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The following procedures are listed in alphabetical order.
[bookmark: LBPE1Acupuncture][bookmark: _Toc329007676][bookmark: _Toc354744895][bookmark: _Toc356395079][bookmark: _Toc378760466][bookmark: LBPE1InfoOnCredentials][bookmark: _Toc491161828][bookmark: _Toc491224502][bookmark: _Toc492955545][bookmark: LBPE1Indications]ACUPUNCTURE:, 
Acupuncture must be performed by practitioners with the appropriate credentials in accordance with state and other applicable regulations. Therefore, if not otherwise within their professional scope of practice and licensure, those performing acupuncture must have the appropriate credentials, such as L.A.c., R.A.c, or Dipl. Ac.. 
Indications include joint pain, joint stiffness, soft tissue pain and inflammation, paresthesia, post-surgical pain relief, muscle spasm, and scar tissue pain.
[bookmark: LBPE1OtherAcupunctureModalities]

It is indicated to treat chronic pain conditions, radiating pain along a nerve pathway, muscle spasm, inflammation, scar tissue pain, and pain located in multiple sites.
[bookmark: LBPE1TotalTimeFrames][bookmark: _Toc329007680][bookmark: _Toc354744899][bookmark: _Toc356395083][bookmark: _Toc378760470]Total Time Frames for Acupuncture and Acupuncture with Electrical Stimulation: Time frames are not meant to be applied to each of the above sections separately. The time frames are to be applied to all acupuncture treatments regardless of the type or combination of therapies being provided.
· Time to Produce Effect: 3 to 6 treatments.
· Frequency: 1 to 3 times per week.
· Optimum Duration: 1 to 2 months.
· Maximum Duration: 15 treatments.
[bookmark: LBPE2Biofeedback][bookmark: _Toc329007681][bookmark: _Toc354744900][bookmark: _Toc356395084][bookmark: _Toc378760471]BIOFEEDBACK: 
Indications for biofeedback include cases of musculoskeletal injury, in which muscle dysfunction or other physiological indicators of excessive or prolonged stress response affects and/or delays recovery. Other applications include training to improve self-management of pain, anxiety, panic, anger or emotional distress, opioid withdrawal, insomnia/sleep disturbance, and other central and autonomic nervous system imbalances. Biofeedback is often utilized for relaxation training. Mental health professionals may also utilize it as a component of psychotherapy, where biofeedback and other behavioral techniques are integrated with psychotherapeutic interventions. Biofeedback is often used in conjunction with physical therapy or medical treatment. 

Recognized types of biofeedback include the following:
[bookmark: LBPE2aElectromyogram][bookmark: _Toc329007682][bookmark: _Toc354744901][bookmark: _Toc356395085][bookmark: _Toc378760472]Electromyogram (EMG): Used for self-management of pain and stress reactions involving muscle tension.
[bookmark: LBPE2bSkinTemp][bookmark: _Toc329007683][bookmark: _Toc354744902][bookmark: _Toc356395086][bookmark: _Toc378760473]Skin Temperature: Used for self-management of pain and stress reactions, especially vascular headaches.
[bookmark: LBPE2cRespiration][bookmark: _Toc329007684][bookmark: _Toc354744903][bookmark: _Toc356395087][bookmark: _Toc378760474]Respiration Feedback (RFB): Used for self-management of pain and stress reactions via breathing control.
[bookmark: LBPE2dRespiratory][bookmark: _Toc329007685][bookmark: _Toc354744904][bookmark: _Toc356395088][bookmark: _Toc378760475]Respiratory Sinus Arrhythmia (RSA): Used for self-management of pain and stress reactions via synchronous control of heart rate and respiration. 
[bookmark: LBPE2eHeartRate][bookmark: _Toc329007686][bookmark: _Toc354744905][bookmark: _Toc356395089][bookmark: _Toc378760476]Heart Rate Variability (HRV): Used for self-management of stress via managing cardiac reactivity.
[bookmark: LBPE2fElectrodermal][bookmark: _Toc329007687][bookmark: _Toc354744906][bookmark: _Toc356395090][bookmark: _Toc378760477]Electrodermal Response (EDR): Used for self-management of stress involving palmar sweating or galvanic skin response.
[bookmark: LBPE2gElectroencephalograph][bookmark: _Toc329007688][bookmark: _Toc354744907][bookmark: _Toc356395091][bookmark: _Toc378760478]Electroencephalograph (EEG, QEEG): Used for self-management of various psychological states by controlling brainwaves.
[bookmark: LBPE2PsychEval][bookmark: LBPE2CredentialsandConcurrentTreatment]A psychological evaluation should be performed prior to beginning biofeedback treatment for chronic pain. 

Psychologists or psychiatrists who provide psycho-physiological therapy, which integrates biofeedback with psychotherapy, should be either Biofeedback Certification International Alliance (BCIA) certified or practicing within the scope of their training. All non-licensed health care providers of biofeedback for chronic pain patients must be BCIA certified and shall have their biofeedback treatment plan approved by the authorized treating psychologist or psychiatrist. Biofeedback treatment must be done in conjunction with the patient’s psychosocial intervention. 
· [bookmark: LBPE2TimeFrames]Time to Produce Effect: 3 to 4 sessions.
· Frequency: 1 to 2 times per week.
· Optimum Duration: 6 to 8 sessions.
· Maximum Duration: 10 to 12 sessions. Treatment beyond 12 sessions must be documented with respect to need, expectation, and ability to facilitate positive symptomatic and functional gains.
[bookmark: LBPE3Injections][bookmark: _Toc354744908][bookmark: _Toc358033535][bookmark: _Toc378760479][bookmark: _Toc329007708][bookmark: _Toc357666150][bookmark: _Toc493390730][bookmark: _Toc505508054][bookmark: LBPE3aTherapeutic][bookmark: LBPE3SpecialRequirements][bookmark: LBPE3MorningCortisol][bookmark: _Toc339874887][bookmark: LBPE3a1Epidural][bookmark: _Toc378760480][bookmark: LBPE3Notes]INJECTIONS – Spinal THERAPEUTIC:


Special Requirements for Spinal Therapeutic Injections  Since multi-planar fluoroscopy during procedures is required to document technique and needle placement, an experienced physician should perform the procedure. Injection of contrast dye to assure correct needle placement is required to verify the flow of medication. Permanent images are required to verify needle placement. Unnecessary fluoroscopy procedures should be avoided due to the radiation exposure contributing to cancer risk.

Morning cortisol measurements may be ordered prior to repeat steroid injections or initial spinal steroid injection when the patient has received multiple previous steroid joint injections.

Epidural Steroid Injection (ESI) may include caudal, transforaminal, or interlaminar injections.

The following sets of patients may have epidural injections, when diagnostic epidural injections are positive:
When a patient with radicular findings due to herniated disc, meets all of the indications for surgery at approximately 6-8 weeks post active therapy, one epidural may be attempted at the patient’s discretion. There is some evidence that after 6 weeks of conservative therapy for large herniated discs an epidural injection may be attempted, as it does not compromise the results of a discectomy at a later date. In this study the initial results of a discectomy were superior to injections and only one half of those receiving injections eventually had surgery. 
For rare acute ruptured (herniated) disc with clear objective radiculopathy if, after one to two weeks of initial oral analgesic and conservative treatment; the patient:
· has continued pain interfering with most ADL function; and
· is unable to tolerate the required movements to participate in therapy; and
· has pain greater in the leg than in the back, generally of 7 or greater on a VAS scale of 10; and
· has pain following a correlated radicular dermatome; and
· there is a herniated disc on the MRI at the level of subjective and objective findings; and
· has either:
· dural tension signs of straight leg raising or slump test resulting in radicular symptoms correlating with imaging pathology; and/or
· one of the following documented, reproducible findings, which correlates with the suspected nerve root impingement:
· Decreased reflexes, or
· Radicular sensation deficits, or
· Motor weakness on testing.
Spinal stenosis Patients:
1) Patients with radicular findings: When the patient has documented spinal stenosis, has completed 6-8 weeks of active therapy, has persistent radicular findings and difficulty with some activities, thus meeting criteria for surgical intervention, the patient may have one injection for diagnostic purposes. Because stenosis is not likely to change anatomically, unlike herniated discs which recede overtime, and due to the success rate of surgery for this condition in most cases, early surgical consultation is encouraged whenever the patient remains symptomatic after conservative therapy. If the patient does not wish to have a surgical intervention two additional injections may be provided if the original diagnostic intervention was successful per guideline standards. 
2) Patients with claudication: The patient has documented spinal stenosis, has completed 6-8 weeks of active therapy, has persistent claudication symptoms and difficulty with some activities, thus meeting criteria for surgical intervention. The patient may have one injection for diagnostic purposes. Patients who have any objective neurologic findings should proceed as the above patient with radicular findings for whom an early surgical consultation is recommended. Refer to C.1. There is some evidence that translaminar steroid injections do not increase walking tolerance for those with spinal stenosis compared to local anesthetic. Those who have mild claudication, or moderate or severe claudication and who do not desire surgery, may continue to receive up to 2 additional injections if the original diagnostic intervention was successful per guideline standards. 
[bookmark: LBPE3LightSedation]
Light sedation and pain relief may be needed for some patients requiring therapeutic injection.
· [bookmark: LBPE3TimeFrames]Time to produce effect: Local anesthetic, less than 30 minutes. 
· Frequency: One or more divided levels can be injected in one session. Whether injections are repeated depends upon the patient’s response to the previous injection. There is no role for a “series” of 3 injections. Each injection should be judged on the actual functional outcome. Patients with existing osteoporosis or other risk factors for osteoporosis should rarely receive epidural steroid injections (refer to complications section). Subsequent injections may occur after 1 to 2 weeks if patient response has been favorable. Injections can be repeated after a hiatus of six months if the patient has demonstrated functional gain and pain returns or worsens. If the first injection does not provide a diagnostic response of temporary and sustained pain relief (approximately 80% lasting between 2 and 6 weeks) substantiated by accepted pain scales and improvement in function documented preferably by a therapist or non-injectionist authorized physician, similar injections should not be repeated. Patients should complete a pain diary over several days post injection.
· Optimum duration: Usually 1 to 3 injection(s) over a period of six months depending upon each patient’s response and functional gain. Most patients will not require 3 injections within 6 months and injections should not be repeated without documented functional change. 
· Maximum duration: Up to 4 per year. It is recommended that morning cortisol levels are checked prior to the 3rd or 4th steroid injection. Patients should be reassessed after each injection for evidence of functional improvement and an 80% improvement in pain (as measured by accepted pain scales).
[bookmark: LBPE3hIntradiscal][bookmark: _Toc378760481][bookmark: LBPE3a2Zygapophyseal][bookmark: _Toc339874888]Intradiscal Steroid Injections – 
· [bookmark: LBPE3RecommendationsAgainst]There is some evidence that intradiscal steroid injection is unlikely to relieve pain or provide functional benefit in patients with non-radicular back pain therefore, they are not recommended.
· Intradiscal injections of other substances such as bone marrow, stem cells, are not recommended at this time due to lack of evidence and possible complications.
[bookmark: LBPE3a3Sacroilac][bookmark: _Toc339874889][bookmark: _Toc378760482]Sacroiliac Joint Injection - 
i. [bookmark: LBPE3iIndications][bookmark: LBPE3iLightSedation]Indications  Since these procedures are invasive, less invasive or non-invasive procedures should be considered first. All injections should be preceded by an MRI or a CT scan. Selection of patients, choice of procedure, and localization of the level for injection should be determined by clinical information indicating strong suspicion for pathologic condition(s), compatible MRI findings, and the source of pain symptoms. To qualify for an injection the patient must have at least 3 positive physical exam maneuvers (e.g. Patrick’s sign, Faber’s test, Ganslen, distraction or gapping, or compression test). Blocks are only appropriate if the patient is eligible for increased therapy, such as a rhizotomy, based on the results of the block. 

Informed decision making should also be documented for injections and all invasive procedures. This must include a thorough discussion of the pros and cons of the procedure and the possible complications as well as the natural history of the identified diagnosis. The purpose of spinal injections, as well as surgery, is to facilitate active therapy by providing short-term relief through reduction of pain. Patients should be encouraged to express their personal goals, outcome expectations and desires from treatment as well as any personal habits or traits that may be impacted by procedures or their possible side effects. All patients must commit to continuing appropriate exercise with functionally directed rehabilitation usually beginning within 7 days, at the injectionist’s discretion. Since most patients with these conditions will improve significantly over time without invasive interventions, patients must be able to make well-informed decisions regarding their treatment. All injections must be accompanied by active therapy.

It is obligatory that sufficient data be accumulated by the examiner performing this procedure such that the value of the procedure is evident to other reviewers. This entails documentation of patient response regarding the degree and type of response to specific symptoms. The examiner should identify three or four measurable provocative physical exam maneuvers (e.g. Patrick’s sign, Faber’s test, Gaenslen, distraction or gapping, or compression test), and physical functions, which are currently impaired and can be objectively reassessed 30 minutes or more after the injection. A successful block requires documentation of positive functional changes by trained medical personnel experienced in measuring range of motion or assessing activity performance. The evaluator should be acquainted with the patient, in order to determine pre and post values, and preferably unaffiliated with the injectionist’s office. Qualified evaluators include nurses, physician assistants, medical assistants, therapists, or non-injectionist physicians. To be successful the results should occur within the expected time frame and there should be pain relief of approximately 80% demonstrated by pre and post Visual Analog Scale (VAS) scores.  Examples of functional changes may include sitting, walking, and lifting. Additionally, a prospective patient completed pain diary must be recorded as part of the medical record that documents response hourly for a minimum requirement of the first 8 hours post injection or until the block has clearly worn off and preferably for the week following an injection. The diary results should be compared to the expected duration of the local anesthetic phase of the procedure. Responses must be identified as to specific body part (e.g., low back, leg pain). The practitioner must identify the local anesthetic used and the expected duration of response for assessment purposes.

Light sedation and pain relief may be needed for some patients requiring therapeutic injection.
· [bookmark: LBPE3iTimeParameters]Time to produce effect: Approximately 30 minutes for local anesthetic; 48 to 72 hours for corticosteroid.
· Frequency and optimum duration: 2 to 3 injections per year. Injections may be repeated if they result in increased documented functional benefit for at least 3 months and at least an 80% initial improvement in pain scales as measured by accepted pain scales (such as VAS). At least 6 weeks or 3 months of functional benefit should be obtained with each therapeutic injection. Patients should complete a pain diary over several days post injections.
· Maximum duration: 2 injections per year. It is recommended that morning cortisol levels are checked prior to the 3rd or 4th steroid injection.
[bookmark: LBPE3TransforaminalInjection][bookmark: _Toc378760483][bookmark: LBPE3iRecommendationsAgainst]Transforaminal Injection with Etanercept

It is not recommended due to the results of a study which showed no advantage over steroids or saline injections.
[bookmark: LBPE3jZygapophyseal][bookmark: _Toc378760484]Zygapophyseal (Facet) Injection - 
ii. [bookmark: LBPE3jIndications][bookmark: LBPE3jLightSedation]Indications- Patients with pain 1) suspected to be facet in origin based on exam findings and 2) affecting activity; OR patients who have refused a rhizotomy and appear clinically to have facet pain; OR patients who have facet findings with a thoracic component. 


Light sedation and pain relief may be needed for some patients requiring therapeutic injection.
· [bookmark: LBPE3jTimeParameters]Time to produce effect: Up to 30 minutes for local anesthetic; corticosteroid up to 72 hours.
· Frequency: 1 injection per level with a diagnostic response. A well-controlled, large retrospective cohort study found that individuals with the same risk factors for osteoporotic fractures were 20% more likely to suffer such a lumbar fracture if they had an epidural steroid injection. The risk increased with multiple injections. Thus the risk of epidural injections must be carefully discussed with the patient, particularly for patients over 60, and repeat injections should be generally avoided unless the functional goals to be reached outweigh the risk for future fracture. Patients with existing osteoporosis or other risk factors for osteoporosis should rarely receive steroid injections. It is unknown whether facet steroid injections contribute to increased vertebral fractures, however appropriate caution should be taken for at risk patients as described above. Facet injections may be repeated if they result in increased documented functional benefit for at least 3 months and at least an 80% initial improvement in pain scales as measured by accepted pain scales (such as VAS).
· Optimum duration: 2 injections for each applicable joint per year. Not to exceed two joint levels. 
· Maximum Duration: 2 per level per year only when at least 3 months of functional benefit is documented. Prior authorization must be obtained for injections beyond two levels. It is recommended that morning cortisol levels are checked prior to the 3rd or 4th steroid injection.
[bookmark: LBPE3InjectionsOther][bookmark: _Toc361746521][bookmark: _Toc378760485][bookmark: _Toc339874891][bookmark: _Toc354744910][bookmark: _Toc358033537]Injections – Other (including Radio frequency): The following are in alphabetical order:
[bookmark: LBPE3aBotulinumToxinInjections][bookmark: _Toc354744915][bookmark: _Toc358033542][bookmark: _Toc378760486]Botulinum Toxin Injections:
1. [bookmark: LBPE3aRecommendationsAgainst][bookmark: LBPE3aIndications]Therefore, it is not recommended for use for low back pain or other myofascial trigger points. 


Indications – Piriformis syndrome established by 3 trigger point injections and unrelieved by other therapy. 
[bookmark: LBPE3bEpiduroscopyRecommendationsAgainst][bookmark: _Toc339874895][bookmark: _Toc354744914][bookmark: _Toc358033541][bookmark: _Toc378760487]Epiduroscopy and Epidural Lysis of Adhesions:. Given the low likelihood of a positive response, the additional costs and time requirement, and the possible complications from the procedure, epiduroscopy, or mechanical lysis, is not recommended.

Epiduroscopy-directed steroid injections are also not recommended because there is no evidence to support an advantage in using an epiduroscope with steroid injections.
[bookmark: LBPE3cProlotherapyRecommendationsAgainst][bookmark: _Toc339874894][bookmark: _Toc354744913][bookmark: _Toc358033540][bookmark: _Toc378760488]Prolotherapy: 

The use of prolotherapy for low back pain is generally not recommended, as the majority of patients with SI joint dysfunction will do well with a combination of active therapy and manipulation and not require prolotherapy. However, it may be used in select patients. Prolotherapy is not recommended for other non-specific back pain. 
1. [bookmark: LBPE3cIndications]Indications: insufficient functional progress after 6 months of an appropriate program that includes a combination of active therapy, manual therapy and psychological evaluation and treatment. There should be documented relief from previously painful maneuvers (e.g., Patrick’s or Faber’s test, Gaenslen, distraction or gapping, and compression test). A positive result from SI joint diagnostic block including improvement in at least three previously identified physical functions. Standards of evaluation should follow those noted in the diagnostic section. Refer to E.2.b. Injections-Diagnostic.

At the minimum, manual therapy, performed on a weekly basis per guideline limits by a professional specializing in manual therapy (such as a doctor of osteopathy or chiropractor) would address any musculoskeletal imbalance causing sacroiliac joint pain such as lumbosacral or sacroiliac dysfunction, pelvic imbalance or sacral base unleveling. This thorough evaluation would include identification and treatment to resolution of all causal conditions such as iliopsoas, piriformis, gluteal or hamstring tonal imbalance, leg length inequality, loss of motion of the sacrum, lumbar spine or pelvic bones, and ligamentous, visceral or fascial restrictions.

An active therapy program would consist of a functionally appropriate rehabilitation program which is advanced in a customized fashion as appropriate commensurate with the patient’s level of strength and stability. Such a program would include stretching and strengthening to address areas of muscular imbalance as noted above and neuromuscular re-education to address maintenance of neutral spine via core stabilization with concomitant inhibition of lumbar paravertebral muscles. Patients who demonstrate a directional preference are usually not candidates for this procedure and should receive a trial of directional preference therapy as discussed in section F.13.f.ii. Directional Preference.

Informed decision making must be documented including a discussion of possible complications and the likelihood of success. It is suggested that the individual be evaluated by a non-injection specialist to determine whether all reasonable treatment has been attempted and to verify the physical findings. Procedures should not be performed in patients who are unwilling to engage in the active therapy and manual therapy necessary to recover.
[bookmark: LBPE3dRadioFrequencyAblation][bookmark: _Toc378760489]Radio Frequency Ablation - Dorsal Nerve Root Ganglion: Due to the combination of possible adverse side effects, time limited effectiveness, and mixed study results, this treatment is not recommended. Refer to the Division’s Chronic Pain Disorder Medical Treatment Guidelines.
[bookmark: LBPE3eRadioFrequencyDenervation][bookmark: _Toc378760490]Radio Frequency (RF) Denervation - Medial Branch Neurotomy/Facet Rhizotomy:
1. [bookmark: LBPE3dCooledRadiofrequency][bookmark: LBPE3eNeedlePlacement]Description Cooled radiofrequency is generally not recommended due to current lack of evidence.

Needle Placement: Multi-planar fluoroscopic imaging is required for all injections. Injection of contrast dye to assure correct needle placement is required to verify the flow of medication. Permanent images are required to verify needle placement.
[bookmark: LBPE3eIndications]Indications  Those patients with proven, significant, facetogenic pain. A minority of low back patients would be expected to qualify for this procedure. This procedure is not recommended for patients with multiple pain generators or involvement of more than 3 levels of medial branch nerves. 

Individuals should have met all of the following indications:
· Physical exam findings consistent with facet origin pain, and
· Positive response to controlled medial branch blocks, and
· At least 3 months of pain, unresponsive to 6-8 weeks of conservative therapies, including manual therapy, and 
· A psychosocial screening (e.g., thorough psychosocial history, screening questionnaire) with treatment as appropriate has been undergone.
[bookmark: LBPE3ePostProcedure]
Post-Procedure Therapy  Active therapy. Implementation of a gentle aerobic reconditioning program (e.g., walking) and back education within the first post-procedure week, barring complications. Instruction and participation in a long-term home-based program of ROM, core strengthening, postural or neuromuscular re-education, endurance, and stability exercises should be accomplished over a period of four to ten visits post-procedure. Patients who are unwilling to engage in this therapy should not receive this procedure.
1. [bookmark: LBPE3eTimeParameters][bookmark: _Toc339874892]Requirements for Repeat Radiofrequency Medial Branch Neurotomy: In some cases pain may recur. Successful RF Neurotomy usually provides from six to eighteen months of relief. 

Due to denervation of spinal musculature repeated rhizotomies should be limited. Refer to the Division’s Chronic Pain Disorder Medical Treatment Guidelines.

Before a repeat RF Neurotomy is done, a confirmatory medial branch injection should be performed if the patient’s pain pattern presents differently than the initial evaluation. In occasional patients, additional levels of RF neurotomy may be necessary. The same indications and limitations apply.
[bookmark: LBPE3fRadioFrequencyDenervationSI][bookmark: _Toc354744911][bookmark: _Toc358033538][bookmark: _Toc378760491]Radio Frequency Denervation - Sacro-iliac (SI) Joint Cooled: 
[bookmark: LBPE3gIndications]Indications: The following three requirements must be fulfilled:
The patient has physical exam findings of at least 3 positive physical exam maneuvers (e.g. Patrick’s sign, Faber’s test, Ganslen distraction or gapping, or compression test). Insufficient functional progress after 6 months of an appropriate program that includes a combination of active therapy, manual therapy and psychological evaluation and treatment. 

At the minimum, manual therapy, performed on a weekly basis per guideline limits by a professional specializing in manual therapy (such as a doctor of osteopathy or chiropractor) would address any musculoskeletal imbalance causing sacroiliac joint pain such as lumbosacral or sacroiliac dysfunction, pelvic imbalance or sacral base unleveling. This thorough evaluation would include identification and treatment to resolution of all causal conditions such as iliopsoas, piriformis, gluteal or hamstring tonal imbalance, leg length inequality, loss of motion of the sacrum, lumbar spine or pelvic bones, and ligamentous, visceral or fascial restrictions.

An active therapy program would consist of a functionally appropriate rehabilitation program which is advanced in a customized fashion as appropriate commensurate with the patient’s level of strength and stability. Such a program would include stretching and strengthening to address areas of muscular imbalance as noted above and neuromuscular re-education to address maintenance of neutral spine via core stabilization with concomitant inhibition of lumbar paravertebral muscles. Patients who demonstrate a directional preference are usually not candidates for this procedure and should receive a trial of directional preference therapy as discussed in section F.13.f.ii. Directional Preference. Patients with confounding findings suggesting zygapophyseal joint or intervertebral disc pain generators should be excluded.
Two fluoroscopically guided comparative blocks of the appropriate branches with differing anesthetics, 80% relief of pain for the appropriate time periods, and functional improvement must be documented to meet standards for control blocks. Refer to E.2.b.vi.C Sacroiliac Joint Injection.

It is obligatory that sufficient data be accumulated by the examiner performing this procedure such that the value of the procedure is evident to other reviewers. This entails documentation of patient response regarding the degree and type of response to specific symptoms. The examiner should identify three or four measurable provocative physical exam maneuvers (e.g. Patrick’s sign, Faber’s test, Gaenslen, distraction or gapping, or compression test), and physical functions, which are currently impaired and can be objectively reassessed 30 minutes or more after the injection. A successful block requires documentation of positive functional changes by trained medical personnel experienced in measuring range of motion or assessing activity performance. The evaluator should be acquainted with the patient, in order to determine pre and post values, and preferably unaffiliated with the injectionist’s office. Qualified evaluators include nurses, physician assistants, medical assistants, therapists, or non-injectionist physicians. To be successful the results should occur within the expected time frame and there should be pain relief of approximately 80% demonstrated by pre and post Visual Analog Scale (VAS) scores. Examples of functional changes may include sitting, walking, and lifting. Additionally, a prospective patient completed pain diary must be recorded as part of the medical record that documents response hourly for a minimum requirement of the first 8 hours post injection or until the block has clearly worn off and preferably for the week following an injection. The diary results should be compared to the expected duration of the local anesthetic phase of the procedure. Responses must be identified as to specific body part (e.g., low back, leg pain). The practitioner must identify the local anesthetic used and the expected duration of response for assessment purposes.
[bookmark: _Toc339874893]Informed decision making must be documented including a discussion of possible complications and the likelihood of success. It is suggested that the individual be evaluated by a non-injection specialist to determine whether all reasonable treatment has been attempted and to verify the physical findings. Procedures should not be performed in patients who are unwilling to engage in the active therapy necessary to recover. 
1. [bookmark: LBPE3gPostProcedure]Post-Procedure Therapy  Active therapy. Implementation of a gentle aerobic reconditioning program (e.g., walking) and back education within the first post-procedure week, barring complications. Instruction and participation in a long-term home-based program of ROM, core strengthening, postural or neuromuscular re-education, endurance, and stability exercises should be accomplished over a period of four to ten visits post-procedure. Patients who are unwilling to engage in this therapy should not receive this procedure.
1. [bookmark: LBPE3gTimeParameters]Requirements for Repeat Radiofrequency SI Joint Neurotomy: In some cases pain may recur. Successful RF Neurotomy usually provides from six to eighteen months of relief. Repeat neurotomy should only be performed if the initial procedure resulted in improved function for 6 months.

Due to denervation of spinal musculature repeated rhizotomies should be limited.
[bookmark: LBPE3hTransdiscalBiacuplasty][bookmark: _Toc378760492][bookmark: _Toc354744912][bookmark: _Toc358033539]Transdiscal Biacuplasty – 
[bookmark: LBPE3hRecommendationsAgainst]
It is not recommended due to lack of published data demonstrating effectiveness.
[bookmark: LBPE3iTriggerPointInjections][bookmark: _Toc378760493]Trigger Point Injections and Dry Needling Treatment:
[bookmark: LBPE3hConsciousSedation]

There is no indication for conscious sedation for patients receiving trigger point injections. The patient must be alert to help identify the site of the injection. 
1. [bookmark: LBPE3hIndications]Indications  Trigger point injections may be used to relieve myofascial pain and facilitate active therapy and stretching of the affected areas. They are to be used as an adjunctive treatment in combination with other treatment modalities such as active therapy programs. Trigger point injections should be utilized primarily for the purpose of facilitating functional progress. Patients should continue in an aggressive aerobic and stretching therapeutic exercise program as tolerated throughout the time period they are undergoing intensive myofascial interventions. Myofascial pain is often associated with other underlying structural problems and any abnormalities need to be ruled out prior to injection.

Trigger point injections are indicated in those patients where well circumscribed trigger points have been consistently observed, demonstrating a local twitch response, characteristic radiation of pain pattern and local autonomic reaction, such as persistent hyperemia following palpation. Generally, these injections are not necessary unless consistently observed trigger points are not responding to specific, noninvasive, myofascial interventions within approximately a 6-week time frame. However, trigger point injections may be occasionally effective when utilized in the patient with immediate, acute onset of low back pain.
· [bookmark: LBPE3hTimeParameters]Time to produce effect: Local anesthetic 30 minutes; 24 to 48 hours for no anesthesia.
· Frequency: Weekly. Suggest no more than 4 injection sites per session per week to avoid significant post-injection soreness.
· Optimum duration: 4 Weeks.
· [bookmark: _Toc528400630]Maximum duration: 8 weeks. Occasional patients may require 2 to 4 repetitions of trigger point injection series over a 1 to 2 year period.
[bookmark: LBPE4InterdisciplinaryRehab][bookmark: _Toc378760494]INTERDISCIPLINARY REHABILITATION PROGRAMS: 

Whether formal or informal programs, they should be comprised of the following dimensions:
· Communication: To ensure positive functional outcomes, communication between the patient, insurer, and all professionals involved must be coordinated and consistent. Any exchange of information must be provided to all professionals, including the patient. Care decisions should be communicated to all and should include the family and/or support system.
· Documentation: Through documentation by all professionals involved and/or discussions with the patient, it should be clear that functional goals are being actively pursued and measured on a regular basis to determine their achievement or need for modification.
· Treatment Modalities: Use of modalities may be necessary early in the process to facilitate compliance with and tolerance to therapeutic exercise, physical conditioning, and increasing functional activities. Active treatments should be emphasized over passive treatments. Active and self-monitored passive treatments should encourage self-coping skills and management of pain, which can be continued independently at home or at work. Treatments that can foster a sense of dependency by the patient on the caregiver should be avoided. Treatment length should be decided based upon observed functional improvement. For a complete list of active and passive therapies, refer to F.12. Therapy – Active and F.13. Therapy – Passive. All treatment timeframes may be extended based on the patient’s positive functional improvement. 
· Therapeutic Exercise Programs: A therapeutic exercise program should be initiated at the start of any treatment rehabilitation. Such programs should emphasize education, independence, and the importance of an on-going exercise regimen. There is good evidence that exercise alone or part of a multi-disciplinary program results in decreased disability for workers with non-acute low back pain. There is not sufficient evidence to support the recommendation of any particular exercise regimen over any other exercise regimen. 
· Return to Work: The authorized treating physician should continually evaluate the patient for their potential to return to work. For patients currently employed, efforts should be aimed at keeping them employed. Formal rehabilitation programs should provide assistance in creating work profiles. For more specific information regarding return to work, refer to F.11. Return to Work.
· Patient Education: Patients with pain need to re-establish a healthy balance in lifestyle. All providers should educate patients on how to overcome barriers to resuming daily activity, including pain management, decreased energy levels, financial constraints, decreased physical ability, and change in family dynamics. 
· Psychosocial Evaluation and Treatment: Psychosocial evaluation should be initiated, if not previously done. Providers of care should have a thorough understanding of the patient’s personality profile, especially if dependency issues are involved. Psychosocial treatment may enhance the patient’s ability to participate in pain treatment rehabilitation, manage stress, and increase their problem-solving and self-management skills.
· Vocational Assistance: Vocational assistance can define future employment opportunities or assist patients in obtaining future employment. Refer to F.11. Return to Work for detailed information.
[bookmark: _Toc6968552][bookmark: _Toc41795661][bookmark: _Toc41808419][bookmark: _Toc41896458]Interdisciplinary programs are characterized by a variety of disciplines that participate in the assessment, planning, and/or implementation of the treatment program. These programs are for patients with greater levels of perceived disability, dysfunction, de-conditioning, and psychological involvement. Programs should have sufficient personnel to work with the individual in the following areas: behavioral, functional, medical, cognitive, pain management, psychological, social, and vocational. 
[bookmark: LBPE4aFormal][bookmark: _Toc329007709][bookmark: _Toc357666151][bookmark: _Toc378760495]Formal Interdisciplinary Rehabilitation Programs:
iii. [bookmark: LBPE4aiInterdisciplinaryPainRehab]Interdisciplinary Pain Rehabilitation: 

The Medical Director of the pain program should ideally be board certified in pain management; or he/she should be board certified in his/her specialty area and have completed a one-year fellowship in interdisciplinary pain medicine or palliative care recognized by a national board or have two years of experience in an interdisciplinary pain rehabilitation program. 
· [bookmark: LBPE4aiInterdisciplinaryPainRehabTimes]Time to Produce Effect: 3 to 4 weeks.
· Frequency: Full time programs – No less than 5 hours per day, 5 days per week; part-time programs – 4 hours per day, 2–3 days per week.
· Optimum Duration: 3 to 12 weeks at least 2–3 times a week. Follow-up visits weekly or every other week during the first 1 to 2 months after the initial program is completed.
· Maximum Duration: 4 months for full-time programs and up to 6 months for part-time programs. Periodic review and monitoring thereafter for 1 year, AND additional follow-up based on the documented maintenance of functional gains.
iv. [bookmark: LBPE4aiiOccupationalRehab]Occupational Rehabilitation: 

The occupational medicine rehabilitation interdisciplinary team should, at a minimum, be comprised of a qualified medical director who is board certified with documented training in occupational rehabilitation; team physicians having experience in occupational rehabilitation; an occupational therapist; and a physical therapist. 

As appropriate, the team may also include any of the following: chiropractor, an RN, a case manager, a psychologist, a vocational specialist, or a certified biofeedback therapist. 
· [bookmark: LBPE4aiiOccupationalRehabTimeFrames]Time to Produce Effect: 2 weeks.
· Frequency: 2 to 5 visits per week, up to 8 hours per day. 
· Optimum Duration: 2 to 4 weeks. 
· Maximum Duration: 6 weeks. Participation in a program beyond 6 weeks must be documented with respect to need and the ability to facilitate positive symptomatic and functional gains.
v. [bookmark: LBPE4aiiiSpinalCordPrograms][bookmark: LBPE4aiiiSpinalCordProgramsTimeFrames]Spinal Cord Programs:

Timeframe durations for any spinal cord program should be determined based on the extent of the patient’s injury and at the discretion of the rehabilitation physician in charge.
vi. [bookmark: LBPE4aivOpioidChemicalTreatment]Opioid/Chemical Treatment Programs: Refer to the Division’s Chronic Pain Disorder Medical Treatment Guidelines.
[bookmark: LBPE4bInformal][bookmark: _Toc329007710][bookmark: _Toc357666152][bookmark: _Toc378760496]Informal Interdisciplinary Rehabilitation Program: 

Patients should be referred to professionals experienced in outpatient treatment of chronic pain. The Division recommends the authorized treating physician consult with physicians experienced in the treatment of chronic pain to develop the plan of care. Communication among care providers regarding clear objective goals and progress toward the goals is essential. 
· [bookmark: LBPE4bInformalTimeFrames]Time to Produce Effect: 3 to 4 weeks.
· Frequency: Full-time programs – No less than 5 hours per day, 5 days per week; Part-time programs – 4 hours per day for 2–3 days per week.
· Optimum Duration: 3 to 12 weeks at least 2–3 times a week. Follow-up visits weekly or every other week during the first 1 to 2 months after the initial program is completed.
· Maximum Duration: 4 months for full-time programs and up to 6 months for part-time programs. Periodic review and monitoring thereafter for 1 year, and additional follow-up based upon the documented maintenance of functional gains.
[bookmark: LBPE4cOpioid][bookmark: LBPE5Medications][bookmark: _Toc357666154][bookmark: _Toc378760497]MEDICATIONS: A thorough medication history, including use of alternative and over-the-counter medications, should be performed at the time of the initial visit and updated periodically. 

The following are listed in alphabetical order:
a. [bookmark: LBPE5aAcetaminophen][bookmark: _Toc357666155][bookmark: _Toc378760498]Acetaminophen: The total daily dose of acetaminophen is recommended not to exceed three grams per 24-hour period, from all sources, including narcotic-acetaminophen combination preparations.
· [bookmark: LBPE5aAcetaminophenTimeParameters]Optimum Duration: 7 to 10 days.
· Maximum Duration: Extended use as indicated on a case-by-case basis. Use of this substance long-term (for 3 days per week or greater) may be associated with rebound pain upon cessation.
b. [bookmark: LBPE5bIntravenous][bookmark: LBPE5bAntibiotics][bookmark: _Toc356465930][bookmark: _Toc357666156][bookmark: _Toc378760499]Antibiotics for chronic pain secondary to disc herniation: Indications: 
· Modic type 1 changes at adjacent vertebra at the time of treatment initiation. 
· 6 to 24 months of pain with an average of 6/10 (calculate average by using the worst reported pain within the last 2 weeks, current pain, and usual pain in the last 2 weeks)
· Pain interferes with function, e.g., not able to return to full duty
· Use of chronic opioids to control pain
· No contraindications to antibiotic use.
c. [bookmark: LBPE5cIntravenous][bookmark: _Toc357666157][bookmark: _Toc378760500]Intravenous Steroids: The benefits of preventing neurological damage from acute spinal cord compression in an emergent situation generally outweigh the risks of pharmacologic side effects from steroids.
d. [bookmark: LBPE5dGlucosamine][bookmark: _Toc357666158][bookmark: _Toc378760501][bookmark: LBPE5cMuscle]Glucosamine: not recommended for chronic lumbar spinal or non-joint pain.
e. [bookmark: LBPE5eMuscle][bookmark: _Toc357666159][bookmark: _Toc378760502]Muscle Relaxants: Chronic use of benzodiazepines or any muscle relaxant is not recommended due to their habit-forming potential, seizure risk following abrupt withdrawal, and documented contribution to deaths of patients on opioids due to respiratory depression. 
· Optimum Duration: 1 week.
· Maximum Duration: 2 weeks (or longer if used only at night).
f. [bookmark: LBPE5dNonsteroidal][bookmark: LBPE5fNonsteroidal][bookmark: _Toc357666160][bookmark: _Toc378760503]Non-Steroidal Anti-Inflammatory Drugs (NSAIDs): Chronic use of NSAIDs is generally not recommended due to increased risk of cardiovascular events and GI bleeding. 

· [bookmark: LBPE5fNonsteroidalTimeParameters][bookmark: LBPE5fiSelectiveCOX2TimeParameters]Non-Selective Non-Steroidal Anti-Inflammatory Drugs:

Optimal Duration: 1 week.
· Maximum duration: 1 year. Use of these substances long-term (3 days per week or greater) is associated with rebound pain upon cessation.
1. [bookmark: LBPE5fiSelectiveCOX2]Selective Cyclo-oxygenase-2 (COX-2) Inhibitors:

· [bookmark: LBPE5eMuscleTimeParameters]Optimal Duration: 7 to 10 days.
· Maximum Duration: Chronic use is appropriate in individual cases. Use of these substances long-term (3 days per week or greater) is associated with rebound pain upon cessation.
g. [bookmark: LBPE5gOpioids][bookmark: _Toc357666161][bookmark: _Toc378760504]Opioids: 
· [bookmark: LBPE5gOpioidsTimeParameters]Optimum Duration: 3 to 7 days.
· Maximum Duration: 2 weeks. Use beyond 2 weeks is acceptable in appropriate cases. Refer to the Division’s Chronic Pain Disorder Medical Treatment Guidelines, which give a detailed discussion regarding medication use in chronic pain management. Use beyond 30 days after non-traumatic injuries, or 6 weeks post-surgery after the original injury or post operatively is not recommended. If necessary the physician should access the Colorado Prescription Drug Monitoring Program (PDMP) and follow recommendations in Chronic Pain Guideline. This system allows the prescribing physician to see most of the controlled substances prescribed by other physicians for an individual patient.
h. [bookmark: LBPE5hOral][bookmark: _Toc357666162][bookmark: _Toc378760505]Oral Steroids: There is no adequate evidence supporting oral steroids for patients with low back pain with or without radiculopathy, significant side effects are possible, and they are not generally recommended. 
i. [bookmark: LBPE5iPsychotropic][bookmark: _Toc357666163][bookmark: _Toc378760506]Psychotropic/Anti-Anxiety/Hypnotic Agents: 
Due to the habit-forming potential of the benzodiazepines and other drugs found in this class, they are not generally recommended. Refer to the Division’s Chronic Pain Disorder Medical Treatment Guidelines, which give a detailed discussion regarding medication use in chronic pain management.
· [bookmark: LBPE5iPsychotropicTimeParameters]Optimum Duration: 1 to 6 months.
· Maximum Duration: 6 to 12 months, with monitoring.
j. [bookmark: LBPE5jTramadol][bookmark: _Toc357666164][bookmark: _Toc378760507]Tramadol: This medication has physically addictive properties, and withdrawal may follow abrupt discontinuation; thus, it is not generally recommended for those with prior opioid addiction.
· [bookmark: LBPE5jTramadolTimeParameters]Optimum Duration: 3 to 7 days.
· Maximum Duration: 2 weeks. Use beyond 2 weeks is acceptable in appropriate cases.
[bookmark: LBPE6Orthotics][bookmark: _Toc357666165][bookmark: _Toc378760508]ORTHOTICS:
a. [bookmark: LBPE6aFoot][bookmark: _Toc357666166][bookmark: _Toc378760509]Foot Orthoses and Inserts: These are accepted interventions for spinal disorders that are due to aggravated mechanical abnormalities, such as leg length discrepancy, scoliosis, or lower extremity misalignment. Shoe insoles or inserts may be effective for patients with acute low back problems who stand for prolonged periods of time. A trial of taping may be performed first to evaluate the likely effect of an orthotic.
b. [bookmark: LBPE6bLumbar][bookmark: _Toc357666167][bookmark: _Toc378760510]Lumbar Support Devices: Include backrests for chairs and car seats. Lumbar supports may provide symptomatic relief of pain and movement reduction in cases of chronic low back problems. Lumbar support devices can be utilized to maintain physiologically correct posture of the spine. Lumbar supports should usually be approximately 1.5” in thickness to maintain the natural lordosis of the lumbar spine, but may depend on patient size and firmness of support.
c. [bookmark: LBPE6cLumbar][bookmark: _Toc357666168][bookmark: _Toc378760511][bookmark: LBPE6dLumbo][bookmark: _Toc357666169]Lumbar Corsets and Back Belts: There is insufficient evidence to support their use. They are an accepted treatment with limited application. The injured worker should be advised of the potential harm from using a lumbar support for a period of time greater than that for which it is prescribed. Harmful effects include de-conditioning of the trunk musculature, skin irritation, and general discomfort. 
d. [bookmark: _Toc378760512]Lumbosacral Bracing: Rigid bracing devices are well-accepted and commonly used for post-fusion, scoliosis, and vertebral fractures. Use of the rigid bracing should generally not exceed twelve weeks secondary to possible de-conditioning of the trunk musculature. Sacroiliac belts may be indicated for short durations to assist with stability of the SI joint 
[bookmark: LBPE7Education][bookmark: _Toc357666170][bookmark: _Toc378760513][bookmark: _Toc329007726][bookmark: LBPE8Personality]Education/INFORMED DECISION MAKING Time to produce effect: Varies with individual patient
· Frequency: Should occur at every visit.
[bookmark: _Toc357666171][bookmark: _Toc378760514][bookmark: LBPE8aCognitive][bookmark: _Toc329007727][bookmark: _Toc357666172][bookmark: _Toc378760515]PERSONALITY/PSYCHOLOGICAL/PSYCHOSOCIAL INTERVENTION: 

Cognitive Behavioral Therapy (CBT) or Similar Treatment:
· [bookmark: LBPE8PersonalityTimeParameters]Time to Produce Effect: 6 to 8 1–2 hour session, group or individual (1-hour individual or 2-hour group).
· Maximum Duration: 16 sessions.
NOTE:	Before CBT is done, the patient must have a full psychological evaluation. The CBT program must be done under the supervision of a PhD, PsyD, EdD, or Psychiatric MD/DO.
a. [bookmark: LBPE8aOther][bookmark: _Toc329007728][bookmark: _Toc357666173][bookmark: _Toc378760516]Other Psychological/Psychiatric Interventions:
· Time to Produce Effect: 6 to 8 weeks. 
· Frequency: 1 to 2 times weekly for the first 2 weeks (excluding hospitalization, if required), decreasing to 1 time per week for the second month. Thereafter, 2 to 4 times monthly with the exception of exacerbations, which may require increased frequency of visits. Not to include visits for medication management
· Optimum Duration: 2 to 6 months.
· Maximum Duration: 6 months. Not to include visits for medication management. For select patients, longer supervised psychological/psychiatric treatment may be required, especially if there are ongoing medical procedures or complications. If counseling beyond 6 months is indicated, the management of psychosocial risks or functional progress must be documented. Treatment plan/progress must show severity. 
[bookmark: LBPE9Restriction][bookmark: _Toc329007729][bookmark: _Toc357666174][bookmark: _Toc378760517]RESTRICTION OF ACTIVITIES: Continuation of normal daily activities is the recommendation for low back pain patients since immobility will negatively affect rehabilitation. 
[bookmark: LBPE10Return][bookmark: _Toc329007730][bookmark: _Toc357666175][bookmark: _Toc378760518]RETURN TO WORK:.

Because a prolonged period of time off work will decrease the likelihood of return to work, the first weeks of treatment are crucial in preventing and/or reversing chronicity and disability mindset. 

The following should be considered when attempting to return an injured worker with chronic pain to work.
a. [bookmark: LBPE10aJobHistory][bookmark: _Toc329007731][bookmark: _Toc357666176][bookmark: _Toc378760519]Job History Interview: The authorized treating physician should perform a job history interview at the time of the initial evaluation and before any plan of treatment is established. Documentation should include the workers’ job demands, stressors, duties of current job, and duties of job at the time of the initial injury. In addition, cognitive and social issues should be identified, and treatment of these issues should be incorporated into the plan of care. 
b. [bookmark: LBPE10bCoordination][bookmark: _Toc329007732][bookmark: _Toc357666177][bookmark: _Toc378760520]Coordination of Care: Management of the case is a significant part of return to work and may be the responsibility of the authorized treating physician, occupational health nurse, risk manager, or others. Case management is a method of communication between the primary provider, referral providers, insurer, employer, and employee. Because case management may be coordinated by a variety of professionals, the case manager should be identified in the medical record.
c. [bookmark: LBPE10cCommunication][bookmark: _Toc329007733][bookmark: _Toc357666178][bookmark: _Toc378760521]Communication: This is essential between the patient, authorized treating physician, employer, and insurer. Employers should be contacted to verify employment status, job duties and demands, and policies regarding injured workers. In addition, the availability and duration of temporary and permanent restrictions, as well as other placement options, should be discussed and documented. All communications in the absence of the patient are required to be documented and made available to the patient. 
d. [bookmark: LBPE10dEstablishment][bookmark: _Toc329007734][bookmark: _Toc357666179][bookmark: _Toc378760522]Establishment of Return-to-Work Status: Return to work for persons with chronic pain should be considered therapeutic, assuming that work is not likely to aggravate the basic problem or increase the discomfort. In most cases of chronic pain, the worker may not be currently working or even employed. The goal of return to work would be to implement a plan of care to return the worker to any level of employment with the current employer or to return him/her to any type of new employment.
e. [bookmark: LBPE10eEstablishment][bookmark: _Toc329007735][bookmark: _Toc357666180][bookmark: _Toc378760523]Establishment of Activity Level Restrictions: A formal job description for the injured worker is necessary to identify physical demands at work and assist in the creation of modified duty. A jobsite evaluation may be utilized to identify applicable tasks such as pushing, pulling, lifting, reaching, grasping, pinching, sitting, standing, posture, ambulatory distance and terrain, and if applicable, environment for temperature, air flow, noise, and the number of hours that may be worked per day. Due to the lack of predictability regarding exacerbation of symptoms affecting function, an extended, occupationally focused functional capacity evaluation may be necessary to determine the patient’s tolerance for job type tasks over a continued period of time. Job requirements should be reviewed for the entire 8 hours or more of the working day. Between one and three days after the evaluation, there should be a follow-up evaluation by the treating therapist and/or the authorized treating physician to assess the patient’s status. When prescribing the FCE, the physician must assess the probability of return to work against the potential for exacerbation of the work related condition. Work restrictions assigned by the authorized treating physician may be temporary or permanent. The case manager should continue to seek out modified work until restrictions become less cumbersome or as the worker’s condition improves or deteriorates.
f. [bookmark: LBPE10fRehabilitation][bookmark: _Toc329007736][bookmark: _Toc357666181][bookmark: _Toc378760524]Rehabilitation and Return to Work: As part of rehabilitation, every attempt should be made to simulate work activities so that the authorized treating physician may promote adequate job performance. The use of ergonomic or adaptive equipment, therapeutic breaks, and interventional modalities at work may be necessary to maintain employment. 
g. [bookmark: LBPE10gVocational][bookmark: _Toc329007737][bookmark: _Toc357666182][bookmark: _Toc378760525][bookmark: LBPE11Therapy]Vocational Assistance: Formal vocational rehabilitation is a generally accepted intervention and can assist disabled persons to return to viable employment. Assisting patients to identify vocational goals will facilitate medical recovery and aid in the achievement of MMI by (1) increasing motivation towards treatment and (2) alleviating the patient’s emotional distress. Chronic low back pain patients will benefit most if vocational assistance is provided during the interdisciplinary rehabilitation phase of treatment. To assess the patient’s vocational capacity, a vocational assessment utilizing the information from occupational and physical therapy assessments may be utilized to identify rehabilitation program goals, as well as optimize both patient motivation and utilization of rehabilitation resources. This may be extremely helpful in decreasing the patient’s fear regarding an inability to earn a living, which can add to his/her anxiety and depression.

Recommendations to Employers and Employees of Small Businesses: employees of small businesses who are diagnosed with chronic pain may not be able to perform any jobs for which openings exist. Temporary employees may fill those slots while the employee functionally improves. Some small businesses hire other workers, and if the injured employee returns to the job, the supervisor/owner may have an extra employee. To avoid this, it is suggested that case managers be accessed through their payer or third-party administrator. Case managers may assist with resolution of these problems, as well as assist in finding modified job tasks, or find jobs with reduced hours, etc., depending on company philosophy and employee needs. 

Recommendations to Employers and Employees of Mid-sized and Large Businesses: Employers are encouraged by the Division to identify modified work within the company that may be available to injured workers with chronic pain who are returning to work with temporary or permanent restrictions. To assist with temporary or permanent placement of the injured worker, it is suggested that a program be implemented that allows the case manager to access descriptions of all jobs within the organization.
[bookmark: _Toc357666183][bookmark: _Toc378760526]THERAPY – ACTIVE: 

The following active therapies are listed in alphabetical order:
a. [bookmark: LBPE11aActivities][bookmark: _Toc357666184][bookmark: _Toc378760527]Activities of Daily Living (ADLs): 
· Time to Produce Effect: 4 to 5 treatments.
· Frequency: 3 to 5 times per week.
· Optimum Duration: 4 to 6 weeks.
· Maximum Duration: 6 weeks.
b. [bookmark: LBPE11bAquatic][bookmark: _Toc357666185][bookmark: _Toc378760528]Aquatic Therapy: The therapy may be indicated for individuals who:
· Cannot tolerate active land-based or full-weight bearing therapeutic procedures;
· Require increased support in the presence of proprioceptive deficit (tendency to fall or collapse);
· Are at risk of compression fracture due to decreased bone density;
· Have symptoms that are exacerbated in a dry environment;
· Would have a higher probability of meeting active therapeutic goals than in a dry environment.
The pool should be large enough to allow full extremity range of motion and fully erect posture. Aquatic vests, belts and other devices can be used to provide stability, balance, buoyancy, and resistance.
· Time to Produce Effect: 4 to 5 treatments.
· Frequency: 3 to 5 times per week.
· Optimum Duration: 4 to 6 weeks.
· Maximum Duration: 8 weeks.
A self-directed program is recommended after the supervised aquatics program has been established. Best practice suggests that the patient be transitioned to a dry environment exercises which may or may not be self-directed, after 4 to 6 weeks unless vocation involves significant time in the water. The transition to dry land may evolve over the course of weeks. 
c. [bookmark: LBPE11cBack][bookmark: _Toc357666186][bookmark: _Toc378760529]Back Schools: When prescribed, back schools should be initiated in the early phases of treatment.
d. [bookmark: LBPE11dFunctional][bookmark: _Toc357666187][bookmark: _Toc378760530]Functional Activities: 
· Time to Produce Effect: 4 to 5 treatments.
· Frequency: 3 to 5 times per week.
· Optimum Duration: 4 to 6 weeks.
· Maximum Duration: 6 weeks.
e. [bookmark: LBPE11eFunctional][bookmark: LBPE11eiNeuromuscular][bookmark: _Toc357666188][bookmark: _Toc378760531]Functional Electrical Stimulation: 
· Time to Produce Effect: 2 to 6 treatments.
· Frequency: 3 times per week.
· Optimum Duration: 8 weeks.
· Maximum Duration: 8 weeks. If beneficial, provide with home unit.
1. [bookmark: _Toc357666189][bookmark: _Toc378760532]Neuromuscular Re-education: Indications include the need to promote neuromuscular responses through carefully timed proprioceptive stimuli, elicit and improve motor activity in patterns similar to normal neurologically developed sequences, and improve neuromotor response with independent control. 
1. [bookmark: LBPE11eiiSpinal]Spinal Stabilization: is a type of neuromuscular re-education.
1. [bookmark: LBPE11eiiiDirectionalPreference][bookmark: _Toc357666190]Directional Preference: This involves testing directional preference and incorporating the findings into exercise programs, commonly used in McKenzie therapy. 

Total Time Frames for all Neuromuscular Re-education
· Time to Produce Effect: 4 to 8 treatments.
· Frequency: 3 to 5 times per week.
· Optimum Duration: 4 to 8 weeks.
· Maximum Duration: 8 weeks.
f. [bookmark: LBPE11fTherapeutic][bookmark: _Toc492955571][bookmark: _Toc6968577][bookmark: _Toc41795686][bookmark: _Toc41808444][bookmark: _Toc41896483][bookmark: _Toc329007745][bookmark: _Toc357666191][bookmark: _Toc378760533]Therapeutic Exercise: Indications include the need for cardiovascular fitness, reduced edema, improved muscle strength; improved connective tissue strength and integrity, increased bone density, promotion of circulation to enhance soft tissue healing, improvement of muscle recruitment, improved proprioception, and coordination, and increased range of motion. 


· Time to Produce Effect: 2 to 6 treatments.
· Frequency: 3 to 5 times per week.
· Optimum Duration: 4 to 8 weeks and concurrent with an active daily home exercise program.
· Maximum Duration: 8 to 12 weeks of therapist oversight. Home exercise should continue indefinitely. 
**Other movement therapy which may be included in therapeutic exercise includes yoga and other alternative exercise therapy supervised by a physician or other appropriate health care professional.. 
· Time to Produce Effect: 6 to 8 private or small group sessions.
· Frequency: 3 to 5 times per week with daily home practice.
· Optimum Duration: 6 to 8 weeks of classes and concurrent with an active daily home exercise program.
· Maximum Duration: 8 to 10 weeks of therapist oversight. Home exercise should continue indefinitely. 
g. [bookmark: LBPE11gWorkConditioning][bookmark: _Toc378760534]Work Conditioning: 

These programs are usually initiated once reconditioning has been completed but may be offered at any time throughout the recovery phase. It should be initiated when imminent return of a patient to modified or full duty is not an option, but the prognosis for returning the patient to work at completion of the program is at least fair to good. 
· Length of Visit: 1 to 2 hours per day.
· Frequency: 2 to 5 visits per week.
· Optimum Duration: 2 to 4 weeks.
· Maximum Duration: 6 weeks. Participation in a program beyond six weeks must be documented with respect to need and the ability to facilitate positive symptomatic or functional gains.
h. [bookmark: LBPE11hWorkSimulation][bookmark: _Toc378760535]Work Simulation: 

 Use of this program is appropriate when modified duty can only be partially accommodated in the work place, when modified duty in the work place is unavailable, or when the patient requires more structured supervision. The need for work place simulation should be based upon the results of a functional capacity evaluation (FCE) and/or jobsite analysis.
· Length of Visit: 2 to 6 hours per day.
· Frequency: 2 to 5 visits per week.
· Optimum Duration: 2 to 4 weeks.
· Maximum Duration: 6 weeks. Participation in a program beyond 6 weeks must be documented with respect to need and the ability to facilitate positive symptomatic or functional gains.
[bookmark: LBPE12Therapy][bookmark: _Toc357666192][bookmark: _Toc378760536]THERAPY – PASSIVE:. They are principally effective during the early phases of treatment and are directed at controlling symptoms such as pain, inflammation, and swelling and to improve the rate of healing soft tissue injuries. They should be used adjunctively with active therapies, such as postural stabilization and exercise programs to help control swelling, pain, and inflammation during the active rehabilitation process. Please refer to F.12. Therapy - Active. Passive therapies may be used intermittently as a therapist deems appropriate or regularly if there are specific goals with objectively measured functional improvements during treatment. 

The following passive therapies are listed in alphabetical order:
a. [bookmark: LBPE12aElectrical][bookmark: _Toc357666193][bookmark: _Toc378760537]Electrical Stimulation (Unattended): 
· Time to Produce Effect: 2 to 4 treatments.
· Frequency: Varies, depending upon indication, between 2 to 3 times per day to 1 time per week. Home unit should be purchased if treatment is effective, and frequent use is recommended.
· Optimum Duration: 4 treatments for clinic use. 
· Maximum Duration: 8 treatments for clinic use.
b. [bookmark: LBPE12bIontophoresis][bookmark: _Toc357666194][bookmark: _Toc378760538]Iontophoresis: There is no proven benefit for this therapy in the low back. Not recommended due to lack of evidence in the lumbar spine. 
c. [bookmark: LBPE12cManipulation][bookmark: _Toc357666195][bookmark: _Toc378760539][bookmark: _Toc492955578][bookmark: _Toc6968584][bookmark: _Toc41795693][bookmark: _Toc41808451][bookmark: _Toc41896490][bookmark: _Toc329007751]Low Level Laser: Not recommended as there is no proven benefit for this intervention due to lack of studies of sufficient quality. There is not enough research at this time to support this modality in the treatment of lower back (lumbar) injuries. Results of Low Level Laser have been mixed and often of poor quality.
d. [bookmark: _Toc357666196][bookmark: _Toc378760540]Manipulation: Manipulation may be indicated in patients who have not had an evaluation for manual medicine, or who have not progressed adequately in an exercise program. 

Manipulative treatments may be applied by osteopathic physicians (D.O.), chiropractors (D.C.), properly trained physical therapists (P.T.), properly trained occupational therapists (O.T.), or properly trained medical doctors (M.D.). 
· Time to Produce Effect: 4 to 6 treatments.
· Frequency: 1 to 2 times per week for the first 2 weeks as indicated by the severity of the condition. Treatment may continue at 1 treatment per week for the next 6 weeks.
· Optimum Duration: 8 weeks.
· Maximum Duration: 8 weeks. At week 8, patients should be re-evaluated. Care beyond 8 weeks may be indicated for certain chronic pain patients in whom manipulation is helpful in improving function, decreasing pain, and improving quality of life. In these cases, treatment may be continued at one treatment every other week until the patient has reached MMI and maintenance treatments have been determined. Extended durations of care beyond what is considered “maximum” may be necessary in cases of re-injury, interrupted continuity of care, exacerbation of symptoms, and in those patients with co-morbidities. Such care should be re-evaluated and documented on a monthly basis.
e. [bookmark: _Toc357666197][bookmark: _Toc378760541][bookmark: LBPE12dManipulation]Manipulation under General Anesthesia (MUA): There have been no high-quality studies to justify its benefits given the risks of general anesthetic and conscious sedation. It is not recommended.
f. [bookmark: LBPE12fManipulation][bookmark: _Toc357666198][bookmark: _Toc378760542][bookmark: LBPE12eManipulation]Manipulation under Joint Anesthesia (MUJA):. There are no controlled clinical trials to support its use. It is not recommended.
g. [bookmark: LBPE12gMassage][bookmark: LBPE12hMobilization][bookmark: _Toc357666199][bookmark: _Toc378760543]Massage – Manual or Mechanical:. Indications include edema (peripheral or hard and non-pliable edema), muscle spasm, adhesions, the need to improve peripheral circulation and ROM, or the need to increase muscle relaxation and flexibility prior to exercise.


· Time to Produce Effect: Immediate.
· Frequency: 1 to 2 times per week.
· Optimum Duration: 6 weeks.
· Maximum Duration: 2 months.
h. [bookmark: _Toc357666200][bookmark: _Toc378760544]Mobilization (Joint):.
· Time to Produce Effect: 6 to 9 treatments.
· Frequency: Up to 3 times per week.
· Optimum Duration: 4 to 6 weeks.
· Maximum Duration: 6 weeks.
i. [bookmark: LBPE12iMobilization][bookmark: _Toc357666201][bookmark: _Toc378760545]Mobilization (Soft Tissue):. Indications include muscle spasm around a joint, trigger points, adhesions, and neural compression. Best practice suggests that mobilization should be accompanied by active therapy.
· Time to Produce Effect: 4 to 9 treatments.
· Frequency: Up to 3 times per week.
· Optimum Duration: 4 to 6 weeks.
· Maximum Duration: 6 weeks.
j. [bookmark: LBPE12jShort][bookmark: _Toc357666202][bookmark: _Toc378760546]Short-Wave Diathermy:. Indications include enhanced collagen extensibility before stretching, reduced muscle guarding, reduced inflammatory response, and enhanced re-absorption of hemorrhage/hematoma or edema..
· Time to Produce Effect: 2 to 4 treatments.
· Frequency: 2 to 3 times per week up to 3 weeks.
· Optimum Duration: 3 to 5 weeks.
· Maximum Duration: 5 weeks.
k. [bookmark: LBPE12kSuperficial][bookmark: _Toc357666203][bookmark: _Toc378760547]Superficial Heat and Cold Therapy (excluding Infrared Therapy):. Indications include acute pain, the need to increase pain threshold, the need to reduce muscle spasm, and the need to promote stretching/flexibility. 
· Time to Produce Effect: Immediate.
· Frequency: 2 to 5 times per week.
· Optimum Duration: 3 weeks as primary or intermittently as an adjunct to other therapeutic procedures up to 2 months.
· Maximum Duration: 2 months.
l. [bookmark: LBPE12lTraction][bookmark: _Toc357666204][bookmark: _Toc378760548]Traction – Manual: Indications include decreased joint space, muscle spasm around joints, and the need for increased synovial nutrition and response. Manual traction is contraindicated in patients with tumor, infection, fracture, or fracture dislocation. 
· Time to Produce Effect: 1 to 3 sessions.
· Frequency: 2 to 3 times per week.
· Optimum Duration: 30 days.
· Maximum Duration: 1 month.
m. [bookmark: _Toc357666205][bookmark: _Toc378760549][bookmark: LBPE12mTraction][bookmark: LBPE12nTranscutaneous]Traction – Mechanical:. Therefore, it is not recommended in this population. 
n. [bookmark: _Toc357666206][bookmark: _Toc378760550]Transcutaneous Electrical Nerve Stimulation (TENS): Indications include muscle spasm, atrophy, and decreased circulation and pain control. 
· Time to Produce Effect: Immediate.
· Frequency: Variable.
· Optimum Duration: 3 sessions.
· Maximum Duration: 3 sessions. If beneficial, provide with home unit or purchase if effective. 
o. [bookmark: LBPE12oUltrasound][bookmark: _Toc357666207][bookmark: _Toc378760551]Ultrasound (including phonophoresis) Not recommended due to lack of evidence in the lumbar spine.
p. [bookmark: LBPE12pVertebral][bookmark: _Toc357666208][bookmark: _Toc378760552]Vertebral Axial Decompression (VAX-D)/DRX, 9000:  They are not recommended. 
[bookmark: LBPE13Vocational][bookmark: _Toc357666210][bookmark: _Toc378760553]VOCATIONAL REHABILITATION:  This is a generally accepted intervention, but Colorado limits its use as a result of Senate Bill 87-79. Initiation of vocational rehabilitation requires adequate evaluation of patients for quantification of highest functional level, motivation, and achievement of MMI. Vocational rehabilitation may be as simple as returning to the original job or as complicated as being retrained for a new occupation.

It may also be beneficial for full vocational rehabilitation to be started before MMI if it is evident that the injured worker will be unable to return to his/her previous occupation. A positive goal and direction may aid the patient in decreasing stress and depression and promote optimum rehabilitation.
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