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The Physical Medicine and Rehabilitation Algorithm for
Managing Low Back Pain and Disability

Analgorithm for managing lowback
pain and disability has been devel-
oped and applied successfully to an
industrially injured population. The
algorithm is necessary to facilitate
early return to work and limit the
spiraling medical/legal costs asso-
ciated with industrial low back inju-
ries.

Low back pain is the most frequent
cause of disability in persons under
age 45 years, and the third most fre-
quentcauseinthe45-64 yearold age
group.! Currently there are 2.6 mil-
lion Americans temporarily disabled
and 2.6 million Americans perma-
nently disabled by chronic low back
pain.2 Approximately 2% of all work-
ers injure their backs annually.’ The
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majority of injured workers return
to work within 60 days, yet 2 - 3%
develop chronic disabling com-
plaints.* Low back disability from
1960 to 1980 increased 14 times faster
than the actual population growth.?
Social Security disability awards
from 1957 to the mid 1970’sincreased
347% for all conditions, yetincreased
2,680% for back pain.® Incredibly,
10% of all the low back injuries ac-
counted for 80% of the total costs.” It
is estimated that 50% of individuals
disabled due to low back pain have
absolutely no objective findings.

Figure L illustrates that as the length
of time off work increases, medical/
legal and disability costs accelerate.
Thisincreasing expenditure does not
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result in improved outcome (return
to work), and might actually con-
tribute to prolonging the disability.
The ability to ever work again de-
cays rapidly after six months. If an
injured worker has not returned to
work within two years of the injury,
he/she will never work again.®

The following treatment algorithm
necessitates resolution of work sta-
tus at three months post injury, pro-
hibiting the development of iatro-
genic or system-related permanent
disability.

Table I. outlines the algorithm for
managing low back pain and dis-
ability. Patients are managed accord-
ing to their clinical presentation and
length of time post injury. Neuro
positive implies a diminished or in-
creased reflex and/or true motor
weakness or atrophy (does not in-
clude sensory findings, as these are
often subjective). If a patient is seen
for the first time with pain that has
lasted more than six or twelve weeks,
one would still start with Step A and
progress to Steps B and C.

All patients go through Step A. This
step ensures that every patient has a
clinical diagnosis based on a thor-
ough history and physical exam
which is often supplemented with
routine lumbo/sacral x-rays. Inter-
vention is aggressive and timely,
emphasizing early activity (maxi-
mum of one day of bed rest), exer-
cises specific for the injury, limited
modalities,and immediate back edu-
cation and ergonomic instruction.
The therapy should be directed at

reducing pain and inflammation, re-
storing spinal function, eliminating
obstacles to returning to work, and
targeting a realistic return to work
date.

If after six weeks the injured worker
is not able to return to work, then
Step Bbegins. The clinician now must
definitely establish a diagnosis us-

ing all the sophisticated diagnostic
tools available to him/her. At this
point the system needs to identify
the legitimately injured worker and
expose the malingerer or the patient
motivated by secondary gain. Ad-
vanced diagnostics, including imag-
ing studies (MRIscan, CT scan, bone
scan, flexion/extension x-rays,
discograms), neurophysiology stud-

Table I

Algorithim for Managing Low Back Pain and Disability

Pain < 6 weeks

Pain > 6 weeks

LBP & leg LBP & leg
LBP Only pain, neurco pain, neuro
negative positive
A A A& B
B B B&D
c C C&bD

Pain > 3 months

Step A - Reduce Pain and Restore Function

1. Accurate working diagnosis based on hx, PE, x-rays
2. Early intervention (exercise is diagnosis specific)
3. Back education/ergonomics

Step B - Establish Diagnosis

1. Advanced diagnostics
2. Diagnostic/therapeutic injections
3. Advanced stabilizer training

Step C - Resolution

1. Emphasize function, not pain

2. Functional or work capacity evaluation
3.

4.

RTW, P&S (voc rehab),

IME

Psychological evaluation

Step D - Surgical Considerations

1. Progressive neurological deficiency

2. Intractable pain
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ies (EMG, SSEP), and laboratory
studies should enable the clinician
to isolate a pathophysiologic pain
generator. Diagnosticand therapeu-
tic injections (epidural, facet injec-
tion, selective nerve root injection)
canisolate the actual pain generator,
particularly when the sophisticated
diagnostic studies have identified
many abnormal structures (i.e. multi-
level degenerative disc protrusion).
The cortisone injections will often
provide symptomatic relief which
can facilitate rehabilitation, restore
function, and contribute to return to
work. They also provide an insight
into pain tolerance, pain behavior,
and non-physiologic responses. Of-
ten, additional lumbar spine stabili-
zation instruction is required for the
more seriously injured worker.

At12weeks post-injury, Step C, reso-
lution of the injury and workers’
compensation claim, mustbeinsight.
California statelaw mandates thatat
90 days post-injury the clinician must
determine if the worker will return
to his/her regular and customary
work, or is a candidate for voca-
tional rehabilitation. Assuming the
patient has received appropriate
treatment through Steps A and B,
ongoing therapy to reduce pain will
notbe beneficial in altering eventual
outcome. Therapy, home exercises,
or a gym program should empha-
size functional goals, such as in-
creased lifting capacity or sitting tol-
erance, in order to facilitate return to
work. Occasionally a functional or
work capacity evaluationand a work
hardening program might facilitate

12

Spring 1992

return towork.” Psychological evalu-
ations might be necessary in identi-
fying psychiatric or psycho-social
barriers to recovery.

At three months post-injury, the in-
jured worker has either returned to

work, entered vocational rehabilita-

;tion, or has been deemed capable of
working despite subjective com-
plaints not substantiated by objec-
tive findings or diagnostic tests (In-

dependent Medical Examination).

Rarely will an injured worker re-
quire surgical intervention, Step D.
Those individuals with a progres-
sive neurological deficit which cor-
relates with anatomical imaging
studies should undergo prompt de-
compression. The majority of spinal
surgery, however, is performed on
the basis of subjective pain com-
plaints. Only those individuals who
have a definitive pathophysiologic
pain generator which is repetitively
alleviated temporarily with injec-
tions, who have no psychological
risk factors, and who have not re-
sponded to Steps A, B, or C, should
be considered for surgery.

In summary, the above physical
medicine and rehabilitation algo-
rithm facilitates accurate diagnosis,
early intervention, and early return
to work while limiting total medi-
cal/legal costs and long term dis-
ability.
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