163-165). This could be one possible explanation for why sitting ≥ 75% of the
working time turned out to be significant in the univariate analyses while the other
three biomechanical exposures did not; a low precision concerning exposures has a
dilutive effect on the chance estimates (125).
Subjects exposed to job strain had a higher chance of recovery than those who were
not exposed. It is difficult to explain this counterintuitive result. The relationship
between job strain and the onset of neck/shoulder pain has been more widely studied
than the relationship between job strain and recovery. There are some studies in more
homogenous groups that have identified job strain as a risk factor or an effect
modifier for neck pain (56, 94, 126, 146, 150). Previous reports from the MUSICNorrtälje study reported a lack of association between job strain and the onset of
neck/shoulder pain. One earlier study reported a lack of association between job
strain and the recurrence of neck or shoulder complaints (96). Further studies are thus
needed in order to see if the results were due purely to chance alone.
Manual handling > 50 N > 60 min/day was found to have a moderate negative influence
on recovery from neck/shoulder pain, a result in accordance with other prognostic
studies on the associations between biomechanical exposures and neck or shoulder
pain (26, 103, 153, 161). However, there are other studies in which high physical load
did not influence recovery at all (18, 75). This indicates that there is still a need for
additional studies on the influence of manual handling on recovery from
neck/shoulder pain. The evidence concerning the influence of work-related exposures
on the prognosis of neck/shoulder pain, presented in Table V, was not altered by the
results of the thesis, except for high mental demands. The negative results in the
present study indicated a change from evidence to no evidence.
A decreased relative chance of recovery was found for subjects simultaneously
exposed to at least two of the following three biomechanical exposures manual
handling, work with hands above shoulder level, and work with vibrating tools. Thus,
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it seems that when there are simultaneous exposures, the recovery process cannot
begin.
Methodological considerations – Paper III
The subjects of Paper III were those that had self-rated neck/shoulder pain/disability at
baseline, thus a mix of “cases” and “referents”. It is difficult to see how the age- and
sex-matching in the original case-referent study or the mix of care-seekers and noncare-seekers could have introduced a bias of the results, since confounding by age and
sex was taken into consideration.
It is possible that a four to six year follow-up was too long to be able to identify
potential associations between single exposures and the prognosis of neck/shoulder
pain, as much could have happened in between. However, in a public health context,
it is important to study the effects of exposures and interventions also over a longer
period of time, especially in highly recurrent diseases.
Concerning the outcome, one disadvantage of the use of dichotomizing pain intensity
and pain-related disability scores could be that subjects who improved their pain, but
did not have a total resolution of the pain, were not considered as recovered. For
example, those who changed their pain intensity from 8 to 4 were not regarded as
recovered. However, this should not have influenced the chance estimates in Paper
III, since there were very few subjects with such high pain intensity scores available
in the study group.

6.6

ERGONOMIC INTERVENTIONS

Educational worksite intervention
The purpose of educational worksite intervention is to increase the capacity of the
individual to better fit the demands of the work. In terms of pain intensity and painrelated disability, the prognosis for individuals receiving educational worksite
intervention was poorer than for those not receiving any intervention, this in spite of
the fact that the individuals receiving ergonomic intervention had also sought more
medical care during the follow-up period. Individuals that had sought medical care
had a poorer prognosis than those that had not sought medical care, and adjustments
were therefore made in the general linear models in order to rule this factor out as an
explanatory factor. These negative results are in accordance with a number of earlier
reviews (Table VI) (90, 144, 158).
One underlying mechanism for the persistence of pain in subjects receiving
educational worksite intervention could be the phenomenon known as medicalization.
Medicalization implies that chronic pain can emerge from negative orientations
towards pain even when the acute injury ought to have healed or when no injury was
found (55, 167). The educational worksite interventions in the present study might
have medicalized the subjects, as focus was probably put more on the incapacity of
the individual (negative orientation) than on the biomechanical and psychosocial
loading exposures per se (55). The lack of success of educational worksite
intervention could also have originated from a discrepancy in perception between
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employers and employees of the causes of neck/shoulder and low back pain.
Employers may be more likely to attribute the employees’ pain to the employees’
behavior, such as improper lifting techniques or working posture, rather than to an
unsafe work environment (24). Thus, they are more likely to try to increase workers’
capacity than to change the working conditions. Employees, on the other hand, may
believe that work conditions caused the injury. When employees expect different
interventions than those which are actually applied, forced attendance may result in a
rather low compliance and thus create friction between employer and employee (24).
Hence, it seems to be of great importance that before applying ergonomic
intervention, employers and employees should both agree on which form of
intervention would be most appropriate.
Workplace interventions
The lack of effect of workplace interventions could be due to the interventions having
been inappropriate; for exemple, the changes in the work environment could have
been incorrect, insufficient, or introduced too late (37, 90, 155). While workplace
ergonomic interventions could be effective for preventing the initial occurrence of
neck/shoulder or low back pain (primary prevention), they may not be able to cure
existing disorders (secondary prevention) (53). In Paper IV, only secondary
prevention was investigated.
Based on the evidence for the effectiveness (cost-benefit) of workplace interventions
on return to work (Table VI) (6, 67, 80, 93), the workplace intervention strategy
seems to be more promising than the educational worksite intervention strategy.
However, compliance with workplace interventions is rather low, even in highly
motivated workers (16, 37). Knowledge of the barriers to and facilitators of
compliance is still limited (37). Most of the earlier studies on the effect of ergonomic
interventions were focused on patients with low back pain. Studies on patients with
exclusively neck/shoulder pain are rare, especially studies that examine the
effectiveness of workplace interventions on the reduction in neck/shoulder pain
intensity and pain-related disability. Comparison of Paper IV with other studies is
difficult, since other studies were quite different regarding such things as selection of
study population, choice of study design, length of follow-up time, definitions of
workplace intervention, and method of defining the outcome of interest (66, 144). In
Paper IV, the subjects were still at work and the outcomes of interest were the
changes in pain intensity and in pain-related disability. This choice of study group in
combination with these outcomes has to our knowledge not previously been studied
in any RCT or in any high-quality observational study (66).
Methodological considerations – Paper IV
The overall negative results of the ergonomic interventions on pain intensity and
pain-related disability could have been due to methodological issues stemming from
the observational approach of the study. For example, the subjects who received
ergonomic interventions during the follow-up period could have been selected,
because it was believed they had a poorer prognosis than others. Reasons for such
belief could have been seeking medical care, high illness severity, or different workrelated exposures at baseline (14). This selection bias is known as confounding by
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indication. In order to control whether this bias had occurred, potential differences in
the levels of pain intensity and pain-related disability and the presence of e.g.
irradiating pain at baseline were examined. As many as eighteen potential
confounders were considered and only one turned out to be significant (medical care
during the follow-up period). In all models, adjustments for this particular confounder
were made. Moreover, only those that had sought medical care at baseline were
included in the study, again in order to rule this potential confounding factor out.
Although there could have been other baseline factors that were not controlled for, it
seems that confounding by indication was not present in Paper IV.
The questions concerning the ergonomic interventions have previously been used in
national and international surveys (6, 109), and were slightly modified to fit the aims
of the present study. The low number of subjects did not permit us to study different
workplace or educational worksite interventions separately. Grouping effective and
non-effective interventions together in one category could have diluted the estimates.
In this paper, there were as much as 164 subjects that did not respond to the questions
concerning the ergonomic interventions. Probably, these subjects had not had
experienced neck/shoulder or low back pain for more than seven consecutive days
during the follow-up. Compared to the reference category, these non-respondents were
similar in sex, age, socio-economic status, and pain-related disability at baseline, but
had slightly lower levels of pain intensity at baseline. The results should not have been
influenced to a high degree, since it is not likely that there were proportional more nonrespondents in one particular ergonomic intervention group.
The results remained the same, also when a different analytical method was used in a
group with partly different subjects, pointing out that the ergonomic interventions
performed during the follow-up seemed not to be effective in either increasing the
individual’s capacity or reducing the workload to such levels that recovery was
attained.

6.7

OVERALL METHODOLOGICAL CONSIDERATIONS

Bias is a systematic error and must be avoided. There are in general three groups of
bias; selection bias, information bias and confounding. Selection bias occurs when the
population that is studied is not representative of the target population, for example
through errors in sampling or selective loss during the follow-up (125). Information
bias occurs when the measurements of the exposure and outcomes are inadequate
possibly leading to an incorrect categorization of the subjects. Misclassification due to
information bias can be non-differential or differential. Using dichotomous exposure
variables, non-differential misclassification can have two directions: 1) the truly
unexposed subjects are wrongly observed as exposed, and 2) the truly exposed subjects
are wrongly observed as unexposed; these are issues of specificity and sensitivity. Nondifferential misclassification of dichotomous exposure variables leads predominantly to
an underestimation of the association between exposure and outcome (125). Given
equal specificity and sensitivity, small errors may have apparently large influences on
the relative risk estimates, especially when the exposure prevalence is low, as shown by
Armstrong (1998) (12). Winkel and Mathiassen (1994) pointed out that the lack of
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evidence for associations between work and musculoskeletal pain could to a large
extent be explained by the lack of quantitative exposure data (168). There are several
reasons for non-differential misclassification of exposure, especially when using selfratings. The individual’s internal interpretation of the actual exposures should be
correct, and at the same time, the questionnaire should allow the individual to report the
actual exposures. The two processes of interpretation and reporting are also essential
for classification of the outcome. The individual should, over a long period of time, be
able to register the occurrence, the location, and the consequences of the pain and be
able to mark the boxes that correspond to these features. In the two processes of
interpretation and reporting, the perceptual and cognitive ability and the memory
capacity of the subjects thus play important roles (142). Differential misclassification of
exposure occurs when the classification error differs between those with and without
neck/shoulder pain. In dichotomous exposure variables, this type of bias can go in
either direction; exaggerating or underestimating the associations (125). The third type
of bias occurs when the effect of the exposure of interest is mixed together with the
effect of another variable, a confounder. Stratifying the analyses or including the
confounder in the analyses could control for this kind of bias.
Choice of study population
The MUSIC-Norrtälje baseline study included only those that were living in
Norrtälje. The subjects who were working or studying outside the area were excluded.
This criterion was set up in order to control for the possibility that cases would
consult caregivers outside the region if they were working or studying outside the
region. The Norrtälje region covers agricultural (e.g. farmers), service (e.g. prison,
hospital), and production industries (e.g. a paper mill), and the socio-economic
distribution in the study sample and in Norrtälje mirrors quite well the socioeconomic distribution in Sweden as a whole. More than 100 different occupations
were represented in the study population. The other Nordic countries are similar to
Sweden in many aspects. Therefore, the study population can be considered as a
general population representative for at least the Nordic countries and maybe also to
the rest of Europe.
Response rate
Probably all available caregivers in the area participated in the baseline study. The
response rate of the participants in the baseline study has earlier been estimated at 69%
(160, 166). Eighty-three percent responded to the follow-up questionnaire. There were
no differences in response rates found between cases and referents, blue and white
collar workers, and subjects with and without pain/pain-related disability. The
proportions of males and subjects < 45 years were higher in the group of nonrespondents compared to the respondents.
Exposures
The exposures used in the thesis were based on the potential risk or health factors for
neck/shoulder and low back pain that were known at the time of study-start. New
research indicates that other variables also should have been included. This is a
limitation shared with other longitudinal studies.
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In the MUSIC-Norrtälje baseline study, a considerable effort was made to achieve
high-quality exposure assessments. Nearly all work-related exposures were, after a
long period of testing, considered sufficiently valid and reliable to be used in
epidemiological studies, except for repetitive work (87, 105, 119, 141, 163).
Nevertheless in Paper II and Paper III, non-differential misclassification of exposure
could have occurred, perhaps diluting the risk and chance estimates in the COX
regression analyses. Probably, non-differential misclassification could also have
occurred in paper IV. The subjects might have had problems to classify the
ergonomic interventions received during the follow-up due to interpretation and
memory problems. If the four different ergonomic intervention groups were equally
incorrect in reporting exposure, non-differential misclassification might have
occurred.
Concerning differential misclassification, one disadvantage of using self-ratings
compared to observational measures could be that those with complaints might
systematically overestimate the levels of exposure (125). For this reason, a
longitudinal design was used in the studies on the risk and prognostic factors (Paper
II and Paper III) in order to avoid measuring work-related exposures at the same time
as measuring the outcome. In Paper IV, differential misclassification could
theoretically have occurred, because both the exposure (ergonomic intervention) and
outcome (pain intensity and pain-related disability) were measured at the follow-up.
If there were more subjects that had forgotten whether they had received an
ergonomic intervention in the group that had recovered, compared those still in pain,
the effect of ergonomic interventions could have been underestimated, since these
recovered subjects were then wrongly ascribed to the reference category.
Definitions of neck/shoulder pain
Despite an impressive number of studies on neck/shoulder pain, there is still
considerable uncertainty about the etiology of these problems (131). Most of the
clinical assessment methods and radiological examination methods used are still
insufficient regarding sensitivity and specificity (106). Using specific neck/shoulder
diagnoses in order define “cases” seems therefore to be difficult. As pain is an
individual sensation, according to the definitions proposed by the IASP (102), maybe
the use of self-rated pain intensity scores is a better way to differentiate the pain-free
individuals from individuals with neck/shoulder pain (129). For many diseases, the
cases seen by medical care providers are an unrepresentative group of all cases in the
community, as merely those with severe complaints seek medical care (14). However,
using care-seeking as a method to identify “cases” in a population-based study has a
strong socio-economic importance (30). In this thesis, two definitions of
neck/shoulder pain were used: 1) self-rated pain/disability with predefined cut-off
points, and 2) seeking medical care.
Self-rated pain/disability
The definition of self-rated neck/shoulder pain was based on a combination of pain
intensity and pain-related disability. A similar approach to define the
presence/absence of musculoskeletal disorders has been proposed by others (18, 97,
122). The chosen limit for a subject to be considered to have neck/shoulder pain or
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low back pain was a pain intensity score ≥ 3 and/or a disability score > 1. These cutoff points were based on the distribution in the entire cohort of 2329 subjects. In both
the baseline study and the follow-up study, about a third of the subjects had a pain
intensity score of ≥ 3 and/or a pain-related disability score of > 1. These distributions
correspond to the 1-year prevalence of neck/shoulder pain found in earlier studies
(31, 120). It was also considered that these levels of pain intensity and pain-related
disability had a clinical relevance. Moreover, the chosen cut-off scores were at a level
where it was still possible for the subjects to be able to work.
One disadvantage of using self-ratings is that pain-thresholds are different for each
individual. There are also several methodological/statistical problems with the use of
Visual Analogue Scales (129). Moreover, “subjective” ratings seldom correspond
with “objective” measures. Winters et al. compared “clinical” recovery with “selfrated” recovery (169). One-hundred-and-one patients with a new episode of shoulder
complaints were studied during a 26-week period at five points in time. Besides a
clinical examination of the ROM in the shoulder-joints, the subjects were asked to fill
in a 6-item questionnaire concerning shoulder pain, and were also asked to indicate if
they were “cured” or “not cured”. The results showed that a fast decrease of the pain
and the ROM scores occurred within the first weeks, and that after 6 weeks hardly
any further changes were seen. After 12 weeks, 25% of the patients still had clinical
shoulder signs, but these were not perceived as very disabling. In addition, the ratings
of the ROM and pain intensity at the end of the study did not correspond to whether
the subject felt recovered or not. There was a very narrow margin between those that
rated themselves as “cured” and those that rated themselves as “not cured”,
concerning these scores. The authors concluded that self-perceived recovery
depended mainly on the initial levels of pain intensity and not on the clinical picture
at the end of the study. This indicates that the change in pain intensity levels between
baseline and the end of the study seems to be of importance in determining whether a
patient considers themselves recovered or not, and not just the level of pain intensity
at the end of the study-period.
Seeking Medical care
Using seeking medical care as an operationalization of neck/shoulder pain has the
advantage that is it a feasible method to identify incident cases in a general population
and it may restrict the selection of study subjects to the more severe cases (14, 104).
A disadvantage of this outcome measure is that, conceptually, seeking medical care is
a “behavior” and not a “disease”. The biological tissue damage is not automatically
greater in individuals that seek medical care than in those that do not seek medical
care. Care-seeking behavior is influenced by many individual factors such as
individual tolerance to pain, coping, and the economical feasibility of seeking care,
and also by societal factors such as the availability of and the geographic distance to
the relevant medical service (14, 30).
Interestingly, the two definitions of neck/shoulder pain used in this thesis were
comparable, at least with respect to the severity of neck/shoulder pain. There were no
differences in pain intensity or pain-related disability between the two definitions.
Note that these results are not in contradiction to studies that showed that high pain
intensity and pain-related disability scores are strong predictors for health care
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utilization (30, 104). The study group in these studies was selected based on the
presence of pain, excluding the care-seekers that seek for other reasons than pain.
Moreover, the incidence and recovery proportions did not differ between the two
definitions used in this thesis. This could imply that in future studies in the field of
public health, the use of these self-rated pain/disability scores, using these cut-off
points, may be a useful and uncomplicated method of identifying subjects with
moderate/severe neck/shoulder pain. It is possible that the use of repeated
measurements and a combination of the two definitions of neck/shoulder pain (selfrated pain/disability and seeking medical care) could increase the precision one step
further. This possibility remains to be investigated.

6.8

FUTURE STUDIES

This thesis has identified several areas in which more research is warranted.

There is a need for:
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•

more studies on the determinants for sickness absence

•

better exposure assessment methods that can quantify work-related exposures

•

better diagnostic methods

•

reviews to establish the degree of evidence for work-related risk factors for
neck/shoulder pain

•

more high-quality studies on work-related exposures influencing the onset and
prognosis of neck/shoulder pain

•

more effective ergonomic interventions

•

more in-depth studies of my belly button

7 CONCLUSIONS

o For individuals with consistent and concurrent neck/shoulder and low back
pain, sickness absence was more common than for individuals with solely
consistent low back pain or solely consistent neck/shoulder pain.

o During a four to six year period, 18 % of the men and 29 % of the women
sought medical care due to a new episode of neck/shoulder pain. Among
subjects with self-rated neck/shoulder pain, 44 % of the men and 33 % of the
women had recovered at the end of the study.
o For men, manual handling > 50 N > 60 min/day and night work/shift work were
identified as risk factors for the onset of neck/shoulder pain. The risk
increased with the number of simultaneous exposures. For women, no
biomechanical, psychosocial or organizational work-related risk factors were
found.

o For both men and women exposed to sitting > 75% of the working time, the
recovery from neck/shoulder pain was enhanced. The recovery was hampered
for those exposed to at least two of the following three biomechanical
exposures: manual handling > 50 N > 60 min/day, work with hands above
shoulder level > 30 min/day, or work with vibrating tools > 60 min/day.

o For men and women with neck/shoulder or low back pain, ergonomic
interventions were ineffective concerning the reduction in pain and painrelated disability.

59

8 ACKNOWLEDGEMENTS
I would like to express my gratitude to all friends and colleagues who helped me
through; it sure isn’t a one-man job! In particular, I would like to thank:
Christina Wiktorin, my main supervisor, for the opportunity of being your PhD
student, for your sense of perfection (the best isn’t good enough), for setting the
limits for too much creativity, for trying to follow me although I jumped over several
mind-steps, for increasing my biomechanical knowledge, and for all the good laughs
we had.
Malin Josephson and Lars Alfredsson, my co-supervisors, for sharing your colossal
scientific knowledge with me, for your faith in me as a PhD-student and encouraging
me in this journey, although there is not much fame in being a co-supervisor!
Magnus Svartengren, Karolinska Institutet, Department of Public Health – Division
of Occupational Medicine, for your skills in always finding financial backing despite
a very tight budget, and for guiding me through the jungles of the Karolinska
Institutet and the Stockholm County Council.
Teresia Nyman, co-author, for being the perfect colleague and friend, for sharing
your music (where’s the one?), for your enormous energy in everything you do at
work and especially besides work, and for reminding me that there is much more to
do than work, for example exploring the world of Dutch jeans.
Johan Liwing, Ewa Wigaeus Tornqvist, Linda Norrman, and Marie Mulder, coauthors, for generously sharing your knowledge of bizarre topics, like healtheconomics, epidemiology, and statistics.
Inga-Lill Petterson, Carola Lidén, Per Gustavsson, and all other colleagues at
AMM, Centre for Public Health, Stockholm County Council, for providing me a
stable base to work from at the Department of Occupational Health, and introducing
me into the world of occupational medicine.
Ola Leijon, my colleague-next door, for physical and mental support, and helping me
through all the paper work involved with being a doctoral student.
Eva Bernmark, Kerstin Waldenström, Magnus Alderling, Helena Tillegård,
Jerker Alberyd, and all current and former colleagues in the “Norrbacka
tower”, for creating the real tower spirit, the tyto alba association, and for the copious
number of meetings and lunch discussions. I won’t forget the moment I passed the
finish line before you all during the Go-Cart game. Revenge?
All doctoral students at the Department of Occupational Health. Nobody named,
nobody forgotten. Don’t give up and good luck to you all!

60

Anne-Marie Windahl, Gun-Maria Löfberg, Iréne Tjernberg, Maria Elb, Vanja
Landin, and Inger Tjergefors, administrative secretaries, for easily solving hopeless
problems with a smile.
All heads and colleagues at the Department of Neurobiology, Care Sciences and
Society, for all support during the study period, and especially Eva Mattsson for
making the first contact with Christina. CU soon!
Lennart Holmström and Lenah Kvarnlind, my dear friends, for always being there
for me: playing and listening, and Björn Äng, for fruitful and especially unfruitful
discussions.
Kerstin & Janne, Anna & Jonne, Elin & Elias, Erik & Lotta, Oscar & Biten,
Emil & Elle, Rebecka & Adam, my Swedish family, for being a part of the
Ekstrand/Skagerstöm posse.
Tom & Ellen, Herman & Petra, Nora & Birgit, Henk & Johanny, Adje & Gerry,
Floor & Jip, Coen, Marisa, and Jill, my Dutch family, I see forward to meet you all
soon!
Sara, Vincent and Sanne, My little family, for putting up with me working day and
night: Eindelijk is mijn boekje klaar! Your presence is my existence.

61

9 REFERENCES
1.
2.
3.
4.
5.
6.

7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.

62

Ahlbom A. Biostatistics for epidemiologists. Boca Raton: Lewis Publishers; 1993.
Alexanderson K. Sickness absence: a review of performed studies with focused on levels of
exposures and theories utilized. Scand J Soc Med 1998;26:241-9.
Andersen JH, Kaergaard A, Frost P, et al. Physical, psychosocial, and individual risk
factors for neck/shoulder pain with pressure tenderness in the muscles among workers
performing monotonous, repetitive work. Spine 2002;27:660-667.
Andersen JH, Kaergaard A, Mikkelsen S, et al. Risk factors in the onset of neck/shoulder
pain in a prospective study of workers in industrial and service companies. Occup Environ
Med 2003;60:649-54.
Andersson GB. Epidemiological features of chronic low-back pain. Lancet 1999;354:581585.
Anema JR, Cuelenaere B, van der Beek AJ, et al. The effectiveness of ergonomic
interventions on return-to-work after low back pain; a prospective two year cohort study in six
countries on low back pain patients sicklisted for 3-4 months. Occup Environ Med
2004;61:289-294.
Ariens GA, Bongers PM, Douwes M, et al. Are neck flexion, neck rotation, and sitting at
work risk factors for neck pain? Results of a prospective cohort study. Occup Environ Med
2001;58:200-207.
Ariens GA, Bongers PM, Hoogendoorn WE, et al. High quantitative job demands and low
coworker support as risk factors for neck pain: results of a prospective cohort study. Spine
2001;26:1896-901 discussion 1902-3.
Ariens GA, Bongers PM, Hoogendoorn WE, et al. High physical and psychosocial load at
work and sickness absence due to neck pain. Scand J Work Environ Health 2002;28:222-231.
Ariens GA, van Mechelen W, Bongers PM, et al. Physical risk factors for neck pain. Scand
J Work Environ Health 2000;26:7-19.
Ariens GA, van Mechelen W, Bongers PM, et al. Psychosocial risk factors for neck pain: a
systematic review. Am J Ind Med 2001;39:180-193.
Armstrong BG. Effect of measurement error on epidemiological studies of environmental
and occupational exposures. Occup Environ Med 1998;55:651-6.
Askildsen JE, Bratberg E, Nilsen OA. Unemployment, labor force composition and
sickness absence: a panel data study. Health Econ 2005;14:1087-101.
Barker DJP, Rose G. Epidemiology in medical practice. Edinburgh, London and New York:
Churchill Livingstone; 1979.
Bernard BP. Musculoskeletal disorders and workplace factors. Cincinnati (OH): US
Department of Health and Human Services; 1997.
Berner K, Jacobs K. The gap between exposure and implementation of computer
workstation ergonomics in the workplace. Work 2002;19:193 -199.
Binder A. Neck pain. Clin Evid 2005:1501-24.
Bonde JP, Mikkelsen S, Andersen JH, et al. Prognosis of shoulder tendonitis in repetitive
work: a follow up study in a cohort of Danish industrial and service workers. Occup Environ
Med 2003;60:E8.
Borghouts JA, Koes BW, Bouter LM. The clinical course and prognostic factors of nonspecific neck pain: a systematic review. Pain 1998;77:1-13.
Borghouts JA, Koes BW, Vondeling H, et al. Cost-of-illness of neck pain in The
Netherlands in 1996. Pain 1999;80:629-636.
Bot SD, van der Waal JM, Terwee CB, et al. Incidence and prevalence of complaints of the
neck and upper extremity in general practice. Ann Rheum Dis 2005;64:118-23.
Brandt LP, Andersen JH, Lassen CF, et al. Neck and shoulder symptoms and disorders
among Danish computer workers. Scand J Work Environ Health 2004;30:399-409.
Burdorf A, Naaktgeboren B, Post W. Prognostic factors for musculoskeletal sickness
absence and return to work among welders and metal workers. Occup Environ Med
1998;55:490-5.
Byrns GE, Bierma TJ, Agnew J, et al. A new direction in low-back pain research. AIHA J
(Fairfax, Va) 2002;63:55 -61.
Cassidy JD, Carroll LJ, Cote P, et al. Effect of eliminating compensation for pain and
suffering on the outcome of insurance claims for whiplash injury. N Engl J Med
2000;342:1179-86.

26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.

37.
38.
39.
40.
41.
42.
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.
53.

Cassou B, Derriennic F, Monfort C, et al. Chronic neck and shoulder pain, age, and
working conditions: longitudinal results from a large random sample in France. Occup
Environ Med 2002;59:537-544.
Chaffin DB, Andersson GBJ, Martin BJ. Occupational biomechanics. 4th ed. Chichester,
New York: Wiley; 2006.
Cole DC, Hudak PL. Prognosis of nonspecific work-related musculoskeletal disorders of the
neck and upper extremity. Am J Ind Med 1996;29:657-668.
Coste J, Delecoeuillerie G, Cohen de Lara A, et al. Clinical course and prognostic factors
in acute low back pain: an inception cohort study in primary care practice. BMJ
1994;308:577-580.
Cote P, Cassidy JD, Carroll L. The treatment of neck and low back pain: who seeks care?
who goes where? Med Care 2001;39:956-967.
Cote P, Cassidy JD, Carroll LJ, et al. The annual incidence and course of neck pain in the
general population: a population-based cohort study. Pain 2004;112:267-73.
Cote P, Hogg-Johnson S, Cassidy JD, et al. Initial patterns of clinical care and recovery
from whiplash injuries: a population-based cohort study. Arch Intern Med 2005;165:2257-63.
Croft P, Pope D, Silman A. The clinical course of shoulder pain: prospective cohort study in
primary care. Primary Care Rheumatology Society Shoulder Study Group. BMJ
1996;313:601-602.
de Zwart BC, Frings-Dresen MH, van Duivenbooden JC. Senior workers in the Dutch
construction industry: a search for age-related work and health issues. Exp Aging Res
1999;25:385-91.
Devereux JJ, Buckle PW, Vlachonikolis IG. Interactions between physical and
psychosocial risk factors at work increase the risk of back disorders: an epidemiological
approach. Occup Environ Med 1999;56:343-353.
Devereux JJ, Vlachonikolis IG, Buckle PW. Epidemiological study to investigate potential
interaction between physical and psychosocial factors at work that may increase the risk of
symptoms of musculoskeletal disorder of the neck and upper limb. Occup Environ Med
2002;59:269-277.
Droeze EH, Jonsson H. Evaluation of ergonomic interventions to reduce musculoskeletal
disorders of dentists in the Netherlands. Work 2005;25:211 -220.
Egilman D, Punnett L, Hjelm EW, et al. Evidence for work-related musculoskeletal
disorders. J Occup Environ Med 1996;38:1079-80 author reply 1083-4.
Ekman M, Johnell O, Lidgren L. The economic cost of low back pain in Sweden in 2001.
Acta Orthop 2005;76:275-284.
Elders LA, Burdorf A. Workplace interventions. Occup Environ Med 2004;61:287-8.
Eriksen W, Bruusgaard D, Knardahl S. Work factors as predictors of intense or disabling
low back pain; a prospective study of nurses' aides. Occup Environ Med 2004;61:398 -404.
Eriksen W, Natvig B, Knardahl S, et al. Job characteristics as predictors of neck pain. A 4year prospective study. J Occup Environ Med 1999;41:893-902.
Fairbank JC. The use of revised Oswestry Disability Questionnaire. Spine 2000;25:2846-7.
Fejer R, Kyvik KO, Hartvigsen J. The prevalence of neck pain in the world population: a
systematic critical review of the literature. Eur Spine J 2005.
Feng Y, Grooten W, Wretenberg P, et al. Effects of arm support on shoulder and arm
muscle activity during sedentary work. Ergonomics 1997;40:834-848.
Feng Y, Grooten W, Wretenberg P, et al. Effects of arm suspension in simulated assembly
line work: muscular activity and posture angles. Appl Ergon 1997;40:247-253.
Feuerstein M, Nicholas RA, Huang GD, et al. Job stress management and ergonomic
intervention for work-related upper extremity symptoms. Appl Ergon 2004;35:565-74.
Feveile H, Jensen C, Burr H. Risk factors for neck-shoulder and wrist-hand symptoms in a
5-year follow-up study of 3,990 employees in Denmark. Int Arch Occup Environ Health
2002;75:243-251.
Franche RL, Cullen K, Clarke J, et al. Workplace-based return-to-work interventions: a
systematic review of the quantitative literature. J Occup Rehabil 2005;15:607-31.
Fransen M, Woodward M, Norton R, et al. Risk factors associated with the transition from
acute to chronic occupational back pain. Spine 2002;27:92-8.
Fredriksson K, Alfredsson L, Ahlberg G, et al. Work environment and neck and shoulder
pain: the influence of exposure time. Results from a population based case-control study.
Occup Environ Med 2002;59:182-188.
Fredriksson K, Bildt C, Toomingas A, et al. Occupational chronic neck and shoulder pain:
Study conducted in Sweden. Occup Ergonom 2005;5:79-88.
Fujishiro K, Weaver JL, Heaney CA, et al. The effect of ergonomic interventions in
healthcare facilities on musculoskeletal disorders. Am J Ind Med 2005;48:338-47.

63

54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.
71.
72.
73.
74.
75.
76.
77.
78.
79.

64

Hagberg M. Clinical assessment of musculoskeletal disorders in workers exposed to handarm vibration. Int Arch Occup Environ Health 2002;75:97-105.
Hall H, Hadler NM. Controversy. Low back school. Education or exercise? Spine
1995;20:1097 -1098.
Hannan LM, Monteilh CP, Gerr F, et al. Job strain and risk of musculoskeletal symptoms
among a prospective cohort of occupational computer users. Scand J Work Environ Health
2005;31:375 -386.
Hansson EK, Hansson TH. The costs for persons sick-listed more than one month because
of low back or neck problems. A two-year prospective study of Swedish patients. Eur Spine J
2005;14:337-345.
Hansson T. Nackbesvär [In Swedish]. In: Arbete och besvär i rörelseorganen. En
vetenskaplig värdering i frågor om samband. Stockholm: Arbetslivsinstitutet; 2001. p. 71-87.
Hansson T, Jensen I. Swedish Council on Technology Assessment in Health Care (SBU).
Chapter 6. Sickness absence due to back and neck disorders. Scand J Public Health Suppl
2004;63:109-51.
Hansson T, Westerholm P, editors. Arbete och besvär i rörelseorganen. En vetenskaplig
utvärdering av frågor om samband. [In Swedish]. Stockholm: Arbetslivsinstitutet; 2001.
Harkness EF, Macfarlane GJ, Nahit ES, et al. Mechanical and psychosocial factors predict
new onset shoulder pain: a prospective cohort study of newly employed workers. Occup
Environ Med 2003;60:850-7.
Hendriks EJ, Scholten-Peeters GG, van der Windt DA, et al. Prognostic factors for poor
recovery in acute whiplash patients. Pain 2005;114:408-416.
Herbert R, Dropkin J, Warren N, et al. Impact of a joint labor-management ergonomics
program on upper extremity musculoskeletal symptoms among garment workers. Appl Ergon
2001;34:453-460.
Hess JA, Hecker S, Weinstein M, et al. A participatory ergonomics intervention to reduce
risk factors for low-back disorders in concrete laborers. Appl Ergon 2004;35:427 -441.
Hill J, Lewis M, Papageorgiou AC, et al. Predicting persistent neck pain: a 1-year follow-up
of a population cohort. Spine 2004;29:1648 -1654.
Hlobil H, Staal JB, Spoelstra M, et al. Effectiveness of a return-to-work intervention for
subacute low-back pain. Scand J Work Environ Health 2005;31:249 -257.
Hlobil H, Staal JB, Twisk J, et al. The effects of a graded activity intervention for low back
pain in occupational health on sick leave, functional status and pain: 12-month results of a
randomized controlled trial. J Occup Rehabil 2005;15:569 -580.
Hooftman WE, van Poppel MN, van der Beek AJ, et al. Gender differences in the relations
between work-related physical and psychosocial risk factors and musculoskeletal complaints.
Scand J Work Environ Health 2004;30:261-78.
Hoving JL, de Vet HC, Koes BW, et al. Manual therapy, physical therapy, or continued care
by the general practitioner for patients with neck pain: long-term results from a pragmatic
randomized clinical trial. Clin J Pain 2006;22:370-7.
Hoving JL, de Vet HC, Twisk JW, et al. Prognostic factors for neck pain in general
practice. Pain 2004;110:639-645.
Huang GD, Feuerstein M, Sauter SL. Occupational stress and work-related upper extremity
disorders: concepts and models. Am J Ind Med 2002;41:298-314.
IJzelenberg W, Molenaar D, Burdorf A. Different risk factors for musculoskeletal
complaints and musculoskeletal sickness absence. Scand J Work Environ Health 2004;30:56 63.
Johansson G, Lundberg I. Adjustment latitude and attendance requirements as determinants
of sickness absence or attendance. Empirical tests of the illness flexibility model. Soc Sci Med
2004;58:1857 -1868.
Jorgensen K. Permissible loads based on energy expenditure measurements. Ergonomics
1985;28:365 -369.
Juul-Kristensen B, Jensen C. Self-reported workplace related ergonomic conditions as
prognostic factors for musculoskeletal symptoms: the "BIT" follow up study on office
workers. Occup Environ Med 2005;62:188-194.
Karasek RA. Job demands, job decision latitude, and mental strain: implications for job
redesign. Administrative Science Quarterly 1979;24:285-308.
Kjellman G, Skargren E, Oberg B. Prognostic factors for perceived pain and function at
one-year follow-up in primary care patients with neck pain. Disabil Rehabil 2002;24:364-70.
Knutsson A. Health disorders of shift workers. Occup Med (Lond) 2003;53:103-8.
Korhonen T, Ketola R, Toivonen R, et al. Work related and individual predictors for
incident neck pain among office employees working with video display units. Occup Environ
Med 2003;60:475-82.

80.
81.
82.
83.
84.
85.
86.
87.
88.
89.
90.
91.
92.
93.
94.
95.
96.
97.
98.
99.
100.
101.
102.
103.
104.

Krause N, Dasinger LK, Neuhauser F. Modified Work and Return to Work: A Review of
the Literature. Journal of Occupational Rehabilitation. 1998;8:113-139.
Kuijpers T, van der Windt DA, Boeke AJ, et al. Clinical prediction rules for the prognosis
of shoulder pain in general practice. Pain 2006;120:276-85.
Kuijpers T, van der Windt DA, van der Heijden GJ, et al. Systematic review of prognostic
cohort studies on shoulder disorders. Pain 2004;109:420-431.
Kyhlback M, Thierfelder T, Soderlund A. Prognostic factors in whiplash-associated
disorders. Int J Rehabil Res 2002;25:181-7.
Leclerc A, Chastang JF, Niedhammer I, et al. Incidence of shoulder pain in repetitive
work. Occup Environ Med 2004;61:39-44.
Leclerc A, Niedhammer I, Landre MF, et al. One-year predictive factors for various
aspects of neck disorders. Spine 1999;24:1455 -1462.
Leijon O. Exposure assessment - Gender and context, and target groups for preventions of
neck/shoulder and low back pain. Stockholm, Sweden: (Doctoral Thesis) Karolinska
Institutet; 2006.
Leijon O, Wiktorin C, Harenstam A, et al. Validity of a self-administered questionnaire for
assessing physical work loads in a general population. J Occup Environ Med 2002;44:724735.
LeResche L. Chapter 12. Epidemiologic perspectives on sex differences in pain. In: Fillingim
R, editor. Sex, Gender and Pain. Seattle: IASP Press; 2000.
Linton SJ, Ryberg M. Do epidemiological results replicate? The prevalence and healtheconomic consequences of neck and back pain in the general population. Eur J Pain
2000;4:347-354.
Linton SJ, van Tulder MW. Preventive interventions for back and neck pain. In: Neck and
back pain: the scientific evidence of causes, diagnosis and treatment. Philadelphia: Lippincott
Williams & Wilkins; 2000. p. 127 -147.
Linton SJ, van Tulder MW. Preventive interventions for back and neck pain problems: what
is the evidence? Spine 2001;26:778 -787.
Loisel P, Abenhaim L, Durand P, et al. A population-based, randomized clinical trial on
back pain management. Spine 1997;22:2911-2918.
Loisel P, Gosselin L, Durand P, et al. Implementation of a participatory ergonomics
program in the rehabilitation of workers suffering from subacute back pain. Appl Ergon
2001;32:53-60.
Luime JJ, Koes BW, Hendriksen IJ, et al. Prevalence and incidence of shoulder pain in the
general population; a systematic review. Scand J Rheumatol 2004;33:73-81.
Luime JJ, Koes BW, Miedem HS, et al. High incidence and recurrence of shoulder and
neck pain in nursing home employees was demonstrated during a 2-year follow-up. J Clin
Epidemiol 2005;58:407-413.
Luime JJ, Kuiper JI, Koes BW, et al. Work-related risk factors for the incidence and
recurrence of shoulder and neck complaints among nursing-home and elderly-care workers.
Scand J Work Environ Health 2004;30:279-286.
Macfarlane GJ, Hunt IM, Silman AJ. Predictors of chronic shoulder pain: a population
based prospective study. J Rheumatol 1998;25:1612-1615.
Marklund S, Bjuvald M, Hogstedt C, et al. Den höga sjukfrånvaron - problem och
lösningar. Stockholm: Arbetslivsinstitutet; 2005.
Mathiassen SE, Moller T, Forsman M. Variability in mechanical exposure within and
between individuals performing a highly constrained industrial work task. Ergonomics
2003;46:800-24.
Meijer EM, Sluiter JK, Frings-Dresen MH. Evaluation of effective return-to-work
treatment programs for sick-listed patients with non-specific musculoskeletal complaints: a
systematic review. Int Arch Occup Environ Health 2005;78:523-32.
Meijer EM, Sluiter JK, Heyma A, et al. Cost-effectiveness of multidisciplinary treatment in
sick-listed patients with upper extremity musculoskeletal disorders: a randomized, controlled
trial with one-year follow-up. Int Arch Occup Environ Health 2006.
Merskey H, Bogduk N. Classification of chronic pain: description of chronic pain
syndromes and definition of pain terms. Seattle: W.A.: IASP Press; 1994.
Miranda H, Viikari-Juntura E, Martikainen R, et al. A prospective study of work related
factors and physical exercise as predictors of shoulder pain. Occup Environ Med
2001;58:528-534.
Mortimer M, Ahlberg G. To seek or not to seek? Care-seeking behaviour among people
with low-back pain. Scand J Public Health 2003;31:194-203.

65

105.
106.
107.
108.
109.
110.
111.
112.
113.
114.
115.

116.
117.
118.
119.
120.
121.
122.
123.
124.
125.
126.
127.
128.
129.
130.

66

Mortimer M, Hjelm EW, Wiktorin C, et al. Validity of self-reported duration of work
postures obtained by interview. MUSIC-Norrtalje Study Group. Appl Ergon 1999;30:477486.
Nachemson AL, Jonsson E, editors. Neck and back pain: the scientific evidence of causes,
diagnosis and treatment. Philadelphia: Lippincott Willams & Wilkins; 2000.
National Social Insurance Board. Nybeviljade förtidspensioner/sjukbidrag 2002 [In
Swedish]. Stockholm; 2003.
National Social Insurance Board. Vad kostar sjukskrivningarna inom olika yrken? RFV
redovisar 2003:5 [In Swedish]; 2003.
National Social Insurance Board, Sahlgrenska University Hospital. Rygg och Nacke 2.
Enkäter till undersökningsgruppen och försäkringskassan [In Swedish]; 1997.
Nordander C, Ohlsson K, Balogh I, et al. Fish processing work: the impact of two sex
dependent exposure profiles on musculoskeletal health. Occup Environ Med 1999;56:256-64.
Nordin M, Hiebert R, Pietrek M, et al. Association of comorbidity and outcome in episodes
of nonspecific low back pain in occupational populations. J Occup Environ Med
2002;44:677-684.
Nordlund A, Ekberg K. Self reported musculoskeletal symptoms in the neck/shoulders
and/or arms and general health (SF-36): eight year follow up of a case-control study. Occup
Environ Med 2004;61:e11.
Nordlund A, Waddell G. Samhällets totala kostnader för ont i ryggen. (in Swedish). In: Ont i
ryggen, ont i nacken. Stockholm: SBU; 1999. p. 297 -309.
Nyman K, Palmer E, Bergendorff S. Den svenska sjukan [In Swedish]. In:
http://www.sweden.gov.se/content/1/c6/03/62/99/14174873.pdf (18 aug 2006); 2002.
Ostergren PO, Hanson BS, Balogh I, et al. Incidence of shoulder and neck pain in a
working population: effect modification between mechanical and psychosocial exposures at
work? Results from a one year follow up of the Malmo shoulder and neck study cohort. J
Epidemiol Community Health 2005;59:721-728.
Ozguler A, Loisel P, Boureau F, et al. Efficacite des interventions s'adressant a des sujets
lombalgiques, du point de vue du retour au travail. Rev Epidemiol Sante Publique
2004;52:173 -188.
Pengel LH, Herbert RD, Maher CG, et al. Acute low back pain: systematic review of its
prognosis. Bmj 2003;327:323.
Pernold G, Mortimer M, Wiktorin C, et al. Neck/shoulder disorders in a general
population. Natural course and influence of physical exercise: a 5-year follow-up. Spine
2005;30:E363-E368.
Pernold G, Tornqvist EW, Wiktorin C, et al. Validity of occupational energy expenditure
assessed by interview. AIHA J (Fairfax, Va) 2002;63:29-33.
Picavet HS, Schouten JS. Musculoskeletal pain in the Netherlands: prevalences,
consequences and risk groups, the DMC(3)-study. Pain 2003;102:167-78.
Pope DP, Croft PR, Pritchard CM, et al. The frequency of restricted range of movement in
individuals with self-reported shoulder pain: results from a population-based survey. Br J
Rheumatol 1996;35:1137 -1141.
Pope DP, Croft PR, Pritchard CM, et al. Prevalence of shoulder pain in the community: the
influence of case definition. Ann Rheum Dis 1997;56:308 -312.
Punnett L. Adjusting for the healthy worker selection effect in cross-sectional studies. Int J
Epidemiol 1996;25:1068-1076.
Riihimaki H. Musculoskeletal diseases--a continuing challenge for epidemiologic research.
Scand J Work Environ Health 1999;25 Suppl 4:31-35.
Rothman K, Greenland S. Modern Epidemiology. 2 ed. Philadelphia: Lippincott-Raven;
1998.
Rugulies R, Krause N. Job strain, iso-strain, and the incidence of low back and neck injuries.
A 7.5-year prospective study of San Francisco transit operators. Soc Sci Med 2005;61:27-39.
Sandanger I, Nygard JF, Brage S, et al. Relation between health problems and sickness
absence: gender and age differences--a comparison of low-back pain, psychiatric disorders,
and injuries. Scand J Public Health 2000;28:244-52.
Schierhout GH, Bridger RS, Myers JE. Development of observational methods for
estimation of exposure to workplace postural stress. Occup Med (Lond) 1994;44:262-6.
Schierhout GH, Myers JE. Is self-reported pain an appropriate outcome measure in
ergonomic-epidemiologic studies of work-related musculoskeletal disorders? Am J Ind Med
1996;30:93-8.
Scholten-Peeters GG, Verhagen AP, Bekkering GE, et al. Prognostic factors of whiplashassociated disorders: a systematic review of prospective cohort studies. Pain 2003;104:30322.

131.
132.
133.
134.
135.
136.
137.
138.
139.

140.
141.
142.
143.
144.
145.
146.
147.
148.
149.
150.
151.
152.
153.
154.
155.
156.
157.
158.

Sluiter JK, Rest KM, Frings-Dresen MH. Criteria document for evaluating the workrelatedness of upper-extremity musculoskeletal disorders. Scand J Work Environ Health
2001;27 Suppl 1:1-102.
Smedley J, Inskip H, Trevelyan F, et al. Risk factors for incident neck and shoulder pain in
hospital nurses. Occup Environ Med 2003;60:864-9.
Snook SH. Comparison of different approaches for the prevention of Low Back Pain. In:
Ergonomic interventions to prevent musculosceletal injuries. Chelsea: Lewis Publishers, inc;
1987. p. 57 -73.
Speed C. Shoulder pain. Clin Evid 2005:1543-60.
Stapleton C. Classification scheme. In: Ergonomics Abstracts Vol 32. London: Taylor &
Francis Ltd; 2000. p. 1 -7.
Stock SR, Fernandes R, Delisle A, et al. Reproducibility and validity of workers' selfreports of physical work demands. Scand J Work Environ Health 2005;31:409-37.
Storheim K, Ivar Brox J, Holm I, et al. Predictors of return to work in patients sick listed
for sub-acute low back pain: a 12-month follow-up study. J Rehabil Med 2005;37:365-71.
Teasell RW, Bombardier C. Employment-related factors in chronic pain and chronic pain
disability. Clin J Pain 2001;17:S39-45.
Theorell T. Possible mechanismns behind the relationship between the demand-controlsupport model and disorders of the locomotor system. In: Beyond biomechanics. Psychosocial
aspects of musculoskeletal disorders in office work. London: Taylor & Francis; 1996. p. 6573.
Theorell T, Perski A, Akerstedt T, et al. Changes in job strain in relation to changes in
physiological state. A longitudinal study. Scand J Work Environ Health 1988;14:189-196.
Torgen M, Alfredsson L, Koster M, et al. Reproducibility of a questionnaire for assessment
of present and past physical activities. Int Arch Occup Environ Health 1997;70:107-18.
Trolle Lagerros Y. Physical Activity from the Epidemiological Perspective - Measurement
Issues and Health Effects. Stockholm: Karolinkska Institutet; 2006.
Turner JA. Educational and behavioral interventions for back pain in primary care. Spine
1996;21:2851-2857.
Tveito TH, Hysing M, Eriksen HR. Low back pain interventions at the workplace: a
systematic literature review. Occup Med (Oxf) 2004;54:3 -13.
Waddell G. The Back Pain Revolution. Edinburgh: Churchill Livingstone; 1998.
Wahlstrom J, Hagberg M, Toomingas A, et al. Perceived muscular tension, job strain,
physical exposure, and associations with neck pain among VDU users; a prospective cohort
study. Occup Environ Med 2004;61:523-528.
Waldenstrom K, Lundberg I, Waldenstrom M, et al. Does psychological distress influence
reporting of demands and control at work? Occup Environ Med 2003;60:887-91.
Waldenstrom M, Theorell T, Ahlberg G, et al. Assessment of psychological and social
current working conditions in epidemiological studies: experiences from the MUSICNorrtalje study. Scand J Public Health 2002;30:94-102.
van den Heuvel SG, van der Beek AJ, Blatter BM, et al. Do work-related physical factors
predict neck and upper limb symptoms in office workers? Int Arch Occup Environ Health
2006.
van den Heuvel SG, van der Beek AJ, Blatter BM, et al. Psychosocial work characteristics
in relation to neck and upper limb symptoms. Pain 2005;114:47-53.
van der Giezen AM, Bouter LM, Nijhuis FJ. Prediction of return-to-work of low back pain
patients sicklisted for 3-4 months. Pain 2000;87:285-94.
van der Molen HF, Sluiter JK, Hulshof CT, et al. Effectiveness of measures and
implementation strategies in reducing physical work demands due to manual handling at
work. Scand J Work Environ Health 2005;31 Suppl 2:75-87.
van der Windt DA, Koes BW, Boeke AJ, et al. Shoulder disorders in general practice:
prognostic indicators of outcome. Br J Gen Pract 1996;46:519-523.
van der Windt DA, Thomas E, Pope DP, et al. Occupational risk factors for shoulder pain:
a systematic review. Occup Environ Med 2000;57:433-42.
van Duijn M, Lotters F, Burdorf A. Influence of modified work on return to work for
employees on sick leave due to musculoskeletal complaints. J Rehabil Med 2005;37:172-9.
van Tulder MW, Koes BW, Bouter LM. A cost-of-illness study of back pain in The
Netherlands. Pain 1995;62:233-240.
Weir R, Nielson WR. Interventions for disability management. Clin. J. Pain 2001;17:Suppl
128 -Suppl 132.
Verhagen A, Bierma-Zeinstra S, Feleus A, et al. Ergonomic and physiotherapeutic
interventions for treating upper extremity work related disorders in adults. Cochrane
Database Syst Rev 2004;1:CD003471.

67

159.
160.
161.
162.
163.
164.
165.
166.

167.
168.
169.
170.
171.
172.
173.
174.

68

Vernon H, Mior S. The Neck Disability Index: a study of reliability and validity. J
Manipulative Physiol Ther 1991;14:409-15.
Wigaeus Tornqvist E, Kilbom A, Vingard E, et al. The influence on seeking care because
of neck and shoulder disorders from work-related exposures. Epidemiology 2001;12:537 -545.
Viikari-Juntura E, Martikainen R, Luukkonen R, et al. Longitudinal study on work
related and individual risk factors affecting radiating neck pain. Occup Environ Med
2001;58:345 -352.
Viikari-Juntura E, Takala E, Riihimaki H, et al. Predictive validity of symptoms and signs
in the neck and shoulders. J Clin Epidemiol 2000;53:800 -808.
Wiktorin C, Hjelm EW, Winkel J, et al. Reproducibility of a questionnaire for assessment
of physical load during work and leisure time. Stockholm MUSIC I Study Group.
MUSculoskeletal Intervention Center. J Occup Environ Med 1996;38:190-201.
Wiktorin C, Selin K, Ekenvall L, et al. Evaluation of perceived and self-reported manual
forces exerted in occupational materials handling. Appl Ergon 1996;27:231-9.
Wiktorin C, Vingard E, Mortimer M, et al. Interview versus questionnaire for assessing
physical loads in the population-based MUSIC-Norrtalje Study. Am J Ind Med 1999;35:44155.
Vingard E, Alfredsson L, Hagberg M, et al. To what extent do current and past physical
and psychosocial occupational factors explain care-seeking for low back pain in a working
population? Results from the Musculoskeletal Intervention Center-Norrtalje Study. Spine
2000;25:493-500.
Vingard E, Mortimer M, Wiktorin C, et al. Seeking care for low back pain in the general
population: a two-year follow-up study: results from the MUSIC-Norrtalje Study. Spine
2002;27:2159 -2165.
Winkel J, Mathiassen SE. Assessment of physical work load in epidemiologic studies:
concepts, issues and operational considerations. Ergonomics 1994;37:979-88.
Winters JC, Sobel JS, Groenier KH, et al. The course of pain and the restriction of mobility
in patients with shoulder complaints in general practice. Rheumatol Int 1997;16:219-25.
Winters JC, Sobel JS, Groenier KH, et al. The long-term course of shoulder complaints: a
prospective study in general practice. Rheumatology (Oxford) 1999;38:160-3.
Wolsko PM, Eisenberg DM, Davis RB, et al. Patterns and perceptions of care for treatment
of back and neck pain: results of a national survey. Spine 2003;28:292 -7 discussion 298.
Von Korff M, Ormel J, Keefe FJ, et al. Grading the severity of chronic pain. Pain
1992;50:133-149.
World Health Organisation (WHO). International classification of functioning, disability
and health (ICF). In: http://www3.who.int/icf/icftemplate.cfm (18 Aug 2006); 2001.
Zakaria D, Robertson J, MacDermid J, et al. Work-related cumulative trauma disorders of
the upper extremity: navigating the epidemiologic literature. Am J Ind Med 2002;42:258-69.

