MOJ Orthopedics & Rheumatology

Cubital Tunnel Syndrome Occurrence in Workers: A
Review
Mini Review

Abstract
After carpal tunnel syndrome, cubital tunnel syndrome (CuTS) is the 2nd most
frequent upper extremity musculoskeletal disorder resulting from ulnar nerve
entrapment at the elbow. Insurance companies often deny that this condition
results from exposure at work labeling it idiopathic despite numerous studies
that support a causal relation between high repetitions and force the occurrence
and CuTS. Odds Ratios for work-related CuTS are significantly higher than would
be expected if there were no work factors associated with the condition. Reviews
of the literature by several noteworthy scientific organizations support workrelatedness of CuTS. While additional study of the work-relatedness of CuTS is
frequently suggested, significant support for this relation already exists.
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Introduction

Upper limb musculoskeletal disorders (MSDs) are injuries
or pain in the body’s joints, ligaments, muscles, nerves, and
tendons are a costly problem resulting in lost time and illnesses
in almost all industries. A MSD of particular concern in the
work environment is ulnar nerve entrapment (UNE) that is the
second most frequent entrapment neuropathy after carpal tunnel
syndrome [1]. UNE commonly occurs at the elbow as a result
of mechanical forces that produce traction, compression, or
ischemia of the ulnar nerve. The biologic response to compression
is endoneurial edema, demyelination, distal axonal degeneration,
inflammation, fibrosis, growth of new axons, remyelination, and
thickening of both the perineurium, and endothelium [2]. Note
that clinicians often use the older descriptive terminology cubital
tunnel syndrome (CuTS) for UNE, which was first categorized as a
compression neuropathy in 1958 [3].

When is a worker’s force and repetition exposure causal
for cubital tunnel syndrome? The answer is crucial because
it determines compensation for work-related disorders. Both
insurance and employers prefer to avoid payment and rather
pay for IME evaluations to deny the condition. An example of an
IME report used to deny benefits is the following: ‘Based on my
experience and in listening to XXX’s description of his driving and
my understanding of the AMA Guides to the Evaluation of Disease
and Injury Causation, it my opinion that there is insufficient
vibration, force, or repetition for XXX’s truck driving to cause
his condition. Specifically according to the AMA Guides, there is
insufficient evidence for all of the occupational risk factors for
cubital tunnel syndrome.’
However it is very important that the AMA Guides to the
evaluating UNE at the elbow states that there is “some evidence”
for a combination of the risk factors: force and repetition and
force and posture being causal for UNE [4]. The ‘Guides’ also
states that there is “insufficient evidence” for the following risk
factors: vibration, forceful work, awkward postures, keyboard
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activities, cold environment, and length of employment. Note
that “insufficient evidence” means that there were no studies
that satisfied their search criteria of the literature and therefore
further studies are required.

The AMA Guides statement that there is “some evidence” for
a combination of risk factors for UNE recognizes there can be a
valid basis for work-relatedness of UNE. That worker exposure
to a combination of force and repetition varies widely on the
job is self-evident. How individual workers respond and adapt
strategies to minimize negative effects of exposure will influence
outcomes and possibly make assignment of cause challenging.
Mild symptoms likely result when worker exposure is to fewer
repetitions and low force exposure. In contrast, jobs that expose
workers to high forces and numerous repetitions for long periods
can result in MSDs. In particular, UNE discomfort resulting from
pushing pencils on the job will likely be mild compared to a factory
worker’s UNE resulting from exposure that could be orders of
magnitude greater as measured by repetition and force.

The ulnar nerve travels behind the medial epicondyle to
pass through the cubital tunnel. The ulnar nerve is vulnerable
to damage at the elbow from external pressure because of its
superficial position. Work tasks lead to nerve compression due to
either direct pressure at the elbow and/or high repetitive flexion
movements that result in narrowing of the tunnel. Activities
such as hammering, shoveling, lifting employ repeated flexion
and extension of the elbow that may result in nerve damage
[5]. Workers handling boring and punching machines undergo
repetitive movements [6]. After thoroughly reviewing the
European literature, Spaans documented an association between
UNE and the occupational activities of brassworkers, crystal
grinders, diamond cutters, enamellers, glass cutters, gold beaters,
rollers, telegraphists, telephonists, locksmiths, mechanics,
plumbers, stonecutters, and joiners [6].
While the prevalence and incidence of CuTS throughout the
United States is uncertain, regional studies provide an estimate
of frequency of occurrence. For example, in Washington State
between 1996 and 2000 there were around 2800 claims for workrelated UNE [7]. At the same time there is evidence that MSDs
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are under reported in general so that workers comp (WC) data
underestimates MSD occurrence rates [8-12]. Morse et al. [13]
concluded that a majority, up to 96% of injured workers choose
not to pursue Workers’ compensation claims and seek treatment
for their injuries on a private basis. Workers faced with their
painful backs and limbs on the job prefer not to jeopardize their
position by calling attention to their condition [14].
In one instance it was noted that in a population of 128 UNE
patients 40% had jobs that required repetitive elbow motions
[15]. Despite the extensive history of UNE as work related there
remains a need for additional studies of UNE and biomedical risk
factors such as holding a tool in position for extended durations
and repetition [1]. One needs to establish work-relatedness
of CuTS through exposure to workplace activities, based on
outcome via appropriate diagnostic criteria, and the relationship
to workplace activities that contributed to the development or
worsening of the outcome based on scientific evidence.

The problem of prescribing any condition as work related is
that it is difficult to define it both clinically and pathologically
unambiguously. MSDs are a part of life. The likelihood of
experiencing such morbidity is regarded as a function of physical
exposure in most industrial settings that have been studied. In any
case it needs to be noted that insurers, ergonomists and surgeons
and people in general that are involved in policy or litigation are
rewarded for pursuing cumulative trauma disorders [16].

Discussion

CuTS diagnosis
Symptoms of CuTS(UNE): patient presents with disturbed
sensation in the 4th and 5th fingers and lateral side of the hand to
a point just above the wrist. Patient may not be able to pick up a
small object between the thumb and index finger demonstrating
weakness of the small hand muscles. Patient exhibits pain in the
region of the lateral epicondyle with radiation down the arm.
UNE is diagnosed using an elbow flexion test and direct pressure
over the cubital tunnel. Elbow pain with resisted wrist extension
while the elbow is extended. Combining elbow flexion test with
the flexion-pressure test has 98% sensitivity. Tinel tests had a
98% negative predictive value, the highest of all tests for cubital
tunnel. Diagnosing UNE in the work environment is difficult at
times because some patients will present with a clear description
of UNE while others present with other motion disorders or
acquired medical conditions. Sensitivity and specificity compare
favourably with other known provocative tests. Topical ethyl
chloride is used to aid in detecting multiple compression sites.
The scratch collapse test is simple, painless, and non-invasive.
It can identify single and multiple sites of nerve compression or
injury. Conformation by the use of electrodiagnosis (EDX) could
exclude other abnormalities, gauge the severity of nerve injury,
and locate the site of injury. EDX is used when recommending
surgical intervention. With muscle wasting or evidence of
denervation surgical decompression is clearly indicated.
In an early epidemiologic and clinical study of neck and upperlimb disorders in slaughterhouse workers, [17] used the following
criteria for the clinical diagnosis of cubital tunnel syndrome: pain,
paresthesias or numbness in the 4th or 5th fingers, tenderness to
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palpation at the cubital tunnel, Tinel’s sign at the cubital tunnel
possibly present, diminished sensation in the 4th and 5th fingers,
and weakness of the interosseii and the 3rd and 4th lumbricales
possible (ulnar nerve entrapment at the Guyon’s tunnel, cervical
syndrome, and thoracic outlet syndrome excluded).
In a prospective study of the usefulness of provocation tests
in 44 extremities of 32 subjects with cubital tunnel syndrome,
Novak et al. [18] based their diagnosis of cubital tunnel syndrome
on complaints of paresthesia and numbness in the ulnar nerve
distribution, confirmed by abnormal nerve conduction studies
across the cubital tunnel (a slowing of conduction velocity of less
than 50 m/s across the elbow and a decrease of 15% at the elbow).

In a study of female workers with highly repetitive jobs,
Ranney et al. [19] used the following as “minimal clinical criteria”
for diagnosing cubital tunnel syndrome: numbness and tingling
distal to the elbow in the ulnar nerve distribution and tenderness
over the ulnar nerve with a positive Tinel’s sign or elbow flexion
test or both [20]. CuTS has been noted in radiologists who worked
longer hours and performed more research than asymptomatic
radiologists [21].

Evidence of Work-Related Cuts

American Academy of Orthopaedic Surgeons report on
ulnar nerve neuropathy
The American Academy of Orthopaedic Surgeons assembled the
following Symposium Sponsors: NIOSH, CDC, Centers for Disease
Control and Prevention, Orthopedic Research and Education
foundation, National Center for Medical Rehabilitation Research,
National Institute of Child Health and Human Development, NIH,
Center for VDT and Health Research, and Public Health Services
Advisory Committee on Employment of Persons with Disabilities
[22]. The goal of 94 participants and/or contributors with very
broad scientific expertise was to identify the pathophysiologic
causes of tissue damage and resulting pain and dysfunction
condition being the result of repetitive subluxation of the ulnar
nerve across the medial epicondyle. The symposium summary
states that repetitive stress injuries at the elbow are common and
cause significant disability in the workplace.
Chapter 31 of the symposium publication titled “Cubital
Tunnel Syndrome in the Work Environment” notes the syndrome
was first proposed by Gowers in 1899. Further they noted “the
association between specific occupational activities and cubital
tunnel syndrome has been widely recognized in industrial
countries since the late 19th century. Spaans F [6] in 1970
thoroughly reviewed the European literature and documented
an association between ulnar neuropathy and the occupational
activities of brass workers, crystal grinders, diamond cutters,
enamelers, glass cutters, gold beaters, rollers, telegraphists,
telephonists, locksmiths, mechanics, plumbers, stonecutters, and
joiners [6].
In a study of ulnar neuropathy and ulnar-like neuropathy
biomedical exposures were assessed by experts, independent
of the symptom status of patients. The study population had a
variety of occupational biomechanical exposures and levels of
exposure. High occupational force was a predictive factor for ulnar
neuropathy and ulnar neuropathy-like symptoms [23]. The most
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frequent jobs with high force scores were carpenters, smiths,
lorry drivers, machinists, farmers and car mechanics. These jobs
accounted for 30% of high-force scores among men.

National Research Council review of evidence for workrelated MSDs

In 1998 the National Research Council organized a steering
committee to review evidence for work-related musculoskeletal
disorders [24]. After careful consideration, they chose not to
have the presentations focus on specific parts of the body and
associated musculoskeletal disorders. Workshop discussions
elucidated the following sets of relationships between factors that
potentially contribute to musculoskeletal disorders:
A. Biological responses of tissues (muscles, tendons, and nerves)
to biomechanical stressors.
B. Biomechanics of work stressors, considering both work and
individual factors, as well as internal loads.

C. Bpidemiological perspectives on the contributions of physical
factors.

D. Non-biomechanical (e.g., psychological, organizational, social)
factors.

E. Interventions to prevent or mitigate musculoskeletal
disorders, considering the range of potentially influential
factors. It was intended that this would provide a framework
for reviewing the science base for each set of relationships,
as well as the wider interactions among the sets. This
approach allowed taking advantage of both basic and applied
science and a variety of methodologies, ranging from tightly
controlled laboratory studies to field observations. Sources
of evidence that extended well beyond those provided by the
epidemiological literature were also considered.

The steering committee explored the complex problem of
musculoskeletal disorders in the workplace. They supplemented
their professional expertise with workshop presentations,
commissioned papers and other submissions, and discussions
with invited workshop participants. They found very clear signals
on some topics and weaker signals on others-but little in the
way of contradiction. While there are many points that require
further study, they have confidence in the thrust of the workshop
conclusions, which draw on converging results from many
disciplines, using many methods:
I. There is a higher incidence of reported pain, injury, loss of
work, and disability among individuals who are employed in
occupations where there is a high level of exposure to physical
loading than for those employed in occupations with lower
levels of exposure.
II. There is a strong biological plausibility to the relationship
between the incidence of musculoskeletal disorders and the
causative exposure factors in high-exposure occupational
settings.

NIOSH summary of stressors for MSDs

Presentations and discussions led the National institute of
Occupational Safety and Health (NIOSH) to the following summary
of the scientific evidence for the association of stressors at work
and the occurrence of MSDs [25]:
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Strong associations between measured biomechanical
stressors at work and musculoskeletal disorders were observed
in most studies; however, temporal contiguity between the
stressors and onset of effects, as well as evidence of amelioration
after reduction of stressors could not always be established, nor
could the clinical course of the observed effects. This shortcoming,
though inherent to practical requirements of such research,
makes it difficult to make strong causal inferences on the basis of
the evidence from any individual study.
Nevertheless, the steering committee reached the following
three conclusions:

A. Restricting our focus to those studies involving the highest
levels of exposure to biomechanical stressors of the upper
extremity, neck, and back and those with the sharpest contrast
in exposure among the study groups, the positive relationship
between the occurrence of musculoskeletal disorders and
the conduct of work is clear. The relevant studies have not
precisely determined either the causal mechanical factors
involved nor the full clinical spectrum of the reported
musculoskeletal disorders (which have often been lumped
together non-specifically as musculoskeletal disorders of a
body region); nonetheless, those associations identified by the
NIOSH review as having strong evidence are well supported by
competent research on heavily exposed populations. Examples
include the excesses of musculoskeletal disorders of the upper
extremities among sawyers and auto assembly workers and
the excesses of musculoskeletal disorders of the back among
materials handlers and health care workers who lift patients.
B. There is compelling evidence from numerous studies that as
the amount of biomechanical stress is reduced, the prevalence
of musculoskeletal disorders at the affected body region is
likewise reduced. This evidence provides further support
for the relationship between these work activities and the
occurrence of musculoskeletal disorders.

C. Evidence of a role for biomechanical stress in the occurrence
of musculoskeletal disorders among populations exposed to
low levels of biomechanical stressors remains less definitive,
though there are some high-quality studies suggesting
causal associations that should serve as the basis for further
investigation. In cases of low levels of biomechanical stress,
the possible contribution of other factors to musculoskeletal
disorders is important to consider.

When is evidence conclusive for a work-related UNE
(CuTS) ?

The most recent review of work-related UNE in 2015 by
Carter GT et al. [14] reported that UNE is most commonly due to
mechanical forces that produce traction or ischemia to the nerve.
CuTS has been associated with holding a tool in position(OR 3.53);
handling loads > 1 kg (OR 9.0); static work of the hand during a
majority of the cycle time (OR 3.53) and full extension of the elbow
(OR 4.9) [26]. The prevalence of CuTS in the literature varied from
2.8% among workers whose occupations required repetitive
work to 6.8% in floor cleaners [1,27]. Employees working with
flexed elbows and direct pressure on the ulnar nerve are at risk
for the development of CuTS [28].
While Evidence Based Medicine is a goal in the practice of
medicine, and Random controlled trials (RCT) are the gold
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standard, a comparison of the results obtained from randomized
trials to those of non-randomized trials concluded that they
did not differ in their estimates of treatment effects [29,30].
Furthermore, observational studies, while not being RCTs,
“are useful for evaluating therapeutic interventions and likely
will lead to generating hypothesis as to the efficacy of various
treatments. Note that there are often thousands of reports that
are not considered when reviews are conducted when the criteria
for inclusion is that the study must be a RCT. Often thousands
of reports are distilled down to between five to 15 studies,
thereby possibly excluding important observations and having
methodological issues [31,32]”. In the vast literature one can
‘cherry-pick results’ to conclude that CuTS may be idiopathic,
however, the evidence for UNE(CuTS) as a work-related disease
presented here is more than sufficient and in fact compelling.

Underreporting of MSDs

It is noteworthy that Workers’ comp data may significantly
underestimate the magnitude of the MSD problem. Bureau of
Labor Statistics are often much higher than comparable Workers’
Comp data [13]. Under reporting of MSDs may be pervasive and a
general phenomenon in US workplaces [9,10,12,14,33-38].

Negative worker –insurer interactions include : not being
listened to; physician not understanding full impact of injury on
worker, unjustified denial of claim, sending worker to multiple
IME, sending worker to IME out of town, questioning legitimacy,
stigma, not being believed. Physician unprofessional behavior
or lack of knowledge of the injured system and either avoiding
responsibility or making a rash decision. Administrative deficits
can include, absent or incorrect information, cost containment via
service approval, unclear written communication, limiting contact
with the physician. The worker is subject to the power imbalance
with the system, prolonged claims and appeals processes, medical
reports being used out of context, and a general lack of knowledge
about rights. Claims can be manipulated by ignoring or contesting
diagnoses, using confusing jargon and legalistic communication,
slow payments to non-preferred physician to discourage
treatment [39-51].

In a Special Issue of the American Journal of Industrial Medicine,
an article by Spieler & Burton [52] in 2012 is titled “The lack of
correspondence between work-related disability and receipt of
workers’ compensation benefits” [52]. They reported that many
workers with work related disabilities do not receive workers’
compensation benefits in part due to increasingly restrictive state
workers’ compensation programs. Higher standards of proof lead
to denial of claims. When there are only population based studies
it is nearly impossible to meet the higher standard. Disability
caused by work is common and fewer claims are being paid due
to the growing barriers to obtaining benefits. This indicates that
has been little abuse of worker’s comp to date rather it is more
likely that the system often disadvantages workers.

Conclusion

Work-related injury is a major public health problem that
involves workers, their families, friends, colleagues and the
wider community. Insurer-worker Interactions are often
negative resulting in considerable psychosocial consequences.
Involvement in compensation systems contributes to poorer
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outcomes for claimants [53]. Insurers control the acceptance of
claims, financial support, medical services, as well as negotiation
of compensation. While worker’s comp was intended to be a no
fault system, it often fails the injured worker.

Presently there is inadequate exposure assessment for the
physical or work organization factors and failure to disentangle
the effects of the two sets of variables on musculoskeletal
outcomes. Known physical stressors include repetitive and
sustained exertions, forces, posture stresses, work duration,
contact stresses, vibration, and low temperatures. Clearly future
research is needed to develop standard methods of quantifying
exposures in a variety of work environments. Dose-response
relations between physical stressors and medical outcomes need
to be developed.
While future research is needed to clarify work-related
exposure to various MSDs, based on the evidence presented in
support of work-related CuTS, there is sufficient evidence at
this time and agreement based on both individual studies and
the consensus of national reviews that CuTS can result from a
combination of excessive force and repetition in the workplace.

References

1. Descatha A1, Leclerc A, Chastang JF, Roquelaure Y, Study Group on
Repetitive Work (2004) Study Group on Repetitive Work. Incidence of
ulnar nerve entrapment at the elbow in repetitive work. Scand J Work
Environ Health 30(3): 234-240.

2. Rempel D, Dahlin L, Lunberg G (1999) Pathophysiology of Nerve
Compression Syndromes: Response of Peripheral Nerves to Loading.
J Bone Joint Surg 81(11): 1600-1610.
3. Feindel W, Stratford J (1958) Cubital tunnel compression in tardy
ulnar palsy. Can Med Assoc J 78: 351-353.

4. Melhorn JM, Talmadge JB, Ackerman III WE, Hyman MH (2014) Guides
to the Evaluation of Disease and Injury Causation. (2nd edn), AMA, USA,
pp. 550.
5. Massey EW, Riley TL (1981) Nontraumatic mononeuropathies: a
review. Mil Med 146(1): 30-36.

6. Spaans F (1970) Occupational nerve lesions. In: Vinken PJ & Bruyn GW
(Eds.), Handbook of Clinical Neurology, Am Elsevier, New York, USA,
7: 326-343.

7. Burns PB, Kim HM, Gaston RG, Haase SC, Hammet WC, et al. (2014)
Predictors of functional outcomes after simple decompression for
ulnar neuropathy at the elbow: a multicenter study by the SUN study
group. Arch Phys Med Rehabil 95(4): 680-685.

8. Lipscomb HJ, Dement JM, Loomis DP, Silverstein B, Kalat J (1997)
Surveillance of work-related musculoskeletal injuries among union
carpenters. Am J Ind Med 32(6): 629-640.
9. Biddle J, Roberts K, Rosenman KD, Welch EM (1998) What percentage
of workers with work-related illnesses receive workers’ compensation
benefits? J Occup Environ Med 40: 325-331.

10. Morse TF, Dillon C, Warren N, Levenstein C, Warren A (1998) The
economic and social consequences of work-related musculoskeletal
disorders: The Connecticut Upper-extremity Surveillance Project
(CUSP). Int J Occup Environ Health 4(4): 209-216.

11. Morse T, Dillon C, Warren N, Hall C, HoveyD (2001) Capture-recapture
estimation of unreported work-related musculoskeletal disorders in
Connecticut. Am J Ind Med 39(6): 636-642.

Citation: Rhode BA, Rhode WS (2015) Cubital Tunnel Syndrome Occurrence in Workers: A Review. MOJ Orthop Rheumatol 3(3): 00095. DOI: 10.15406/
mojor.2015.03.00095

Cubital Tunnel Syndrome Occurrence in Workers: A Review

12. Pransky G, Snyder T, Dembe A, Himmelstein J (1999) Under-reporting
of work-related disorders in the workplace: A case study and review of
the literature. Ergonomics 42: 171-182.

13. Morse T, Dillon C, Kenta-Bibi E, Weber J, Diva U, et al. (2005) Trends
in Work-Related Musculoskeletal Disorder Reports by Year, Type, and
Industrial Sector: A Capture-Recapture Analysis. Am J Ind Med 48(1):
40-49.
14. Carter GT, Weiss MD, Friedman AS, Allan CH, Robinson L (2015)
Diagnosis and treatment of work-related ulnar neuropathy at the
elbow. Phys Med Rehabil Clin N Am 26(3): 513-522.
15. Dellon AL, Hament W, Gitteltshon A (1993) Nonoperative management
of cubital tunnel syndrome: an 8-year prospective study. Neurol 43:
1673-167.
16. Hadler NM (1997) Repetitive upper-extremity motions in the
workplace are not hazardous. J Hand Surg 22 (1): 19-29.
17. Viikari-Juntura E (1983) Neck and upper limb disorders among
slaughterhouse workers. An epidemiologic and clinical study. Scand J
Work Environ Health 9(3): 283-290.

18. Novak CB, MacKinnon SE (2002) Multilevel Nerve Compression and
Muscle Imbalance in Work-Related Neuromuscular Disorders. Am J
Indust Med 41: 343-352.

19. Ranney D, Wells R, Moore A (1995) Upper limb disorders in highly
repetitive industries: precise anatomical physical findings. Ergonomics
38(7): 1408-1423.
20. Sluiter JK, Rest KM, Frings-Dresen MHW (2001) Criteria document for
evaluating the work-relatedness of upper-extremity musculoskeletal
disorders. Scand J Work Environ Health 27 suppl 1: 1-102.

21. Ruess L, O’Conner SC, Cho KH, Hussain FH, Howard III WJ, et al. (2003)
Carpal Tunnel Syndrome and Cubital Tunnel Syndrome: Work-Related
Musculoskeletal Disorders in Four Symptomatic Radiologists. Am J
Roentgenol 181(1): 37-44.

22. Stephen LG, Sidney JB, Lawrence JF, Rosemont IL (1994) Repetitive
Motion Disorders of the Upper Extremity. American Academy of
Orthopaedic Surgeons.
23. Svendsen SW, Johnsen B, Fuglsang-Frederiksen A, Frost P (2013)
Prognosis of ulnar neuropathy-like symptoms in relation to
occupational biomechanical exposures and lifestyle. Scand J Work
Environ Health 39(5): 506-514.

24. Work-Related Musculoskeletal Disorders: A Review of the Evidence
(1998) The National Academics press: 42.
25. NIOSH (1997) Musculoskeletal Disorders and Workplace Factors. In:
Bruce PB (Eds.), Center for disease control and Prevention.

26. Van Rijn RM, Huisstede BAM, Koes BW, Burdorf A (2009) Associations
between work-related factors and specific disorders at the elbow: a
systematic literature review. Rheumatology 48(5): 528-536.

27. Mondellia M, Filippoub G, Fredianib B, Aretini A (2008)
Ultrasonography in ulnar neuropathy at the elbow: Relationships
to clinical and electrophysiological findings. Neurophysiologie Clin
38(4): 217-226.
28. McPherson SA, Meals RA (1992) Cubital Tunnel Syndrome. Orthopedic
Clinics N Am 23(1): 111-123.

29. Simunovic N, Sprague S, Bhandari M (2009) Methodological issues
in systematic reviews and meta-analyses of observational studies in
orthopaedic research. J Bone Joint Surg Am 91 Suppul: 87-94.

30. Britton A, McKee M, Black N, McPherson K, Sanderson C, et al. (1998)
Choosing between randomized and non-randomized studies: a
systematic review. Health Tech Assessment 2(13): 1-124.

Copyright:
©2015 Rhode et al.

5/6

31. McKee M, Britton A, Black N, McPherson K, Sanderson C, et al. (1999)
Interpreting the evidence: choosing between randomised and non
randomised studies. BMJ 319(7205): 312-315.
32. Rhode B (2009) Clinical Practice Guidelines: Cookbook Medicine vs.
Hippocrates. Orthopreneur 91: 87-94.

33. Morse T, Dillon C, Weber J, Warren N, Bruneau H, et al. (2004) The
Prevalence & Reporting of Occupational Illness by Company Size:
Population Trends & Regulatory Implications. Am J Ind Med 45(4):
361-370.
34. Morse T, Punnett L, Warren N, Dillon C, Warren A (2003) The
relationship of unions to prevalence and claim filing for work-related
upper-extremity musculoskeletal disorders. Am J Ind Med 44(1): 8393.
35. Herbert R, Janeway K, Schechter C (1999) Carpal tunnel syndrome
and workers’ compensation among an occupational clinic population
in New York State. Am J Ind Med 35(4): 335-342.

36. Stock S, Nicolakakis N, Raïq H, Messing K, Lippel K, et al. (2014)
Underreporting Work Absences for Nontraumatic Work-Related
Musculoskeletal Disorders to Workers’ Compensation: Results of a
2007-2008 Survey of the Que´bec Working Population. Am J Public
Health 104(3): e93-e101.
37. Azaroff LA, Levenstein C, Wegman DH (2002) Occupational Injury and
Illness Surveillance: Conceptual Filters Explain Underreporting. Am J
Public Health 92(9): 1421-1429.

38. Rosenman KD, Gardiner JC, Wang J, Biddle J, Hogan A, et al. (2000)
Why most workers with occupational repetitive trauma do not file for
workers’ compensation. J Occup Environ Med 42(1): 25-34.
39. Beardwood B, Kirsh B, Clark N (2005) Victims twice over: perceptions
and experiences of injured workers. Qual Health Res 15(1): 30-48.

40. Cacciacarro L, Kirsh B (2006) Exploring the mental health needs of
injured workers. Can J Occup Ther 73(3): 178-187.

41. Cromie J, Robertson V, Best M (2003) Physical therapists who claimed
workers’ compensation: a qualitative study. Phys Ther 83(12): 10801089.
42. Hubertsson J, Petersson I, Arvidsson B, Thorstensson C (2011)
Sickness absence in musculoskeletal disorders-patients’ experiences
of interactions with the Social Insurance Agency and health care. A
qualitative study. BMC Public Health 11: 107.
43. Jaye C, Fitzgerald R (2010) The lived political economy of occupational
overuse syndrome among New Zealand workers. Sociol Health Illness
32(7): 1010-1025.

44. Kosny A, MacEachen E, Ferrier S, Chambers L (2011) The role
of healthcare providers in long term and complicated workers’
compensation claims. J Occup Rehabil 21(4): 582-590.
45. Lippel K (2007) Workers describe the effect of the workers’
compensation process on their health: a Quebec study. Int J Law
Psychiatry 30(4): 427-443.
46. MacEachen E, Kosny A, Ferrier S (2007) Unexpected barriers in return
to work: lessons learned from injured worker peer support groups.
Work 29(2): 155-164.

47. MacEachen E, Kosny A, Ferrier S, Chambers L (2010) The ‘‘toxic dose’’
of system problems: why some injured workers don’t return to work
as expected. J Occup Rehabil 20(3): 349-366.
48. Murray M (2007) Fish harvesters with injuries accounts of their
experiences with the workers’ compensation system. Work 28(1): 4756.
49. Reid J, Ewan C, Lowy E (1991) Pilgrimage of pain: the illness

Citation: Rhode BA, Rhode WS (2015) Cubital Tunnel Syndrome Occurrence in Workers: A Review. MOJ Orthop Rheumatol 3(3): 00095. DOI: 10.15406/
mojor.2015.03.00095

Cubital Tunnel Syndrome Occurrence in Workers: A Review

experiences of women with repetition strain injury and the search for
credibility. Soc Sci Med 32(5): 601-612.

50. Roberts-Yates C (2003) The concerns and issues of injured workers in
relation to claims/injury management and rehabilitation: the need for
new operational frameworks. Disabil Rehabil 25(16): 898-907.
51. Strunin L, Boden L (2004) The workers’ compensation system: worker
friend or foe? Am J Ind Med 45(4): 338-345.

Copyright:
©2015 Rhode et al.

6/6

52. Spieler EA, Burton JF (2012) The lack of correspondence between
work-related disability and receipt of workers’ compensation benefits.
Am J Industr Med 55(6): 487-505.
53. Kilgour E, Kosny A, McKenzie D, Collie A (2015) Interactions between
injured workers and insurers in workers’ compensation systems: A
systematic review of qualitative research literature. J Occup Rehabil
25(1): 160-181.

Citation: Rhode BA, Rhode WS (2015) Cubital Tunnel Syndrome Occurrence in Workers: A Review. MOJ Orthop Rheumatol 3(3): 00095. DOI: 10.15406/
mojor.2015.03.00095

