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Physiotherapy
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Physiotherapy appears to be a sine-qua-non type of
therapy in cases with lumbar pain due to degenerative
diseases of the lumbar spine. Whether you decide to
use surgery or you choose a conservative way of inter-
vention, you need assistance by a person experienced
in physical re-education of patients with painful mus-
culoskeletal disorders, i.e. you need a physiotherapist.
In these cases, physiotherapy should not be a solitary
intervention. It has to be part of a total rehabilitation
plan with a defined goal. Unfortunately, there is not
always sufficient communication between the orthope-
dic surgeon and the physiotherapist and the goal is not
clearly defined.

The aim of the physiotherapeutic intervention is
¢ to reduce the impact of pain
¢ to improve functional capacity and facilitate return

to work
* to improve patients’ knowledge of how to prevent

and how to handle back pain.

The treatment priorities need to be individualized
with regard to the duration of the back problems and to
the physical and mental capacity of the patient. Reduc-
tion of pain is usually a primary goal in acute pain,
while increasing feeling of control and reducing fear
of pain should be aimed at in chronic pain cases. Team
work representing different professional groups is nec-
essary in most cases of chronic pain.

What can a physiotherapist do in order to reduce
pain due to lumbar disc herniation? Are the treatment
modalities commonly used based on a solid scientific
ground? Unfortunately, most studies on treatment effi-
cacy are focused on subacute or chronic mechanical
low back pain without a defined pathoanatomical
cause (e.g. Lindstrém et al 1992).

A routine physiotherapeutic intervention is to
teach the patient postural control, how to rest and how
to move in order to reduce the load on the spine.
There seems to be agreement on the value of bed rest
for up to two weeks in patients with radicular com-
pression. After this, a guided physical activity should
be started as soon as possible. However, there appears
to be no study on the optimal duration of bed rest
(Quebec Task Force on Spinal Disorders 1987).

In cases of moderate pain, certain physical therapy

modalities might offer some help. Both heat and cold
have a temporary effect probably due to a gate control
mechanism (Michlovitz 1990). Local application of
deep heat with the use of ultrasound or short wave
apparently produces placebo effects only. The effect of
ice massage has been shown to be equivalent to that of
transcutaneous electrical nerve stimulation (Melzack et
al 1980). Percutaneous nerve stimulation induced by
acupuncture might also be helpful but the experimental
experience in cases of disc herniation is limited
(Nachemson 1991).

These treatment modalities might thus have a bene-
ficial men transient effect. They have not been shown
to accelerate return to work or to a normal degree of
functional activity, if they are used as the only inter-
vention.

Light treatment with soft or mid laser has become
very popular, but there is no evidence that the laser
beam might have any effect on deep structures. Most
of the energy is absorbed in the skin. No controiled
clinical studies on soft or mid laser treatment in low
back pain due to disc herniation have been published
(Moritz and Sj6lund 1990).

Traction therapy has traditions from ancient times.
There is a number of interesting studies on different
types of traction therapy. However, to some extent
they permit only limited conclusions since the studies
are performed on selected patient groups considered
for operation due to radicular compression, represent-
ing patients resistant to conservative treatment modal-
ities.

Weber (1973) found no difference between TRU
TRAC and sham treatment with regard to the effect on
pain, neurological signs and symptoms and mobility.
In a similar group of patients autotraction and manual
lumbar traction had a limited effect with a definite
improvement in  25% only, without any difference
between the techniques used (Ljunggren et al 1984).
However, the same authors pointed out that the
patient’s reaction during the first autotraction treat-
ment was a good predictor.

Better results have been presented by Lind (1974)
and Gillstrom (1985), indicating that autotraction still
has a place in the treatment of patients with lumbar
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disc herniation, especially in cases with an immediate
positive reaction. However, it is difficult to understand
the mode of action of this type of traction therapy.
Measurement of the intradiscal pressure has shown a
considerable increase of the pressure during active
traction (Andersson et al 1983). It has also been shown
by means of myelography and CT-scanning that the
disc herniation is not influenced by the autotraction
(Gillstrom 1985).

Manipulation as a treatment of the lumbar interver-
tebral disc syndrome has been recommended by Chris-
man et al (1964). They reported good or excellent
results in 20 out of 39 patients after rotatory manipula-
tion of the spine under anesthesia. However, the mye-
logram was unchanged after manipulation. Until now,
the scientific evaluation of manipulation in radicular
compression is insufficient.

In cases with a persistent painful condition, func-
tional training is important . Exercises should include
training of muscle function (endurance, strength and
postural control) and physical fitness programs. It is
important to use repeated quantification of physical
deficits to individualize and monitor the physical train-
ing.

If necessary, the work place should be modified to
match the capacity of the rehabilitated patient (Nordin
1987). The Back School is usually part of the rehabili-
tation program. Additional studies are needed to
explore the preventive effect of this type of patient
instruction (Linton and Kamwendo 1987).
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