
 
The following document is designed to make you aware of the treatment possibilities for the 
injury(s) that you have sustained or the problem that you are experiencing. Included you will 
find an assessment of the effectiveness and the dangers inherent in each of these choices. 
When possible this will be done by quoting medical literature, if opinion is rendered it will be 
noted as such. 
 
A common choice for treatment is to do nothing at all. By your presence you have decided 
against this choice. Remaining untreated allows the formation of adhesions and reduces 
mobility. If your injury is moderate to severe with inflammation in or around a nerve or 
nerves, neural scaring which leads to chronic pain problems can be caused. Over ten percent 
(10%) of acute problems go on to become long term chronic problems which interfere with 
the quality of life and the activities of daily living. There is no way to predict which acute 
problems will become chronic.  If your symptoms are idiopathic (not related to trauma, with 
a gradual onset and no known cause) and if they last more than a month, I recommend 
evaluation by a medical physiatrist for a second opinion to rule out cancer or other systemic 
disease. 
Efficacy: Many musculoskeletal injuries are self-resolving, especially muscle strains. 
Danger: Prolonged bed rest for more than four days may lead to debilitation and is not 
recommended for treating low back problems.  (Opinion) Often easily managed conditions 
perpetuate themselves or reoccur. 
 
SURGERY: Surgery is rarely needed for musculoskeletal injuries. Typically this intervention 
should be used less than 1% of the time. According to Spine (1) medical journal, from 1980 
to 1990 the rate of cervical (neck) surgery has increased 45% and the rate of lumbar surgery 
for men has increased 40%. 
Efficacy: There are no double blinded, randomized control medical studies that show any 
efficacy for surgery. After eight years there is no difference in symptoms between patients 
who choose surgery and those that rejected surgery as an option. 
Dangers: The risk of complications associated with surgery causing “a less than satisfactory 
outcome” has a rate of 20-40% for lumbar disc surgery (2). The most common 
complications include wound infection, wrong level of exploration, dural tear (nerve injury), 
pulmonary embolus, thrombophlebitis, cauda equina syndrome (loss of control over bowel, 
bladder and sex function) and death. “Estimates regarding the present incidence of 
unnecessary surgery range from 83-90%. This is clearly unacceptable.”(3) Clearly there 
are times when a surgical intervention is a desirable risk. If you are in that category you will be 
referred to a neurologist for a medical evaluation.   
 
ANTI-INFLAMITORY OVER THE COUNTER MEDICATIONS (NSAIDs), 
example: aspirin, Motrin, Tylenol, Naproxen etc., are used to relieve aches and pains. 
According to John Kellet, M.D., “Use of these drugs, if given, should be restricted to a 
maximum of three days following injury. Any anti-inflammatory action lasting beyond 
this period would, theoretically, at least be detrimental since the repair mechanism 
(phase 2 of healing) is itself an inflammatory process. (11) Little data exist to support 
the routine use of NSAIDs in athletes with acute pain syndromes (despite 
advertisements extolling their benefits).”(15) 
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Efficacy: The pain relief attained from anti-inflammatory medication will sometimes provide 
pain relief while the musculoskeletal injury is healing. There is no evidence that NSAIDs 
have any enhanced healing effect. There is however abundant evidence that anti-
inflammitories interfere with the healing process and weaken the site of injury, thus 
predisposing the area to chronic problems.   
Dangers: The side effects of anti-inflammitories are numerous and include the following: 
1.  Gastrointestinal (GI) complaints: “The degree of GI side effects from NSAIDs 

appears to be dose related, but side effects can occur with one tablet.”(4) Ingestion of 
NSAIDs with meals or in combination with antacids has not been proven to be effective 
in reducing these gastrointestinal side effects.(4) 

2.  Death: 10,000 to 20,000 deaths per year in the U.S. are attributed to the use of NSAIDs 
causing GI bleeding, liver and kidney failure. 

3.  Kidney failure: Approximately 20% of kidney dialysis occurs due to kidney failure 
attributed to the use of anti-inflammitories. “Approximately 8-10% of the overall 
incidence of end stage renal disease (kidney failure) was attributable to acetaminophen 
(Tylenol) use (alone).”(14) 

4.  Joint arthritis: Joint arthritis is a suspected side effect of anti-inflammatory use. A recent 
study shows that joint cartilage can be damaged by the use of anti-inflammatory drugs. 

5.  Liver: “Nearly all nonsteroidal anti-inflammatory drugs have been reported to induce 
hepatic (liver) damage (page 133) … (liver indicator) serum aminotransferase levels will 
identify asymptomatic and trivial elevations in as many as 15% of the patients treated with 
certain NSAIDs.” (page 143) 

6.  Muscles: In a 1995 study published in the Journal of Bone and Joint Surgery, the effect 
of NSAIDs of muscle healing was studied. The results suggest that “the drugs cause a 
short term gain (3-7 days), but a subsequent functional loss. These results may prompt 
rethinking of the liberal prescription of nonsteroidal anti-inflammatory drugs as treatment 
for muscle injury.”(12) 

   
MUSCLE RELAXANTS: Muscle relaxants are a poorly named group of drugs which are 
actually central nervous system depressants that slow the transmission of nerve impulses. 
Muscle relaxants have no beneficial effect on speeding the healing process. Patients often 
comment that muscle relaxants “make them stupid”. Based upon the experience of the 
patients of colleagues (opinion), these drugs are useful when there is difficulty sleeping due to 
pain. They are very good at enabling sleep. 
Efficacy: “No additional benefit is gained by muscle relaxants in combination with NSAIDs 
over using NSAIDs alone”. (4a)     
Dangers: “Potential complications of muscle relaxants include drowsiness and dizziness that 
is reported to be up to 30% higher in patients taking muscle relaxants compared with patients 
taking placebos.”(4) 
 
ORAL STEROIDS: a.k.a.: corticosteroids (cortisone): According to John Kellet M.D. (11) 
and as published in Medicine and Science in Sports and Exercise” There appears to be ample 
evidence at this stage to indicate that corticosteroids have little part to play in the 
management of soft tissue injuries.” 
Efficacy: They have been shown to have no beneficial effect better than placebo in the 
treatment of acute low-back pain. “Treatment of an injured ligament with corticosteroids is 
detrimental to the healing process.” It results in a loss of peak load strength and delays or 
prevents normalization of histological (microscopic) organization in healing ligaments. (13) 



Dangers: “Even short-term daily use of high-dose steroids can contribute to cataract 
formation, myopathy, central nervous system disturbance and avascular necrosis of bone. 
Especially of the femoral head” (4b), (leading to the need for a hip replacement). 
 
BENEFITS OF EARLY MOBILIZATION: (11) 
1.  Early mobilization minimizes the detrimental physiological effects of immobilization: i.e. a 

decrease in aerobic capacity, muscle wasting and loss if strength. 
2.  Bone and ligament strength is maintained. 
3.  The formation of adhesions between repairing tissues and adjacent structures is 

minimized. Such adhesions were shown to be present at 40 weeks following injury. 
4.  Joint proprioception is maintained or redevelops earlier after injury. This may be 

important in preventing future injuries and hastening full recovery. 
5.   The nutrition of cartilage is better maintained when early mobilization is possible. 
6.  Early tensile loading of muscle, tendon and ligament can stimulate collagen (soft tissue) 

fiber growth and realignment. 
 
SPINAL MANIPULATION: Spinal manipulation is the only treatment for spinal problems 
that has shown any ability to decrease pain (3, 5, 6), enhance the healing process (4) and 
decrease the need for future care (5).  
Efficacy: There is tremendous support for this type of treatment in the medical literature in 
the form of many randomized and double blinded studies demonstrating efficacy of spinal 
adjustment for the treatment of acute low-back problems (4c), chronic low-back and chronic 
neck problems (5, 6), and whiplash injuries (7). 
Dangers: “By any medical standard chiropractic cervical adjustment is an extremely safe 
treatment. Vertebral artery injury, causing stroke, is the only serious potential complication. 
There is a risk rate (incident) of 2 cases per million treatments.”(8) By comparison the risk 
rate of paralysis from neurosurgery for neck pain is 15,000 cases per million. (9) The risk rate 
of death from Chymopapain injections for back and leg pain is 1,400 per million. (10) 
 
PHYSICAL AGENTS AND MODALITIES: 
Efficacy: “Some patients with acute low back problems appear to have temporary 
symptomatic relief with physical agents and modalities. Therefore, self-administered home 
programs for modalities involving heat or cold are considered a treatment option.”(4) 
Dangers: Risks from complications of physical agents and modalities are believed to be 
small. A possible exception is in pregnant patients, for whom ultrasound and diathermy are 
not recommended because of theoretical risks to the patient.”(4) The risks are mainly skin 
damage in the cases of excess exposure, which is more likely in cases of use over areas of 
superficial nerve damage. Over an area of normal sensation when using heat modalities, pain 
is likely to prevent severe damage. Ice exposure should be limited to twenty minutes with a 
thin towel between the skin and the ice. 
 
CHIROPRACTIC MANAGEMENT OF SPINAL PROBLEMS (8): 
Efficacy: A study was commissioned by the Ontario Province of Canada to “examine the 
effectiveness and cost-effectiveness of chiropractic management of low-back pain.” The 
findings of the panel were as follows: “on the evidence, particularly the most scientifically 
valid clinical studies, spinal manipulation applied by chiropractors is shown to be more 
effective than alternative treatments for low-back pain (LBP). Many medical therapies are 
of questionable validity or are clearly inadequate.” (Emphasis mine) “There is no clinical 



or case-control study that demonstrates or even implies that chiropractic spinal manipulation 
is unsafe in the treatment of low-back pain. Some medical treatments are equally safe, but 
others are unsafe and generate iatrogenic (doctor induced injury) complications for low-back 
pain patients. Our reading of the literature suggests that chiropractic is safer than 
medical management of low-back pain.” (Emphasis mine) “There is an overwhelming 
body of evidence indicating that chiropractic management of low-back pain is more cost-
effective than medical management.” While it is prudent to call for even further clinical 
evidence of the effectiveness and efficacy of chiropractic management of low-back pain, 
What the literature revealed to us is the much greater need for clinical evidence of the 
validity of medical management of low-back pain.” (Emphasis mine) 
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