
PRESIDENT'S MESSAGE
Rick Wickstrom, PT, DPT, CPE, CME

Th e OHSIG launched new benefi ts of belonging for OHSIG 
members that may be accessed from the OHSIG home page, 
https://www.orthopt.org/content/special-interest-groups/occupa-
tional-health.  Our new OHSIG Member Profi le and Directory 
Searches are designed to drive internal networking of OHSIG 
members, as service opportunities to OHSIG members who qual-
ify for the Occupational Health Practitioner Certifi cate. Physical 
Th erapists as well as Occupational Th erapists who are eligible to 
join as AOPT Individual Partners may qualify for the OHP Pro-
gram Certifi cate.  

Our internal and external directory searches allow for fi ltering 
by the six Occupational Health Service Areas covered in our OHP 
independent study courses, as well as other occupational health 
roles that include: Clinical Researcher, Disability Case Consul-
tant, Education Clinical Instructor, Education Program Instruc-
tor, Employer Consultant, Expert Witness for Litigation, Lifestyle 
Health Coach, and Provider Consultant. OHSIG members may 
enter multiple practice locations that may be searched by city, 
state or zip code. All OHSIG members are invited to update 
their OHSIG Member Profi le and lead by example to complete 
the OHP Certifi cate. Our revenues from this program will fund 
evidence-based research and public relations initiatives.  

Last week, I returned from attending the annual APTA Private 
Practice annual meeting. Th ere was much excitement around the 
PPS Direct to Employer program that complements our OHP. It 
was great to hear a recap of evidence that demonstrated the value 
of a PT First model compared to traditional physician referral. 

I look forward to networking at our OHSIG Annual Meet-
ing. Th is meeting will be held in person at CSM 2024 on Friday, 
February 16 from 1:30 PM to 2:30 PM EST. Shortly following 
this meeting will be OHSIG’s featured presentation that begins at 
3 PM EST: Innovative Workplace Strategies for Promoting Musculo-
skeletal  Health and Well-being Using the Total Worker Health®  Ap-
proach. Th is will be a panel presentation by speakers Cory Blicken-
staff , PT, MSPT’ Michael Kean, CSP; Katia M. Costa-Black, PT, 
PhD, and Stewart Levy, RPh, MBA. 

Th is edition of OPTP will mark the launch a new Member 
Spotlight that will feature one of our emerging leaders, Dr. Chris-
tine “Chris” McCullum, PT, DPT. Chris is leading by example to 
drive recognition of our profession as our OHSIG Public Rela-
tions Chair and through her private practice experience. She was 
kind enough to send me an autographed copy of her new book, 
titled Th e On-Site Physical Th erapist: Direct-to-Employer Care. 

Finally, it is my pleasure to introduce an article titled Preven-
tion and Work Disability Due to Non-specifi c Low Back Pain by Da-
vid Hoyle, PT, DPT. David currently serves as OHSIG Nominat-
ing Committee Chair and has contributed greatly to the success of 
our OHP Certifi cate program and many other OHSIG initiatives. 
Th is “servant leader” goes above and beyond the call of duty to 
foster engagement and excellence in occupational health. 

OHSIG MEMBER SPOTLIGHT
Chris McCullum, PT, DPT
1.   Why did you become a 

Physical Th erapist?
When I was in eighth grade, I 
told my mom I wanted to be a 
PE teacher. She countered with, 
“What about a physical thera-
pist?” I asked her what that 
was. She said, “Physical thera-
pists help people like your Aunt 
Rita.” My Aunt Rita had se-
vere cerebral palsy and I always 
loved helping her whenever we 
visited. From that moment I started on the path to becoming 
a physical therapist, and decades later I still love what I do.

2.   What is your current Occupational Health service focus?
My company’s focus is direct to employer (D2E) services 
in on-site clinics at company locations. Our clients include 
manufacturing, packaging, warehouse/distribution, transpor-
tation, and electrical installation. We provide pre-employment 
testing, on-site ergonomic services, job coaching, OSHA 1st 
aid, and early intervention. One goal is to get as many employ-
ees to use the clinic as possible. Evidence shows that employees 
who use on-site physical therapy services for low back pain 
have improvements in overall health.1 Th e direct access laws 
in Colorado, and the self-insured status of my clients makes 
physical therapy a great solution for musculoskeletal and mi-
nor medical issues.

3.   What do you love most about your Occupational Health 
practice?
I can make an immediate impact on how an employee feels, or 
the comfort/diffi  culty of their job. So often, employees think 
that discomfort is normal or “just the way it is.” Physical thera-
pists know it doesn’t have to be that way. 

During the pandemic, the lack of equity in healthcare for es-
sential workers became blatantly obvious. Having health in-
surance and being able to leave work to access medical care are 
not synonymous. With me on-site, I helped to bridge that gap.

4.   What frustrates you most about your practice environment?
When I fi rst got into Occupational Health, there was no clini-
cal education curriculum that I could pursue in Occupational 
Health. I had to piece together training for all aspects of D2E 
services. It was fairly daunting and not effi  cient. However, the 
OHSIG through the AOPT has become a great resource. And, 
now that we have the Occupational Health Practitioner Certif-
icate,2 clinicians have all the information they need to become 
specialists in Occupational Health in an expedient manner. 
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One frustration that remains in my practice is the post-injury 
focus of occupational health services. Most employer and in-
surance dollars are spent after injuries occur. However, with 
health care costs continuing to rise and physical therapist di-
rect access moving forward, I think we are on the cusp of oper-
ating from an employee-centric position (pre-injury), toward 
the NIOSH Total Worker Health® vision.

5.   How do you hope to position your practice in the next 5 
years?
When I’ve met physical therapists/nurses/employers through-
out the years, I am repeatedly surprised by the lack of aware-
ness that on-site services are “a thing” and how/why D2E ser-
vices work. I’ve just authored and published a book called, Th e 
On-Site Physical Th erapist: Direct to Employer Care.3 My goal is 
to get more therapists involved in the D2E service model and 
get more employers using it. Less dependency on insurance 
reimbursement, lower cost to employers, and more autonomy 
for physical therapists are just some of the benefi ts. It’s a win-
win situation. 

In 5 years, I hope my practice still has a few D2E clients and 
that I will be recognized as a consultant for physical therapists 
and companies alike, for D2E services. If I am a spark to push 
this sector of Occupational Health services, then I have done 
my job.

6.   What regulatory or organizational changes are needed to 
promote occupational health practice?

Th e APTA has consistently pushed direct access and is now 
focusing more on primary care access with physical therapists 
as the gatekeepers. Getting the Private Practice Section, Acad-
emy of Orthopaedic Physical Th erapy, and the Occupational 
Health Special Interest Group aligned and operating together 
would provide the expertise and momentum needed to achieve 
the goal of physical therapists as primary care clinicians. State 
insurance legislation would also need to address the issue of 
insurance companies denying payment for direct access physi-
cal therapy services.

Finally, our physical therapy schools need to educate students 
on all aspects of care including direct access and Occupational 
Health. A brief overview of Occupational Health, OSHA, and 
Worker’s Compensation topics is not enough for students to 
be aware of the opportunities, limitations, and victories in this 
care model. 
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Prevention of Work Disability Due to
Non-specifi c Low Back Pain

David Hoyle, PT, DPT, MA, OCS
Occupational Health Practitioner

INTRODUCTION
According to data provided by the U.S. Bureau of Labor Sta-

tistics, there were 128,220 reported cases of work related back 
pain in 2021.1 Recovery from work related and other back pain 
remains a challenge with the Global Burden of Diseases, Injuries, 
and Risk Factors Study (GBD) reporting that back pain is the 
main cause of years lived with disability (YLDs) with 619 mil-
lion individuals aff ected in 2020 and predictions that number will 
increase to 843 million by 2050.2 Th e World Health Organiza-
tion (WHO) indicates that the majority of low back pain is non-
specifi c, indicating that it cannot be confi dently accounted for by 
another diagnosis such as an underlying disease, pathology, or tis-
sue damage.3 Th e WHO indicates treatment for non-specifi c low 
back pain (NSLBP) include:

•   physical therapies to improve muscle strength and ability to move 
and resume physical activity and exercise,

•   psychological and social support to help people manage their pain 
and return to doing activities they enjoy,

•   reducing strain during physical work, and
•   lifestyle changes including more physical activity, healthy diet and 

good sleep habits.3

Physical Th erapists are experts at all aspects of treatment of 
non-specifi c LBP as outlined by WHO and are in an ideal po-
sition to ease the burden of NSLBP with regards to YLDs. Ac-
cording to the American Physical Th erapy Association (APTA), 
physical therapists are movement experts who help patients avoid 
surgery and prescription drugs, maximize mobility, manage pain 
and chronic conditions, and improve physical function and fi t-
ness.4

A recent publication by the Th e Workers Compensation Re-
search Institute (WCRI) demonstrated that although physical and 
occupational therapy for patients with back pain resulted in signif-
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icant benefi t, outcomes for patients whose care was covered under 
workers’ compensation (WC) was inferior to that of those covered 
by other payers.5 Th e authors theorized that a disproportionate 
prevalence and impact from psychosocial factors on those covered 
under WC may have led to the disparity in outcomes. Th e authors 
included “poor recovery expectations after an injury, fear of pain 
due to movement, catastrophizing, perceived injustice, job dissat-
isfaction, pessimism, being fearful in general, having low levels 
of motivation, or experiencing lack of family or community sup-
port systems” as non-clinical factors that may be more common 
in those covered under WC and likely to have a negative eff ect on 
recovery.5

In a paper developed by WCRI to be a resource serving as an 
introduction to behavioral health care in WC, the authors defi ned 
behavioral health care as encompassing all services that address 
behavioral health problems that aff ect overall health and well-
ness. Behavioral health issues within workers’ compensation lie 
on a spectrum from psychosocial factors as previously described 
to mental health diagnoses. Th e need for behavioral health care in 
WC lies largely with injured workers without mental health diag-
noses or injuries that aff ect cognitive process but with individu-
als with psychological barriers to recovery from musculoskeletal 
injuries including NSLBP. Provision of behavioral health care lies 
with various disciplines including physical therapists and not sole-
ly with mental health professionals.6 In a randomized controlled 
trial using the Keele STarT Back Screening Tool (SBST), physical 
therapists were given specifi c training in an attempt to better meet 
the needs of individuals at higher risk of chronic disability. Th e 
SBST has been demonstrated to categorize people with NSLBP 
into groups of low, medium, and high risk for chronic disability. 
Physical therapists who participated in the study and were referred 
patients in the medium and high risk categories were given 3 and 
9 days of training on treatment of NSLBP respectively. Th erapists 
seeing medium risk patients were educated in addressing symp-
toms and function, while those seeing high risk patients received 
further training in “psychologically informed physiotherapy” 
aimed at addressing psychosocial obstacles to recovery in addition 
to symptoms and function.7 Th is stratifi ed approach to manage-
ment of low back pain has been associated with fewer self-reported 
days off  work within each risk group as well as societal cost savings 
for the low and medium risk groups when compared to current 
best practice.8

Although physical therapy outcomes for those with work 
related injuries may be less than those covered by other payers, 
WCRI demonstrated that early initiation of physical therapy for 
injured workers with low back pain resulted in a decrease in medi-
cal service utilization, decreased claim costs for all treatment costs, 
and shorter duration of temporary disability than late initiation 
of physical therapy (initiated more than 14 days after injury). For 
workers with more than 7 days lost work time and 3 or more visits 
of physical therapy, physical therapy started after 30 days of injury 
was associated with increased likelihood of MRI and opioid pre-
scriptions compared to those who initiated therapy within 3 days 
of injury.9

Th e challenge of preventing needless disability associated with 
non-specifi c low back pain is one that is multi-factorial appearing 
to be aff ected by the interplay of psychosocial factors as well as 
nervous system and anatomic changes but one that physical thera-
pists are a position to lead. To develop a comprehensive treatment 
approach physical therapists will need to arm themselves with 

tools such as psychologically informed therapy as well as perhaps 
rethinking exercise paradigms based on factors such as acuity and 
reactivity. Although evidence is constantly in evolution, the fol-
lowing is designed to give direction as to areas of knowledge and 
skill development physical therapists should undertake to improve 
effi  cacy in treatment and prevent disability. It is thought that these 
areas although separated for convenience and understanding are 
highly inter-related and infl uence each other. It is the intercon-
nectivity in the various areas that seems to point to the need for 
a person centered biopsychosocial approach to the treatment of 
NSLBP in preventing disability. Th e model is shown in Figure 1.

BIOLOGICAL CHANGES IN NSLBP
Pain

Th e International Association for the Study of Pain (IASP) re-
vised its defi nition of pain in 2020 from a defi nition that was fi rst 
written in 1979.10 Th e IASP defi nition reads that pain is, ““An 
unpleasant sensory and emotional experience associated with, or 
resembling that associated with, actual or potential tissue dam-
age.”10 IASP further classifi es pain as either nociceptive, nociplas-
tic or neuropathic in origin. Th e 3 defi nitions are:

Nociceptive Pain: Pain that arises from actual or threatened 
damage to non-neural tissue and is due to the activation of no-
ciceptors.

Neuropathic Pain: Pain caused by a lesion or disease of the so-
matosensory nervous system.

Nociplastic Pain: Pain that arises from altered nociception de-
spite no clear evidence of actual or threatened tissue damage caus-
ing the activation of peripheral nociceptors or evidence for disease 
or lesion of the somatosensory system causing the pain.11

As neuropathic pain has an identifi able source and the purpose 
of this paper is to prevent disability in non-specifi c low back pain, 
concentration will be on nociceptive and nociplastic pain.

Nociceptive pain is associated with pathophysiological pro-
cesses in peripheral tissues which activate aff erent neurons. Th ese 
process include noxious chemical (infl ammatory), mechanical and 
thermal stimuli.12,13 Nociceptive pain is localized to the area of in-
jury or dysfunction, proportionate to mechanical and anatomical 
nature to aggravating and easing factors, and usually intermittent 
and sharp with movement or mechanical provocation.14 Nocicep-
tive pain is the pain that is typically seen in people with acute 
NSLBP.

In contrast to nociceptive pain, nociplastic pain is diff use, 
non-anatomic areas of pain and tenderness, with disproportion-
ate, non-mechanical and unpredictable patterns of painful re-
sponse to non-specifi c aggravating or easing factors. Nociplastic 
pain has a strong association of maladaptive psychosocial factors 
including negative emotions, poor self-effi  cacy, and maladaptive 
beliefs and pain behaviors.15 Nociplastic pain been associated with 
changes in the nervous system and its response to stimuli referred 
to as sensitization. Th e changes which occur in the central nervous 
system (central sensitization) act to amplify peripheral input and/
or generate the perception of pain in the absence of peripheral 
input.16 Nociplastic pain is the pain that is typically seen in people 
with chronic NSLBP and disability.

Pain control appears to be a key element in not only disabil-
ity prevention but also in infl uencing factors that may lead to 
chronicity and disability including changes in motor control and 
deconditioning (see below). Emerging knowledge of pain mecha-
nisms is leading to new approaches in pain management that may 
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help physical therapists better manage acute and chronic pain 
conditions. Topicals, such as ointments and gels, once thought 
of as a way to cover up pain but not thought to promote recov-
ery may allow for activity during acute nociceptive pain which 
may stimulate recovery. Advancements in pain relieving patches 
as well as a re-emergence of pain relieving electrical nerve stimu-
lation both available over-the-counter and about which physical 
therapists should be knowledgeable, places tools in the hands of 
physical therapist short of prescription medications to which they 
can guide patients for short term relief and to facilitate recovery.

For patients either with or at risk for chronic pain, central 
sensitization, and nociplastic pain psychologically informed ap-
proaches of care have led to the re-emergence of deep paced 
breathing, progressive muscle relaxation, and sleep hygiene and 
pain neuroscience education to decrease pain and prepare the pa-
tient for a more positive movement experience. Th e discovery of 
neuroplasticity of the central nervous which allows for the changes 
associated with central sensitization leading to nociplastic pain can 
be used to reverse the process resulting in new approaches of phys-
ical therapy. Using psychological principles, Cognitive Functional 
Th erapy17 and the Pain Recovery and Integrative System Model 
(PRISM)18 are being provided by physical therapists. Pain Repro-
cessing Th erapy19 developed outside of physical therapy has shown 
promise for low back pain. Th e principles of cognitive behavioral 
therapy can be incorporated by physical therapists such as in the 
Back Skills Training (BeST)20 program or in everyday practice or 
referrals can be made to physical therapists or other professionals 
who incorporate these newer concepts into pain management.

It seems highly likely that at least patients with chronic NSLBP 
may have more than one pain generator and more than one type 

of pain. It is likely that there is an 
interaction between pain types.  But 
regardless of whether the patient may 
have pain that falls into one or more 
than one classifi cation and that dif-
ferent pain classifi cations seem to re-
spond to diff erent types of treatment, 
it is important for physical therapists 
to stay current with pain science, 
identify the pain mechanisms, and 
use evidence based principles to best 
manage patient pain in an eff ort to 
maximize function and minimize dis-
ability.

NEUROMUSCULAR
Non-specifi c LBP is defi ned by 

the inability to identify a specifi c dis-
ease or structural reason that explains 
the pain.3 Despite the inability to 
identify specifi c structures or diseases, 
diff erent individuals with NSLBP ap-
pear to respond diff erently to similar 
treatments. As a result, a proposed 
approach to managing NSLBP is 
to sub-group individuals by shared 
characteristics and their response to 
treatments which has been referred to 
as a Treatment-Based Classifi cation 
(TBC) system.21 Use of rehabilitative 
ultrasound imaging has demonstrated 

diff erences in muscle activation between controls and people with 
NSLBP as well as across sub-categories of people with NSLBP 
across the TBC system.22 Changes seen in the neuromuscular sys-
tem have been shown to take the form of changes in control as 
well as morphometric adaptations of the muscles of the trunk.23,24

It is expected that the initial changes may be related to control 
or function of the muscles due to injury related aff erent input,23

nociception, and acute pain.24 Possible eff ects include an inhibi-
tion of muscle contraction eff ecting the timing and magnitude 
of contraction and an increased muscle tone sometimes referred 
to as muscle guarding. It has been shown that manual therapy 
has an eff ect on multifi dus muscle thickness during a submaximal 
task which may indicate that although the eff ect of SMT is likely 
multi-factorial, one major factor is likely to be neuromuscular.25

It has been proposed persistence of pain and infl ammatory 
mechanisms may lead to atrophy, muscle fi ber change, fatty in-
fi ltration, subsequently leading to decreased strength and endur-
ance and ultimately function.24 Muscles most often implicated 
as changing in response to and perpetuating NSLBP include the 
muscles of the back including the paravertebral muscles, with a 
concentration on the multifi dus. In the acute phase multifi dus 
activation has been shown to be reduced and increased. Th e mech-
anism is expected to be neural through spinal refl ex inhibition 
and increased descending drive. Since multifi dus atrophy is often 
observed in chronic NSLBP, the overall eff ect appears to be inhibi-
tion.24

However, in the acute phase, although much of the research 
has been focused on the multifi dus, the erector spinae muscles, 
primarily the lumbar and thoracolumbar portions of the longissi-

Figure 1. Biopsychosocial Model

Represents the biopsychosocial model and its inter-relatedness. A person’s pain expe-
rience is thought to be infl uenced by all three domains of the biopsychosocial model. 
Some of the many factors in each domain are listed outside the specifi c domain. 
Note that smoking, nutrition, and healthcare access, are between bio and social in-
dicating that these are social components that have a direct eff ect on the biological 
status of the individual.
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mus and iliocostalis muscles have also been shown to have changes 
in the presence of pain.24 Early targeted activation of the mul-
tifi dus in the form of a motor control approach are suffi  cient to 
restore multifi dus size. Th is would seem to imply that early loss of 
size of the multifi dus is less a factor than the loss of muscle fi ber 
mass. However, in chronic NSLBP not only is atrophy observed 
but studies demonstrate fatty infi ltration of the multfi dus.26 In-
vestigation into the role of both the superfi cial and deep anterior 
truck muscles have also been performed with emphasis on external 
and internal obliques and transverse abdominis.23  

Studies using motor control exercises targeting an increase in 
transverse abdominis activation have resulted in improvement in 
pain and disability.23 In addition to changes in muscle activation, 
muscle size, transition of fi ber type, and the presence of fatty in-
fi ltration, change in the central nervous system related to muscle 
representation on the motor cortex has been shown on transcrani-
al magnetic stimulation.24 Th ese changes indicate a convergence of 
the representation of specifi c muscles such as a convergence of the 
discrete brain representation of the multifi dus and erector spinae.

Additionally, these studies demonstrate lower excitability of 
descending motor pathways. Although many current treatment 
plans for NSLBP focus on activation of trunk muscles, relaxation 
is another component of motor control. Flexion-relaxation refers 
to a pattern of muscle activity in which the lumbar muscles relax 
at the end range of maximum voluntary fl exion.27 Th is pattern of 
relaxation is present in most normal, pain-free individuals, but is 
absent in many patients with low back pain and present another 
target for physical therapy through biofeedback, stretching, and 
other interventions.27

 Physical therapists need to stay current with the re-
search about muscle control and coordination as well as changes 
in muscle size and composition in an eff ort to maximize recovery 
from both acute and chronic NSLBP. At times specifi cally tar-
geted motor control, coordination, and endurance exercises may 
be suffi  cient to reduce pain and disability. In the case of signifi cant 
atrophy especially in the presence of fatty infi ltration, these types 
of exercises may be insuffi  cient to restore function.

PSYCHOSOCIAL CHANGES IN 
WORK RELATED NSLBP

Th e Americans with Disability Act (ADA) “defi nes a person 
with a disability as a person who has a physical or mental impair-
ment that substantially limits one or more major life activity.”28 At 
one time the presence of a physical or mental disability or impair-
ment was expected to result in inferior social and economic status. 
It was expected that unemployment and lower education levels 
would be the result of having a disability. In 1973, section 504 of 
the Rehabilitation Act was enacted by the U.S. Congress recog-
nizing that inferior social and economic status was not always a 
result of the disability itself but often was the result of barriers and 
prejudices of society and made people with disabilities a protected 
class from a civil rights perspective.29

Over the next two decades steps were taken through social 
unrest and case law to strengthen the protection of individuals 
with disability including their right for non-discrimination when 
it came to employment. On July 26, 1992, the employment provi-
sions in Title I of the ADA went into eff ect29 greatly clarifying and 
enhancing the rights of individuals with disabilities with regards 
to employment solidifying that physical and mental impairment 
should not be considered to be equivalent to work disability. Title 

I of the ADA put people with disabilities on a more even playing 
fi eld with their fully able counter parts when it came to employ-
ment opportunities as long as the individual with the disability 
could perform essential functions of the job with or without rea-
sonable accommodation.28

In 2008, the Americans with Disability Amendment changed 
the defi nition of “disability” further broadening the scope of cov-
erage30 and further protecting the rights of workers with work re-
lated injuries. Th e totality of this legislation requires that employ-
ers make an eff ort to accommodate workers who have a request for 
an accommodation due to injury or illness. Equal Employment 
Opportunity Commission guidance on requests for accommoda-
tion indicate that even if an employee is not aware of a note, a 
return to work note with restrictions by a medical provider, con-
stitutes a request for accommodation on the part of the worker 
and triggers the need for the interactive process.31 Specifi cally the 
EEOC states:

An employee has been out of work for six months with a 
workers' compensation injury. Th e employee's doctor sends 
the employer a letter, stating that the employee is released 
to return to work, but with certain work restrictions. (Al-
ternatively, the letter may state that the employee is released 
to return to a light duty position.) Th e letter constitutes a 
request for reasonable accommodation.31

Th e above legislation puts physical therapists in a unique posi-
tion to facilitate presentism (being at work). Presentism in its own 
right prevents work related disability in that the employee is at 
work. Additionally, the presentism may have a positive eff ect on 
preventing chronicity, permanent impairment, and even facilitate 
recovery.  

PHYSICAL THERAPISTS’ ROLE IN 
PROMOTING PRESENTISM AND 
MINIMIZING WORK DISABILITY

Physical therapists through their professional education have 
the prerequisite knowledge to engage other stakeholders in the 
workers compensation system to promote presentism. A compari-
son of biopsychosocial infl uences in 2 workers is shown in Figure 
2. Th ese stake holders including the physician of record, the case 
and claims manager, the employer, and the injured worker, their 
family and representation as appropriate. Th e physical therapist 
has the opportunity to build on their prerequisite knowledge 
to become a consultant to stakeholders to further facilitate pre-
sentism.

Physicians and most other medical professions do not have the 
skills, environment, tools, and time with the patients to determine 
functional abilities related to work in an evidence informed man-
ner.31 Th e physical therapist may have more access to the patient 
than any other provider. Th ey also engage the patient in an envi-
ronment that has or for which tools to simulate work functions 
can be used to follow best evidence practices in determining work 
abilities. Most frequently this should take the form of work task 
tolerance testing during physical therapy treatment32 and should 
be reassessed and updated on regular intervals based on patient 
recovery.

Additionally, physical therapists can assist the patient in reme-
diating physical impairment and psychological barriers that may 
impact performance to expand the patient’s safe abilities through-
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out the course of care.33 In the case where work task tolerance test-
ing is not performed in the absence of therapy or in a prolonged 
absence of work following active treatment this could also take the 
form of a Functional Capacity Evaluation.31

For employers who are covered entities under the ADA, devel-
opment of ADA compliant job descriptions outlining the essential 
functions34 of a job is best practice and requirement. Often job 
descriptions lack detail that can assist in safe return to work ef-
forts. Beyond a physical function component to job descriptions 
another best practice is to have outlined functional requirements 
for tasks to which employees can be assigned of providing accom-
modations in the form of transitional or permanent alternative 
work assignments.  

Physical therapists as experts in human movement with ad-
ditional study can become experts in job site analysis to assist the 
employer in development of both ADA compliant job descrip-
tions as well as transitional work assignments. Physical therapists 
are also well positioned to gain additional knowledge in ergonom-
ic principles, sources of musculoskeletal stress, and consult with 
employers to provide work accommodations through engineering, 
administrative, and behavioral controls.33 Institution of ergonom-
ic solutions may not enable a worker with functional impairments 
to maximize productivity and presentism but may provide a safer 
environment for other employees who share the modifi ed work 
tasks to prevent injury of others in the workforce.  

In the absence of evidence based functional abilities for return 
to work, physical therapists can provide functional abilities to the 
employer in the form of Fit for Duty testing.34 Fit for Duty test-
ing has specifi c guidelines as to the need for all testing to be job-
related and requires additional training of a physical therapist for 
compliance in addition to advanced skills for functional testing 

as would be used in ongoing work task tolerance testing or func-
tional capacity evaluation. Testing in the medical domain, ordered 
by medical professionals and testing in the employment domain, 
ordered by the employer are both permissible and are within the 
expertise of physical therapists but do have some regulatory dif-
ferences.35

In addition to medical providers and the employer, claims ex-
aminers, adjusters, and case managers can benefi t from the in-
formation provided by physical therapists and may benefi t from 
consultation from physical therapists to support return to work 
and case closure eff orts through the above skills and services which 
can be provided by physical therapists.

EFFECTS OF PRESENTISM ON PREVENTING 
CHRONICITY AND PROMOTING RECOVERY 
OF BACK PAIN

Th is article has demonstrated changes in muscle control and 
activation, changes in fi ber type, muscle mass, and the presence of 
fatty infi ltrate as well as changes in motor control and the mecha-
nisms leading to pain experience from NSLBP. Although not 
completely understood, these changes appear to be an interaction 
of biological, psychological, and societal infl uences. Historically 
physical therapists have principally approached recovery through 
a biological lens.

Recently with better understanding of pain mechanisms and 
the thoughts, beliefs, and behaviors of people with NSLBP, devel-
opment of psychologically informed practice attempts to promote 
positive and mitigate negative psychological infl uences on recov-
ery. Th e fi nal factor of social infl uence on recovery and work-re-
lated disability is often overlooked. Some of these infl uences such 
as the structure and regulatory nature of the workers’ compen-

sation systems are likely beyond 
the expertise and control of most 
healthcare practitioners.

One societal factor previ-
ously mentioned, promoting 
presentism, needs to be at the 
forefront of all physical thera-
pists treating NSLBP. Addition-
ally, physical therapists through 
professional development and 
consultation with other stake-
holders need to insert themselves 
as the professional of choice to 
facilitate presentism through con-
sultation with other stakehold-
ers. Presentism in itself limiting 
work disability also can augment 
treatment and has the potential 
to prevent, limit, and even re-
verse biological changes associ-
ated with NSLBP. For instance, 
psychological factors such as self-
worth, self-effi  cacy, depression, 
isolation, anxiety, kinesiophobia, 
whether present prior to injury 
or developed post activity can be 
positively infl uenced through the 
right work assignment.  

Figure 2. Comparing Psychosocial Infl uences in Two Weeks

Representation of the contribution and inter-relation for two people with the same 
injury with regards to tissue but diff erent responses based on psychosocial factors. Jim 
is confi dent in and likes his job. Jack is new at his job, doesn’t feel support, is concerned 
about fi nances, thinks maybe he shouldn’t be doing this type work and doesn’t under-
stand all the people and processes involved in his recovery. Jim is likely to try to get back 
to work and recover and Jack may avoid return to work which may increase his stress 
about his situation and factors associated with being out of work. Jack will need more 
support for a successful recovery and outcome.
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Additionally, encouraging appropriate activity may reduce in-
fl ammation as has been shown in animal models, decrease pain, 
restore motor control, prevent or reverse fi ber type changes, de-
crease mass and fatty infi ltration of muscle, as well as prevent or 
reverse central nervous system changes aff ecting motor control 
and leading to central sensitization and nociplastic pain. Appro-
priate work assignment likely has a place outside of NSLBP to 
other musculoskeletal conditions that pose a high risk for long 
term work absence, disability, and chronicity.

Although not comprehensive, this article is designed to high-
light the need for the physical therapist to gain expertise and be 
a consulting in promoting presentism in NSLBP in an eff ort to 
augment medical care and facilitate recovery as well as a primary 
mode of preventing work disability. Th e combination of our grow-
ing knowledge of the biological changes associated with NSLBP 
in combination with an understanding of psychological factors 
and means of mitigating along with appropriate work assignment 
throughout recovery appears to be our best chance at impacting 
the growing problem of work disability due to NSLBP.

For physical therapists interested in gaining knowledge in ar-
eas applicable to supporting presentism, the Occupational Health 
Special Interest Group of the Academy of Orthopaedic Physical 
Th erapists has put together a self-study series33,34 and certifi cation 
process36 that can educate physical therapists in advanced skills to 
facilitate presentism.
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