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Causation 
Analysis of Work Relatedness

Ryan Noonan, MD
Avera Occupational Medicine

The Why

 Determination of work-relatedness 
impacts financial compensation with 
regard to expenses of treatment, 
vocation rehabilitation, impairment 
compensation and disability benefits.

 Causation determination is not only 
important for the evaluation of the 
individual patient, but also for other 
workers who have similar exposures. 

Legal standards for determining 
work-relatedness vary 
jurisdictionally.  physicians must 
know the local definitions of 
work-relatedness. 

Although the legal basis can differ 
jurisdictionally, the scientific method for 
determination of causation or 
apportionment among occupational, 
non-occupational, and personal risk 
factors should remain consistent.
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Medical vs Legal Causation

Medical Causation 
Determined by scientific 
criteria verifying a causal 
association between an 
injury, illness, disease, or 

disorder and a known risk 
factor.

Legal Causation 
Determined by criteria 

established by legal 
authority (varies among 

jurisdictions).  

Proximate Cause –
common law definition

 Proximate cause (the legal cause) is the primary 
cause, or “that which in a natural and continuous 
sequence, uninterrupted by any intervening cause, 
produces injury, and without which the result would 
not have occurred.”  

 An injury is proximately caused whenever a 
defendant’s negligence caused an injury that was 
either the direct or reasonable consequence of 
that negligence.  

State Presumptions

 State legislatures may by statue 
establish presumptions concerning 
work-relatedness that dictate rights 
and liabilities, even when medical 
causation is absent.
(Usually favor a determination of 

work-relatedness, but can be 
overcome by expert contrary 
evidence).  
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For instance, a state legislature might 
establish an irrefutable presumption the 
development of pulmonary cancer by a 
firefighter would be irrefutably work-related. 

Alternatively, a state legislature might 
establish presumption that firefighters who 
develop lung cancer that have at least a 10 
pack-year smoking history did not develop 
cancer from work-related reasons. 

Threshold Definitions for Work 
Relatedness

 Federal 
 Employees Compensation Act – Preponderance of the 

Evidence;  More probable than not.
 Federal Employers Liability Act – More probable than not. 

 South Dakota – Preponderance of the evidence as established 
by medical evidence showing employment to be a major 
contributing cause. 

 North Dakota – Reasonable degree of medical certainty; 
reasonable degree of medical probability.  

 Minnesota – More probable than not; preponderance of the 
evidence (based on objective medical evidence). 

 Iowa – More probable than not; preponderance of the 
evidence

Provider Opinions

 Legislators may also weigh provider 
statements and opinions differently.
 The treating physician’s causation 

opinion may trump that of a consulting 
physician even if the consulting 
physician is a specialty expert or 
followed more rigorous methodology 
for causation determination.  
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Determining Causation

 In evaluating traumatic injuries where the cause is 
generally not in dispute (ie, fracture), or the 
occurrence of disease presents acutely (ie, acute 
carbon monoxide poisoning), causation 
determination is rather straight forward and does not 
demand the same rigorous evaluation of work-
relatedness as an occupational disease. 

Determining Causation

 However, determining the causality of disease 
may be difficult, especially when it is necessary 
to determine if an employee’s disease was 
caused by or aggravated by an occupational 
factor. In these cases, a direct causal 
relationship between disease and an 
occupational factors may not be obvious. 

 Occupational diseases often develop slowly and 
without a discrete defining incident.  Prior to its 
recognition symptoms of disease may be 
attributed to age-related symptoms or to 
relevant personal factors such as health 
attributes and non work related exposures.

Determining Causation

 Prior occupational exposure information is often unknown.  
Individual susceptibility to disease producing factors can 
influence causation decisions. These non work related 
factors and exposures may either be the primary or a 
contributory cause.
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Determining 
Causation

 Evaluations generally commence primarily 
with accurate diagnosis determination and 
evaluation of the adequacy of treatment.   
At the initial stage there is often 
presumption of work relatedness, a brief 
determination of work-relatedness, or even 
no evaluation of work-relatedness. 
 important to compile complete and accurate 

information to ensure a fair work-relatedness 
decision. 

Determining 
Causation

 An inability to identify a non-occupational 
cause diagnosis  should not result in a 
default conclusion of work-relatedness.

Conversely, epidemiological evidence that 
a risk factor is generally capable of causing 
condition should not result in a default 
conclusion of causation from that factor. 

Determining Causation

 “For example, evidence of an inadvertent chemical 
release into the ecosystem, coupled with 
epidemiological evidence of a causal association 
between such chemicals and the subject disease, is 
insufficient evidence that the release caused an 
adverse health consequence, absent evidence that the 
individual was exposed to a sufficient magnitude of 
exposure to the chemical to cause the adverse health 
effect; the temporal (chronological) relationship 
between exposure and effect is biologically plausible; 
and other known and biologically plausible causes have 
been excluded.”
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Direct 
Causation

 A direct cause is generally accepted if both 
an immediate traumatic or provoking event 
occurs and reasonable effects are clearly 
observable. 
Examples of sole directed causes include injury 

from kinetic energy (moving), potential energy 
(a fall), chemical agents, thermal energy, 
radiation, or electromagnetic energy.   

Primary vs 
Multifactorial

 A primary cause or several contributory 
causes (multifactorial) may be assigned.  A 
condition can be caused by each factor 
independently or several factors may 
synergistically lead to its development. 

Primary vs 
Multifactorial

Cases may also develop following both work and non 
work related activities with their respective exposures. 

Personal health factors also can be part of the ‘‘web of 
causation.’’  for example, wrist width-depth ratio is a risk 
for carpal tunnel syndrome.  Considerations should be 
given as to whether causality is truly multifactorial or if 

there is a predominant cause.

Cases may also develop following both work and non 
work related activities with their respective exposures. 

Personal health factors also can be part of the ‘‘web of 
causation.’’  for example, wrist width-depth ratio is a risk 
for carpal tunnel syndrome.  Considerations should be 
given as to whether causality is truly multifactorial or if 

there is a predominant cause.

Conditions frequently develop due to a combination of 
factors.  

Conditions frequently develop due to a combination of 
factors.  

hearing loss may develop as 
a result of aging, inheritance 

factors, cardiovascular 
disease, and or noise 

exposure. 

Both occupational and non-
occupational factors may have a 

synergistic effect, for example carpal 
tunnel syndrome developing in the 

setting of exertional job requirements, 
obesity, and diabetes mellitus.
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Competing 
vs 

Combined

To objectively make these distinctions, it is important to know 
the exact work activities and compare these work activities 
and exposures reported in literature and metrics established 

by exposure standards, ie, the Occupational Safety and 
Health Administration (OSHA), International Organization for 
Standardization (ISO), American National Standards Institute 
(ANSI), and the World Health Organization (WHO) standards 

and guidelines).

Competing causation differs from combined multifactrial
causation in that either a workplace or a non workplace 

factor is independently responsible for the condition, but not 
both. 

“because pregnancy, diabetes mellitus, thyroid disorders, tobacco, and 
repetitive forceful motions have been independently associated with 

carpal tunnel syndrome (CTS), a patient with diabetes who does very little 
forceful, repetitive work will most likely develop carpal tunnel syndrome 

due to the diabetes, not occupational exposure.” 

Coworker Considerations

 The presence of a condition among coworkers is helpful in assessing 
competing versus combined causation especially when the outcome 
is rare.
For example, “popcorn lung” among other similarly diacetyl exposed 

workers makes the probability of a causal linkage more likely than not. 
When disorders are common and multifactorial,  assessing whether the 

effects are manifest among coworkers although at lesser levels 
(suggesting combined causation) or limited primarily to the patient 
(suggesting competing causation with non work related factors of 
greater significance than the occupational factors).

Public Health Impact

From a public health 
perspective, a reasonable 
probability of causation should 
lead to an exploration of 
prevention. 

Costs and benefits of the 
intervention should be weighed 
against the degree of certainty for 
causation 

An ergonomics worksite evaluation could be triggered by 
worker complaints of discomfort.  Removing a worker from a 
job would require causation certainty.  Ie, organophosphate 
poisoning case should prompt a rapid analysis and preventive 
interventions.



8

Statements of Probability

 The physician’s opinion on work-related 
causation should not necessarily be 
affected by administrative or legal 
context. 
however, statements of probability related 

to compensability “must incorporate both 
the absolute probability as well as the 
administrative or legal context. The term 
‘‘more likely than not’’ (equal to or greater 
than 51%) is a legal and not medical term 
that must be used as defined and 
intended.“ 

Complicating Terminology

Causation determination may include reoccurrence of 
a previously resolved condition, aggravation or 
exacerbation of a pre-existing condition. 
“The distinction between a recurrence, or aggravation of 

a condition is medically and legally important. 
Substantial confusion has been engendered by the 
ambiguous and inconsistent use of such terminology in 
worker’s compensation statutes, which seldom 
operationally define such terms.”

Terminology Review

 Aggravation is generally understood as a manifestation of 
symptoms, or a permanent progression, natural or otherwise, of 
underlying pathology. 

 Exacerbation is commonly understood as a worsening of 
symptomology already present that does not represent a 
permanent escalation of the underlying condition. 

 Precipitation – understood as “manifestation, natural or otherwise, of 
underlying pathology, whether previously recognized or not.” 

Note, Literature review of medical-legal terminology includes 
statements such as “Aggravation and exacerbation are 
synonymous” and Exacerbation does not equal aggravation.   
Better to avoid these terms that are inconsistently used and 
simply describe the process you are trying to convey or define 
the term as you are using it. 
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Consideration 
of 

Coincidence Onset of symptoms with occupational 
activity does not necessarily infer work-
relatedness.  

Altered presentation of underlying 
pathology as the result of occupational 
exposures is characteristic of both 
occupational and non occupational 
injuries and diseases and may result in 
heightened awareness.  

Evaluating Aggravation

 Acute trauma often occurs in the setting of active prior work-
related and nonwork-related conditions. If an underlying 
condition is aggravated, it is important to document the 
impairment due to the aggravating factors. 

 Because the aggravation has led to a permanent alteration 
in the patient’s underlying condition, the work-related injury 
or disease is not cured.  Even if former activity levels are 
restored and a full return to work occurs, there remains a 
potential for future recurrence of symptoms. 

 If recurrence of symptoms are being evaluated, it may be 
necessary to determine whether recurrence is due to an 
aggravating incident or exposure or the natural progression 
of the pre-existing condition.

Provisional Causation Analysis

 Provisional causation is often conferred during or 
immediately after the first clinical encounter. 
Although the provider is asked to comment on work 

relatedness, information may still be incomplete at this stage. 
This provisional opinion of causation is required in many 

jurisdictions to initiate appropriate treatment measures 
through workers’ compensation benefits.
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Definitive 
Causation 

Analysis

 Definitive analysis is often 
conducted after reaching a 
conclusive diagnosis, obtaining 
thorough information about 
individual exposures, and 
obtaining a detailed medical 
history.  Reviewing other pertinent 
medical information and scientific 
literature is often necessary; An 
epidemiologic causal analysis, 
based on patterns observed in 
similar populations of workers, will 
be important in most instances.

Causation Methodology
 The approach to the determination of work-relatedness, as 

published by the National Institute for Occupational Safety and 
Health (NIOSH) and consists of the following six-step process: 
1. Evidence of disease: “What is the disease? What certainty is there 

that the diagnosis is correct? What evidence supports or fails to 
support that diagnosis? Is the diagnosis supported using a generally 
accepted case criteria definition?”

2. Epidemiology: “What is the epidemiological evidence for that 
condition? Is there support for a relationship with work?”

3. Evidence of individual exposure: “What objective evidence is there 
that the level of the patient’s exposure is of the frequency, intensity, 
duration, and temporal pattern of exposure associated with work-
relatedness?”

Causation Methodology
 4.  Consideration of other relevant factors: “What other potentially 

causal factors are present? For example, is the worker with carpal 
tunnel syndrome (CTS) pregnant or obese?”

 5. Validity of testimony: “Are the opinions and sources reliable and 
credible? If an expert opinion has been rendered, is the person 
professionally qualified to render that opinion? Is there verification 
for the basis of the testimony, that is, the importance attributed to 
various areas of the information reviewed, and the conclusions 
that were drawn? Is there information that suggests that the 
information above is inaccurate, for example, from a collateral 
source (eg, exposure data)?”

 6. Conclusions: Synthesize the above five steps.
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Reviewing Research

 When conducting surveillance of available research, a case based search 
criteria is frequently employed which may increase the rate of screening 
yields of studies, but generally produces a high rate of false-positives or 
biased search results.  If preliminary review suggests cause and effect, more 
formal research can be done to carefully evaluate and better understand 
an apparent association. 

 The research-study definition of causal association is rigid, generally 
requiring 95% statistical confidence that the causal relationship exists. 
Quality scientific literature concerning occupational disorders and causal 
associations with work exposures is frequently lacking, making it difficult to 
predict whether risk factors statistically associated with or predictive of 
certain adverse health outcomes are, in fact, causal associations. 

EVALUATION OF 
EPIDEMIOLOGIC 

EVIDENCE  The AMA Guides to the Evaluation of 
Disease and Injury Causation outlines 
criteria to assess the evidence for the 
work- relatedness of adverse health 
effects.  These criteria should also guide 
recommendations for preventive 
measures to evaluate the possible 
effects of exposures.  
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Hills Criteria

 Temporal association between the exposure or 
work factor and the health concern (ie, the 
exposure necessarily precedes the development of 
disease).

 Strength of the association (eg, how large is the 
relative risk or odds ratio comparing exposed to 
unexposed workers?).

 Dose–response (ie, biological gradient) 
demonstrating progressively increasing risk 
estimates across at least three levels of exposure).

 Consistency of the association among multiple 
epidemiological studies.

 Coherence of the association with existing 
physiologic data, trends in exposurelevels over 
time, and other knowledge.

Hills Criteria

 Specificity of the association demonstrating that 
the exposure causes one specific health outcome, 
rather than a nonspecific group of unrelated 
outcomes.

 Plausibility of the purported exposure disease 
relationship

 Reversibility (eg, that the tissue abnormalities 
resolve with cessation or reduction of exposure).

 Experimental evidence from animal models.
 Predictive performance of the association in 

predicting future cases of the
 disease.

Initial Causation Assessment

 The initial provisional assessment is often conducted based 
on limited facts
Must be conducted with care as it affects subsequent care, 

compensability, and state and federal injury recording (OSHA 
injury recording regulations). 

A Definitive opinion may be reached at the time of the first 
visit, but obtaining additional information is almost always 
necessary and the degree of uncertainty should be clearly 
communicated to the patient, employer, state or federal 
agency. 
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Initial 
clinical 

assessment 
objectives:

Determine Determine if other causal factors are likely 
involved.

Evaluate Evaluate the impact of a compensation 
environment

Evaluate Evaluate possible workplace causative 
exposure factors.

Establish
Establish a diagnosis using established medical 
criteria including subjective symptoms, clinical signs, 
and objective diagnostics.

Proximate 
Accuracy

 The initial visit is the typically the 
best time to obtain the most 
unbiased information and 
recollection of acute events. 
 Information needed to make a 

definitive opinion of causation 
generally comes from other sources 
or is found in medical or 
employment records, conferring 
greatest weight to the most 
proximate records.

self-reported descriptions are not 
necessarily reliable in compensation 
environments.

Medical History

 A careful medical history is essential to consideration of 
the work-relatedness of a complaint. 

 Carefully assess the organ system thought to be the 
target of the exposure. This includes a description of 
activity levels, limitations, and symptoms before and 
after the exposure. 

 A careful history provides insight into possible 
psychological, socioeconomic, work/non work related, 
and pre existing factors that might influence function.  

 Obtain a psychiatric history in situations where the 
patient presents with psychiatric, stress-related, chronic, 
or recurring complaints. Neuropsychological testing is 
sometimes sought when there is unexpected poor 
response to therapy, interventions, or removal from 
exposure.
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Temporal Relationship

One link between exposures and health conditions is the temporal 
relationship. 

 Determining temporal causality might be difficult for chronic 
diseases and disorders and certain psychiatric problems. 
Subacute or chronic conditions are marked by gradual onset, 
however, time estimates should be noted. 

 Somewhat less important, the presence and severity of symptoms 
at night, on weekends, on holidays, or other times that the patient 
is not ‘‘exposed,’’ should be evaluated critically
 Ie, osteoarthrosis symptoms often improve over weekends or other 

periods absent of physical activity; yet, activity is actually 
therapeutic, and the relationship between osteoarthrosis, symptoms, 
treatment, and work factors is complicated.

Additional 
History

Relevant social history 
should be included 
regarding personal 

habits ie substances 
use, tobacco, alcohol, 

prescription 
medications (eg, 

opioids), and others 
with adverse health 

effects), 

coexisting disease 
states, and family 
history should be 

explored. 

Similar historical 
occupational and non 

occupational 
problems along with 
their resolutions in the 

past. 

Outside work activities 
should be noted, such 

as participation in 
second jobs, 

recreational activities 
or hobbies that could 

cause similar 
symptoms or 

complicate their 
resolution. 

Goals in Reviewing Health History

Was there a temporal relationship where the health condition occurred 
after the work exposures?  Did the condition develop within a time period 
consistent with the epidemiological evidence, considering the nature of 
the exposure?

Was the frequency, intensity, durations, and temporal patterns of the work 
exposure sufficient to cause this condition in most workers?  Does the 
worker have personal factors resulting lower thresholds for causing the 
condition?  (ie, genetically low cholinesterase and organophosphate 
poisoning)

 Is there “coherence of association,” ie, is the association consistent with 
established medical or statistical evidence as to how the symptoms or 
condition could develop?
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Goals in Reviewing Health History

Other specifics should be considered:
Are there other possible causes that could account for 

the injury or symptoms (personal, preexisting, or non 
occupational)?

Are there ways the occupational exposure could have 
been mitigated- engineering controls, personal protective 
equipment, immunization, or other means?

 Is functional impairment or disability present?

Workplace Assessment

 Beyond what may be needed for determining causation, 
additional exposure history is often needed to meet regulatory 
requirements especially in cases attributable to low-level chronic 
exposure rather than an acute, readily identifiable event.  
Additional information about workplace physical, chemical, or 
other exposures should be explored.

Workplace 
Assessment

Obtain a detailed description of the 
time frames of exertional demands 
of the job and, presents of vibration, 
temperature, posture requirements, 
randomized work sampling with 
quantification of the exertional 
demands of the job. 

Assess job satisfaction as well as 
psychological and managerial 
issues.

For respiratory and toxicological 
exposures, focus on the timing of 
symptoms along with the timing of 
exposures, as well as the frequency, 
intensity, and duration of the 
exposures. 
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Workplace 
Assessment

 Augmenting history provided by the patient with 
quantitative information from the worksite is 
informative.  Descriptions from coworkers and 
supervisors can help corroborate or refute a 
patient’s recall and history. 

 Material Safety Data Sheets (MSDS) may help 
guide clinical inquiry and subsequent literature 
review.  Measuring exposures to chemical, 
physical, or biological exposures is at times 
necessary to assign causation; occasionally 
measurements over time are needed to establish 
frequency, intensity, duration and temporal 
patterns.

 An appropriately trained ergonomist, industrial 
hygienist, physical/occupational therapist can 
provide measurements if the exposure needs to be 
quantified.  

Workplace 
Assessment

 Personal monitoring data, (ie personal noise 
dosimeter) is generally the most useful data to 
prove and quantify exposure.  The next best would 
be area monitoring.  Data should be obtained at 
times when measured exposures would be most 
inline with actual worksite conditions. 

 Additional information can be helpful such as job 
records including positions and times held in 
relationship to timing of disease development, 
video of job tasks, and monitoring data work 
sampling, personal dosimetry, air monitoring, etc.  

 A definitive causation conclusion is most supported 
by objective, quantified evidence of exposure to 
proven causative factors at levels known to 
produce the specific adverse health effects 
reported.  

LITERATURE REVIEW

 In many cases, critical literature review may be required to 
clarify the existing evidence linking exposures to health 
effects. 

 A careful review of the published scientific literature may 
reveal a pattern of association between the apparent 
exposures and the patient’s health effect. 

When possible, epidemiologic studies referenced should be 
based on workers in similar positions and industries.  Study 
populations may be compared to the circumstances of the 
patient in question including exposure dose.
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Hierarchy of Data

Reviewing Literature, Questions to ask

Conduct a balanced review of the literature and 
avoid relying on a single study or only studies that 
support a particular point of view 

 Are definitions consistent among studies? Can 
changes in symptoms or conditions be predicted by a 
corresponding change in intensity, duration, 
frequency, or dose of the chemical, physical, 
psychological, or biologic exposure? 

What is the quality of the available literature – ie, 
randomized clinical trial, prospective cohort study, 
retrospective cohort study, or cross-sectional study?   
Were confounding variables and bias accounted for 
such as recall bias, reporting bias, healthy worker 
effects (attrition rates), volunteer bias, selection bias? Is 
the study power adequate? 

Summary

Causation determination is the determinant 
for compensation environments and should 
rely on a reproducible method that involves 
collecting history and assessing medical 
and occupational evidence in an evidence 
based manner.  

Determining accurate causation is 
important to ensure that worker receive 
appropriate benefits, potential for 
exacerbations and recurrences are 
mitigated,  and preventative measures are 
instituted.  
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Summary

A provisional assessment of work work-
relatedness occurs at the patient’s first 
clinical encounter. 

More complex conditions or complex risk 
factors call for a more detailed analyses, 
including information from the patient, 
medical records, exposure records, 
l iterature review, and the worksite.

Supported causation may lead to 
preventive measures, including training,  
process controls, personal protective 
equipment, and additional exposure 
mitigation mechanisms.   

Case Study 

“Stephen was hired to perform welding and pipefitting in a large 
petrochemical processing plant.  He suffered an injury to his left hand 
when it was caught between 2 large sections of pipe being 
manipulated by a crane.  His supervisor did not prepare a written 
accident report regarding the incident, and the medical expenses 
were paid by company credit card, rather than being submitted to 
workers compensation insurance.  Stephen was advised to follow up 
with an orthopedic surgeon, but no follow up care for the hand injury 
was authorized by the employer.  Stephen was released to return to 
work with temporary work restrictions.  His employer accommodated 
his post accident restrictions to one handed light duty.  

Case Study cont. 

In his accommodated position, he worked in the plant’s tool bin, handing 
out tools and small parts to other employees.  Stephen became bored 
with sitting in the tool bin, and when a shipment of parts for the tool bin 
arrived, Stephen undertook to carry the boxes of parts into the tool bin to 
put them away.  He was not required by the duties of his accommodated 
position to handle the boxes.  Because of the limited use of his left hand, 
Stephen was unable to properly grip a box weighing approximately 35 
lbs.  The box slipped from his grasp as he attempted to lift it overhead to 
place it on a shelf.  When the box shifted, Stephen wrenched his low 
back trying to catch the box.  Stephen commented to a coworker that 
he thought he had injured his back, and intended to go to the 
chiropractor.  Stephen asked his supervisor if he could leave early to go 
to the chiropractor, but did not tell his supervisor of an injury to his back.  



19

Case Study cont. 

The chiropractor’s records are silent on the issue of a work-related injury to 
the back.  Stephen did obtain some short term relief from the chiropractic 
manipulations of his lumbar spine, but within few hours was suffering severe 
pain in his left hip.  He was taken by a coworker to the hospital emergency 
room, where he was diagnosed with a herniated disc at L4-L5 with an 
extruded fragment impinging on the nerve root.  Emergency surgery was 
recommended.  Stephen was transferred to a larger hospital in a 
neighboring metropolitan area, where surgery, in the form of a 
microdiscectomy, was performed that same evening.  The coworker 
informed the supervisor the next morning that Stephen was in the hospital 
and had undergone surgery.  The supervisor called Stephen on his cell 
phone in the hospital and asked how he was doing, and what had 
happened.  

Case Study cont. 

When Stephen explained he had injured himself l ifting a box the previous 
afternoon, the supervisor promised to send someone to the hospital to 
complete a written accident report.  No one came to the hospital, but the 
plant safety manager called Stephen and told him to sue the chiropractor, 
that his injuries were not the employer’s responsibilities.  The medical records at 
both hospitals describe an injury lifting boxes at work.  Stephen denied 
anything unusual occurring during the course of his visit to the chiropractor.  At 
trial, Stephen continued to insist that he had injured his back at work, had 
informed a coworker, and had consistently identified the workplace incident 
as the cause of his injury.  He also insisted that he had fully informed both the 
supervisor and the plant safety manager of the accident when called at the 
hospital.  

Case Study cont. 

The supervisor denied having any discussion with Stephen about how his 
accident had occurred, and denied telling Stephen a company 
representative would come and complete a written accident report.  The 
supervisor had no explanation for how or why the plant safety manager had 
been notified, or why he would have hand any contact with Stephen.  The 
plant safety manager testified by affidavit that Stephen had told him the 
injury was caused by the chiropractic manipulation, not by the work incident.  
While Stephen acknowledged telling the plant safety manager of his trip to 
the chiropractor, he denied attributing his injury to the chiropractic 
manipulation.  Stephen was terminated following his release from the hospital.  
The termination notice indicated Stephen was terminated for being unable to 
present a work release from his physician following surgery, but was back-
dated to the day of the injury.  There was no medical testimony regarding the 
cause of Stephen’s injury."
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Case Study cont. 
Was Stephen’s disc herniation and need for surgery caused by the lifting incident at 
work, or by the chiropractic manipulation?

 “Lifting a 35 lb box overhead is consistent with causing an injury to the low back.  
The mechanism of injury alleged by Stephen is plausible.  In the absence of 
medical testimony, it would be speculative to conclude that a chiropractic 
manipulation could cause a herniated lumbar disc.  While the chiropractic 
records do not describe a work-related injury, the rest of the medical records from 
both the hospitals are consistent in that they identify the lifting of boxes at work as 
the cause of the injury.  Stephen’s coworker corroborated Stephen’s description 
of l ifting boxes weighing up to 35 lbs overhead, and that Stephen immediately 
reported back symptoms as a result of that work activity.  The sudden onset of 
symptoms and the suggestion for the emergency surgery suggest an acute event 
rather than a chronic condition.  The only evidence of a chiropractic cause for 
Stephen’s injury came form the affidavit of the plant safety manager.  AS he 
testified by affidavit, he was not available for cross-examination and thus not 
available to be asked why he and contacted Stephen in the first instance.  

Case Study cont. 
In assessing the credibility of Stephen, his supervisor, and the plant safety 
manager, it is noted that Stephen’s testimony is consistent with that of his 
coworker and with the hospital records.  It seems unlikely that Stephen would tell 
health care providers that his injuries were cause y lifting at work, but would tell his 
employer that his injuries were caused by the chiropractor.  While Stephen’s 
supervisor denies knowing of a work-related accident, the plant safety manager 
was notified and later contacted Stephen at the hospital.  The supervisor had no 
explanation as to why the plant safety manager would have been notified of a 
non-work related injury… No explanation was offered for the plant safety 
manager’s unavailability to testify in person, rather than by affidavit.  The failure of 
the supervisor to report the earlier hand injury to the workers’ compensation 
insurance carrier, to make a formal injury report, or to provide recommended 
follow –up treatment suggests a desire to avoid reporting work-related injuries and 
the financial responsibil ities for those injuries.  The back-dating of termination 
paperwork raises further questions about the supervisor’s credibility.  

Case Study - Decision
 The greater weight of the evidence establishes that Stephen injured his low 

back at work, l ifting as he described.  Put another way, it is more probable 
than not that Stephen’s injury was caused by lifting at work, rather than as a 
result of chiropractic manipulation.  AS the employer contended that 
Stephen’s injury was caused by the intervening event of the chiropractic 
manipulation, the employer had the burden of proof on that issue.  The 
failure to adduce any substantive evidence that the chiropractic 
manipulation could have, or did, cause Stephen’s injury was a failure to 
meet its burden of proof and prevents meaningful consideration of that 
theory.  

 In those jurisdictions that employ a prevailing factor test for causation, a 
different result might have been obtained.  If the evidence showed that 
Stephen’s back was not an acute herniation but a chronic condition of 
degenerative disc disease, rendered symptomatic by work activity, the 
aggravation of that condition through work activity might not establish a 
work related injury.”
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Additional Case Decisions

 Iowa
http://decisions.iowaworkforce.org/Pages/default.aspx

 Minnesota
https://mn.gov/workcomp/decisions/

 South Dakota
https://dlr.sd.gov/workers_compensation/decisions.aspx
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