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Every Industry has a job that is simply a diffi cult one that has historically 
run an increased rate of injury occurrence. These jobs for the most part 
have been reviewed from an ergonomic hazard standpoint, but they can-
not be easily changed. This leaves the question, how do we be proactive 
and go about reducing risk of injury in this type of environment? Quality 
care after injury is certainly important, but are there other areas where 
we can minimize exposure going forward? These injuries, and these high 
risk jobs make up for the majority of the premium costs and need to be 
looked at from all aspects. A general review of past injuries and claim 
duration will help to direct you to the high risk jobs in question.

“The high risk job is responsible for the majority of cost and concern”

All programs for employee care begin with the details of the job demands. 
If job demands are not clearly stated, then in the course of evaluation, 
individuals may be over or under-tested, rehab will be misdirected and 
there will always be a potential for re-injury upon return to the workforce. 
The fi rst place to start in the development of an integrated program for 
reducing risk is to update and/or redo existing job demands, specifi cally 
for the high risk jobs. They need to properly refl ect essential and high risk 
duties of the work environment. In accordance with the ADA and EEOC, 
the Uniform Guidelines on Employee Selection Procedures states that 
a thorough job analysis is needed for supporting a selection procedure. 
Remember “garbage in – garbage out” – if the job demands analysis is 
not concise, then your testing and treatment protocols will not be prop-
erly representative of your employee’s work environment. You can cer-
tainly have a general laborer which represents a multitude of jobs or 
for that matter a series of jobs on rotation represented by a single JDA, 
however in both the above cases, you need to include the highest risk 
and or essential duties for all jobs included. The most essential duty 
may not always be the highest risk – for instance you may sit all day, but 
at the end of the day you lift your 30lb fi les over the shoulder to store 
them away. The seating task may be your essential duty, but the highest 
risk component is the lift. Stresses on the joints due to excessive force, 
repetition, sustained posture or simply “awkward” movements involving 
twisting or rotating could increase risk of injury.

In the development of an Integrated Model you need to take into account 
not only how to reduce cost and loss time with existing injured employ-
ees, but you also need to look at all individuals who may fi nd their way 
into working in that high risk job environment. This means looking at new 
hires, transfers and, of course, the present aging workforce already on 
the job.

The following illustration depicts the Fit2WRK model of care and it clear-
ly displays the way all the individual services need to work with each 
other.

ABSTRACT

It is no mystery that there are signifi cant costs and loss time associated with soft tissue injuries in the workplace. Sprains 
and strains account for 41 percent of all workplace injuries and illnesses requiring days away from work.* The musculosk-
eletal disorders or MSD’s as they are called in the Industry, are diffi cult to assess and ultimately are handled differently by 
providers across the country. With little standardization and consistency of care delivery, the outcomes are varied from one 
provider to the next. The solution is the development of an integrated approach that manages and reduces risk throughout 
the continuum of care.
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Reduce Risk, Cost and Loss Time with MSD’s in the Workplace
A Comprehensive Look at the Fit2WRK Concept and Care Model
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“No one service will suffi ce in the continuum of care, instead you 
need to be prepared to handle all situations that may arise with both 
the employees in the high risk job and those coming into it. Further-
more, you need to ensure all aspects of testing and treatment are in 
tune with existing legislation and that your approach is legally and 
ethically sound.”

One of the most common practices to reduce risk of injury is to review 
the work environment for areas that may be causing increased strain 
on the employees. Start with reviewing the type of injuries found in that 
particular job detail and then begin a thorough review of equipment, tools 
and processes that may increase risk through perhaps repetition, force, 
sustained posture or unique tasks such as twists or turns. This is es-
sentially the foundation for a more formal ergonomic hazards analysis. 
If the environment cannot be changed then move on to the next phase 
of management.

New Hires can be effectively managed with the incorporation of a post 
offer pre-employment screening protocol. If not previously incorporated 
into your risk management model, then a formal validation study needs 
to be completed and you need to ensure both ADA and EEOC compli-
ance. This evaluation qualifi es any pre-existing conditions that may hin-
der his/her ability level and also provides a solid baseline of abilities to 
compare with if a future injury occurs.

Understanding that you most likely already have a relationship with a 
qualifi ed Occupation Health Group or Urgent care Delivery Model, the 
Physical Therapy component needs to be seen as a separate entity.        

Prevention ServicesPrevention Services
- Job demand updating

- Ergonomic assessment
- Education

- Exercise on the job
- Consulting on risk mgmt

- Wellness Coaching

New Hires
PROPERLY 

CONSTRUCTED 
& UPDATED JOB 

DEMANDS
Post offer Pre-Employ-

ment Screening with 
validation studies

Injured Injured EmployeeEmployee
          -BASELINE EVALUATION

PROGRESS CHECKSPROGRESS CHECKS
“Job Specific Rehab”

Functional Restoration & 
Job Simulation

Rehab RETURN TO WORKRETURN TO WORK
- to full duties
- to transitional or modified duties
- to alternate job

  M  MODIFIED DUTIES ODIFIED DUTIES AND/OR AND/OR 
  TRANSITIONAL DUTIES

JJob Transfersob Transfersob Transfersob Transfers
- Limits risk and 
ensures safe sustained 
work environment

Aging WorkforceAging WorkforceAging Workforce
- Prevent injuries and
  maintain on the job
- Monitor patterns of 
  degradation 
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It is well established that combining 
the two components in the same entity 
results in increased rehabilitation refer-
rals and subsequently higher costs and 
loss work time. Once defi ned as a pro-
vider of choice, the Physical Therapy 
program for handling your employees’ 
MSDs needs to be driven by the job 
demands analysis. Start with functional 
restoration and then focus on simulated 
essential work demands as are dictat-
ed by the job demands analysis. This 
combined work simulation model helps 
to build endurance for activities consid-
ered to be high risk and subsequently 
allows for an expedited return to a sus-
tained and safe work environment.

Rehabilitation Baseline Evaluations will display actual injury loss and 
help to direct treatment while ongoing progress evaluations will display 
range of motion and strength changes of the employee. This method 
provides immediate real time data to determine changes in treatment 
direction or for that matter an assessment of when the employee has 
reached Maximal Medical Improvement (MMI) or a return to work target 
(full duties and or transitional/modifi ed duties). 

Return to Work and or Fit for Duty evaluations need to be directed to 
a match with existing full duty requirements or transitional/modifi ed du-
ties as is directed by the employer. The purpose of this evaluation is to 
ensure a safe and sustained return to duties. There are two very impor-
tant considerations in this evaluation; fi rst, it needs to be relational to 
both the essential job demands and any previously designed post offer 
pre-employment screen protocol, and secondly, the protocol needs to 
be medically legally sound and designed in such a way as to not over or 
under test the employee.

Transitional or Modifi ed Duties can be developed to allow for early re-en-
try into the work environment. It is well documented that time on the job 
provides an expedited return to full function and also that the more time 
off from the job the less chance the employee will return back.

Job Transfers are a signifi cant risk if an employee is moving from a low 
risk (low weight, low repetition) job environment to that of a higher risk 
job. This has become increasingly apparent with employees with senior-
ity wanting extended overtime hours that workers in other departments 
are getting. Going from a white collar to a blue collar environment is a 
concern due to de-conditioning and change in function. Of course indi-
viduals cannot be fi red, but a transfer can be stopped if it poses a risk of 
injury to themselves or their fellow co-workers.

One of our primary concerns is that of the aging workforce already in-
volved in the high risk job. With the existing workforce an evaluation qual-
ifi ed as a “Preventative Maintenance” evaluation can be developed and 
implemented. It is essentially designed to prevent injury and maintain the 
worker on the job. 
The purpose is to 
monitor patterns of 
degradation for both 
range of motion and 
strength of the em-
ployee in comparison 
to themselves versus 
the job.  Example: 
Meat packer with 
extensive historical 
hand/wrist injuries:  
Test the wrist range 
of motion and hand/
pinch grip strength 
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every three months to review any signifi cant changes in function. 

Strengthening and exercise can be a positive factor either onsite at the 
place of employment or offsite after hours at a local clinical facility. As we 
are aware more and more employers are embracing the Industrial Ath-
lete concept and are incorporating programs during and after the work 
day to assist the employees on high risk lines in keeping Fit for Duty. Like 
an athlete they are involved in training their body to be able to effectively 
and safely manage their required tasks. 

Education of the employee base in topics ranging from tool handling and 
lifting to nutrition can assist the employer in keeping the wellness direc-
tive on track. Wellness coaching as part of this model provides increased 
interest on the employee’s part to participate.

Throughout the entire process it is important to maintain and increase 
communication with all parties involved. From the Treating Physician to 
the Occupational Health Team and the Physical Therapist, communica-
tion is the key to early re-entry into the workforce and ultimately posi-
tive interaction with the injured employee. The primary goal with any risk 
management program is to minimize loss work days and to reduce over-
all direct and indirect medical costs. By incorporating a program such as 
the one above, versus individual services, we ensure all aspects from 
“Hiring to Retiring” are accounted for in the continuum of care for the 
employee. 

The program noted above is a summary of the Fit2WRK model by USPh. 
This integrated model is available through USPh in close to 400 facilities 
and 44 states nationally. For additional information on how the Fit2WRK 
Model could help your organization, visit; www.Fit2WRK.com or call 1-
877-Fit-2WRK
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