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Background

There is little information about the global burden of non-
traumatic low back pain (LBP) attributable to the effects
of occupational stressors (physical and psychosocial).
Methods

Based on a review of the epidemiological evidence,
occupation-specific relative risks were used to compute
attributable proportions by age, gender, and geographical
sub-region for the economically active population aged 15
and older. The referent group was
professional/administrative workers; other risk categories
were Low=clerical and sales; Moderate=operators
(production workers) and service; and High=farmers.
Results

Worldwide, 37% of LBP was attributed to occupation,
with two-fold variation across regions. The attributable
proportion was higher for men than women, because of
higher participation in the labor force and in occupations
with heavy lifting or whole-body vibration. Work-related
LBP was estimated to cause 818,000 disability-adjusted
life years lost annually.

Conclusions

Occupational exposures to ergonomic stressors represent
a substantial source of preventable back pain. Specific
research on children is needed to quantify the global
burden of disease due to child labour.
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INTRODUCTION

Pain in the soft tissues of the back is extremely common
among adults. In the United States, the National Arthritis
Data Workgroup reviewed national survey data showing
that each year some 15% of adults report frequent back
pain or pain lasting more than two weeks [Lawrence et
al., 1998]. Back pain is widespread in many countries,
and is associated with substantial financial costs and loss
of quality of life. In Canada, Finland and the United
States, more people are disabled from working as a result
of musculoskeletal disorders (MSDs) - especially back
pain - than from any other group of diseases [Badley et
al., 1994; Battié and Videman, 1997; Bernard, 1997;

Riihimaki, 1995]. MSDs constitute a major proportion of all
registered and/or compensable work-related diseases in many
countries, representing a third or more of all registered
occupational diseases in North America, the Nordic countries and
Japan.

The physical ergonomic features of work that are most frequently
cited as MSD risk factors include rapid work pace and repetitive
motion patterns; insufficient recovery time; heavy lifting and
other forceful manual exertions; non-neutral body postures (either
dynamic or static); mechanical pressure concentrations; vibration
(both segmental and whole-body); and low temperature. Many
reviewers from the United States, Canada, Europe, and Asia have
reached similar conclusions regarding the etiologic importance of
these exposures for low back disorders [Bernard, 1997; Riihiméki,
1995; Burdorf and Sorock, 1997; Frank et al., 1996; Garg, 1992;
Gordon and Weinstein, 1998; Hagberg et al., 1993; Hagberg etal.,
1995; Hales and Bernard, 1996; Hoogendorn et al., 1999; Hulshof
and Veldhuijzen van Zanten, 1987; ICOH et al., 1996; Jensen,
1988; Jin et al., 2000; Johanning et al., 1991; Lagerstrom et al.,
1998; Nachemson, 1999; National Research Council, 2001;
Riihimaki, 1991; Viikari-Juntura, 1997; Wikstrém et al., 1994].
Psychosocial factors may also play a role, although the evidence
for these is less conclusive to date. Despite this extensive
literature, some still dispute the evidence for physical workload,
especially in relation to non-occupational causes [e.g.,
Nachemson, 1999; Battié and Bigos, 1991; Waddell, 1991].
Reasons for the continuing controversy have been discussed
elsewhere [Frank et al., 1996; National Research Council, 2001;
Frank et al., 1995; Punnett and Wegman, 2004; Viikari-Juntura
and Riihimaki, 1999].
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Low back pain was identified by the Pan American Health
Organization as one of the top three occupational health
problems to be targeted by surveillance within the WHO
Region of the Americas [Choi et al., 2001]. To prioritize
prevention efforts appropriately world-wide, information
on the burden caused by occupational exposure to
physical and psychosocial stressors would be useful. Guo
et al. [Guo et al., 1995] estimated that 65% of low back
pain cases in the United States are attributable to the
combined effects of the occupational exposures listed
above. To date, no other estimates of the fraction of back
pain in the total population that is occupationally induced
have been identified. Thus, the analyses described here
sought to quantify the global burden of work-related low
back disorders. Two companion papers in this issue
address the costs and benefits of interventions to reduce
ergonomic stressors at work [Lahiri et al., 2005a; Lahiri et
al. 2005b].

MATERIALS AND METHODS

Basic Methodology and Population

This comparative risk assessment (CRA) exposure
assessment was conducted using the overall methodology
developed estimating the global burden of occupational
disease and injury [Concha-Barrientos et al., 2005
(forthcoming); Nelson et al., 2005 (forthcoming)]. The
age- and gender-specific distribution of the workforce
aged 15 or older in each occupational group, as compiled
by the International Labour Organization and the World
Bank, was categorized by sub-region and adjusted by the
economic activity rate (EAR) to generate the denominator
for these analyses [see Nelson et al., 2005 (forthcoming)].

In the absence of data on world-wide prevalences of all
relevant physical and psycho-social exposures, we used
broad occupational category as a proxy for exposure to
the combined stressors that produce excess risk of low
back pain. Estimates of relative risk by age, sex, region,
and exposure category were applied to compute stratum-
specific attributable proportions; multiplying these by
persons at risk gave numbers of cases, which could then
be summed across strata for estimation of the global
attributable proportion. The same fractions for each age-
sex-region stratum were applied to the total of disability-
adjusted life years (DALY's) caused by low back pain.

Definition of Outcome

Low back pain (LBP) was defined as any “non-traumatic
musculoskeletal disorder affecting the low back.” It
included all back pain, regardless of diagnosis, that was
not secondary to another disease or injury cause (e.g.,
cancer or motor vehicle accident). It included lumbar
disk problems (displacement, rupture) and sciatica but
excluded cervical spine problems, such as neck pain or
neck torsion problems.
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Exposure Categories

Reviews of low back pain epidemiology have implicated an
overlapping set of occupational exposures such as lifting, forceful
movements, awkward postures, whole-body vibration and perhaps
psychosocial stressors. However, such exposures are rarely
assessed in surveillance activities on a large scale, and thus data
are not available for risk assessment calculations at the global
level. An alternative strategy was applied for this assessment,
using occupation as a proxy for specific combinations of physical
and psychosocial stressors.

The reference group (background risk) comprised professional
and administrative workers. The other risk categories were
defined as follows:

Low exposure: Clerical and sales workers

Moderate exposure: ~ Operators (production workers)
and service workers

High exposure: Farmers

This method thus required the assumption that the distribution of
the combined individual risk factors (psychosocial as well as
physical exposures) is similar within each occupational group
across geographical regions. It also assumed that the relative risks
among occupational groups were stable across studies, although
this assumption could be examined directly in available published
reports (see below).

For low back pain, “theoretical minimum risk” was considered to
represent the level of disease that would occur in the population if
all excessive physical workload were abated by effective
implementation of ergonomic control measures. This would be
equivalent to the achievement of relative risks of 1.0 in each
occupational group.

Relative Risk of LBP by Exposure Category: Data sources

Electronic literature searches were conducted in MEDLINE and
the WHO Regional libraries, and published statistics of national
occupational health and safety institutes were consulted.
Epidemiologic studies published between 1985 and 2001 were
sought that compared the risk of low back pain among the
occupational groups specified above (by odds ratio, prevalence
ratio, or incidence ratio) and comprehensively enough to cover the
range of occupations within each group. Smaller, more specific
studies limited to relatively narrow occupational groups (e.g.,
nurses, dockers, drivers) were checked for consistency with the
more comprehensive data sets. Studies where the reference groups
were engaged in substantial physical activity (e.g., house painters)
were excluded. In addition, reviews and studies were identified
that might provide evidence to support or contest the selected
approach.

Statistical Analysis

Occupation-specific estimates of relative risk for LBP were
applied to compute stratum-specific attributable fractions, for each
WHO subregion, age group and gender. These were weighted by
population to determine the regional attributable proportion.
Applying the same attributable fractions for each age-sex category
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to the disability-adjusted life years (DALYSs) for LBP
experienced by that category yielded estimates of
attributable DALY s for each sub-region.

Unlike the global burden analyses of other conditions, the
effect of occupational turnover was not utilized in
estimating the numbers of workers exposed to ergonomic
stressors, as the latent effects could not be quantified (see
Discussion).

RESULTS

Relative Risks of Low Back Pain by Occupational
Group

Leigh and Sheetz [1989] measured low back pain on the
basis of a national survey and a self-reported statement
regarding “trouble with back or pain during the last year.”
They estimated relative risks (RRs) by comparing the
outcome frequency among occupational groups, using
managers as a reference group (Table ). This study was
relatively large (n=1404), covered a comprehensive
sample of occupations, and involved statistical adjustment
for numerous potential confounders (sex, race, height,
smoking, etc.). Thus, despite some methodological
limitations, it became the primary basis for the statistical
computations of global burden. Its findings were checked
for consistency with the body of evidence on work-related
back pain and its values adapted slightly to reflect the
overall evidence (see below). Operators and service
workers had very similar estimated relative risks so these
were averaged to form a “moderate” exposure category,
even though intervention strategies would differ between
these two occupational groups.
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Table I. Relative Risks of Low Back Pain for Broad
Occupational Categories (A) and for Final Exposure
Categories (B) used in Comparative Risk
Assessment (CRA)

B.

Exposure Relative
A. category risk
Occupational | Relative risk * used in (95% ClI)
category (95% CI) CRA

Managers and 1.00 (NA) Background 1.00
professionals

Clerical or 1.38 (0.85-2.25) | Low 1.38
sales worker

Operators 2.39 (1.09-5.25)

Service 2.67 (1.26-5.69) | Moderate 253
workers

Farmers 5.17 (1.57-17.0) | High 3.65

! based on data from Leigh and Sheetz, 1989.

Within the limits of the available literature, the relative risks
reported by Leigh et al. appeared to be generally consistent with
other reported values (Table Il). The most comparable study
(managers as the reference group, adjusted for confounders) was
that by Leino-Arjas et al. [1998]. The values for office workers
and for manual workers were quite similar; however, the relative
risk for farmers was lower (2.13) than the value put forward by
Leigh et al. (5.17). To be conservative in the CRA, we used the
average of these two values, or a relative risk of 3.65 (Table 1).
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Category

Occupational
Category

Source (First Author and Citation)

Leigh and

Astr
Sheetz,
a 1987
1989

and,

Bongers Bovenzi

et al.,
1990

Burdorf et Hildebrandt, et al., 1991; Magnusson
Johanning, et al., 1996

and Betta,
1994

al.,, 1993 1995

Johanning

1991

Partridge
and Duthie, et al.,
1968 1989

et al.,
1994

et al.,
1990

et al.,
1992

Riihimaki Riihiméki Videman Burchfiel Ozguler

et al.,
2000

Joshi et
al., 2001

Guo et al.,
1995
(female
only)®

Leino-Arjas
Morken et

et al., 1998
al., 2000 b

(male only)

Managers and
professionals

Professionals
Managers

Teachers

1.00/—

1.00
1.80

(1.2)

1.00

Clerical or sales
workers

Office workers
(sedentary)

Clerks

Air force officers

Civil servants

Sales

1.38/1.00

1.00

1.00

1.00 1.00

1.00

1.00

1.00

1.00

1.00

1.00

1.10

1.00

1.00

Operators

Construction
labourers

Manual workers

Pilots and aircrew

Drivers (bus,
truck, tractor)

Crane operators

Dockers
Plumbers
Carpenters

Technicians

2.39/1.73

9.00

1.83-5.49 251
3.29

1.32

1.55-2.10

1.0-15

1.27

1.40

1.50

3.60

1.49

1.83

1.59

2.10

2.00

1.70
2.10

1.84
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Assembly,
packing, food
processing 1.73

Automobile
mechanics 1.80

Maintenance 1.59 1.70

Service workers 2.67/1.93 1.03

Airport
registration
workers 0.86

Hospital workers 1.13

Warehouse
workers 0.54

Stock handlers

baggers 1.70
Janitors, cleaners (2.0)
Waitresses (1.6)
Nurses (1.5)
Farmers 5.17/3.75 1.80

a

Relative risks by occupational category. The second set of relative risk values was estimated using clerical/sales jobs as the reference group, for comparison with other studies in
which these also comprised the reference group.
Compared to reference values for all male or all female workers.
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Since many other studies used office workers or other
sedentary occupations as the reference group, an additional
computation was needed to compare their findings with those
of Leigh etal. This involved dividing the Leigh relative risks
for categories 3, 4, and 5 by 1.38 (the RR for clerical or sales
work), in order to estimate the relative risk with clerical jobs
as the reference group. The new values were 1.73, 1.93 and
3.75, respectively (Table Il). Keeping in mind that these
estimates represent the average values for the entire
occupational category, it can be seen that the other studies
cited fall within the Cls, with very few exceptions, and in fact
generally have similar point estimates. For example, Morken
et al. [2000] conducted a questionnaire survey of 5,654 people
working at light aluminum smelting plants across Norway in
1998. Operators suffered more low back pain than office
workers, with an odds ratio of 1.8 (95% confidence interval
1.5-2.1). Atotal of 18 studies (including Morken) compared
specified types of operators to clerical workers; the average of
33 relative risks from these studies provided a RR of 1.9.
This agreed rather closely with Leigh’s estimate of 1.73 for
operators compared with clerical or sales workers.

Also available were administrative statistics from three
different countries on the annual number of cases of work-
related back conditions. These were compiled from employer
reports of work-related injuries in the United States (Bureau
of Labor Statistics 2001), compensation statistics for the
Australian workforce (National Occupational Health and
Safety Commission 2001), and statistics for the German
national workforce (Bundesverband der
Betriebskrankenkassen 2001). These data could be used to
estimate rates for certain occupational groups in comparison
with (Table IIl). LBP rates were consistently lowest for
managers and professionals. The point estimates for other
occupations varied somewhat. None of these frequency
estimates could be adjusted for potential confounding
variables. The rates were lower overall than those assessed by
population surveys. The incidents assessed in the first two
data sets were limited to cases recognized as work-related and
resulting in absence from work or a claim for compensation.
In contrast, the German study sought to assess the health
status of the population more comprehensively and these data
are therefore likely to be more comparable to those reported
by Leigh etal. In fact, the values were relatively close to the
final CRA values shown in Table I.
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Table lll. Relative Risks of Occupational Conditions
Involving the Back, by Occupational Title,
Compared to Managers and Professionals,
from Three Sets of National Surveillance Data

Occupational Group ? Relative risk for back conditions
USA® | Australia® | Germany®

Managers and 1.0 1.0 1.0

professionals

Technical, sales and 2.2 ---°

administrative support

Clerks --- 11 15

Sales and service - 2.2 2.9

workers

Service workers 7.4

Tradespersons 55 ---

Operators and farmers - 8.8

Operators 9.1 2.4

Farmers, fishermenand | 4.3 3.6

forestry workers

a

Owing to different classification systems among the
countries, some rows (occupational groups) are subsets of
other rows. In particular, the Australian term “tradesperson”
likely includes occupations grouped elsewhere as
operators, service, and possibly farmers.

U.S. Bureau of Labor Statistics, 2001: Nonfatal
occupational injuries and illnesses involving days away from
work, for injuries involving the back.

National Occupational Health and Safety Commission,
2001: Conditions affecting the upper and lower back.
Bundesverband der Betriebskrankenkassen, 2001:
Musculoskeletal ilinesses of the lower back.

No data available.

Attributable Proportion of Low Back Pain

Generally, men had higher exposure due to higher rates of
participation in the labor force. The participation of women in
the labor force was particularly low in eastern Mediterranean
regions B and D. Exposures were higher in the less developed
regions because of a higher proportion of workers in
agriculture than in the developed regions. Over one-half of the
working populations of African regions D and E and SEAR D
worked in agriculture [Concha-Barrientos et al., 2005; Nelson
et al., 2005]. In contrast, about one-third of the total
American and European workforce was in production
occupations (“operators") and another large fraction (40% or
more) in professional, sales, and clerical jobs. More
specifically, farmers were 54% of the male work force in
SEAR D, 21% in Europe C, but only 5% in America A. In
contrast, operators were 30% of male workers in SEAR D,
54% in Europe C, 30% and 42% in America A.

Globally, 37% of low back pain was deemed attributable to
occupational risk factors. The proportion varied somewhat
among regions (21% - 41%) and was generally higher in those
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regions with lower overall health status, i.e., groups B through
E compared with A (Table IV and Figure 1). The highest
attributable fractions, around 40%, were reached in European
regions B and C, South-East Asian regions B and D, and
Western Pacific region B.

Table IV. Attributable Fraction (%) of Low Back Pain Due to Occupational Ergonomic Stressors
by Sex, Age Group, and WHO Sub-Region.

15to0 29 30 to 44 4510 59 60 to 69 70to 79 80+ Total
Region (M F M F M F M F M F M F M F All
Afr D 59 51 65 56 |64 |56 62 50 |48 30 23 |13 (36 |29 |33
Afr E 59 56 65 59 |64 |58 62 52 |48 35 24 |15 (36 |31 |33
AmrA |38 31 44 36 |43 (33 30 18 (8 4 3 1 35 |25 |30
AmrB |51 34 56 37 |54 (30 47 18 (25 6 10 |2 41 |23 |33
AmrD |44 27 52 32 |51 (28 49 22 |33 11 14 |4 34 |18 |27
EmrB (43 22 52 24 |51 |18 45 13 (27 5 11 |2 31 |12 |22
EmrD (54 43 61 47 |60 (43 55 34 |35 15 15 |6 36 |25 |31
Eur A 36 29 45 34 |42 (28 23 9 3 1 0 34 |22 |29
Eur B 52 49 60 57 |55 |51 39 29 |20 14 5 43 |37 |40
Eur C 51 44 58 55 |56 [49 30 18 (11 5 2 45 |36 |41
SearB |56 48 63 54 162 |52 56 42 |37 21 16 |8 43 |34 |39
SearD |60 51 65 57 |65 |54 58 43 |43 22 20 |9 43 |34 |38
WprA |38 32 a7 37 |46 (36 38 23 |17 7 6 3 38 |27 |33
WprB |58 55 62 58 |61 |51 51 31 |27 10 11 |3 44 138 |41
World 55 a7 59 52 |58 |46 47 30 |25 10 9 3 41 |32 |37

Figure 1. Attributable fractions (%) of LBP due to ergonomic stressors, by region® and gender.
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5
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WHO Subregions

—e— Males

Attributable fraction (%)

8AFR = Africa; AMR = Americas; EMR = Eastern Mediterranean; EUR = Europe; SEAR = South-East Asia; WPR = Western Pacific.

A: Very low child, very low adult mortality; B: Low child, low adult mortality; C: Low child, high adult mortality; D: High child, high adult
mortality; E: High child, very high adult mortality.
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Differences by age groups were quite small. The attributable
fraction in men (41%) was higher than in women (32%),
because of men’s higher participation in the labor force and in
occupations with heavy physical workload, material handling,
and whole-body vibration. The gender difference was most
pronounced in the eastern Mediterranean region, where
women’s participation in the labor force is quite low, and in
the less developed countries of the Americas. The attributable
fraction was lower for men as well as women in EMR-B,
reflecting regional variation in economic activity rates
[Nelson et al., 2005 (forthcoming).

Attributable Proportion of Disability

Low back pain does not directly produce premature mortality
but causes substantial disability and has potentially severe
societal consequences, particularly when workers suffer the
outcomes at an early age. Combined occupational ergonomic
stressors were estimated to cause 818,000 DALYSs lost from
LBP in the year 2000. Again the estimates were about 50%
higher for men than women (Table V and Figure 2).
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Table V. Attributable DALYS (in Thousands) of Low Back Pain Due to Occupational Ergonomic Stressors by
Sex, Age Group and WHO Sub-Region.

15to0 29 30to 44 45 to 59 60 to 69 70to 79 80+ Total

Region M F M F M F M |F M |F M F M F All
Afr D 9 6 6 6 4 3 1 1 0 |0 0 0 21 |16 |37
Afr E 11 8 8 8 5 4 1 1 0o |0 D 0 25 |20 |45
Amr A 3 2 8 4 5 3 1 0 0o |0 0 0 17 |10 (27
Amr B 11 5 14 7 6 3 1 0 0 |0 0 0 32 |15 |47
Amr D 1 2 1 1 0 0 0 0 |0 D 0 6
Emr B 1 3 1 2 1 0 0 0o |0 0 0 9 12
Emr D 10 6 8 G 6 3 1 1 0o |0 0 0 25 |16 |41
Eur A 2 10 5 6 4 1 0 0o |0 0 0 21 |11 |32
Eur B 3 8 5 4 3 1 1 0 |0 0 0 18 (12 (30
Eur C 3 10 6 5 4 1 1 0 |0 0 0 21 |14 |34
Sear B 6 9 6 6 4 1 1 0o |0 0 0 26 |19 |46
Sear D 41 23 37 33 26 18 5 4 1 1 0 0 111 |78 |189
Wpr A 2 1 3 2 3 2 1 0 0 |0 0 0 9 5 14
Wpr B 45 29 53 51 39 26 8 4 1 |0 0 0 146 |110 |256
World 162 95 179 143 117 80 23 |14 |4 2 0 0 485 |333 |818

Figure 2. Disability-adjusted life years (DALYs) from LBP attributable to ergonomic stressors, per 100 000
people, by region® and gender.

N
o

=
(63}
|

—e— Males

—m— Females

DALYs per capita (/100 000)
o o

o

QO & & 2 9 2 9 Y 0 O 9 9 Y
& S & < & & & S & & S S $ $
Kl SR N O R AR & N KR

WHO Subregions

8AFR = Africa; AMR = Americas; EMR = Eastern Mediterranean; EUR = Europe; SEAR = South-East Asia; WPR = Western Pacific.

A: Very low child, very low adult mortality; B: Low child, low adult mortality; C: Low child, high adult mortality; D: High child, high adult
mortality; E: High child, very high adult mortality.
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Among regions, the highest values were found in the South-
East Asian regions, European regions B and C and Western
Pacific region B. Again, these values reflect the high
proportions of the working population in the occupational
categories of operator and, especially, farmer. In absolute
terms, more DALYs were lost in South-East Asia and
Western Pacific D, as these are by far the most populated
regions. In per capita terms, the regions with highest loss of
DALYs were the same as those with the highest attributable
fractions.

DISCUSSION

Worldwide, 37% of low back pain was deemed attributable to
occupational risk factors. The fraction varied somewhat
among regions (21% - 41%) and was higher in areas with
lower health status in general. Regional differences were
driven by the labor force participation rate and the population
distribution of occupations, especially the proportion of
farmers. In each region, the attributable risk fraction was
higher for men than for women, largely because of men’s
higher participation in the labor force and in occupations with
heavy lifting and whole-body vibration. Low back pain does
not directly produce premature mortality but causes
substantial disability and has potentially severe societal
consequences. Combined occupational ergonomic stressors
were estimated to cause 818,000 DALY lost annually from
LBP.

Although the present analysis was limited to low back pain,
the evidence on MSDs caused by occupational ergonomic
stressors is broader. MSDs affecting the neck and the upper
and lower limbs result from the same risk factors as are
implicated in low back pain. [e.g., Bernard, 1997; Hagberg et
al., 1995; Hales and Bernard, 1996; National Research
Council, 2001; Malchaire et al., 2001]. Also excluded here
are other types of health effect related to ergonomic stressors,
such as acute workplace injuries, cardiovascular disease,
mental health and adverse reproductive effects [Punnett,
2002].

These results are derived from occupation-specific relative
risks, in the context of substantial epidemiologic and
experimental literature on the exposure-response relationships
between LBP and specific occupational exposures. Similar
exposures have been implicated across sectors of the economy
and around the world, wherever the LBP problem has been
studied. Internationally, there is broad (but not universal)
agreement that among people occupationally exposed to
ergonomic stressors, an important proportion of MSD
morbidity results from those exposures.

This analysis may be subject to several sources of error,
stemming both from the methods used and the available
evidence on work-related back pain. Regarding the
methodology, each occupation was taken to represent the
combination of specific exposures typically found in that job
setting. Although there is substantial evidence of inter-
occupational differences in exposures, this approach is
assumed to reflect the effects of average risks within each

10
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broad occupational category and is justified by similar relative
risks being reported by numerous epidemiologic studies. This
assumption may, however, introduce an error when
transposing the risk values to the various geographical
regions, as the risks within each occupational category may
vary. In particular, different degrees of mechanization,
general working conditions or ergonomic interventions may
vary across regions. The limited evidence available that
allowed comparisons across regions did show some
variations, but no general trend according to degree of
development [Jin et al., 2000; Volinn, 1997; Kuwashima et
al., 1997] (summary in Table VVI1). To the extent that there are
unmeasured geographical differences in exposures within
occupational category, it is most likely that physical workload
is higher in less developed countries. Since the risk estimates
were mostly derived from studies of developed countries, this
would lead to an underestimate of attributable risk in a
majority of geographical regions.

The distribution of workers into occupational categories was
based on employment data in economic subsectors, which
may also have introduced limited misclassification.

Table VI. Comparison of Ranges of Effect Estimates
for Selected Risk Factors for Low Back
Pain in Working Populations of China, India
and Russia.
Risk factor China, Irﬁdia, Develope(:
Russia countries
Studies POR" Studies  POR
(n) range (n) range
Bending 4° 3.1-16.5 9 1.3-8.1
and twisting
Static 5° 2.0-19.9 3 1.3-3.3
posture
Whole-body 4° 2.5-14.2 14 1.5-9.0
vibration
Heavy 2° 1.4~35 9 15~
manual 3.1
lifting

a

Data from Tables 4.2 and 4.3 of National Research
Council [2001]

POR = Prevalence Odds Ratio

¢ Data taken from Jin et al. [2000] for China

Data taken from Ory et al. [1997] for India and
Toroptsova et al. [1995] for Russia

Several errors may have been introduced as a consequence of
the nature of the epidemiologic literature on back pain. MSDs
defined by self-report are not universally accepted as valid.
Cases of back pain reported on interview often cannot be
diagnosed on the basis of physical examination [e.g., Punnett
et al., 1991; Riihiméki et al., 1990]. Furthermore, the
definition of back pain may vary substantially across studies,
and prevalence estimates can therefore vary substantially
[Loney and Stratford, 1999]. However, such differences in
definitions are not likely to affect the estimation of relative
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risks, as long as applied in a consistent manner within each
study. This assertion is scientifically parsimonious and
consistent with the very limited published data [Ozguler et al.,
2000].

Regarding possible confounders, socio-economic status (SES)
and gender have been reported as potential risk factors.
However, to the extent that these factors are associated with
and thus act through or are surrogates for working conditions
[Behrens et al., 1994; Denton and Walters, 1999; Hollman et
al., 1999; Leino and Héanninen, 1995; Marmot, 1999;
MacDonald et al., 2001; Punnett and Herbert, 2000], adjusting
for them would serve to obscure the role of those exposures.
Relative risks for occupational exposures have often not
reported separately by gender or SES. "Lifestyle" factors, or
non-occupational correlates of SES, appear to explain only a
small amount of variation in back pain [e.g., Morken et al.,
2000; Leino-Arjas, 1998; Smedley et al., 1995]. Although the
causal pathway(s) remains uncertain, adjusting for SES in the
estimation of LBP relationships with ergonomic exposures
would certainly be conservative because SES would capture at
least some of the explanatory power of occupational factors.
The most influential study for this analysis [Leigh and Sheetz,
1989] included SES in the multivariate analysis, so the
estimated RRs for occupation, and thus for this analysis, were
likely to be underestimates of the work-related proportion.

The attributable fractions were here estimated within strata of
age and gender, but this approach assumed uniform
distribution of potential confounding variables by
occupational group across the population and no effect
modification. However, if there is effect modification by age,
gender, or other covariates, error would have been introduced
by this assumption. The direction of any such error is
unknown.

Additional potential sources of error include the "healthy
worker effect; unknown effects on LBP of work in the
household or the informal sector or child labour; possible
evolution of disease after retirement; possibly differential
under-reporting of LBP among occupations or sectors; and
possible variability in exposure intensity, timing, co-variation,
and other characteristics within occupation (see more detailed
discussion in [Concha-Barrientos et al., 2005 (forthcoming)]).
None of these could be taken into account due to scarce data.
Given the inevitable uncertainties accompanying such
analyses, we have sought wherever possible to ensure that any
resulting bias was more likely to be in the direction of the null
value rather than overestimating the disease burden.

Ergonomic exposures have been demonstrated to be
modifiable by application of ergonomic job design principles.
Minimum risk was thus defined here as the risk that would
occur if all excessive physical and psychosocial stressors were
abated, by effective implementation of ergonomic controls, to
the levels experienced by managers and professionals.

The public health importance of these findings is striking.
While interventions to reduce ergonomic stressors have not
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yet been widely implemented, studies from specific settings
demonstrate the great potential for exposure (and disease)
reduction. Removal of ergonomic stressors can lead to the
removal of back pain or its reduction to negligible levels
[Frank et al., 1996; National Research Council, 2001; Marras
et al., 2000; Westgaard and Winkel, 1997]. The available
literature includes evidence of the feasibility and benefits of
workplace ergonomics interventions (training and engineering
controls) that have been implemented by employers in
numerous economic sectors. Effective abatement measures
include redesign of workstations to eliminate need for bending
and twisting; installation of material or patient hoists and
other lifting devices; greater variety of work tasks, to avoid
repetitively loading the same body tissues; and improved
mechanical isolation to reduce whole-body vibration
transmission. Training programs are most effective when they
address job design, target supervisory and management
personnel along with the hourly labor force, and empower
workers to utilize the knowledge imparted. The coordination
of multiple interventions - workstation improvements,
training, enhanced medical surveillance and management -
appears to be the most effective [Hagberg et al., 1995].
Similar conclusions were reached in the analyses of cost-
effectiveness of ergonomic interventions [Lahiri et al., 2005a].

In summary, this highly preventable risk is very common in
working populations with high physical loading on the back
and possibly also high psychosocial strain. Outcomes such as
days of restricted activity, long-term disability, health care
utilization and use of medication are very common among
people with back pain, indicating the public health importance
and cost of these disorders even when self-reported pain is not
confirmed objectively [Badley et al., 1994; Badley et al.,
1995; Guo et al., 1999; Miedema et al., 1998; Punnett, 1999].
Prevention of the relevant exposures should be given due
priority.

DISCLAIMER

The views expressed in this article are those of the authors
and do not necessarily reflect the position of the World Health
Organization.

ACKNOWLEDGEMENTS

The authors express their appreciation to Lucy Schoolfield of
NIOSH, Cincinnati, for her generous help in locating
reference materials, and to Norrey Hopkins of WHO, Geneva,
for her assistance in preparing the manuscripts.



Punnett L et al - Estimating the global burden of low back pain attributable to combined occupational exposures

This is a preprint of an article accepted for publication in the American Journal of Industrial Medicine

REFERENCES

Astrand NE. 1987. Medical, psychological, and social
factors associated with back abnormalities and self reported
back pain: A cross sectional study of male employees in a
Swedish pulp and paper industry. Brit J Industr Med 44:
327-336.

Badley EM, Rasooly I, Webster GK. 1994. Relative
importance of musculoskeletal disorders as a cause of
chronic health problems, disability, and health care
utilization: Findings from the 1990 Ontario Health Survey.
J Rheumatol 21: 505-514.

Badley EM, Webster GK, Rasooly I. 1995. The impact of
musculoskeletal disorders in the population: Are they just
aches and pain? Findings from the 1990 Ontario Health
Survey. J Rheumatol 22: 733-739.

Battié MC, Bigos SJ. 1991. Industrial back pain complaints:
A broader perspective. Orthop Clin North Am 22: 273-282.

Battié MC, Videman KT. 1997. Epidemiology of the back.
In: Pope MH editor. Musculoskeletal Disorders in the
Workplace: Principles and Practice St. Louis MO: Mosby-
Year Book Inc. p 253-268.

Behrens V, Seligman P, Cameron L, Mathias CGT, Fine
LJ. 1994. The prevalence of back pain, hand discomfort,
and dermatitis in the U.S. working population. Am J Public
Health 84: 1780-1785.

Bernard BP, editor 1997. Musculoskeletal disorders and
workplace factors: A critical review of epidemiologic
evidence for work-related musculoskeletal disorders of the
neck, upper extremity, and low back. Cincinnati, OH:
Department of Health and Human Services, National
Institute for Occupational Safety and Health.

Bongers PM, Hulshof CTJ, Dukstra L, Boshuizen HC,
Groenhout HIM, Valken E. 1990. Back pain and exposure
to whole body vibration in helicopter pilots. Ergonomics
33:1007-1026.

Bovenzi M, Betta A. 1994. Low-back disorders in
agricultural tractor drivers exposed to whole-body vibration
and postural stress. Appl Ergonomics 25: 231-241.

Burchfiel CM, Boice JA, Stafford BA, Bond GG. 1992.
Prevalence of back pain and joint problems in a
manufacturing company. J Occ Med 34: 129-134.

Burdorf A, Naaktgeboren B, de Groot H. 1993.
Occupational risk factors for low back pain among
sedentary workers. J Occ Med 35: 1213-1220.

Burdorf A, Sorock G. 1997. Positive and negative evidence
of risk factors for back disorders. Scand J Work Env Health
23: 243-256.

Choi BCK, Tennassee LM, Eijkemans GJM. 2001.
Developing regional workplace health and hazard
surveillance in the Americas. Pan Am J Pub Health 10:
376-381.

12

© copyright 2005, copyright owner: Wiley-Liss, Inc.

Concha-Barrientos M, Imel Nelson D, Driscoll T,
Steenland NK, Punnett L, Fingerhut M, Priiss-Ustiin A,
Corvalan C, Leigh J, Tak S. 2004 (forthcoming). Selected
occupational risk factors. In: Ezzati M, Lopez AD, Rodgers
A, Murray CJL editors. Comparative quantification of
health risks: Global and regional burden of disease
attributable to selected major risk factors Geneva: World
Health Organization. p Chapter 21.

Denton M, Walters V. 1999. Gender differences in
structural and behavioral determinants of health: An
analysis of the social production of health. Soc Sci Med 48:
1221-1235.

Frank JW, Kerr MS, Brooker A-S, DeMaio SE, Maetzel A,
Shannon HS, Sullivan TJ, Norman RW, Wells RP. 1996.
Disability resulting from occupational low back pain. Part
I: What do we know about primary prevention? A review
of the scientific evidence on prevention before disability
begins. Spine 21: 2908-2917.

Frank JW, Pulcins IR, Kerr MS, Shannon HS, Stansfield
SA. 1995. Occupational back pain - an unhelpful polemic.
Scand J Work Env Health 21: 3-14.

Garg A. 1992. Occupational biomechanics and low-back
pain. Occ Med: State of the Art Review 7: 609-628.

Gordon SL, Weinstein JN. 1998. A review of basic science
issues in low back pain. Phys Med Rehab Clin North Am 9:
323-342.

Guo H-R, Tanaka S, Cameron LL, Seligman PJ, Behrens
VJ, Ger J, Wild DK, Putz-Anderson V. 1995. Back pain
among workers in the United States: National estimates and
workers at high risk. Am J Industr Med 28: 591-602.

Guo H-R, Tanaka S, Halperin WE, Cameron LL. 1999.
Back pain prevalence in US industry and estimates of lost
workdays. Am J Public Health 89: 1029-1035.

Hagberg M, Buckle P, Kilbom A, Fine LJ, Itani T, Laubli
T, Riihiméaki H, Silverstein BA, Sjggaard G, Snook SH,
Viikari-Juntura E, Kolare S. 1993. CONSENSUS:
Strategies for prevention of work-related musculoskeletal
disorders: Consensus Paper. Internat J Industr Ergonomics
11: 77-81.

Hagberg M, Silverstein BA, Wells RP, Smith R, Carayon P,
Hendrick H, Perusse M, Kuorinka I, Forcier L, editors.
1995. Work-related Musculoskeletal Disorders (WMSD): A
Handbook for Prevention. London, England: Taylor and
Francis.

Hales TR, Bernard BP. 1996. Epidemiology of work-
related musculoskeletal disorders. Orthop Clin North Am
27:679-7009.

Hildebrandt VH. 1995. Back pain in the working
population: prevalence rates in Dutch trades and
professions. Ergonomics 38: 1283-1298.



Punnett L et al - Estimating the global burden of low back pain attributable to combined occupational exposures

This is a preprint of an article accepted for publication in the American Journal of Industrial Medicine

Hollman S, Klimmer F, Schmidt K-H, Kylian H. 1999.
Validation of a questionnaire for assessing physical work
load. Scand J Work Env Health 25: 105-114.

Hoogendorn WE, van Poppel MNM, Bongers PM, Koes
BW, Bouter LM. 1999. Physical load during work and
leisure time as risk factors for back pain. Scand J Work Env
Health 25: 387-403.

Hulshof CTJ, Veldhuijzen van Zanten B. 1987. Whole-
body vibration and low-back pain: a review of
epidemiologic studies. Internat Arch Occ Env Health 59:
205-220.

ICOH Scientific Committee on Musculoskeletal Disorders:
Kilbom A, Armstrong TJ, Buckle P, Fine LJ, Hagberg M,
Haring Sweeney M, Martin B, Punnett L, Silverstein B,
Sjggaard G, Theorell T, Viikari-Juntura E. 1996.
Musculoskeletal disorders: Work-related risk factors and
prevention. Internat J Occ Env Health 2: 239-246.

Jensen RC. 1988. Epidemiology of work-related back pain.
Topics Acute Care Trauma Rehabil 23: 1-15.

Jin K, Sorock GS, Courtney TK, Liang Y, Yao Z, Matz S,
Ge L. 2000. Risk factors for work-related low back pain in
the People's Republic of China. Internat J Occ Env Health
6: 26-33.

Johanning E. 1991. Back disorders and health problems
among subway train operators exposed to whole-body
vibration. Scand J Work Env Health 17: 414-419.

Johanning E, Wilder D, Landrigan P. 1991. Whole-body
vibration exposure in subway cars and review of adverse
health effects. J Occ Med 33: 605-612.

Joshi TK, Menon KK, Kishore J. 2001. Musculoskeletal
disorders in industrial workers of Delhi. Internat J Occ Env
Health 7: 217-222.

Kuwashima A, Aizawa Y, Nakamura K, Taniguchi S,
Watanabe M. 1997. National survey on accidental low back
pain in workplace. Industr Health 35: 187-193.

Lagerstrom M, Hansson T, Hagberg M. 1998. Work-related
low-back problems in nursing. Scand J Work Env Health
24: 449-464.

Lahiri S, Markkanen P, Levenstein C. 2005a
(forthcoming). The cost-effectiveness of occupational
health interventions: preventing occupational back pain.
Am J Ind Med.

Lahiri S, Gold J, Levenstein C. 2005b (forthcoming).
Estimation of net-costs for prevention of occupational low
back pain: three case studies from the US. AmJ Ind Med.

Lawrence RC, Helmick CG, Arnett FC, Deyo RA, Felson
DT, Giannini EH, Heyse SP, Hirsch R, Hochberg MC,
Hunder GG, Liang MH, Pillemer SR, Steen VD, Wolfe F.
1998. Estimates of the prevalence of arthritis and selected

13

© copyright 2005, copyright owner: Wiley-Liss, Inc.

musculoskeletal disorders in the United States. Arthr
Rheum 41: 778-799.

Leigh JP, Sheetz RM. 1989. Prevalence of back pain among
fulltime United States workers. Brit J Industr Med 46: 651-
657.

Leino-Arjas P. 1998. Smoking and musculoskeletal
disorders in industry: A prospective study. Occ Env Med
55: 828-833.

Leino-Arjas P, Hanninen K, Puska P. 1998. Socioeconomic
variation in back and joint pain in Finland. Eur J Epidem
14: 79-87.

Leino PI, Hanninen V. 1995. Psychosocial factors at work
in relation to back and limb disorders. Scand J Work Env
Health 21: 134-142.

Loney PL, Stratford PW. 1999. The prevalence of low back
pain in adults: A methodological review of the literature.
Phys Ther 79: 384-396.

MacDonald LA, Karasek RA, Punnett L, Scharf T. 2001.
Covariation between workplace physical and psychosocial
stressors: evidence and implications for occupational health
research and prevention. Ergonomics 44: 696-718.

Magnusson ML, Pope MH, Wilder DG, Areskoug B. 1996.
Avre occupational drivers at an increased risk for developing
musculoskeletal disorders? Spine 6: 710-717.

Malchaire J, Cock N, Vergracht S. 2001. Review of the
factors associated with musculoskeletal problems in
epidemiological studies. Internat Arch Occ Env Health 74:
79-90.

Marmot M. 1999. Importance of the psychosocial
environment in epidemiologic studies. Scand J Work Env
Health 25: 49-53.

Marras WS, Allread WG, Burr DL, Fathallah FA. 2000.
Prospective validation of a low-back disorder risk model
and assessment of ergonomic interventions associated with
manual materials handling tasks. Ergonomics 43: 1866-
1886.

Miedema HS, Chorus AMJ, Wevers CWJ, van der Linden
S. 1998. Chronicity of back problems during working life.
Spine 23: 2021-2029.

Morken T, Moen B, Riise T, Bergum O, Bua L, Vigeland
Hauge SH, Holien S, Langedrag A, Olson H-O, Pedersen S,
Liahjell Saue IL, Midttun Seljebo G, Thoppil V. 2000.
Prevalence of musculoskeletal symptoms among aluminium
workers. Occ Med 50: 414-421.

Nachemson AL. 1999. Back pain: Delimiting the problem
in the next millennium. Internat J Law Psych 22: 473-490.

National Research Council, the Institute of Medicine. 2001.
Musculoskeletal disorders and the workplace: Low back



Punnett L et al - Estimating the global burden of low back pain attributable to combined occupational exposures

This is a preprint of an article accepted for publication in the American Journal of Industrial Medicine

and upper extremities Washington, D.C.: National

Academy Press.

Nelson DI, Concha-Barrientos M, Driscoll T, Steenland K,
Fingerhut M, Priiss-Ustiin A, Corvalan C, Leigh J. 2004.
The global burden of occupational disease and injury. AmJ
Industr Med. Submitted

Ory FG, Rahman FU, Katagade V, Shukla A, Burdorf A.
1997. Respiratory disorders, skin complaints, and low-back
trouble among tannery workers in Kanpur, India. Am
Industr Hyg Assoc J 58: 740-746.

Ozguler A, Leclerc A, Landre M-F, Peitri-Taleb F,
Niedhammer 1. 2000. Individual and occupational
determinants of low back pain according to various
definitions of low back pain. J Epidem Commun Health 54:
215-220.

Partridge REH, Duthie JJR. 1968. Rheumatism in dockers
and civil servants: a comparison of heavy manual and
sedentary workers. Ann Rheum Dis 27: 559-568.

Punnett L. 1999. The costs of work-related musculoskeletal
disorders in automotive manufacturing. New Solutions 9:
403-426.

Punnett L. 2002. Ergonomics and public health. In: Detels
R, McEwen J, Beaglehole R, Tanaka H editors. Oxford
Textbook of Public Health, 4th edition. 4th ed. Oxford:
Oxford University Press. p 1067-1081.

Punnett L, Fine LJ, Keyserling WM, Herrin GD, Chaffin
DB. 1991. Back disorders and non-neutral trunk postures of
automobile assembly workers. Scand J Work Env Health
17: 337-346.

Punnett L, Herbert R. 2000. Work-related musculoskeletal
disorders: Is there a gender differential, and if so, what does
it mean? In: Goldman MB, Hatch MC editors. Women and
Health San Diego, CA: Academic Press. p 474-492.

Punnett L, Wegman DH. 2004. Work-related
musculoskeletal disorders: The epidemiologic evidence and
the debate. J Electromyo Kinesiol 14: 13-23.

Riihiméki H. 1991. Low-back pain, its origin and risk
indicators. Scand J Work Env Health 17: 81-90.

Riihiméaki H. 1995. Back and limb disorders. In: McDonald
C editor. Epidemiology of work related diseases London:
BMJ Publishing Group. p 207-238.

Riihiméki H, Mattsson T, Zitting AJ, Wickstrom G,
Hénninen K, Waris P. 1990. Radiographically detectable
degenerative changes of the lumbar spine among concrete
reinforcement workers and house painters. Spine 15: 114-
119.

Riihiméki H, Tola S, Videman T, Hanninen K. 1989. Low-
back pain and occupation: A cross-sectional questionnaire
study of men in machine operating, dynamic physical work,
and sedentary work. Spine 14: 204-209.

14

© copyright 2005, copyright owner: Wiley-Liss, Inc.

Riihiméki H, Viikari-Juntura E, Moneta G, Kuha J,
Videman T, Tola S. 1994. Incidence of sciatic pain among
men in machine operating, dynamic physical work, and
sedentary work. A three year follow up. Spine 19: 138-142.

Smedley J, Egger P, Cooper C, Coggon D. 1995. Manual
handling activities and risk of low back pain in nurses. Occ
Env Med 52: 160-163.

Toroptsova NV, Benevolenskaya LI, Karyakin AN,
Sergeev IL, Erdesz S. 1995. "Cross-sectional” study of low
back pain among workers at an industrial enterprise in
Russia. Spine 20: 328-332

Videman T, Nurminen M, Troup JDG. 1990. Lumbar spinal
pathology in cadaveric material in relation to history of
back pain, occupation, and physical loading. Spine 15: 728-
740.

Viikari-Juntura E. 1997. The scientific basis for making
guidelines and standards to prevent work-related
musculoskeletal disorders. Ergonomics 40: 1097-1117.

Viikari-Juntura E, Riihiméaki H. 1999. New avenues in
research on musculoskeletal disorders. Scand J Work Env
Health 25: 564-568.

Volinn E. 1997. The epidemiology of low back pain in the
rest of the world: A review of surveys in low- and middle-
income countries. Spine 22: 1746-1754.

Waddell G. 1991. Low back disability: A syndrome of
Western civilization. Neurosurg Clin North Am 2: 719-738.

Westgaard RH, Winkel J. 1997. Ergonomic intervention
research for improved musculoskeletal health: A critical
review. Internat J Industr Ergonomics 20: 463-500.

Wikstrom B-O, Kjellberg A, Landstrom U. 1994. Health
effects of long-term occupational exposure to whole-body
vibration: a review. Internat J Industr Ergonomics 14: 273-
292.



	Estimating the global burden of low back pain attributable t
	Laura Punnett, Sc.D.,1  Annette Prüss-Ustün, Ph.D.,2  Debora
	Marilyn A. Fingerhut, Ph.D.,2,4  James Leigh, M.D., Ph.D.5 S
	1 Department of Work Environment, University of Massachusett
	Background
	Methods
	Results
	Conclusions
	Address correspondence to: Laura Punnett, Department of Work
	Basic Methodology and Population
	Definition of Outcome
	Exposure Categories
	Relative Risk of LBP by Exposure Category: Data sources
	Relative Risks of Low Back Pain by Occupational Group
	Attributable Proportion of Disability
	ACKNOWLEDGEMENTS
	The authors express their appreciation to Lucy Schoolfield o

