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Objectives

Work-related musculoskeletal disorders (MSD) are highly prevalent and put a large burden on
(working) society. Primary prevention of work-related MSD focuses often on physical risk factors (such as manual lifting and awkward postures) but has not been too successful in reducing the MSD burden. This may partly
be caused by insufficient knowledge of etiological mechanisms and/or a lack of adequately feasible interventions
(theory failure and program failure, respectively), possibly due to limited integration of research disciplines. A
research framework could link research disciplines thereby strengthening the development and implementation
of preventive interventions. Our objective was to define and describe such a framework for multi-disciplinary
research on work-related MSD prevention.

Methods We described a framework for MSD prevention research, partly based on frameworks from other
research fields (ie, sports injury prevention and public health).

Results The framework is composed of a repeated sequence of six steps comprising the assessment of (i) inci-

dence and severity of MSD, (ii) risk factors for MSD, and (iii) underlying mechanisms; and the (iv) development,
(v) evaluation, and (vi) implementation of preventive intervention(s).

Conclusions

In the present framework for optimal work-related MSD prevention, research disciplines are
linked. This framework can thereby help to improve theories and strengthen the development and implementation
of prevention strategies for work-related MSD.

Key terms back pain; low-back pain; MSD; musculoskeletal disease; occupational; pain; prevention; upperextremity symptom.
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Musculoskeletal problems, such as low-back pain
(LBP), neck pain, and pain in the lower and upper
extremities, have shown to be highly prevalent (1). In
the working population, such problems, which we will
from this point forward refer to as musculoskeletal
disorders (MSD), can result in sick leave (2), work
disability (3), and early retirement (4), so that it can be
concluded that MSD put a large burden on the (working) society (5). Because of this high burden, MSD are
among the most prominent occupational health issues,
and primary prevention remains a key item on the MSD
research agenda (6, 7).
In the last decades, a wide range of biopsychosocial
factors have been shown to be associated with either
the incidence or recurrence of MSD (8). This includes
psychological factors such as health beliefs, mood, and
the tendency to worry about common somatic symptoms
(somatizing tendency) (9, 10); mental comorbidities
(11), sleep problems (12), and pain sensitivity and/or
augmented central processing of sensory information
(13, 14). Also, personal (eg, age, gender and physical
capacity) (15) and (work-related) psychosocial factors
(eg, stress, social support and job satisfaction) (16, 17)
are known to play a role in the occurrence of MSD.
Apart from these factors, however, research into the factors associated with MSD has for a vast amount focused
on work-related physical risk factors, including manual
lifting, repetitive hand/arm movement (such as computer
work) and awkward body postures, for the prevention of
LBP (18), upper-extremity symptoms (19) and MSD in
general (20), respectively. These work-related physical
factors contribute to a substantial extent to the occurrence of MSD (21). For example, it has been estimated
that the cumulative contribution to LBP of work-related
physical risk factors is around 37% (22). In this paper,
using a perspective of work-related physical factors,
we will focus on primary prevention of MSD. We
will therefore refer to these disorders as "work-related
MSD". Furthermore, although we acknowledge that the
aforementioned factors can play a role in the incidence,
recurrence and persistence of work-related MSD, to
limit the complexity of this paper we will mainly target
the reduction of work-related MSD incidence. From this
point forward we will therefore refer to MSD by talking
about its incidence. However, we fully acknowledge
that MSD are recurrent in nature (23), and thus earlier
episodes of MSD cannot be disregarded.
Despite the knowledge on factors associated with
work-related MSD, interventions on primary prevention of MSD through modifications of the physical
work-related factors, such as through manual handling
advise (24) and ergonomic workplace redesign (25),
have not shown to be overly successful in preventing
MSD. Moreover, while there are numerous preventive
measures and strategies (eg, workplace interventions

or ergonomic guidelines) in place, the global burden
of MSD seems to have increased rather than decreased
over the last years (26). The latter is, however, not the
case in all topographic areas (27). Even if interventions
have rendered limited or no success, which for instance
seems to be the case for job rotation (28) and advice on
lifting techniques (24), they are still frequently applied
in work settings.
Reasons for the lack of success in MSD prevention
could be due to theory and/or program failure; ie, a
lack of understanding of etiological mechanisms and/or
limited translation of such knowledge into well-designed
intervention programs, respectively (6). A combined
research framework can link disciplines, which may
reduce theory and program failure by improving theories about etiological mechanisms and strengthening the
development and implementation of prevention strategies for work-related MSD. Such a framework can help
to understand work-related risk factors and corresponding mechanisms, develop ideas to modify these risk factors (with interventions being compatible with sustainable work production), test and, once proven effective,
implement these modifications in the workplace.
In the previous decades there has been an increase
in the number of studies regarding primary prevention
of MSD, across a wide range of scientific disciplines,
including epidemiology (29), applied physiology (30),
biomechanics (31), physical and organizational (macro)
ergonomics (25, 32), behavioral sciences (33), production engineering (34), organizational management (35),
health and business economics (36), and implementation science (37). These disciplines vary largely in their
contribution to work-related MSD prevention research,
ranging from classic injury surveillance and etiological
studies to detailed laboratory studies and animal models
exploring injury mechanisms, and studies evaluating
interventions and implementation. It has been argued
that, for MSD prevention, multi-disciplinary interventions integrating quantitative and qualitative methods
from the aforementioned disciplines are needed (38). By
doing so, different disciplines can contribute research
methodologies and paradigms from their respective
fields. As such, several models from various disciplines
have been proposed addressing different aspects of
work-related MSD prevention, for instance providing
focused approaches to mechanisms for work-related risk
factors and preventive interventions or implementation
(table 1). Apart from work-related physical risk factors,
these models address other factors that may play a role
in the development of MSD, such as personal factors
(eg, age, gender and physical capacity) (15) and (workrelated) psychosocial factors (eg, stress, social support
and job satisfaction) (16, 17). Although these models
could, in theory, be compatible with one another, none
of them fully covers all research disciplines that link
Scand J Work Environ Health 2017, vol 43, no 6
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Table 1. Models for aspects of the cycle of prevention, from musculoskeletal disorder (MSD) research and other related research fields.
Aspect of the
cycle

First author (year of
publication)

Association
Armstrong et al,
work-related risk 1993 (100)
factors with MSD

Description
Conceptual model for work-related neck and upper-limb MSD, in which pathogenesis of the disorders is described. The model consists of a sequence of exposure, dose, capacity and responses, such that response at
one level can act as dose at the next. According to this model, the response to one or several doses can impact
on the capacity for responding to future doses.

Westgaard & Winkel
1996 (101) (based on
Winkel & Mathiassen,
1994 (102)

Describes the physiological responses to biomechanical risk factors, using an exposure-effect model. The
model distinguishes external exposures (being risk factors in the work environment, expressed in intensity, frequency and duration) and internal exposures (being the forces acting on and in the body while being exposure
to the external exposure). The internal exposure is assumed to lead to biological responses (acute and chronic)
effecting organs, tissues, cells and molecules.

Hoozemans et al,
1998 (103)

Model for musculoskeletal risk factors associated with pushing and pulling. The model presumes a certain
pushing and/or pulling task, which is associated with a certain posture or movement of the body and exertion
of forces (external exposure). This external exposure causes an internal exposure (eg, compressive forces at
the lower back intervertebral discs), which is associated with acute or chronic physical response. Work capacity
of the worker (physical, cognitive, and mental characteristics) plays an important role in the model as it impacts
on the association of external and internal exposure and that of internal exposure and the response.

Barr & Barbe, 2004
(104)

Physiological model for the development of tissue injury as a result of repeated postural risk factors through
a vicious cycle of pain and motor recruitment. The model addresses the role of the inflammatory responses in
tissue as a result of exposure to risk factors and its contribution to chronic or recurring tissue injury, related to
behavioral indicators of discomfort and movement dysfunction.

Visser & van Dieen,
2006 (105)

A model of pathophysiology of upper extremity muscle disorders consisting of five saccades: 1) sustained
muscle activity may be a primary cause of disorders as a result of which 2) skeletal muscle may show changes
in morphology, blood flow, and muscle activity; and 3) accumulation of calcium ions in the muscle sarcoplasm
may take place causing damage of muscle cells. Therefore, 4) suboptimal blood flow appears to plays a role in
pathogenesis of muscle disorders, 5) while also additional mechanisms, such as sensitization may play a role.

Westgaard and
Winkel, 1997 (73)

Model for the relationship between biomechanical exposure and musculoskeletal health effects, integrating
organizational and contextual aspects. External exposure is influenced by factors at the company level such as
production system, personnel and their organization and organizational culture. On the other hand, activities
and decisions made at the company level are influenced by factors in the community, including legislation, market forces and technology developments.

National Research
Describes risk factors for MSD in a comprehensive model in which external load, organizational factors, soCouncil & Institute of cial context, and individual factors were included, identifying different pathways for the hypothesized injury
Medicine, 2001 (45) mechanisms.
Westgaard & Winkel, Model describing work-related musculoskeletal and mental health effects of production system rationalization
2011 (106)
as well as organizational-level measures.

Development
of preventive
interventions

Punnett et al, 2009
(107)

Model describing the multi-factorial origin of MSD by identifying shared risk factors of MSD with other worker
health outcomes, such as cardiovascular and metabolic disorders (including the physical and psychosocial conditions of work, and individual health behaviors).

Holtermann et al
2010 (54)

The FINALE model outlines the pathway through which prevention might take place. An imbalance between individual resources and work demands was hypothesized to increase the risk of physical deterioration. Improved
individual resources or reduced work demands was hypothesized to prevent physical deterioration.

Backholer et al 2014 Framework for the likely impact of obesity prevention strategies (which could also be applied to MSD preven(64)
tion). According to the model, the degree of impact required to influence behavior change is influenced by
agentic (the problem is perceived as a personal one), agento-structural (the problem is considered to be caused
by the environment in which unhealthy behaviour takes place, but also of individual behaviour is important),
and structural factors (individuals behave within the constraints of the persuasive environment, and behaviour
is not viewed as free will).
Implementation
of preventive
interventions

van der Molen et al
2005 (92) (based
on Grol et al, 1997
(108))

A model taking an implementation approach that focused on defining intervention measures and, ultimately,
implementation strategies aiming at the reduction of physical work demands due to manual materials handling
among construction workers. The model contains of six steps: 1) selection of intervention measures; 2) analysis of social and organizational context; 3) goal setting; 4) selection of intervention strategies; 5) development
of implementation plan for intervention measures; and 6) implementation of intervention measures and evaluation of its progress.

Rivilis et al 2006
(109)

Model describes how interventions operate, to result in the desired effects. It was hypothesized that with greater process implementation intensity, greater change in exposures to MSD risk factors as well as improvements
in health outcomes would be achieved.

mechanisms with interventions and implementation.
The advantage of such an over-arching framework is
that it can lead to exchange of ideas and results among
the different research disciplines, which may reduce
existing theory and program failure, increasing prevention effectiveness.
Comprehensive research frameworks exist in other
research fields, such as the "sequence of prevention"
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of sport injuries (39), the "Translating Research into
Injury Prevention Practice" (TRIPP) framework (40)
and the framework for disease prevention in behavioral
epidemiology (41) (table 2). We did, however, not
find a framework fitting work-related MSD prevention research, hence our objective is to define such a
framework. The framework will be described in this
paper, and examples of how the framework can be used

van der Beek et al

Table 2. Frameworks for primary prevention from related research fields.
First author (year
of publication)

Research field

Description

Tugwell et al,
1985 (110)

Health

This model describes 7 steps consisting of 1) the burden of the illness, 2) etiology of causation, 3) community effectiveness, 4) efficiency, 5) synthesis & implementation, 6) monitoring of programme and 7) reassessment.

van Mechelen et
al, 1992 (39)

Sports injury
prevention

Framework for the general ‘sequence of prevention’ of sport injuries consisting of four steps: 1) establishing the
extent of the sports injury problem; 2) establishing the etiology and mechanisms of injuries; 3) introducing preventive measures; and 4) assessing their effectiveness by repeating step 1.

Finch et al,
2006 (40)

Sport injury
prevention

The Translating Research into Injury Prevention Practice (TRIPP) framework for research, leading to sports injury
prevention. The framework consists of seven steps: 1) a detailed understanding of the etiology of injuries; 2) development of interventions to directly address the identified mechanisms of injury; 3) formal testing of these interventions under controlled conditions; 4) understanding of the sporting and individual athlete behaviors context in
which the interventions are to be implemented; 5) potential modification of interventions to take the implementation context into account; 6) assessment of potential factors associated with the real-world introduction and application of safety measures and development of implementation strategies; and 7) formal evaluation of the effectiveness of injury prevention measures within the implementation context.
The TRIPP framework distinguishes scientific evaluation of the intervention under ‘ideal conditions’ (i.e. efficacy
studies), description of the intervention context, and evaluation of the intervention in implementation context (i.e.
effectiveness studies).

Sallis et al,
2000 (41)

Behavioral
epidemiology

Framework for the classification of phases of research on health promotion and disease prevention consists of 5
steps: 1) establish links between behaviors and health; 2) develop methods for measuring the behavior; 3) identify
factors that influence the behavior; 4) evaluate interventions to change behavior; and 5) translate research into
practice

(mainly from the perspective of work-related physical
risk factors) will be provided.
The framework of MSD prevention research
We propose a framework for work-related MSD preventive research utilizing a repeated sequence approach based
on comparable frameworks from other research areas
(39–41), and the "risk identification, assessment, control
and evaluation framework" that is a basis for international
occupational policy and practice (42). The proposed
framework is composed of an order of 6 steps (figure 1):
• Step 1. Incidence and severity of MSD
• Step 2. Risk factors for MSD
• Step 3. Underlying mechanisms
• Step 4. Development of intervention(s)
• Step 5. Evaluation of intervention(s)
• Step 6. Implementation of effective
intervention(s).
Below, the framework will be explained step-bystep, after which two examples will be provided, showing the advantages of an exchange of ideas and results
among the different research disciplines.
Step 1. Incidence and severity of MSD. In the first step,
the extent and severity of MSD in the (working) population of interest needs to be identified. For this initial
step, descriptive epidemiological data (such as MSD
incidence) can be used, in which severity and the resulting impact (eg, sick leave or work disability) of the
MSD could also be considered. Information on MSD
impact can be valuable for companies and society,
since costs related to sick leave, work disability, and

productivity loss are the principal drivers of the financial
burden of MSD (43).
Step 2. Risk factors for MSD. The second step identifies (work-related) risk factors that may play a role in
the incidence of MSD. Epidemiological observational
studies are required to gain insight into these risk factors
with cross-sectional studies identifying associated factors, and prospective studies being able to make a better
distinction between causes and effects (44). It is postulated that exposure to physical risk factors, combined
with lack of recovery, is an important group of risk factors for the incidence of MSD (45), with epidemiological
evidence for manual lifting/materials handling, awkward
postures and whole-body vibration to be associated with
MSD (18, 20). However, it should be noted that the etiology of MSD is multi-factorial and that various other
factors are involved in the onset of work-related MSD,
such as work-related psychosocial factors (including
high job demands and poor social support at work) (16,
17) and individual factors (including age, gender and
physical capacity) (15), but also psychological factors
such as health beliefs, mood and somatizing tendency (9,
10); mental comorbidities (11), sleep problems (12), and
pain sensitivity and/or augmented central processing of
sensory information (13, 14). These factors may either
be independent risk factors or factors modifying the
association of physical risk factors and MSD. Overall,
more etiological research is needed to strengthen this
body of research.
Step 3. Underlying mechanisms. The third step unravels
the underlying mechanisms and pathways for the assoScand J Work Environ Health 2017, vol 43, no 6
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6. Implementation of
effective intervention(s)

5. Evaluation of
intervention(s)

4. Development of
intervention(s)

1. Incidence of

MSD

2. Risk factors
for MSD

3. Underlying
mechanisms

Figure 1. Proposed research framework describing a repeated sequence
for prevention of work-related musculoskeletal disorders (MSD). Ideally,
one can follow the sequence starting with step 1 and ending with step
6 (solid lines) after which the sequence can be repeated. Alternatively,
if interventions have not proven to be effective in step 5, one could
return to either step 2, 3 or 4 (dashed lines).

ciation of work-related physical risk factors and MSD,
also taking into consideration relevant factors from other
domains. Studies designed to shed light on the underlying mechanisms can take place either at the workplace
and/or in a laboratory. In certain studies, work activities can be simulated allowing to study possible risk
factors in detail during controlled conditions [eg, (46)]
while enabling to isolate the effect of single factors. For
example, tissue damage based on cadaver studies (47)
or animal models (48) can be used, or the influence of
a specific physical risk factor (such as different office
workstations or temporal loading patterns) on short-term
effects as proxies for MSD, such as localized muscle
activity (49), can be studied. These types of studies
might be initiated by step 2 in which, for example, the
duration of computer mouse use appeared to be a risk
factor for upper-extremity pain among office workers
(50). A laboratory study can then be used to assess
effects of computer work on localized muscle contractions. More information on such mechanisms (ie, etiology and the effect of different work settings) is needed
to generate possible solutions. For example, if sustained
muscle contractions due to prolonged exposure to nonneutral hand postures while holding a mouse are the
underlying cause of upper-extremity pain in computer
workers, then interventions should aim at improving
the design workstation designs (or more specific, the
computer mouse) to influence this risk factor.
Also the underlying mechanisms for work-related
psychosocial risk factors should be considered, as these
factors can interact with work-related physical risk factors (51). For example, time pressure can be the cause
of a rise in the volume of work performed, and hence of
an increase in biomechanical loading (49). Alternatively,
psychosocial stressors may be associated with increased
muscle tension (52), or may trigger (sustained) stress

530

Scand J Work Environ Health 2017, vol 43, no 6

reactions, which may cause physiological responses
contributing to the development of MSD (53). Generally, in work-related MSD prevention, not just physical
risk factors, but also other factors can be considered in
a multi-component intervention (54). In such interventions, also the workers’ own perception of underlying
mechanisms may play an important role (55).
Mechanisms from other (eg, personal, psychological
or central sensory) domains can play an important mediating or modifying role with the exemplified mechanisms as mentioned above. However, as the focus of the
current paper was on work-related physical factors, we
will not further elaborate on such mechanisms.
In summary, formulating the underlying mechanisms
for the onset of MSD could help understanding the
exact association of a certain risk factor with MSD and
should largely determine the content of interventions to
prevent MSD.
Step 4. Development of intervention(s). The fourth step is
to develop and introduce an intervention, which is likely
to reduce the incidence of MSD. These interventions
are preferably based on an understanding of underlying
etiological mechanisms of MSD, as identified in step 2
and 3, and often focus on reducing a possible risk factor, also taking other (non-physical and/or work-related)
factors into consideration. Key issues in developing the
intervention are whether the risk factor is amendable
to change, the relative contribution of the risk factor
to the MSD (how much can be avoided; efficacy) and
the success of interventions in reducing this risk factor
(how much reduction can be achieved; effectiveness)
(56). The latter will depend on the implementation,
efficacy and sustainability of the intervention (57). It
is therefore important to pay attention to optimal feasibility and acceptability of the intervention in advance
(58), by understanding barriers and facilitators of the
intervention, on the level of the individual worker and
of companies and/or employers.
In interventions focusing on work-related physical
factors, the work environment (including the technological environment), the organization and/or the behavior
of the individual worker could be (re)designed such that
the risk of MSD incidence is minimized. Interventions
can be designed according to the "risk control hierarchy model", which recommends elimination of the risk
where reasonably practicable, or alternatively minimization of the risk (59).
Step 4 requires an understanding of the work organization where the intervention is being implemented, as
workers respond to the work context and need support
to learn how to implement the intervention into daily
working life through training (60) or through a more
comprehensive approach, in cooperation with employers and other stakeholders (61). These approaches can

van der Beek et al

often address multiple pathways including psychosocial
factors and the physical conditions at work, but should
also acknowledge the multi-factorial causes of workrelated MSD (62). As such, multi-factorial interventions
(not only focusing on the physical risk factor) may be
proven to be effective in future research. Moreover, a
profound understanding of how to effectively change
people’s behavior within the context of work (in addition to understanding how to change and/or capitalize
on organizational attitudes and procedures) is required
when designing a workplace intervention (63, 64).
In accordance to the general principles of evidencebased medicine (65), the development of preventive
interventions should be based on know-how and skills
of workers and companies/employers combined with
scientific evidence on underlying mechanisms of MSD.
To optimize feasibility and acceptability, active involvement of workers, employers and other stakeholders in
the development of interventions has received more
attention. This can involve participatory processes (66,
67) or even a full intervention mapping (IM) procedure
(68). IM originates from health education and is a stepwise process for development of theory-, evidence- and
practice-based interventions, which stimulates involvement of stakeholders during the entire process of program development, implementation and evaluation.
Step 5. Evaluation of intervention(s). The fifth step is to
evaluate the effectiveness of preventive interventions.
This can start with efficacy studies under well-controlled
circumstances and can move on to effectiveness studies
in a real working-life situation. To do so, changes in the
risk factors along the hypothesized pathway of the intervention and changes in proximal outcomes, which can
be expected to sustain in the investigated setting (69),
should be evaluated. Such interventions can focus on a
work-related physical risk factor, but may also consist
of elements from other domains.
Various studies on relatively simple interventions
have been published, such as on redesign of the workstation, established a decrease in exposure to risk factors
or short-term discomfort as a result of the intervention
(70). In such studies, however, MSD outcomes (such as
incidence and impact of MSD) have only sparsely been
used. Moreover, as it has often been observed that the
effectiveness of an intervention on MSD outcomes may
attenuate after a certain (effective) intervention period
(71), also long-term effects should be studied.
To improve chances of implementation, but also to
better understand the efficacy of the intervention and
potential theory or program failures, process evaluation
assessing practical feasibility alongside the effectiveness study should be performed (56). Such evaluations
should include process tracking that measure possible
barriers or facilitators of the implementation (eg, fidelity

to and reach of the intervention) (72). Process evaluation
and research into effectiveness, in terms of measuring
exposure to risk factors and MSD outcomes, allow for
the assessment of theory and/or program failure for
further improvement of a (partly) ineffective intervention. It is possible that a well-designed study (in which
the intervention implementation went as planned) offers
"negative" effectiveness (50, 73) after which one might
be forced to study risk factors (short-cut to step 2) and/or
the underlying mechanisms (short-cut to step 3) again,
after which step 4 and 5 can possibly be repeated. Alternatively, this exercise can cause researchers to realize
that earlier thought mechanisms are not that well understood, as a result of which different interventions should
be developed. In case of positive efficacy and effectiveness results, however, the intervention study should
ideally be replicated to investigate its effects in other
populations and contexts, while also cost-effectiveness
or cost-benefit analyses can be performed.
Step 6. Implementation of effective intervention(s).
Finally, step 6 is large-scale implementation and scaleup of the study results in the working society, with an
amenable trade-off between effectiveness and required
(economic or productivity) resources. Implementation
research can evaluate the implementation process and its
effects, while a better insight into fidelity of an intervention can help to design good implementation strategies
at organizational and community levels. Two of the
most extensive examples of MSD interventions implementation at the community level are the Australian
mass media campaign to change back pain beliefs and
disability (74), which was followed-up in Scotland (75)
and Canada (76); and the Washington State ergonomics
rule, which reduced employer-reported risk factors (77).
The latter rule, however, was repealed three years after
its implementation.
In an optimal situation, large-scale implementation
would result in a positive effect on the occurrence,
severity and/or impact of MSD as monitored in a repetition of the first step. Hence, the circle is closed towards
the first step.
Examples of how the framework may work
In the following, two examples as to how the proposed
framework may work are outlined. Although interventions on other factors and even multi-component interventions are imaginable and well suitable to be designed
using our framework, these examples were chosen from
a work-related physical risk factors perspective.
Example 1: Lower-back pain and manual lifting. In the
industrialized world, large proportions of the population suffer from LBP (1), with LBP prevalence in subScand J Work Environ Health 2017, vol 43, no 6
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groups with high physical workload (eg, scaffolders)
(78) being even higher (step 1). As mentioned before,
there are many risk factors for the onset of LBP (step
2), and most of these factors result in an increased risk
of LBP with the cumulative contribution to LBP of
physical work-related risk factors estimated to be around
37% (22) (although such numbers may differ between
specific occupational sub-groups). It should therefore
be realized that the potential for primary prevention of
LBP by fully taking away work-related physical risk
factors is limited to 37%. Manual lifting has been found
to be one of the prominent risk factors for LBP, with
lifting >25 kg or >25 times per day estimated to lead to
an increase in the one-year LBP incidence by 4.3% and
3.5%, respectively (18).
According to results from laboratory studies, manual lifting is associated with substantial loads on the
lower back (31), while causal mechanisms assume
damage to intervertebral discs and endplates, facet
joints, ligaments, or muscles because of these loads
(79). Moreover, biomechanical studies help in understanding underlying mechanisms of LBP in terms of, for
instance, motor control during lifting, tissue tolerance to
forces, and physiologic responses to repeated lifts (80).
Such mechanisms have, however, not been confirmed
in epidemiological studies assessing the association of
spinal pathologies and back pain symptoms (81). As
such, biomechanical research performed in step 3 and
epidemiological research performed in step 2 and 4
remain distant from each other, since controlled laboratory studies will only show short-terms effects of the
studied risk factors while in epidemiological studies it
is hard to isolate the contributing risk of a single factor.
Therefore, underlying mechanisms causing LBP due to
lifting are still not fully understood. Possibly because
of a lack of understanding of mechanisms, interventions
targeting lifting to prevent LBP have not been shown to
be overly successful (24).
The following example illustrates an intervention on
lifting education and instruction for which, in the framework for MSD prevention research, research has jumped
from step 2 to step 4. For this intervention it has been
assumed that lifting technique is a major cause for LBP
and that LBP would be prevented by training workers
to lift "properly" (ie, using their legs during a squat lift
rather than their back in a stoop lift). The hypothesized
mechanism would be that compressive loading of the
back, which is high in manual lifting, may lead to spinal
injury (based on cadaveric studies), and that a good lifting technique helps to reduce such compressive loading.
While scientific literature has yet to prove the effectiveness of lifting education for the prevention of LBP (24)
(step 5), millions of workers around the world received
such lifting instructions and many still get them (step
6). Since the results of the evaluation of the interven-
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tion are disappointing (step 5), we need to go back to
the earlier steps. Although the scientific debate remains
open, literature reviews have shown that there is not a
single best lifting technique, as low-back load hardly
differs between squat and stoop lifts (82, 83), nor does
the association of lifting and LBP appear be the result
of mechanisms of tissue damage (81). This means that
the aforementioned intervention of lifting education or
instruction had theory failure.
Program failure in the development of interventions
might be another reason for the lack of effectiveness
in lifting interventions for the prevention of LBP. For
example, an intervention introducing a new technology
to reduce the load on the lower back, such as ceiling
hoists for patient care workers, requires workers to use
and engage with the technology. However, such a change
in behavior is difficult to achieve and requires attention
to determinants of behavior within the particular occupational context (84). Only few of such studies have been
performed in the field of work-related MSD (85, 86).
In conclusion, the example of interventions based on
lifting to prevent LBP shows that it is not only important
to use information from step 2 and 3 to prevent theory
failure, but also to develop a feasible intervention (step
4) to prevent program failure, before moving to step 6.
Example 2: MSD and bricklaying work. A recent review
showed that bricklayers have an increased risk of developing MSD, including LBP and pain in the upper and
lower extremities (87), with bricklayers experiencing
even more MSD than other construction workers (88)
(step 1). The risk factors for MSD among bricklayers
have been well documented from several workplace
studies (step 2), with manual materials handling being
the most prominent (87, 88). These studies showed that
for bricklaying assistants, manual materials handling
needed for transportation of bricks, blocks and mortar is
the most physically demanding task. The most demanding task for workers using traditional bricks consisted of
repetitive one-handed lifting of bricks, often in awkward
working postures, and for those who perform masonry
work using large blocks, physical work demands include
two-handed lifting of heavy concrete, gypsum or calcareous blocks.
Several experimental laboratory studies have investigated physical risk factors in terms of biomechanical
load associated with varying intensities and frequencies
of manual material handling in this job (89) (step 3).
Based on this evidence, the hypothesis for the underlying mechanism for MSD among bricklayers is that
repetitive manual handling imposes biomechanical load
on the back and upper extremity structures, exceeding
the worker’s strength and capacity (due to the limited
opportunities for recovery during work), causing damage of musculoskeletal structures and thereby MSD.

van der Beek et al

Using this etiological hypothesis, several (consensus-based) preventive interventions have been developed
(step 4) (88), in which the most important interventions
can be categorized into: (i) adjusting working height of
bricks, blocks and mortar, (ii) mechanization of block
laying, and (iii) mechanization of the transportation of
materials. The efficacy of these interventions has been
investigated in field studies that showed mixed results
(step 5), ranging from a substantial reduction of trunk
flexion and local musculoskeletal discomfort (88) to no
effects on physical risk factors among workers using
gypsum blocks (90).
Workplace effectiveness was examined in a controlled intervention study, with measurements before
and 10-month after the introduction of stools and consoles for raised bricklaying (91). The intervention significantly reduced several risk factors (including trunk
flexion and arm elevation) and resulted in a statistically
significant decrease in sick leave, but had no effects on
the prevalence of MSD.
When barriers and facilitators for the implementation
of ergonomic measures in bricklaying were qualitatively studied among stakeholders (92), it appeared that
employers/planners were not fully aware of the health
risks of not implementing ergonomic measures, while
foremen/bricklayers were more often aware of this. The
majority in both stakeholder groups, however, understood the ergonomic measures and wanted to provide the
bricklaying teams with these measures, but did not intent
to actually buy or hire the materials needed. Hence, only
slightly more than half of the bricklayers and their assistants reported to adopt the intervention measures (93).
Both stakeholder groups mentioned several other barriers impeding the ability to actually use the ergonomic
measures in practice, such as the extra work regarding
maintenance and logistics. The supportiveness of the
work environment (considering the compatibility with
an effective production) should therefore be taken into
consideration (64).
In an optimal situation, implementation of this intervention (step 6) would cause a reduction of MSD incidence as monitored among bricklayers’ populations in
a repetition of step 1 of the framework.

Discussion
In this paper we proposed a research framework for
work-related MSD prevention research, with two examples demonstrating how prevention impacting on workrelated physical factors could reduce the MSD burden
using the research framework’s repeated sequence. In
example 1, information from step 2 and 3 is required to
prevent theory failure and step 4 is necessary to develop

a feasible intervention to prevent program failure, before
moving to step 5 and 6. Example 2, on the other hand,
showed a more sound understanding of mechanisms
(step 3), and intervention barriers and facilitators (step
4) and its associated health and productivity outcomes
(step 5), which is more likely to result in a positive
implementation (step 6). Although the focus of this
framework is on work-related physical factors and
examples provided in this paper target the reduction of
incidence of MSD, a similar sequential approach can be
used for non-physical factors and/or for the prevention
of MSD recurrence. However, when focusing on other
musculoskeletal outcomes, other issues that have not
been described in this manuscript, such as the timing of
the intervention, should be considered.
Different scientific disciplines have been focusing on
parts of the framework of work-related MSD prevention
research (table 1). For instance, occupational epidemiology studies the incidence of work-related MSD (step 1),
risk factors of MSD (step 2), and the effects of relevant
interventions (step 5). Occupational epidemiologists,
however, perform few studies on the pathways and
mechanisms causing diseases and disorders (step 3).
Although there are some examples of integration of
laboratory-based methods in epidemiological studies, for
example in studying the role of pain tolerance in upperlimb disorders (94) and performing detailed assessment
of low-back load and its association with LBP (29),
laboratory and epidemiological studies often remain
distant. Moreover, in epidemiology the expertise and
knowledge for the development of interventions (step
4), and large-scale implementation of proven effective
interventions (step 6) is lacking but could be obtained
from adjacent research disciplines, such as ergonomics,
public health and sports medicine.
A better understanding of the underlying mechanisms and barriers and facilitators of interventions
and implementation would help the development and
implementation of effective interventions. It should,
however, be noted that not all steps are conditional, and
primary prevention can still be successful without taking all sequential steps. For example, the occupational
disease scurvy had a high incidence in sailors on ships
in the 17th century (step 1), leading to high mortality
rates. In the middle of the 18th century James Lind, a
surgeon in the British Royal Navy, proved that scurvy
could be prevented and treated with citrus fruit (step 5)
(95). However, the Royal Navy did not implement his
advice for several decades (step 6). The incidence of this
occupational disease finally dropped when fresh citrus
fruit and/or sauerkraut was provided to sailors during
the journey (step 4). It would take until 1932 to know
that nutritional deficiency of vitamin C caused scurvy
(step 2), not to mention the underlying mechanism and
pathogenesis (step 3). Hence, it is possible to obtain an
Scand J Work Environ Health 2017, vol 43, no 6
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effective intervention while skipping one or more steps
of the framework, although preventive interventions
based on knowledge obtained in step 2 and possibly also
step 3 may have a larger potential. Moreover, this scurvy
example illustrates the importance of implementation of
proven effective interventions (step 6).
The argument made in this paper is that, in intervention research, paying more attention to steps 3, 4 and 6
would increase the potential of MSD prevention in the
occupational setting. This would require a more close
collaboration of scientific disciplines (using quantitative
and qualitative research methodologies) to adhere to
the repeated sequence of work-related MSD prevention
research. Moreover, in the development of interventions, also factors that are not physical or work-related
should be considered. For step 2 and 3 epidemiological
and ergonomic field studies should be integrated more
with laboratory experimental studies that start from a
theory and formulate hypotheses based on deduction.
Epidemiology can provide data on which such theories
and hypotheses can be based, and can study the effectiveness of experimental results on a large scale. This
requires a stepped approach where epidemiological and
ergonomic field studies and experimental laboratory
research are performed repeatedly in a sequential order.
One could think of experiments within a prospective
cohort study, or detailed biomechanical assessments
of work-related physical risk factors using field-based
assessment methods. By doing this, laboratory-based
risk factors, such as muscle activity, awkward body
postures and biomechanical load, and their association
with short-term effects (including local discomfort), can
be linked to the actual onset of MSD. Results from these
studies could give insight into whether peak or cumulative exposure to a risk factor (29), or alternatively, lack
of variation in movement (96) contributes to the onset
of MSD. Such mechanistic knowledge would be crucial
for the development of preventive interventions. In general, however, the research gap between epidemiological
studies and experimental laboratory studies should be
bridged from both sides.
In step 4, behavioral sciences and industrial/organizational psychology can become more involved in
the development of interventions for the prevention of
work-related MSD, in which the intervention should be
tailored to the occupational context. To do so, feasibility
of the interventions and potential compliance should be
tested in an early stage (using qualitative methods). Step
5 consists of an epidemiological effectiveness study, if
possible through a randomized controlled trial, while
process evaluations should be performed alongside this
trial being the start of implementation research that is
the heart of step 6. Currently, implementation research
is almost non-existing in the prevention of work-related
MSD, while this has received more attention in other
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research fields [eg, physical activity research (97)].
Progress from these fields can be translated and used in
the occupational setting.
In essence the proposed research framework is similar to a continuous improvement cycle used for the
quality of production and health and safety management
systems (98). Through its multi-disciplinary approach
this framework can also guide practitioners in developing MSD prevention efforts within an organization
and/or community, conducting surveillance of injury,
evaluating risk factors in the field, creating interventions
with understanding of underlying mechanisms, implementing programs within the context of the organization,
and evaluating the interventions through efficacy and
process tracking to determine facilitating factors and
barriers to implementation.
It should be noted that, apart from the steps described
in this framework, there are a number of prerequisites
for MSD research that should be taken into consideration, which play a role in all steps of the sequence for
prevention of work-related MSD (99). Firstly, there is
a lack of international consensus regarding the operational definition of work-related MSD, with different
definitions likely leading to different MSD incidence
in the same population. Secondly, there is no straightforward way for the assessment of physical risk factors
in workers with different assessment methods (eg,
objective, observational or self-reported measures) and
measurement regimes (eg, continuous measurements
for a particular timespan or sampled measurement),
each with their specific trade-off between accuracy
and feasibility. Moreover, it is important to realize that
there is no "one size fits all" intervention to prevent
MSD. Therefore, implementing the same preventive
regime for all to prevent MSD, regardless of personal,
psychological and social characteristics as well as other
comorbidities, would be irrational. It is proposed that
the effectiveness of any specific intervention on preventing MSD should be examined in individuals who will
theoretically benefit from such an intervention, keeping
in mind that the potential for prevention of the MSD by
fully taking away work-related risk factors is limited to
about one-third.
Concluding remarks
We present a framework for optimal work-related MSD
prevention linking research disciplines. This framework
can help to improve theories and strengthen the development and implementation of prevention strategies for
work-related MSD. To obtain the best possible workrelated MSD prevention result, in research we should
develop interventions based on an identified problem
(step 1) targeting risk factors that appear to be associated with an MSD problem (step 2), possibly with a
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sound understanding of the underlying mechanisms
and pathogenesis (step 3). Moreover, the intervention
should be optimally targeted to the specific occupational
population and setting (step 4), while a proven effective preventive interventions (step 5) should be widely
implemented, using evidence-based implementation
strategies (step 6).

References
1.

Hoy D, Bain C, Williams G, March L, Brooks P, Blyth F, et
al. A systematic review of the global prevalence of low back
pain. Arthritis Rheum. 2012 Jun;64(6):2028–37. https://doi.
org/10.1002/art.34347.

2.

Beales D, Kyaw-Myint S, Smith A, O’Sullivan P, Pransky G,
Linton S, et al. Work Productivity Loss in Young Workers Is
Substantial and Is Associated With Spinal Pain and Mental Illhealth Conditions. J Occup Environ Med. 2017 Mar;59(3):237–
45. https://doi.org/10.1097/JOM.0000000000000990.

3.

Matsudaira K, Konishi H, Miyoshi K, Isomura T, Takeshita
K, Hara N, et al. Potential risk factors for new onset of
back pain disability in Japanese workers: findings from the
Japan epidemiological research of occupation-related back
pain study. Spine. 2012 Jul;37(15):1324–33. https://doi.
org/10.1097/BRS.0b013e3182498382.

4.

Costa-Black KM, Loisel P, Anema JR, and Pransky G.
Back pain and work. Best Pract Res Clin Rheumatol.
2010 Apr;24(2):227–40. https://doi.org/10.1016/j.
berh.2009.11.007.

5.

Côté P, van der Velde G, Cassidy JD, Carroll LJ, Hogg-Johnson
S, Holm LW, et al. The burden and determinants of neck
pain in workers: results of the Bone and Joint Decade 20002010 Task Force on Neck Pain and Its Associated Disorders.
Spine. 2008 Feb;33(Suppl 4):60–74. https://doi.org/10.1097/
BRS.0b013e3181643ee4.

relation to somatization: a community-based postal survey.
Occup Med. 2005 Dec;55(8):612–7. https://doi.org/10.1093/
occmed/kqi142.
11. Pinheiro MB, Ferreira ML, Refshauge K, Maher CG, Ordoana JR, Andrade TB, et al. Symptoms of depression as a
prognostic factor for low back pain: a systematic review.
Spine J. 2016 Jan;16(1):105–16. https://doi.org/10.1016/j.
spinee.2015.10.037.
12. Kelly GA, Blake C, Power CK, O’Keeffe D, and Fullen BM.
The association between chronic low back pain and sleep:
A systematic review. Clin J Pain. 2011 Feb;27(2):169–81.
https://doi.org/10.1097/AJP.0b013e3181f3bdd5.
13. Hübscher M, Moloney N, Leaver A, Rebbeck T, McAuley
J, and Refshauge K. Relationship between quantitative
sensory testing and pain or disability in people with
spinal pain - a systematic review and meta-analysis. Pain.
2013 Sep;154(9):1497–504. https://doi.org/10.1016/j.
pain.2013.05.031.
14. Giesecke T, Gracely RH, Grant MA, Nachemson A, Petzke
F, Williams DA, et al. Evidence of augmented central pain
processing in idiopathic chronic low back pain. Arthritis
Rheum. 2004 Feb;50(2):613–23. https://doi.org/10.1002/
art.20063.
15. Hamberg-van Reenen HH, Ariens GA, Blatter BM, van
Mechelen W, and Bongers PM. A systematic review of the
relation between physical capacity and future low back and
neck/shoulder pain. Pain. 2007 Jul;130(1-2):9–107. https://
doi.org/10.1016/j.pain.2006.11.004.
16. Hartvigsen J, Lings S, Leboeuf-Yde C, and Bakketeig L.
Psychosocial factors at work in relation to low back pain and
consequences of low back pain; a systematic, critical review
of prospective cohort studies. Occup Environ Med. 2004
Jan;61(1):e2.
17. Eatough EM, Way JD, and Chang CH. Understanding the
link between psychosocial work stressors and work-related
musculoskeletal complaints. Appl Ergon. 2012 May;43(3):554–
63. https://doi.org/10.1016/j.apergo.2011.08.009.
18. Coenen P, Gouttebarge V, van der Burght AS, van Dieën
JH, Frings-Dresen MH, van der Beek AJ, et al. The effect
of lifting during work on low back pain: a health impact
assessment based on a meta-analysis. Occup Environ
Med. 2014 Dec;71(12):871–7. https://doi.org/10.1136/
oemed-2014-102346.

6.

Wells R. Why have we not solved the MSD problem? Work.
2009 34(1):117–21.

7.

NIOSH. The National Occupational Research Agenda
(NORA). 2016; Available from: http://www.cdc.gov/niosh/
nora/default.html.

8.

O’Sullivan P, Caneiro JP, O’Keeffe M, and O’Sullivan K.
Unraveling the complexity of low back pain. J Orthop Sports
Phys Ther. 2016 Nov;46(11):932–7. https://doi.org/10.2519/
jospt.2016.0609.

19. Waersted M, Hanvold TN, and Veiersted KB. Computer
work and musculoskeletal disorders of the neck and upper
extremity: a systematic review. BMC Musculoskelet Disord.
2010 Apr;11:79. https://doi.org/10.1186/1471-2474-11-79.

9.

Vargas-Prada S, Martínez JM, Coggon D, Delclos G,
Benavides FG, and Serra C. Health beliefs, low mood, and
somatizing tendency: contribution to incidence and persistence
of musculoskeletal pain with and without reported disability.
Scand J Work Environ Health. 2013 Nov;39(6):589–98.
https://doi.org/10.5271/3377.

20. da Costa BR and Vieira ER. Risk factors for work-related
musculoskeletal disorders: A systematic review of recent
longitudinal studies. Am J Ind Med, 2010 Mar;53(3):285–323.

10. Palmer KT, Calnan M, Wainwright D, Poole J, O’Neill C,
Winterbottom A, et al. Disabling musculoskeletal pain and its

21. Lötters F, Burdorf A, Kuiper J, and Miedema H. Model for
the work-relatedness of low-back pain. Scand J Work Environ
Health. 2003 Dec;29(6):431–40. https://doi.org/10.5271/
sjweh.749.
22. Punnett L, Pruss-Utun A, Nelson DI, Fingerhut MA, Leigh
Scand J Work Environ Health 2017, vol 43, no 6

535

Work-related musculoskeletal disorder research framework

J, Tak S, et al. Estimating the global burden of low back
pain attributable to combined occupational exposures. Am J
Ind Med. 2005 Dec;48(6):459–69. https://doi.org/10.1002/
ajim.20232.

Koes BW, Poquet N, et al. Back Schools for chronic nonspecific low back pain. Cochrane Database of Syst Rev.
2017 Aug;8:CD011674. https://doi.org/10.1002/14651858.
CD011674.pub2.

23. de Vet HC, Heymans MW, Dunn KM, Pope DP, van der Beek
AJ, Macfarlane GJ, et al. Episodes of low back pain: a proposal
for uniform definitions to be used in research. Spine. 2002
Nov;27(21):2409–16. https://doi.org/10.1097/00007632200211010-00016.

34. de Looze MP, Bosch T, Krause F, Stadler KS, and O’Sullivan
LW. Exoskeletons for industrial application and their
potential effects on physical work load. Ergonomics. 2016
May;59(5):671–81. https://doi.org/10.1080/00140139.2015
.1081988.

24. Verbeek JH, Martimo KP, Karppinen J, Kuijer PP, ViikariJuntura E, and Takala EP. Manual material handling advice
and assistive devices for preventing and treating back pain in
workers. Cochrane Database Syst Rev. 2011 Jun;6:CD005958.
https://doi.org/10.1002/14651858.CD005958.pub3.

35. Dul J, Bruder R, Buckle P, Carayon P, Falzon P, Marras WS,
et al. A strategy for human factors/ergonomics: developing the
discipline and profession. Ergonomics. 2012 Feb;55(4):377–
95. https://doi.org/10.1080/00140139.2012.661087.

25. Hoe VC, Urquhart DM, Kelsall HL, and Sim MR.
Ergonomic design and training for preventing work-related
musculoskeletal disorders of the upper limb and neck in adults.
Cochrane Database Syst Rev. 2012 Aug;8:CD008570. https://
doi.org/10.1002/14651858.CD008570.pub2.
26. Global Burden of Disease Study 2013 Collaborators. Global,
regional, and national incidence, prevalence, and years
lived with disability for 301 acute and chronic diseases and
injuries in 188 countries, 1990–2013: a systematic analysis
for the Global Burden of Disease Study 2013. Lancet. 2015
Aug;386(9995):743–800. https://doi.org/10.1016/S01406736(15)60692-4.
27. Cattrell A, Harris EC, Palmer KT, Kim M, Aylward M, and
Coggon D. Regional trends in awards of incapacity benefit
by cause. Occup Med. 2011 May;61(3):148–51. https://doi.
org/10.1093/occmed/kqr008.
28. Leider PC, Boschman JS, Frings-Dresen MH, and van
der Molen HF. Effects of job rotation on musculoskeletal
complaints and related work exposures: a systematic literature
review. Ergonomics. 2015 Sep;58(1):18–32. https://doi.org/1
0.1080/00140139.2014.961566.
29. Coenen P, Kingma I, Boot CR, Bongers PM, and Dieën van JH.
Cumulative mechanical low-back load at work is a determinant
of low-back pain. Occup Environ Med. 2014 May;71(5):332–
7. https://doi.org/10.1136/oemed-2013-101862.
30. Luger T, Bosch T, Veeger D, and de Looze M. The influence
of task variation on manifestation of fatigue is ambiguous - a
literature review. Ergonomics. 2014 Feb;57(2):162–74. https://
doi.org/10.1080/00140139.2014.885088.
31. Faber GS, Kingma I, and van Dieën JH. Effect of initial
horizontal object position on peak L5/S1 moments in manual
lifting is dependent on task type and familiarity with alternative
lifting strategies. Ergonomics. 2011 Jan;54(1):72–81. https://
doi.org/10.1080/00140139.2010.535019.
32. Driessen MT, Proper KI, Anema JR, Knol DL, Bongers PM,
and van der Beek AJ. The effectiveness of participatory
ergonomics to prevent low-back and neck pain--results of a
cluster randomized controlled trial. Scand J Work Environ
Health. 2011 Sep;37(5):383–93. https://doi.org/10.5271/
sjweh.3163.
33. Parreira P, Heymans MW, van Tulder MW, Esmail R,

536

Scand J Work Environ Health 2017, vol 43, no 6

36. Speklé EM, Heinrich J, Hoozemans MJ, Blatter BM, van
der Beek AJ, van Dieën JH, et al. The cost-effectiveness of
the RSI QuickScan intervention programme for computer
workers: Results of an economic evaluation alongside a
randomised controlled trial. BMC Musculoskelet Disord. 2010
Nov;11:259. https://doi.org/10.1186/1471-2474-11-259.
37. Suman A, Schaafsma FG, Bamarni J, van Tulder MW, and
Anema JR. A multimedia campaign to improve back beliefs in
patients with non-specific low back pain: a process evaluation.
BMC Musculoskelet Disord. 2017 May;18:200. https://doi.
org/10.1186/s12891-017-1551-z.
38. Campbell M, Fitzpatrick R, Haines A, Kinmonth AL,
Sandercock P, Spiegelhalter D, et al. Framework for design
and evaluation of complex interventions to improve health.
BMJ. 2000 Sep;321(7262):694–6. https://doi.org/10.1136/
bmj.321.7262.694.
39. van Mechelen W, Hlobil H, and Kemper HC. Incidence,
severity, aetiology and prevention of sports injuries. A review
of concepts. Sports Med. 1992 Aug;14(2):82–99. https://doi.
org/10.2165/00007256-199214020-00002.
40. Finch C. A new framework for research leading to sports injury
prevention. J Sci Med Sport. 2006 May;9(1-2):3–9. https://doi.
org/10.1016/j.jsams.2006.02.009.
41. Sallis JF, Owen N, and Fotheringham MJ. Behavioral
epidemiology: a systematic framework to classify phases of
research on health promotion and disease prevention. Ann
Behav Med. 2000 Fall;22(4):294–8. https://doi.org/10.1007/
BF02895665.
42. ISO, ISO 31000 - Risk management. 2015, International
Organization for Standardization: Geneva, Switzerland.
43. Holden L, Scuffham PA, Hilton MF, Ware RS, Vecchio N, and
Whiteford HA. Health-related productivity losses increase
when the health condition is co-morbid with psychological
distress: findings from a large cross-sectional sample of
working Australians. BMC Public Health. 2011 May;11:417.
https://doi.org/10.1186/1471-2458-11-417.
44. Checkoway H, Pearce N, and Kriebel D. Selecting appropriate
study designs to address specific research questions in
occupational epidemiology. Occup Environ Med. 2007
Sep;64(9):633–8. https://doi.org/10.1136/oem.2006.029967.
45. National Research Council & Institute of Medicine,
Musculoskeletal disorders and the workplace. Low back and

van der Beek et al

upper extremities. Washington DC: National Academy Press;
2001.
46. Qin J, Trudeau M, Katz JN, Buchholz B, and Dennerlein JT.
Biomechanical loading on the upper extremity increases from
single key tapping to directional tapping. J Electromyogr
Kinesiol. 2011 Aug;21(4):587–94. https://doi.org/10.1016/j.
jelekin.2010.12.002.
47. Brinckmann P, Biggemann M, and Hilweg D. Fatigue fracture
of human lumbar vertebrae. Clin Biomech. 1988 May;3(Suppl
1):1–23.
48. Barbe MF, Barr AE, Gorzelany I, Amin M, Gaughan JP, and
Safadi FF. Chronic repetitive reaching and grasping results in
decreased motor performance and widespread tissue responses
in a rat model of MSD. J Orthop Res. 2003 Jan;21(1):167–76.
https://doi.org/10.1016/S0736-0266(02)00086-4.

oemed-2012-101210.
57. Wells R, Laing A, and Cole D. Characterizing the intensity of
changes made to reduce mechanical exposure. Work. 2009;
34(2):179–93.
58. Kroemer KH and Grandjean E, Fitting the Task to the Human:
A textbook of Occupational Ergonomics, ed. Taylor and
Francis: London; 1997.
59. International Labour Organisation, Occupational safety and
health recommendation concerning occupational safety and
health and the working environment adoption. International
Labour Organisation: Geneva, Switserland; 1981.
60. Amick BC, 3rd, Robertson MM, DeRango K, Bazzani
L, Moore A, Rooney T, et al. Effect of office ergonomics
intervention on reducing musculoskeletal symptoms. Spine.
2003 Dec;28(24):2706–11. https://doi.org/10.1097/01.
BRS.0000099740.87791.F7.

49. Eijckelhof BH, Huysmans MA, Bruno Garza JL, Blatter BM,
van Dieën JH, Dennerlein JT, et al. The effects of workplace
stressors on muscle activity in the neck-shoulder and forearm
muscles during computer work: a systematic review and metaanalysis. Eur J Appl Physiol, 2013 Dec;113(12):2897–912.
https://doi.org/10.1007/s00421-013-2602-2.

61. Tullar JM, Brewer S, Amick BC, 3rd, Irvin E, Mahood
Q, Pompeii LA, et al. Occupational safety and health
interventions to reduce musculoskeletal symptoms in the
health care sector. J Occup Rehabil. 2010 Jun;20(2):199–219.
https://doi.org/10.1007/s10926-010-9231-y.

50. Andersen JH, Fallentin N, Thomsen JF, and Mikkelsen S.
Risk factors for neck and upper extremity disorders among
computer users and the effect of interventions: an overview of
systematic reviews. PloS One. 2011 May;6(5):e19691. https://
doi.org/10.1371/journal.pone.0019691.

62. Sorensen G, McLellan DL, Sabbath EL, Dennerlein JT, Nagler
EM, Hurtado DA, et al. Integrating worksite health protection
and health promotion: A conceptual model for intervention
and research. Prev Med. 2016 Aug;91:188–96. https://doi.
org/10.1016/j.ypmed.2016.08.005.

51. Eijckelhof BH, Huysmans MA, Blatter BM, Leider PC,
Johnson PW, van Dieen JH, et al. Office workers’ computer
use patterns are associated with workplace stressors. Appl
Ergon, 2014 Nov.45(6):1660–7. https://doi.org/10.1016/j.
apergo.2014.05.013.

63. Wijk K and Mathiassen SE. Explicit and implicit theories
of change when designing and implementing preventive
ergonomics interventions--a systematic literature review.
Scand J Work Environ Health. 2011 Sep;37(5):363–75. https://
doi.org/10.5271/sjweh.3159.

52. Davis KG, Marras WS, Heaney CA, Waters TR, and Gupta
P. The impact of mental processing and pacing on spine
loading: 2002 Volvo Award in biomechanics. Spine. 2002
Dec;27(23):2645–53. https://doi.org/10.1097/00007632200212010-00003.

64. Backholer K, Beauchamp A, Ball K, Turrell G, Martin J,
Woods J, et al. A framework for evaluating the impact of
obesity prevention strategies on socioeconomic inequalities in
weight. Am J Public Health. 2014 Oct;104(10):e43–50. https://
doi.org/10.2105/AJPH.2014.302066.

53. Bongers PM, Kremer AM, and ter Laak J. Are psychosocial
factors, risk factors for symptoms and signs of the shoulder,
elbow, or hand/wrist?: A review of the epidemiological
literature. Am J Ind Med. 2002 May;41(5):315–42. https://doi.
org/10.1002/ajim.10050.

65. Akobeng AK. Principles of evidence based medicine. Arch
Dis Child. 2005 Aug;90(8):837–40. https://doi.org/10.1136/
adc.2005.071761.

54. Holtermann A, Jorgensen MB, Gram B, Christensen JR, Faber
A, Overgaard K, et al. Worksite interventions for preventing
physical deterioration among employees in job-groups
with high physical work demands: background, design and
conceptual model of FINALE. BMC Public Health. 2010
Mar;10:120. https://doi.org/10.1186/1471-2458-10-120.
55. Rasmussen CD, Lindberg NK, Ravn MH, Jorgensen MB,
Sogaard K, and Holtermann A. Processes, barriers and
facilitators to implementation of a participatory ergonomics
program among eldercare workers. Appl Ergon. 2017
Jan;58:491–9. https://doi.org/10.1016/j.apergo.2016.08.009.
56. Burdorf A, Koppelaar E, and Evanoff B. Assessment of
the impact of lifting device use on low back pain and
musculoskeletal injury claims among nurses. Occup Environ
Med. 2013 Jul;70(7):491–7. https://doi.org/10.1136/

66. Rivilis I, Van Eerd D, Cullen K, Cole DC, Irvin E,
Tyson J, et al. Effectiveness of participatory ergonomic
interventions on health outcomes: a systematic review. Appl
Ergon. 2008 May;39(3):342–58. https://doi.org/10.1016/j.
apergo.2007.08.006.
67. traker L, Burgess-Limerick R, Pollock C, and Egeskov R. A
randomized and controlled trial of a participative ergonomics
intervention to reduce injuries associated with manual tasks:
physical risk and legislative compliance. Ergonomics. 2004
Feb;47(2):166–88. https://doi.org/10.1080/0014013031000
1617949.
68. Bartholomew LK, Parcel GS, and Kok G. Intervention
mapping: a process for developing theory- and evidencebased health education programs. Health Educ Behav. 1998
Oct;25(5):545–63. https://doi.org/10.1177/1090198198025
00502.
Scand J Work Environ Health 2017, vol 43, no 6

537

Work-related musculoskeletal disorder research framework

69. Lötters F and Burdof A. Are changes in mechanical exposure
and musculoskeletal health good performance indicators for
primary interventions? Int Arch Occup Environ Health. 2002
Oct;75(8):549–61. https://doi.org/10.1007/s00420-0020368-7.
70. Karakolis T and Callaghan JP. The impact of sit-stand office
workstations on worker discomfort and productivity: a
review. Appl Ergon. 2014 May;45(3):799–806. https://doi.
org/10.1016/j.apergo.2013.10.001.
71. Straker L, Abbott RA, Heiden M, Mathiassen SE, and
Toomingas A. Sit-stand desks in call centres: associations of
use and ergonomics awareness with sedentary behavior. Appl
Ergon. 2013 Jul;44(4):517–22. https://doi.org/10.1016/j.
apergo.2012.11.001.
72. Glasgow RE, Vogt TM, and Boles SM. Evaluating the public
health impact of health promotion interventions: The RE-AIM
framework. Am J Public Health. 1999 Sep;89(9):1322–7.
https://doi.org/10.2105/AJPH.89.9.1322.
73. Westgaard RH and Winkel J. Ergonomic intervention research
for improved musculoskeletal health: A critical review.
Int J Ind Ergonom. 1997 Dec;20(6):463–500. https://doi.
org/10.1016/S0169-8141(96)00076-5.
74. Buchbinder R, Jolley D, and Wyatt M. Population based
intervention to change back pain beliefs and disability: three
part evaluation. BMJ. 2001 Jun;322(7301):1516–20. https://
doi.org/10.1136/bmj.322.7301.1516.
75. Waddell G, O’Connor M, Boorman S, and Torsney B. Working
Backs Scotland: a public and professional health education
campaign for back pain. Spine. 2007 Sep;32(19):2139–43.
https://doi.org/10.1097/BRS.0b013e31814541bc.
76. Gross DP, Russell AS, Ferrari R, Battie MC, Schopflocher
D, Hu R, et al. Evaluation of a Canadian back pain mass
media campaign. Spine. 2010 Apr;35(8):906–13. https://doi.
org/10.1097/BRS.0b013e3181c91140.
77. Foley M, Silverstein B, Polissar N, and Neradilek B. Impact
of implementing the Washington State ergonomics rule on
employer reported risk factors and hazard reduction activity.
Am J Ind Med. 2009 Jan;52(1):1–16. https://doi.org/10.1002/
ajim.20650.
78. Elders LA and Burdorf A. Prevalence, incidence, and
recurrence of low back pain in scaffolders during a 3-year
follow-up study. Spine. 2004 Mar;29(6):E101–6. https://doi.
org/10.1097/01.BRS.0000115125.60331.72.
79. van Dieën JH, Weinans H, and Toussaint HM. Fractures of
the lumbar vertebral endplate in the etiology of low back
pain: a hypothesis on the causative role of spinal compression
in aspecific low back pain. Med Hypotheses. 1999
Sep;53(3):246–52. https://doi.org/10.1054/mehy.1998.0754.

org/10.1097/BRS.0b013e3181cd9adb.
82. Straker LM. A review of research on techniques for lifting
low-lying objects: 2. Evidence for a correct technique. Work.
2003;20(2):83–96.
83. van Dieën JH, Hoozemans MJ, and Toussaint HM. Stoop or
squat: a review of biomechanical studies on lifting technique.
Clin Biochem. 1999 Dec;14(10):685–96. https://doi.
org/10.1016/S0268-0033(99)00031-5.
84. Myers DJ, Schoenfisch AL, and Lipscomb HJ. Cultural
influences on workplace safety: An example of hospital workers’
adoption of patient lifting. Safety Sci. 2012 Mar;50(3):494–
501. https://doi.org/10.1016/j.ssci.2011.10.015.
85. Whysall ZJ, Haslam C, and Haslam R. Developing
the stage of change approach for the reduction
of work-related musculoskeletal disorders. J Health
Psychol. 2007 Jan;12(1):184–97. https://doi.
org/10.1177/1359105307071753.
86. Bernaards CM, Ariëns GA, Knol DL, and Hildebrandt
VH. The effectiveness of a work style intervention and a
lifestyle physical activity intervention on the recovery from
neck and upper limb symptoms in computer workers. Pain.
2007 Nov;132(1-2):142–53. https://doi.org/10.1016/j.
pain.2007.06.007.
87. Boschman JS, van der Molen HF, Sluiter JK, and FringsDresen MH. Occupational demands and health effects for
bricklayers and construction supervisors: A systematic
review. Am J Ind Med. 2011 Jan;54(1):55–77. https://doi.
org/10.1002/ajim.20899.
88. van der Molen HF, Veenstra SJ, Sluiter JK, and Frings-Dresen
MH. World at work: bricklayers and bricklayers’ assistants.
Occup Environ Med. 2004 Jan;61(1):89–93. https://doi.
org/10.1136/oem.2002.001750.
89. Faber GS, Kingma I, Kuijer PPFM, van der Molen HF,
Hoozemans MJM, Frings-Dresen MHW, et al. Working
height, block mass and one- vs. two-handed block handling:
the contribution to low back and shoulder loading during
masonry work. Ergonomics. 2009 Sep;52(9):1104–18. https://
doi.org/10.1080/00140130902915947.
90. van der Molen HF, Kuijer PP, Formanoy M, Bron L,
Hoozemans MJ, Visser B, et al. Evaluation of three ergonomic
measures on productivity, physical work demands, and
workload in gypsum bricklayers. Am J Ind Med. 2010
Jun;53(6):608–14. https://doi.org/10.1002/ajim.20793.
91. Luijsterburg PA, Bongers PM, and de Vroome EM. A new
bricklayers’ method for use in the construction industry. Scand
J Work Environ Health. 2005 Oct;31(5):394–400. https://doi.
org/10.5271/sjweh.923.

80. Eriksson Crommert M, Ekblom MM, and Thorstensson A.
Motor control of the trunk during a modified clean and jerk
lift. Scand J Med Sci Sports. 2014 Oct;24(5):758–63. https://
doi.org/10.1111/sms.12064.

92. van der Molen HF, Sluiter JK, Hulshof CT, Vink P, van
Duivenbooden C, and Frings-Dresen MH. Conceptual
framework for the implementation of interventions in
the construction industry. Scand J Work Environ Health.
2005;31(Suppl 2):96–103.

81. Endean A, Palmer KT, and Coggon D. Potential of magnetic
resonance imaging findings to refine case definition for
mechanical low back pain in epidemiological studies: a
systematic review. Spine. 2011 Jan;36(2):160–9. https://doi.

93. de Jong AM, Vink P, and de Kroon JC. Reasons for adopting
technological innovations reducing physical workload in
bricklaying. Ergonomics. 2003 Sep;46(11):1091–108. https://
doi.org/10.1080/0014013031000111202.

538

Scand J Work Environ Health 2017, vol 43, no 6

van der Beek et al

94. Mitchell S, Reading I, Walker-Bone K, Palmer K, Cooper
C, and Coggon D. Pain tolerance in upper limb disorders:
findings from a community survey. Occup Environ Med. 2003
Mar;60(3):217–21. https://doi.org/10.1136/oem.60.3.217.
95. B a r t h o l o m e w M . J a m e s L i n d a n d s c u r v y : A
revaluation. J Marit Res. 2002 Feb;4(1):1–14.
https://doi.org/10.1080/21533369.2002.9668317.
96. Srinivasan D and Mathiassen SE. Motor variability in
occupational health and performance. Clin Biomech.
2012 Dec;27(10):979–93. https://doi.org/10.1016/j.
clinbiomech.2012.08.007.
97. Owen N, Glanz K, Sallis JF, and Kelder SH. Evidence-based
approaches to dissemination and diffusion of physical activity
interventions. Am J Prev Med. 2006 Oct;31(Suppl 4):S35–44.
https://doi.org/10.1016/j.amepre.2006.06.008.
98. American Industrial Hygiene Association, ANSI Z-10 American National Standard for Occupational Health and
Safety Management Systems. American Industrial Hygiene
Association. Falls Church, USA; 2012.
99. Mathiassen SE, Burdorf A, Holtermann A, Järvholm B,
Knardahl S, Proper K, et al., Occupational epidemiology: six
guiding principles for future studies of physical work load
and its effects on health and performance, in IEA conference.
Melbourne, Australia; 2015.
100. Armstrong TJ, Buckle P, Fine LJ, Hagberg M, Jonsson B,
Kilbom A, et al. A conceptual model for work-related neck and
upper-limb musculoskeletal disorders. Scand J Work Environ
Health. 1993 Apr;19(2):73–84. https://doi.org/10.5271/
sjweh.1494.
101. Westgaard RH and Winkel J. Guidelines for occupational
musculoskeletal load as a basis for intervention: a critical
review. Appl Ergon. 1996 Apr;27(2):79–88. https://doi.
org/10.1016/0003-6870(95)00062-3.
102. Winkel J and Mathiassen SE. Assessment of physical work
load in epidemiologic studies: concepts, issues and operational
considerations. Ergonomics. 1994 Jun;37(6):979–88. https://
doi.org/10.1080/00140139408963711.

103. Hoozemans MJ, van der Beek AJ, Frings-Dresen MH,
van Dijk FJ, and van der Woude LH. Pushing and pulling
in relation to musculoskeletal disorders: a review of risk
factors. Ergonomics. 1998 Jun;41(6):757–81. https://doi.
org/10.1080/001401398186621.
104. Barr AE and Barbe MF. Inflammation reduces physiological
tissue tolerance in the development of work-related
musculoskeletal disorders. J Electromyogr Kinesiol.
2004 Feb;14(1):77–85. https://doi.org/10.1016/j.
jelekin.2003.09.008.
105. Visser B and van Dieen JH. Pathophysiology of upper extremity
muscle disorders. J Electromyogr Kinesiol. 2006 Feb;16(1):1–
16. https://doi.org/10.1016/j.jelekin.2005.06.005.
106. Westgaard RH and Winkel J. Occupational musculoskeletal
and mental health: Significance of rationalization and
opportunities to create sustainable production systems - A
systematic review. Appl Ergon. 2011 Jan;42(2):261–96.
https://doi.org/10.1016/j.apergo.2010.07.002.
107. Punnett L, Cherniack M, Henning R, Morse T, Faghri P,
and CPH-New Research Team. A conceptual framework for
integrating workplace health promotion and occupational
ergonomics programs. Public Health Rep. 2009 Jul-Aug;124
(Suppl 1):16–25. https://doi.org/10.1177/0033354909124
4S103.
108. Grol R. Personal paper. Beliefs and evidence in changing
clinical practice. BMJ. 1997 Aug;315(7105):418–21. https://
doi.org/10.1136/bmj.315.7105.418.
109. Rivilis I, Cole DC, Frazer MB, Kerr MS, Wells RP, and Ibrahim
S. Evaluation of a participatory ergonomic intervention aimed
at improving musculoskeletal health. Am J Ind Med. 2006
Oct;49(10):801–10. https://doi.org/10.1002/ajim.20382.
110. Tugwell P, Bennett KJ, Sackett DL, and Haynes RB.
The measurement iterative loop: a framework for the
critical appraisal of need, benefits and costs of health
interventions. J Chronic Dis. 1985 38(4):339–51. https://doi.
org/10.1016/0021-9681(85)90080-3.
Received for publication: 16 May 2017.

Scand J Work Environ Health 2017, vol 43, no 6

539

