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Protection for workers

No fault system 
Unhindered access to 
necessary medical care
Income protection
Tort immunity for employers
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Physician’s role

Accurately diagnose, develop appropriate treatment 
plan
Establish restriction, capacity, timeline for return to 
work
Rely on clinical judgement in determining prognosis, 
future employability
Advocate for the patient
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Defining the injury

Mechanical low back pain 
Radiculopathy/sciatica
Chronic vs. acute
Urgent surgical referral
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Clinical assessment

Comprehensive history
Strength, reflexes, sensation
Palpation, posture, ROM
Identify neurologic sequelae (radicular symptoms)
Assess function (gait/balance)
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Diagnostic work-up

Radiographic imaging 
CT/Magnetic resonance imaging 
(symptoms > 1 month)
Electrodiagnostic testing
Laboratory testing
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Treatment plan

Avoidance of bedrest
Reassurance
NSAID’s, muscle relaxants
Physiotherapy
Complementary alternative 
medicine?

Refractory symptoms: 
Injections, Surgery
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Physical therapy

Medication 
Management

Interventional 
Pain



Return to work

Medical management
Work status
Duration of limitations
Long term prognosis
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Keys to standardizing a protocol

1. Establish Recovery Timeline
2. Implement appropriate risk stratification (i.e. work restrictions)
3. Incorporate conditioning programs, functional assessments
4. Address social and psychological factors 
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Establishing a timeline
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Work related back injury

36% of all work injury diagnoses
Median time off of work is 7 days
90% of all cases resolve by 6 weeks*
10% develop chronic LBP and disability
66-84% risk of recurrence within 1 year
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Clinical prediction tools
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4-6 weeks

3-6 months

6-12 months

> 1 year

PT

Practice model
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Unpredictable course
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Maximal medical improvement

> 12 months of persistent symptoms
Failure to improve despite further treatment
Increased risk for disability
Determination of impairment
Determination of disability
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Impairment
• Abnormality in physiologic structure 

or function
• Relates exclusively to medical 

diagnosis
• e.g. lumbar disc herniation
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Disability
• May vary between individuals 

with similar impairments
• Non-medical factors +/-

impairment
• Relates to functional ability
• e.g. inability to lift >20lbs. due 

to lumbar disc herniation



Risk stratification
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• Accommodate treatment
• Maintain productivity
• Decrease isolation
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Modified duty recommendations
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Predicting return to work

78.5% return to full-time at 12 weeks
Fear avoidance belief greatest risk factor for 
disability 
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Predicting activity tolerance
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Conditioning programs
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Work conditioning
• Failed response to treatment and 

absenteeism
• +/- MMI
• Daily job task simulation program
• Controlled environment, 2-4 hrs., 3-5 

x week
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Work hardening
• Multidisciplinary approach
• On site implementation 
• 8hrs., M-F
• Generally fixed duration



Role for conditioning programs
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Functional capacity evaluation

Quantified physical ability test done by PT/OT
Measures strength, flexibility, endurance
Assist in defining work limitations
Requires cooperation, subject to confounding
Tolerance vs. ability
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FCE validity
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Social and psychosocial 
factors
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Maladaptive 
behaviors

Catastrophizing

Anxiety/
depression

Secondary
gain

Negative 
beliefs
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Fear avoidance behaviors

• Control group: “movement will not influence your back 
pain”

• Experiment group: “movement may lead to an short 
duration increase of your low back pain”
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Secondary gain

Difficult to assess on exam
Inherent bias for medical practitioners and employers
More prevalent in chronic vs. acute pain
Strong correlation with job dissatisfaction
Low income, low socioeconomic status
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Waddell signs

1. Tenderness: superficial skin, non-anatomic deep structures
2. Simulation: axial load provokes LBP
3. Distraction: SLR seated and supine
4. Regional: give-way weakness, non-dermatomal sensory loss
5. Over-reaction: disproportionate pain  behavior
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3/5 positive = suspect non-organic pain



Reliability of WS
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Cognitive behavioral therapy

Patient centered program 
Better efficacy for chronic low back pain
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Proposed protocol summary

Optimize medical management
Establish recovery timeline 
Initiate return to work plan with appropriate limits
Consider psych eval and CBT for chronic refractory pain
Refer for conditioning, FCE for objectivity 
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Thank you
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