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Objectives

 Understand the importance of timely post-
operative return to work

 Develop strategies to optimize successful post-
operative return to work planning

Goal: To return injured employees safely and quickly to work.
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Why this talk?
Work-related injuries and illness:

 Most Americans from age 22 to 65 spend over 50% 
percent of waking hours at work

 2.9 million injury cases reported in 2015 in the U.S.
 More than half involved days away from work

 About 5,000 (~13/day) U.S. workers die annually and 
another 50,000 (137/day) deaths are attributed to 
work-related diseases each year (8th leading cause 
of death)

Bureau of Labor Statistics website, https://www.bls.gov/iif/
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Why this talk?
Work-related injuries and illness:
 Non-fatal workplace injuries cost ~$60 billion* in 2016
 The total direct and indirect costs ~$155.5 billion (~3% GDP).
 Costs are roughly:

 5x times the costs for AIDS
 3x times the costs for Alzheimer's disease
 0.9x the costs for cancer 
 0.82x the costs of all circulatory (heart and stroke) diseases

 Delayed recovery is common
 Disability and cost of care is greater than non-WC cases

*Liberty Mutual Workplace Safety Index, 
https://www.libertymutualgroup.com/about-lm/research-institute
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Return to work –
A medical emergency!

Guilford Group, Ltd 1995
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“…convincing evidence that unemployment has a 
direct effect on health over and above the effects of 
socioeconomic status, poverty, risk factors, or prior 
ill-health.”

 Avoids deconditioning, promotes conditioning
 Increased morbidity/mortality rates, physical and mental ill health
 Excess mortality of wives, separation, divorce, perinatal and infant 

mortality, poorer infant growth, more health service use
 Children have increased chronic disease, more health service use

Mathers and Schofield 1998

Work prescription: 
Health effects of unemployment
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Top 15 Diagnoses for RTW Guidelines
1. Back strains 2. Disc disorders
3. Whiplash 4. Shoulder sprains
5. Depression 6. Ankle sprains
7. Arthritis 8. CTS
9. Hernia 10. Meniscus tears
11. Chronic pain 12. Bruises
13. Broken arm 14. Pregnancy
15. H1N1 Flu

Official Disability Guidelines (ODG), http://www.odg-twc.com/
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Top 15 Procedures for Medical 
Treatment Guidelines
1. Discectomy 2. Physical therapy 
3. Manipulation 4. Spinal fusion
5. Knee replacement 6. Hip replacement
7. Rotator cuff repair 8. Meniscectomy
9. CTR 10. Hernia repair
11. Medications 12. Injections
13. Opioids 14. PTSD
15. CRPS

Official Disability Guidelines (ODG), http://www.odg-twc.com/
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Background: discectomy
 Lumbar surgery for disc prolapse and spinal stenosis is one of the most 

common performed
 Patients' recovery after the operation can vary
 Many patients continue to have recurrent back pain or nerve root pain 

after surgery (10% to 51%)
 About 40% return to their pre-sciatica activity post-discectomy
 Approximately 20% of patients will become permanently disabled
 Residual symptoms and psychosocial factors increase the risk of 

disability
 Current practice usually entails several weeks to several months of 

restricted activities after lumbar discectomy to avoid disc "reinjury.”
 The more severe and chronic the condition, the greater the need for 

post-op rehabilitation
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Optimizing post-op return to work
Good surgical outcome depends on: 

 Selecting appropriate surgical candidates
 Selecting technically adept surgeon(s)
 Recognizing deviation from expected recovery
 Early and appropriate post-operative rehabilitation
 Recognizing that treating provider is most influential in 

patient recovery
 Focusing on function 
 Using return to work resources
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Select appropriate surgical candidates
ACOEM indications for discectomy --

Discectomy, Microdiscectomy, Sequestrectomy, Endoscopic Decompression is Recommended for Sub-Acute 
Radicular Pain Syndromes (including Sciatica) (Moderate Evidence (B))

 Lumbar discectomy is recommended as an effective operation to speed recovery in patients with 
radiculopathy due to ongoing nerve root compression who continue to have significant pain and functional 
limitation after 4 to 6 weeks of time and appropriate conservative therapy. 

 Patients who are candidates for discectomy should be informed that (other than for cauda equina syndrome 
and the rare progressive major neurologic deficit), there is evidence that there is no need to rush surgical 
decisions as there is no difference in long-term functional recovery whether the surgery is performed early 
or delayed. Open discectomy, microdiscectomy, and endoscopic discectomy are all potentially appropriate 
ways to perform discectomy. The decision as to which of these procedures to choose should be left to the 
surgeon and the patient until quality evidence becomes available to provide evidence-based guidance. 

Indications:
 All of the following should be present: 

1) radicular pain syndrome with current dermatomal pain and/or numbness, or myotomal muscle weakness 
all consistent with a herniated disc; 
2) imaging findings by MRI, or CT with or without myelography that confirm persisting nerve root 
compression at the level and on the side predicted by the history and clinical examination; and
3) continued significant pain and functional limitation after 4 to 6 weeks of time and appropriate 
conservative therapy.

RAT1
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RAT1 slide 12
Robert A. Timmons, 4/21/2017
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Recognize deviation from expected recovery trajectory

Return to work pathway:
Displacement of intervertebral disc 

without myelopathy

Herniated disc, Initial conservative medical treatment:
 Clerical/modified work, 0-3 days
 Manual/heavy manual work, 28 days
 Regular work if cause of disability, 84 days
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Recognize deviation from expected recovery trajectory

Return to work pathways:
Displacement of intervertebral disc without 

myelopathy

After Treatment by Discectomy: 
 Clerical/modified work: 28-42 days
 Manual work: 56 days
 Heavy manual work: 126 days to indefinite
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Recognize deviation from expected recovery trajectory

Return to work pathways: 
Displacement of intervertebral disc without 

myelopathy

After treatment by Laminectomy:
 Clerical/modified work: 28 days
 Manual work: 70 days
 Heavy manual work: 105 days to indefinite
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Recognize deviation from expected recovery trajectory

Return to work pathways: 
Displacement of intervertebral disc, without 

myelopathy

Lumbar fusion:
 Clerical/modified work: 56 days
 Manual work: 140 days
 Heavy manual work: indefinite

(Note: Fusion is not recommended in workers’ compensation 
patients for degenerative disc disease (DDD), disc herniation, spinal 
stenosis without degenerative spondylolisthesis or instability, or 
nonspecific low back pain, due to lack of evidence or risk exceeding 
benefit.)



Work Related Injuries Workshop
May 1st & 2nd, 2017

Recognize deviation from expected recovery trajectory
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McGregor AH, Burton AK, Sell P, Waddell G. The development of an evidence-based patient booklet for 
patients undergoing lumbar discectomy and un-instrumented decompression. Eur Spine J. 2007 
Mar;16(3):339-46. Epub 2006 May 11.

Findings regarding restrictions after spinal surgery:

• There is no empirical evidence supporting post-operative restrictions on activity.
• There is strong evidence that most post-operative restrictions are not necessary.
• There is strong evidence that most post-operative restrictions delay recovery and 

return to work.
• Limited evidence suggests that restricting specific activities (e.g. lifting, pushing 

or pulling) may also be unnecessary.
• Evidence suggests that patients are uncertain about what activities they can or 

should undertake post-operatively.
• There is a lack of consensus among surgeons about the need for and the nature 

and timing of post-operative restrictions
• Imposing restrictions on activity after surgery seems to be related to anxiety and 

uncertainty of patients and clinicians.

Evidence regarding post-operative restrictions
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 CONCLUSION: Lifting postoperative restrictions after limited discectomy 
allowed shortened sick leave without increased complications. 
Postoperative precautions in these patients may not be necessary.

Carragee EJ, Helms E, O'Sullivan GS. Are postoperative activity restrictions necessary after posterior lumbar discectomy? 
A prospective study of outcomes in 50 consecutive cases. Spine (Phila Pa 1976). 1996 Aug 15;21(16):1893-7

 CONCLUSION: Lifting postoperative restrictions after limited discectomy 
allowed shortened return to work time relative to the 4-16 weeks 
commonly recommended. Complication rates appear comparable to 
those reported in the literature for patients under postoperative 
restrictions. Post-op restrictions may not be necessary in most patients.

Carragee EJ, Han MY, Yang B, Kim DH, Kraemer H, Billys J. Activity restrictions after posterior lumbar discectomy. A 
prospective study of outcomes in 152 cases with no postoperative restrictions. Spine (Phila Pa 1976). 1999 Nov 
15;24(22):2346-51

 CONCLUSIONS: There is no evidence that patients need to have their 
activities restricted after first-time lumbar disc surgery. There is strong 
evidence for intensive exercise programs (if started 4–6 weeks post-op) 
and no evidence they increase the reoperation rate. It is unclear what the 
exact content of postsurgery rehabilitation should be. 
J. G. Ostelo, Raymond W. PhD, PT*∥; W. de Vet, Henrica C. PhD†; Waddell, Gordon DSc, FRCS, MD‡; Kerckhoffs, 
Maria R. MsC, PT*§∥; Leffers, Pieter MsC*; van Tulder, Maurits PhD†. Rehabilitation Following First-Time Lumbar 
Disc Surgery: A Systematic Review Within the Framework of the Cochrane Collaboration. Cochrane Collaboration 
Review. Spine:1 February 2003 - Volume 28 - Issue 3 - pp 209-218.

Evidence regarding post-operative restrictions
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McGregor AH, Burton AK, Sell P, Waddell G. The development of an evidence-based patient booklet for 
patients undergoing lumbar discectomy and un-instrumented decompression. Eur Spine J. 2007 
Mar;16(3):339-46. Epub 2006 May 11.

Findings regarding return to activity/work, and rehabilitation:
• There is strong evidence that:

• Encouraging mobility and return to full activities as soon as possible 
after surgery produces better pain relief, earlier return to work

• Early post-op rehab programs improve activities of daily living

• Early post-op rehab programs improve chances of returning to 
work, reduce the amount of time to return to work 

• Early post-op return to work is not detrimental, and generally 
advantageous 

• As early as 1 week, but depends on nature of work, surgery 

• A progressive return to previous duty is desirable

Early and appropriate post-operative rehabilitation
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McGregor AH, Burton AK, Sell P, Waddell G. The development of an evidence-based patient booklet for 
patients undergoing lumbar discectomy and un-instrumented decompression. Eur Spine J. 2007 
Mar;16(3):339-46. Epub 2006 May 11.

Findings regarding return to activity/work, and rehabilitation:
• There is moderate direct evidence that:

• Early post-operative return to work results in faster recovery 
and better clinical outcomes

• Work and exercise are good for physical and mental health

• The rate of recovery (both for clinical and vocational 
outcomes) is greatest in the first 3 months with further 
improvement occurring more slowly

• Patients’ expectations and satisfaction are important factors; 
recovery is facilitated by knowing what to expect

• The concept of ‘let pain be your guide’ to guide 
reactivation is counterproductive and slows down recovery. 

Early and appropriate post-operative rehabilitation
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 CONCLUSION: These results support the positive effects of the 
postoperative early lumbar extension muscle-strengthening 
program on pain, return to work, and strength of back muscles in 
patients after operation of herniated lumbar disc.

Choi G, Raiturker PP, Kim MJ, Chung DJ, Chae YS, Lee SH. The effect of early isolated lumbar extension 
exercise program for patients with herniated disc undergoing lumbar discectomy. Neurosurgery. 2005 
Oct;57(4):764-72; discussion 764-72.

 CONCLUSIONS: Immediate commencement of exercises enabled 
patients to become independently mobile more rapidly and 
return to work sooner.

Newsome RJ, May S, Chiverton N, Cole AA. A prospective, randomised trial of 
immediate exercise following lumbar microdiscectomy: a preliminary study. 
Physiotherapy. 2009 Dec;95(4):273-9.

 CONCLUSION: Intensive rehabilitation program started early 
after lumbar disk surgery can improve function and allow early 
return to professional activities with reduction of the healthcare 
cost.

Hamdoun-Kahlaoui S, Rahali-Khachlouf H, Sifi MA, Miri I, Saadallaoui K, Matoui L, Lebib S, 
Ben Salah FZ, Dziri C.[Necessity of physical activities restriction after lumbar diskectomy]. 
Tunis Med. 2009 Apr;87(4):257-61. [Article in French]

Early and appropriate post-operative rehabilitation
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Focus on function 
Impairment

 Objective limitations of 
physiological and 
psychological functioning

Disability 
 Decrease in social and 

vocational functioning

Physical (work) capacity
 The obverse of impairment
 Physical and occupational 

therapists can measure 
objectively (physical capacity 
evaluation)

Work tolerance
 A psychophysical concept
 Imperfectly related to 

impairment and physical 
capacity

 As reported by employee, 
patient
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Is there a medical 
contraindication to work?
 Yes

 Required health care 
appointment(s)

 Recovery requires 
confinement at home or in 
bed

 Work or commute is 
contraindicated because it 
will worsen MEDICAL 
condition or threaten 
others safety 

 No: Determine the 
specific barrier to RTW

 Lack of medical 
clearance by treating 
provider

 Lack of light duty 
 Physical capacity
 Psychophysical 

tolerance (fear)
 Job satisfaction 
 Home life
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Importance of treating provider: 
The Obstacle Question

What SPECIFICALLY is the obstacle 
preventing you from working today?

This test uncovers situational or environmental 
obstacles to RTW
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Importance of treating provider:
Screening for predictors of delayed RTW

 Modified Work Apgar
 How do you like your supervisor?
 How do you like your job?
 How do you like your colleagues?
 How are things at home?
 How are you sleeping?

 Depression
 Substance abuse screen
 Do you think you will return to your regular job within 

the next 6 months?



Work Related Injuries Workshop
May 1st & 2nd, 2017

Importance of treating provider:
Reassessment

Work capacity is dynamic. If out of work or 
restricted, frequently reassess based on acuity, 
type of injury, and level of vocational 
functioning:

 Acute (> 6 weeks): 1-2 x per week
 Sub-acute (6- 12 weeks): q 1-2 weeks
 Chronic q 2-4 weeks until at MMI
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Return to work resources

 Job demand assessment
 Work capacity assessment
 Work site assessments 
 Ergonomic evaluations
 Job shadowing 
 Work practice coaching
 Call employer to identify light duty jobs
 Case conference
 Occupational disability guidelines (ACOEM, ODG)
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Questions


