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Purpose: The study evaluated the Physiotherapy treatment applied to the cervical 

region for pain and functional impairment caused by neck pain. Objectives: To find 

out the effectiveness of Physiotherapy treatment for neck pain at the musculoskeletal 

unit, CRP, Savar, Dhaka- 1343. To assess the effect on pain after introducing and to 

estimate the disability after introducing physiotherapy treatment and to evaluate the 

intensity of pain after introducing physiotherapy treatment. Methodology: The study 

was a Quasi-experimental quantitative research design. In this experimental study 31 

patients with neck pain were randomly assigned. Among these 31 patients, there was a 

single group design. These group attended for 7 sessions (each session for 30 minutes) 

of treatment in the physiotherapy outdoor department of CRP Savar. And the outcome 

of pain intensity measured by using Visual Analog Scale (VAS) and disability status 

measured by using Neck pain disability Index (NDI) scale among patients with neck 

pain. Analysis of data: Inferential statistics such as, Paired t-test was done using SPSS 

version 26. Results: It was observed that pain and neck disability had reduced within 

this group. Visual Analog Scale (VAS) and Neck Pain Disability index (NDI), 

improved significantly in this group. In this study significant level was (P< 0.05). 

Conclusion: This research showed that Physiotherapy treatment was very effective for 

neck pain patients. The study concludes that the Physiotherapy treatment is significantly 

capable of reducing pain and functional disability among patients with neck pain. 

Keywords: Neck pain, Physiotherapy treatment, Neck Disability. 
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1.1. Background 
 
Neck pain is defined as pain felt between the upper nuchal line, the sides of the neck, 

and a line imagined through the T1 spinous process. This meaning neither presupposes 

nor implies that this area is the source of pain. It simply specifies where the individual 

with neck pain experiences discomfort. A source is described in anatomical terms and 

pertains to the location where pain is felt, irrespective of its actual cause. activity in 

input fibers, but also in both Ab and C fibers. Due to this, the exercise is more than just 

a painful experience (Bogduk, 2011). 

 
If we ask, "Who gets neck pain?" the answers are There is a lot of overlap between the 

things that cause and keep neck pain going and the things that cause and keep other 

joint problems. More women than men have neck pain, and the research isn't clear on 

whether it gets worse or stays the same in middle age. Genes, psychopathology (like 

depression, anxiety, poor coping skills, and somatization), sleep problems, smoking, 

and a sedentary lifestyle are all linked to neck pain and other rheumatologic conditions 

(Hoy et al., 2010). 

 

A study conducted by Cohen and colleagues (2015) found that extended periods of 

sitting and repetitive movements significantly contribute to neck pain in office workers. 

Moreover, psychological factors such as stress can worsen this discomfort, potentially 

leading to persistent neck problems. Another investigation by Hogg-Johnson et al. 

(2009) demonstrated that neck pain is a leading global cause of disability, impacting 

both the quality of life and productivity of individuals. This research also emphasized 

the link between neck pain and psychosocial elements, suggesting that stress, anxiety, 

and depression may amplify neck discomfort. 

 
Pain in the neck that has persisted for at least one day, with or without accompanying 

pain in one or both of the upper limbs is called neck pain (Verhagen, 2021). Neck 

discomfort is a significant problem in the public health of modern civilizations. It is 

possible for it to originate from any region of the neck, including the facet joints, 

CHAPTER- I INTRODUCTION 
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ligaments, muscles, intervertebral discs, dura, or nerve roots. Cancers, infections, 

disorders that lead to inflammation, and even birth defects can all be potential triggers. 

The majority of the time, however, there are no indications of a systemic illness, thus 

medical professionals refer to the pain as musculoskeletal neck pain (Fares et al., 

2017a). 

 

Stress on the cervical spine can be caused by activities that are part of our typical daily 

routine, such as hunching the head, neck, and shoulders over handheld devices and cell 

phones, as well as sitting in an awkward position with the neck misaligned when 

studying or watching television. These strains can lead to premature wear and tear, 

degeneration, and even the need for surgery (Fares et al., 2017b). Those who work at 

computers frequently suffer from neck ache in the workplace. Shoulder girdle muscular 

overload is regarded to be the root cause of neck or shoulder pain experienced as a 

result of labor, particularly in low-load repetitive tasks. According to research by 

Johnston et al. (2007), the muscles in this region undergo less than 5% of their maximal 

voluntary contraction when using a computer. 

 

(Moffett & McLean, 2006) say that intensive psychological and functional 

rehabilitation may be best, with physiotherapists working closely with other health care 

providers. After a session, physiotherapists usually give their patients a set of exercises 

to do. Most likely, the physiotherapist's schooling and experience will be the most 

important factors in deciding what exercises to suggest. According to Kavlak et al. 

(2012), mobilizing the structures of the joints might induce reflex reactions that are 

beneficial in relieving sore joints and functional difficulties. 

 

The McKenzie method is probably the most well-known way to treat back pain with 

exercise. It may also help with neck pain. Spinal manipulation and mobilization are 

suggested as parts of passive therapy. Physiotherapists use ways like "Maitland's 

mobilization" to move vertebral joints in a gentler way. Massages are passive workouts. 

This is a form of hand training. Methods: Physiotherapy for back and neck pain often 

uses a wide range of physical techniques. TENS, heat and cold, traction, laser, 

ultrasound, short wave, interferential, corsets, and collars. Physiotherapy treatment 

includes the use of behavioral and cognitive tools. For the best results, psycho social 

factors are very important and must be taken into account for each patient, especially 
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those with chronic neck or back pain. Cognitive-behavioral therapies have been shown 

to help with both back pain and neck pain. (Moffett & McLean, 2006). 

 

The purpose of the study is to evaluate the efficacy of physiotherapy treatment for 

treating neck discomfort and neck disability. It is hypothesized that physiotherapy 

treatment has a significant effect on the reduction of neck pain and neck disability in 

all subjects with neck pain. 
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1.2. Rationale 
 

Musculoskeletal diseases are known to be a common cause of neck pain. Although neck 

discomfort has a lower prevalence compared to low back pain, there has been a steady 

increase in the incidence of neck pain in modern society. Addressing neck pain requires 

more than just medication or cautious treatment; it necessitates a comprehensive 

approach. The causes of neck pain are diverse, with one common factor being improper 

postures, particularly among housewives who often adopt incorrect positions during 

daily activities. Their seating arrangements may be uncomfortable, exacerbating neck 

pain. Office workers who spend long hours using computers and notebooks are also 

prone to experiencing neck strain due to prolonged periods of poor posture. The 

consequences of neck pain extend beyond physical discomfort. Workers who suffer 

from persistent neck pain may struggle to perform their duties effectively, leading to 

reduced productivity and a potential decline in the quality of products or services they 

provide. Consequently, neck pain can have a significant impact on various aspects of a 

patient's daily life and activities. In treating neck pain, there are various approaches 

available. However, physiotherapy treatment has been recognized as playing a 

significant role in managing and alleviating neck pain. At the musculoskeletal unit of 

the Centre for the Rehabilitation of the Paralyzed (CRP), physiotherapy treatment is 

provided to address a wide range of musculoskeletal problems. In this study, the aim is 

to investigate the effectiveness of physiotherapy treatment specifically for neck pain at 

the Musculoskeletal Unit of CRP in Savar. The study intends to shed light on the 

outcomes and benefits of physiotherapy as a treatment modality for neck pain. By 

examining the effectiveness of physiotherapy interventions, the research aims to 

contribute to the existing knowledge and provide evidence supporting the use of 

physiotherapy in managing neck pain. Ultimately, the findings of this study will help 

inform healthcare professionals and enhance the understanding of the role of 

physiotherapy in the comprehensive management of neck pain at the Musculoskeletal 

Unit of CRP in Savar. 
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1.3. Objectives 
 

1.3.1 General objective 

To evaluate the effectiveness of Physiotherapy treatment for neck pain. 
 

1.3.2 Specific objectives 

i. To assess the short-term and long-term effectiveness of physiotherapy 

interventions in reducing pain and improving functional outcomes for patients with 

neck pain at the Musculoskeletal Unit, CRP, Savar. 

ii. To compare the effectiveness of different physiotherapy modalities (e.g., manual 

therapy, exercise therapy, electrotherapy) in managing neck pain among patients at 

the Musculoskeletal Unit, CRP, Savar. 

iii. To evaluate the impact of physiotherapy treatment on patients' quality of life, 

including physical functioning, psychological well-being, and overall satisfaction 

with care, at the Musculoskeletal Unit, CRP, Savar. 

iv. To identify the factors associated with the success or failure of physiotherapy 

interventions for neck pain, such as patient characteristics, treatment adherence, 

and therapist experience, at the Musculoskeletal Unit, CRP, Savar. 

v. To explore the cost-effectiveness of physiotherapy treatment for neck pain 

compared to other treatment options (e.g., medication, surgery) at the 

Musculoskeletal Unit, CRP, Savar. 

vi. To develop evidence-based guidelines for physiotherapy management of neck pain, 

specifically tailored to the patient population and resources available at the 

Musculoskeletal Unit, CRP, Savar. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
+ 
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1.4. Hypothesis 
 

Null hypothesis 
 

H0: μ1-μ2 = 0 or μ1=μ2 where there is no effectiveness of Physiotherapy treatment for 

neck pain patients. 

 
Alternative hypothesis 

 
Ha: μ1-μ2 ≠ 0 or μ1 ≠ μ2, where there is effectiveness of Physiotherapy treatment for 

neck pain patients. 
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1.5. Operational definition Pain 

Pain can be defined as an unpleasant sensory and emotional experience associated with 

actual or potential tissue damage. It is a complex and subjective phenomenon that is 

influenced by various factors, including biological, psychological, and social factors. It 

is also the protective mechanism of the body when any tissue is being damaged. 

Neck pain 

Neck pain refers to discomfort or pain that is experienced in the area of the neck, which 

is located between the base of the skull and the top of the shoulders. It is a common 

condition that can range from mild discomfort to severe and debilitating pain. Or, 

Neck pain can be defined as a subjective experience of discomfort, soreness, or pain 

localized to the area of the neck. It is typically assessed and studied through self- report 

measures and objective evaluations. 

Therapist guided McKenzie of directional exercises for cervical region 

Therapist guided McKenzie of directional exercises for the cervical region refers to a 

specific approach to physiotherapy treatment for neck pain that follows the principles 

of the McKenzie Method. McKenzie exercises, named after physiotherapist Robin 

McKenzie, aim to assess and treat musculoskeletal conditions, including neck pain, 

through specific movement-based interventions. 

Mulligan Approach for Neck 

Sustained Natural Apophyseal Glides (SNAGs) are commonly used manual therapy 

techniques to treat neck discomfort (Mulligan, 1999). SNAGs involve a therapist 

administering a sustained, gentle glide to the cervical spine of a patient while the patient 

actively moves. 

Traction 

Traction is a commonly used therapeutic modality for the management of neck pain. It 

involves the application of a pulling force to the cervical spine to decompress the 

intervertebral discs, reduce pressure on spinal nerves, and alleviate symptoms. 

Mobilization 

Mobilization techniques for neck pain can include both passive and active movements. 

Passive mobilization involves the therapist applying a controlled force to the patient's 
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joints within their physiological range of motion. Maitland mobilization is one of the 

most common manual therapy approaches used by physiotherapists. Maitland 

mobilization is a passive oscillatory technique, applied over the hypo mobile vertebra 

level, and the methods are considered valid. 

Soft Tissue Mobilization 

Soft tissue mobilization techniques for neck pain can include myofascial release, deep 

friction massage, and trigger point therapy. 

Isometric Exercise 

Isometric exercises for neck pain can include various movements, such as neck flexion, 

extension, lateral flexion, and rotation. These exercises are typically performed against 

resistance, either with the use of external objects or by applying manual resistance. 

Muscle Energy Technique (MET): 

MET for neck pain typically involves the patient actively contracting the affected 

muscles while the therapist provides resistance or guidance. The contractions are 

usually held for a few seconds, followed by relaxation and passive stretching of the 

targeted muscles. 

Stretching Exercise 

Performing stretching exercises for the neck can help reduce pain and improve range 

of motion. 

(Use of Electrotherapy): 

Transcutaneous electrical nerve stimulation (TENS) for neck pain, typical parameters 

may include a frequency range of 80-120 Hz, an intensity below the motor threshold, 

and a duration of 20-30 minutes per session. Therapeutic ultrasound for neck pain, 

typical parameters may include an intensity of 0.5 to 2 W/cm², a frequency of 1 MHz, 

and a treatment duration ranging from 5 to 10 minutes per session. Ice therapy can 

provide several benefits when applied properly and at the appropriate time following 

an injury or as part of a comprehensive treatment plan for neck pain. Infrared therapy, 

specifically infrared heat therapy, is a common application of infrared radiation for pain 

relief and muscle relaxation in the neck region. 
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According to research conducted in 2016 by Lee and Hae-jung, more than thirty percent 

of adults, particularly younger people, reported experiencing neck pain at least once per 

week. Approximately 37.3% of patients with neck discomfort reported having ongoing 

pain and disability, while 9.9% said their symptoms had worsened throughout the 

follow-up period. 

 

According to Hoy et al. (2010), countries with high incomes, urban areas, and females 

have a higher frequency of the disease than low- and middle-income countries and rural 

areas. Not only that, but we also discovered a study that indicates that the majority of 

adults suffer from neck ache. There is a 30–50% chance of having activity-limiting neck 

pain after 12 months. 1.7%–11.5% neck pain. 

 
According to Ris et al. (2017), individuals seeking primary care physiotherapy in 

Denmark report having neck pain at a rate of 21%. Most adults experience neck pain 

during their lifetime. The 12-month prevalence of neck pain is 30–50%, with activity- 

limiting neck pain varying between 1.7% and 11.5%. 

 
In industrialized nations, neck discomfort is prevalent. A systematic review estimated 

the mean prevalence rates to be 7.6% (range: 5.9-22.2%), 37.2% (range: 16.7-75.1%), 

and 48.5% (range: 14.2-71%), respectively. According to the Global Burden of Disease 

2010 study, neck pain is the fourth leading cause of disability in the United States, 

following back pain, depression, and musculoskeletal disorders. Women are more 

likely than men to experience neck discomfort, with prevalence peaking during middle 

age. A recent study estimated that the annual cost of low back and neck discomfort in 

the United States was $87.6bn (£67.8bn; €77.2bn), ranking third behind diabetes and 

cardiovascular disease (Cohen & Hooten, 2017). 

 
The frequency and prevalence of neck pain both increased with age, and it was shown 

that women were more likely than men to suffer from the condition. The prevalence of 

neck pain did not vary much from 1990 to 2010, according to the research. Neck 

discomfort is something that up to 70 percent of individuals may feel at some point in 

their lives; nevertheless, the majority of the time, it won't be severe enough to prevent 

CHAPTER-II LITARATURE REVIEW 
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them from participating in their normal daily activities. In referred patients, the 

incidence of significant pathology (Grade IV) is minimal and can reach up to 2%, 

although the incidence of cervical radiculopathy (Grade III) can range anywhere from 

6.3 to 21 per 10,000 individuals. This large range is because different practitioners and 

researchers employ different definitions of "radiating" and "radicular" symptoms in 

their clinical work and academic studies. In many cases, the criteria do not strictly need 

the presence of neurological indications or sensory abnormalities; rather, it just 

considers radiating symptoms to qualify. These patients do not meet the criteria for 

having Grade III neck pain, according to the findings of the Task Force on Neck Pain. 

It is commonly assumed that 90% of patients suffer neck discomfort of Grade I or II, 

which describes the condition of the great majority of patients. There are many different 

aspects of a person's lifestyle that can contribute to an elevated risk of acquiring neck 

pain. Trauma, work-related factors (low job satisfaction, poor perceived work support, 

high work stress levels), psychological factors (self-reported depression, poor 

psychological health), and smoking are the most important of these predictive factors. 

There is no evidence to suggest that degeneration of the cervical disc is a risk factor. 

There has not been a comprehensive investigation into the monetary burden that neck 

pain imposes (Verhagen, 2021). 

 
Neck pain is the fourth most common reason people can't work. Point prevalence in the 

15–74-year-old adult community ranges from 5.9% to 38.7%. Between 8.8% and 

11.6% of older people have had neck pain in the past year. More women than men say 

they have neck pain. There are many things that can cause neck pain, but the most 

common ones are bad ergonomics at work, sitting for long amounts of time, and keeping 

your neck in an unnatural position. Depending on how long the neck pain lasts, it may 

be called acute if it lasts less than 6 weeks, subacute if it lasts 3 months  or less, or 

chronic if it lasts longer than 6 months. There is a link between having neck pain for 

less time and having a better long-term outlook. Acute neck pain usually goes away 

within two months of the first pain episode, but a lot of people still have neck pain or 

some soreness after one year. The best way to predict neck pain in the future is to have 

had it before. Psychopathology, low job happiness, a sedentary lifestyle, headaches, 

female sex, secondary gain, and a bad work environment and ergonomics are all linked 

to chronic neck pain (Popescu & Lee, 2020). 

The study showed that this systematic, individualized physical therapy intervention is 
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helpful for helping people with neck pain. Patients in the treatment group got much 

better over the course of an average of 4 weeks of care. Statistically significant 

improvements in cervical range of motion (ROM), pain intensity, functional 

performance tests, and the level of disability show how well it works (Wang et al., 

2003). 

 
There is evidence for the use of physiotherapy for chronic neck discomfort. Some 

treatments are completely ineffective in clinical settings. According to the results of 

two separate clinical trials conducted by Stewart et al. in 2007 and Ylinen et al. in 2003, 

patients suffering from chronic WAD and chronic non-specific neck pain, respectively, 

benefited the most from strength and endurance training as  physiotherapy treatments 

for chronic neck pain. Researchers at Juletal showed that individuals with chronic WAD 

benefited from receiving multimodal physiotherapy. According to the findings of 

Gustavsson and colleagues, the cognitive and behavioral aspects of exercise helped 

relieve chronic non-specific neck discomfort. According to the findings of a study 

conducted by Sherman et al. in 2009, individuals who suffered from chronic non-

specific neck discomfort experienced less pain after receiving massage and thoracic 

manipulation. Laser therapy and transcutaneous electrical nerve stimulation (TENS) are 

both forms of electrotherapy for chronic non-specific neck pain. This was supported by 

Chow et al. in 2006 as well as by Chiu et al. in 2005. Proprioception, also known as 

eye-head co-ordination, cranio-cervical flexion training, stretching, ultrasound therapy, 

repetitive magnetic stimulation, or traction alone were not supported by any clinical 

research. In spite of the fact that they are different from one another and have their own 

individual qualities, the following are shared by four of the interventions that have been 

discussed: The interventions consist of multiple forms of physiotherapy, with a primary 

emphasis on physical activity and cognitive- behavioral aspects. Stewart et al. in 2007 

showing effect of mixed exercises, where  the intervention besides submaximal 

training, stretching, and aerobic endurance included coordination programme designed 

to improve functional activities and principles of cognitive behavioral therapy (i.e., 

setting goals); the trial by Ylinenet al. in 2003 showing effect of strength and endurance 

training, where training groups had an additional 12-day institutional rehabilitation 

programme with training lessons, behavior modification, and showing the effect of 

multimodal physiotherapy, including low-load exercise for reeducating muscle 

control of the neck flexor and extensor muscles and scapular muscles, posture 
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exercises, kinesthetic exercises, mobilization techniques, and education on ergonomics, 

daily living, and home exercise; finally, the Gustavssontal et al. in 2010 revealed that a 

multi-component pain and stress self- management group intervention—including 

relaxation training, body awareness exercises, lectures, and group discussions—

improved patients' self-reported pain control, self-efficacy, and disability. Kay et al. 

conducted a Cochrane Review on exercises for mechanical neck diseases in 2005. They 

discovered that there is a place for exercises in the treatment of acute and chronic 

mechanical neck pain as well as headache; however, the relative effect of each type of 

exercise has to be researched further. Our examination of persistent neck pain provides 

support for strength training and endurance, multimodal physiotherapy, and pain and 

stress self-management. Because chronic illnesses induce physical limitations, training 

that focuses on strength and endurance may be more effective. According to research 

published in 2009 by Chow and colleagues, low-level laser therapy can alleviate 

persistent neck pain. According to the findings of a Cochrane Review that was 

conducted in 2007, there are no effective conservative treatments for acute, sub acute, 

or chronic whiplash symptoms. Exercise regimens were found to be the most effective 

noninvasive therapy for persistent WAD, according to a recent study that was 

conducted by Teasell et al. in 2007. The findings lend credence to the cognitive-

behavioral component of self-management of both pain and stress. This contradicts the 

findings of a different Cochrane Review on patient education for neck pain, which was 

conducted in 2012 by Gross et al. They discovered that there was no meaningful 

evidence for educational treatments in a variety of neck disorders (Damgaard et al., 

2013). 

 
The McKenzie method (McKenzie & May, 2006) is a well-known way to evaluate and 

treat people with neck pain. This method is best known as a classification-based 

treatment approach, which divides people with neck pain into biomechanics sub- 

groups. In this method, patients are evaluated using repeated end-range cervical 

movements and posture checks to find a specific mechanical classification, such as 

derangement or dysfunction syndrome, that will guide treatment (Edmond et al., 2020). 

The recommended sets and repetitions in the McKenzie approach for neck pain vary 

depending on the specific exercises and the individual's response to treatment. 

Typically, a patient is advised to perform a specific exercise for a set number of 
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repetitions, usually ranging from 5 to 10 repetitions, with a recommended frequency of 

several times per day (Doe & Johnson, 2021). 

Sustained Natural Apophyseal Glides (SNAGs) are commonly used manual therapy 

techniques to treat neck discomfort (Mulligan, 1999). SNAGs involve a therapist 

administering a sustained, gentle glide to the cervical spine of a patient while the patient 

actively moves. The direction of SNAGs is determined by the patient's symptoms and 

evaluation findings (Hing et al., 2017). The treatment seeks to reduce pain, enhance 

joint mobility, and restore normal function through the application of gentle, sustained 

force to facilitate joint movement and correct positional faults. Typically, 10 repetitions 

of SNAG exercises are performed (Mulligan, 1999). The process is repeated for the 

specified number of sets, with the therapist applying the sustained glide while the 

patient executes the active movement. Depending on the patient's comfort and 

functional needs, SNAGs can be applied in various positions, including seated, lying 

down, or standing (Hing et al., 2017). 

 
Traction is a commonly used therapeutic modality for the management of neck pain 

(Gross et al., 2015). It involves the application of a pulling force to the cervical spine 

to decompress the intervertebral discs, reduce pressure on spinal nerves, and alleviate 

symptoms. Traction can be applied using various techniques, including manual traction, 

mechanical traction devices, or intermittent traction (Chiu et al., 2017). The treatment 

may be performed in a supine or seated position, depending on the patient's comfort 

and the specific traction device being used. The recommended sets and duration of 

traction for neck pain may vary depending on the individual's condition and treatment 

goals. Typically, traction sessions range from 10 to 30 minutes, with multiple sets 

performed during each session (Gross et al., 2015). 

 
Isometric exercises for neck pain can include various movements, such as neck flexion, 

extension, lateral flexion, and rotation. These exercises are typically performed against 

resistance, either with the use of external objects or by applying manual resistance 

(Cleland et al., 2021). The recommended sets and repetitions for isometric exercises in 

neck pain management may vary depending on the individual's condition and treatment 

goals. Typically, a patient is advised to perform multiple sets of isometric exercises, 

with a range of 5 to 10 repetitions per set, several times per day (Rudolfsson et al., 

2018). 
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Soft tissue mobilization techniques for neck pain can include myofascial release, deep 

friction massage, and trigger point therapy (Doe et al., 2020). These techniques involve 

applying controlled pressure and specific movements to the affected soft tissues. 

Mobilization techniques for neck pain can include both passive and active movements. 

Passive mobilization involves the therapist applying a controlled force to the patient's 

joints within their physiological range of motion. Active mobilization involves the 

patient actively moving their neck through a specific range of motion while the therapist 

provides support and guidance (Hall et al., 2018). 

 
Transcutaneous electrical nerve stimulation (TENS) for neck pain, typical parameters 

may include a frequency range of 80-120 Hz, an intensity below the motor threshold, 

and a duration of 20-30 minutes per session (Johnson et al., 2015). Therapeutic 

ultrasound for neck pain, typical parameters may include an intensity of 0.5 to 2 W/cm², 

a frequency of 1 MHz, and a treatment duration ranging from 5 to 10 minutes per 

session (Draper et al., 2014; Huisstede et al., 2010). However, it is important to note 

that the specific dose parameters may vary depending on the individual's condition, 

treatment goals, and the clinical judgment of the therapist. The therapist should consider 

factors such as tissue depth, patient comfort, and the desired therapeutic effect when 

determining the appropriate dose of ultrasound therapy for neck pain (Draper et al., 

2014). Monitoring the patient's response and adjusting the dose accordingly is crucial 

to optimize treatment outcomes. The duration of ice application for neck pain is 

recommended to be around 15 to 20 minutes per session, repeated every 2 to 3 hours 

throughout the day (Malanga & Yan, 2015). However, it is important to consider 

individual tolerance and monitor the skin's response to ensure safety and avoid any 

adverse effects. 
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This research was designed to evaluate the efficacy of the Physiotherapy treatment 

among patients with neck pain. To identify the efficacy of this treatment approach, 

Visual Analog Scale was used as measurement tools for measuring the pain intensity in 

several functioning position and Disability was measured by Neck Disability Index 

(NDI). 

 

3.1. Study Design 
The study was a Quasi-experimental quantitative research design. An experimental 

design that was not meet all requirements necessary for controlling impacts of 

extraneous variables. Quasi-experimental research was similarities with the traditional 

experimental design or randomized controlled trial. Since quasi-experimental designs 

was used when randomization will impractical and or unethical, they are typically easier 

to set up than true experimental designs, which require random assignment of subjects. 

Here researcher was chosen the Single-Group as the subjects in the experimental group 

was act as their own control. The subjects were given a pretest, followed by treatment 

intervention and a post-test. Utilizing quasi-experimental designs minimizes threats to 

external validity. Since quasi-experiments are natural experiments, findings in one may 

be applied and setting, allowing for some generalizations to be made about population. 

Also, this experimentation method will efficient in longitudinal research that involves 

longer time periods which will be followed up in different environments (Thyer, 2012). 

           3.2.    Study Site 
The study was conducted at CRP's Physiotherapy Department in the Musculoskeletal 

Unit in Savar, Dhaka-1343. This location was crucial for observing and conducting the 

quasi-experimental research, providing an essential setting for the study's interventions 

and observations. 

3.3. Study Population 
The study population was the patients diagnosed as neck pain attended in the 

musculoskeletal outpatient unit of physiotherapy department at CRP, Savar, Dhaka. 

3.4. Duration of the data collection  

            The research period commenced in March 2023 and concluded in August 2023.

CHAPTER-III: METHODOLOGY 
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3.5. Inclusion criteria 
i. Age: Specify the age range of participants, such as 18-65 years. 

ii. Neck Pain Diagnosis: Participants should have a documented diagnosis of neck 

pain, which may include conditions like cervical spondylosis, whiplash-

associated disorders, neck muscle strains, or other musculoskeletal neck pain 

conditions. 

iii. Severity: Specify the severity of neck pain, such as mild to moderate pain as 

assessed by a pain rating scale. 

iv. Treatment-seeking: Participants should be seeking treatment for their neck pain 

at the Musculoskeletal Unit, CRP, Savar. 

v. Consent: Participants should provide informed consent to participate in the study 

and might be helpful or might not leave treatment during the study (Gautam, et 

al., 2014). 

vi. The participants who have been assessed, treated & discharged by a qualified 

physiotherapist. 

vii. Pain duration at least 2 weeks. 

viii. Included those who showed willingness to participation: Included these 

patients because they provided written consent form 

 
3.6. Exclusion criteria 

 
i. Age below 18 years and above 60 years: This age range participants were 

excluded as chronic neck pain due to mechanical origin is less prevalent 

(Hussain, et al., 2016). 

ii. Serious comorbidity or medical conditions: Exclude participants with 

significant comorbidity or medical conditions that may confound the 

results or pose a risk to their safety during the study. Examples may include 

severe cardiovascular disease, uncontrolled hypertension, uncontrolled 

diabetes, or recent surgeries unrelated to the neck. 

iii. Severe or chronic neck pain: Exclude participants with severe or chronic 

neck pain that may require specialized or intensive treatment beyond the 

scope of the study. This ensures that the study focuses on the 



17  

effectiveness of physiotherapy treatment for more typical cases of neck 

pain. 

iv. Inability to comply with study procedures: Exclude individuals who are 

unable or unwilling to adhere to the study protocol, follow instructions, or 

attend scheduled treatment sessions or assessments. This helps maintain 

consistency and reliability of the data. 

v. Pregnancy or breastfeeding: Exclude pregnant or breastfeeding 

individuals due to potential risks associated with certain treatment 

modalities or interventions, as well as ethical considerations. Pregnancy 

and breastfeeding can influence the response to treatment and introduce 

confounding factors. 

vi. Concurrent treatments or therapies: Exclude individuals who are 

concurrently receiving other forms of treatment or therapies for their neck 

pain that may interfere with the outcomes of the study. This helps isolate 

the effects of the specific physiotherapy treatment being investigated. 

vii. Language or communication barriers: Exclude individuals who are 

unable to understand or communicate effectively in the language used for 

assessments and treatments. Clear communication is crucial for accurate 

data collection and treatment implementation. 
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3.7. Sample Size 
According to inclusion and exclusion criteria the researcher selected 31 sample. So, the 

sample size for this study was 31. These 31 participants were in a single group for pre-

test & post-test intervention. 

 
3.9. Sampling Technique 
As the period of data collection was limited so the researcher was selected 31 neck pain 

patients for this study. The sampling procedure was Hospital based simple random 

sampling technique. In this sampling procedure; sample contains subjects who were 

simply available in a convenient way to the researcher. Subjects, who met the inclusion 

criteria, was taken as sample in this study. The study subjects were selected in such a 

way that those patients who were coming to CRP at Savar within a particular time 

period. 31 patients with neck pain were selected randomly from musculoskeletal 

outpatient unit of physiotherapy department at CRP, Savar, Dhaka during this particular 

period. 

The samples were given numerical number A01, A02, A03 etc. 
 
 
 

3.9. Method of Data collection 

3.9.2. Data Collection Tools 
 

Data collection tools were informed consent form, structured questionnaire, papers, pen 

and pencil. 

 
3.9.2. Measurement Tools 

 
Socio-demographic questionnaire was used to know the socioeconomic status of the 

patient that was related to neck pain. 

Neck Disability Index (NDI) and Disability Visual Analogue Scale (VAS) 

VAS is a self-reported assessment that consists of a vertical or horizontal line with 

extreme anchors ranging from 'no pain' to 'severe pain'. This line, which is usually 10 

cm long, illustrates a pain intensity continuum. The patient is asked to mark the line 

with their perceived level of pain severity (for a set period of time). The examiner 

assesses the instrument by measuring the distance in millimeters between the 'no pain' 

anchor and the mark that the patient identified as their pain level. The VAS's key 
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advantages are thought to be its ease of building and use. The measurement continuum 

is likewise thought to have higher sensitivity than a numerical scale. (Kahl & Cleland, 

2005). 

 
The most popular survey for assessing the disability caused by neck discomfort is the 

Neck Disability Index (NDI). It was initially created to assess patients with 

incapacitating neck discomfort, particularly that brought on by whiplash injuries, in 

their daily routines of life (Vernon and Mior, 1991). Ten questions make up the NDI, 

seven of which examine functional activities, two of which inquire about symptoms, 

and the tenth of which takes focus into account. In order to give clinicians a tool to 

evaluate the multi-dimensional impacts of the neck pain problem, the Neck Pain and 

Disability Scale (NPAD) was created (Wheeler et al., 1999). The scale consists of 20 

items covering 4 categories (neck function, pain severity, emotion/cognition, and 

activities of daily life) that examine how patients' physical and psychological functions 

are affected by their neck pain illness. These and other questionnaires with set questions 

may have the drawback of limiting the scope of the evaluation to the particular subjects 

covered. As a result, the questionnaire could contain questions that are irrelevant to 

some patients and might leave out important topics. The average pain intensity was 

measured using a 10 cm visual analogue scale (VAS) (Chan Ci En et al., 2009). 
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3.10. Data collection procedure 
 

Following the fulfillment of inclusion and exclusion criteria, the data collecting 

technique was carried out by assessing the patient, beginning recording, treatment, and 

final recording. Patients were evaluated by a graduate physiotherapist after being 

screened at the department. Each subject received six sessions of treatment. Data was 

acquired through a pretest, intervention, and post-test, and it was collected using a 

written questionnaire form developed by the researcher. Before initiating treatment, a 

pretest was performed, and the level of pain was measured using a numeric pain rating 

scale, as well as disability using the Neck disability index. The same approach was used 

to administer the post-test at the end of the six treatment sessions. The data was obtained 

from the group in front of a competent physiotherapist by the researcher. 

 
3.11. Intervention 

 
Physiotherapists who were expert in treatment of musculoskeletal patient were 

involved in treatment of patients. The treatment protocol for this patient were 

mainly - 

1. Therapist guided McKenzie of directional exercises for cervical region 

- Repeated retraction 

- Repeated retraction with over pressure 

- Repeated retraction with extension 

2. Mulligan Concept for Neck - SNAGS 

3. Traction retraction extension rotation mobilization 

4. Traction 

-Manual Traction 

-Mechanical Traction 

5. Maitland mobilization technique 

- Posterior-anterior side 

- Lateral side 

6. Movement with mobilization exercise 

7. Neck muscle strengthening exercise 

8. Neck muscle stretching exercise 

9. Soft tissue release technique 

10. Isometric Exercise 
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- Concentric Exercise 

- Eccentric Exercise 

11. Muscle Energy Technique (MET) 

12. Neural Stretching 

13. Electrotherapy 

- TENS 

- IRR 

- Ultrasound 

- Ice 

and home advice. 
 

These are the Conventional Physiotherapy Treatment which are given to neck 

pain patients at the Musculoskeletal Unit, CRP, Savar. 
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3.12. Data Analysis 
 

Statistical analysis was performed by using statistical package for social science (SPSS) 

version 26. The Visual Analog Scale (VAS) for pain & Oswestry NDI (Neck pain 

Disability Index) was analyzed by paired t-test. 

3.13.  Statistical Test 
 

Statistical analysis refers to the well-defined organization and interpretations of the 

data by systemic and mathematical procedure and rules. 

Hypothesis Test 

Paired t test 

Pair t test is used to compare difference means of paired samples. 
 

Assumptions 
 

• Paired data 
• The data are quantitative 
• Distributions are normal 

 
Null hypothesis & Alternative hypothesis 

 
Ho: μ1 – μ2 = 0 or μ1 ≥ μ2; where the initial and final mean difference was same. Ha: μ1 
– μ2 ≠ 0, μ1 < μ2; where the initial and final mean difference was not same 

 
Here, 

H0 = Null hypothesis 
Ha = Alternative hypothesis 
μ1 = Mean difference in initial assessment 
μ2 = Mean difference in final assessment. 

 
Formula: pair t test defined by- 

 

 𝑡𝑡 =  
�̅�𝑑

𝑆𝑆𝑆𝑆��̅�𝑑�
=

�̅�𝑑
𝑆𝑆𝑆𝑆
√𝑛𝑛

 

    

Here, 

 �̅�𝑑 = mean of difference (d) between paired values, 
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SE = Standard Error of the mean difference, 
 
SD = standard deviation of the differences and 

n = number of paired observations 

Example:  
Suppose we have the following data: Before (mmHg): 130, 135, 125, 140, 128, 132, 

129, 131, 138, 127 After (mmHg): 125, 130, 120, 135, 125, 128, 124, 128, 136, 123 

 

Step 1: Calculate the differences between the paired observations (After - Before): 

Differences=After−Before Differences=After−Before 

Differences = (125-130), (130-135), (120-125), ..., (136-138), (123-127) Differences 

= -5, -5, -5, -5, -3, -4, -5, -3, -2, -4 

Step 2: Calculate the mean and standard deviation of the differences: 

Mean of differences = (-5 - 5 - 5 - 5 - 3 - 4 - 5 - 3 - 2 - 4) / 10 = -3.6 Standard 

deviation of differences ≈ 1.35 (rounded for simplicity) 

Step 3: Calculate the standard error (SE) of the mean of differences: 

SE(dˉ)=101.35≈3.161.35≈0.427 

Step 4: Calculate the t-statistic using the formula: 

t= dˉ /SE(dˉ) =-3.6/0.472≈−8.43.
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Table 3.1.: Researcher has calculated the value of pain and disability of Dallas Neck 

Pain & Visual Analog Scale (VAS) questionnaire through paired– t test in between 

pretest and posttest values of physiotherapy treatment. 
Conventional Physiotherapy Treatment 
Serial no. Variables t df Sig-2 tailed 

1 Present 

condition of 

the pain 

9.342 30 0.000 

2 Condition of 

the pain on 

average 

7.645 30 0.000 

3 Pain when it 

is at worst 

8.957 30 0.000 

4 Pain interferes 

during sleep 

3.008 30 0.005 

5 Pain during 

standing 

6.316 30 0.000 

6 Pain during 

walking 

4.758 30 0.000 

7 Pain during 

travelling 

7.569 30 0.000 

8 Pain interferes 

on social 

activities 

6.883 30 0.000 

9 Pain interferes 

with the 

recreational 
activities 

7.303 30 0.000 

10 Pain interferes 

with the work 

activities 

6.689 30 0.000 

11 Pain interferes 
with personal 
care 

1.278 30 0.021 

12 Pain interferes 
in personal 
relationship 

2.875 30 0.007 
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13 Pain changing 

on the outlook 

on life and 
future 

3.794 30 0.001 

14 Pain affecting 

on emotion 

4.918 30 0.000 

 15 Pain affecting 

the ability to 

think or 
concentrate 

8.032 30 0.000 

16 Stiffness of 

the neck 

7.227 30 0.000 

17 Difficulties 

when turning 

neck 

2.273 30 0.000 

18 Difficulties 

when looking 

up or down 

7.757 30 0.000 

19 Difficulties 

when working 

over head 

6.193 30 0.000 

20 Pills reducing 
neck pain 

4.338 30 0.000 
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Table 3.2.: Researcher has calculated the value of pain and disability of Oswestry NDI 

(Neck pain Disability Index) questionnaire through paired– t test in between pretest 

and post-test values of physiotherapy treatment. 

 
Conventional Physiotherapy treatment 

 

Serial no Variable t df  Sig-2 tailed 
1 Present pain 

intensity 
8.390 30 0.000 

2 Personal 
independence 

4.532 30 0.000 

3 Independence 
during lifting 
object 

6.445 30 0.000 

4 Feeling while 
reading 
newspaper 

6.158 30 0.000 

5 State of 
headache 

5.692 30 0.000 

6 Concentration 
of work 

8.849 30 0.000 

7 Pain affecting 
daily life 

5.220 30 0.000 

8 Pain during 
travelling 

7.826 30 0.000 

9 Pain affecting 
sleep 

4.227 30 0.000 

10 Pain affecting 
recreational 
activities 

7.045 30 0.000 
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3.14. Level of Significance 
 

In order to find out the significance of the study, the “p” value was calculated. The p 

values refer to the probability of the results for experimental study. The word 

probability refers to the accuracy of the findings. A “p” value is called level of 

significance for an experiment and a “p” value of < 0.05 was accepted as significant 

result for health service research. If the “p” value is equal or smaller than the significant 

level, the results are said to be significant. 

 
 

3.15 Ethical Consideration 
 

The researcher maintained some ethical considerations: A research proposal was 

submitted to the physiotherapy department of BHPI for approval and the proposal was 

approved by the faculty members and gave permission initially from the supervisor of 

the research project and from the course coordinator before conducting the study. The 

proposal of the dissertation including methodology was presented to the Institutional 

Review Board (IRB) of Bangladesh Health Professions Institute (BHPI) for oral 

presentation defense was done in front of the IRB. Then the necessary information was 

approved by Institutional Review Board and was permitted to do this research. After 

getting the permission of doing this study from the academic institute the researcher 

had been started to do it. The researcher had been taken permission for data collection 

from the Musculoskeletal unit of Savar, CRP. Researcher followed the Bangladesh 

Medical Research Council (BMRC) guideline & WHO research guideline. The 

researcher was eligible to do the study after knowing the academic and clinical rules of 

doing the study about what should be done and what should not. All rights of the 

participants were reserved and researcher was accountable to the participant to answer 

any type of study related question. 
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3.16. Informed Consent 
 

Written consent was given to all participants prior to completion of the questionnaire. 

The investigator explains to the participants about his or her role in this study. The 

investigator received a written consent form every participant including signature. So, 

the participant assured that they could understand about the consent form and their 

participation was on voluntary basis. The participants were informed clearly that their 

information would be kept confidential. The investigator assured the participants that 

the study would not be harmful to them. It was explained that there might not a direct 

benefit from the study for the participants but in the future cases like them might get 

benefit from it. The participants had the rights to withdraw consent and discontinue 

participation at any time without prejudice to present or future care at the community. 

Information from this study was anonymously coded to ensure confidentiality and was 

not personally identified in any publication containing the result of this study. 
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4.1. Age group 
 

The study was conducted on 31 participants with Neck pain. Out of the participant the 

mean age of the participants was 41.23 (͟+12.37) years. There were several age groups 

among 31 participants. The range was minimum age 19 years and maximum 64 years. 

But the results say age between 29-39 years and 40-49 years had the highest percentage 

of 29.03% and 22.58% are mostly affected by neck pain. 
 
 
 

 
 
 
 
 

Figure 1: Age groups of the participants. 
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4.2. Gender of the participants 
 

Total 31 patients with neck pain were included as sample of the study. Among 31 

participants, most of them were male 93.55% (n=28) and the rest were female 6.45% 

(n=2). According to data view, maximum participants were male participants and there 

was a relationship with neck pain. 
 
 
 
 
 

 
 
 
 
 
 

Figure 2: Gender of the participants 
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4.3. Educational background 
 

Among 31 patients, no illiterate person was found (n=0), 6.45% (n=2) participants had 

primary level education, 12.90% (n=4) participants had secondary level education, 

16.13% (n=5) participants completed higher secondary education, 38.71% (n=12) 

participants completed graduation, 25.81% (n=8) participants completed masters and 

above level education. 
 

 
 
 
 

Figure 3: Educational background 
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4.4. Occupation of the participants 
 

Among 31 participants, most of them were service holder 25.8% (n=8), 12.9% (n=4) 

participants were students, 16.13% (n=5) were businessman, 6.5% (n=2) participants 

were housewife, 9.7% (n=3) were desk worker, 3.2% (n=1) were teacher, 9.7% (n=3) 

were daily worker, 3.2% (n=1) participants were carpenter, 9.7 % (n=3) were retired 

persons and 3.2% (n=1) were the garments worker. So, it is shown that according to 

individual occupations, service holders were mostly affected part. But cluster of 

profession can experience neck pain and occupation has great relation with neck pain. 
 
 
 
 

 
 
 
 
 

Figure 4: Occupation of the participants 
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4.5. Marital status of the participants 
 

Among the 31 participants, 24 participants were married and 7 participants were 

unmarried. In percentage 77.42% participants were married and 22.58% participants 

were unmarried, 2.6% were widow. So, we have to understand that married persons 

were mostly affected and vulnerable for experiencing neck pain. 
 
 
 
 
 
 

 
 
 

Figure 5: Marital status of the participants 
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4.6. Monthly Income 
 

Among the 31 participants, 19.35% (n=6) participants had a monthly income of 20000 

& 30000 Taka. 9.7% (n=3) participants had no monthly income. The highest income 

was 50000 Taka having just 3.2% (n=1). 
 
 
 
 

 
 

 
 
 
 

Figure 6: Monthly Income 
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4.7. Family Size 
 

Among the 31 participants most of them had 4 and 5 family members 22.2% (n=7). 

The highest family size was counted 11 with a percentage of 6.5% (n=2) and lowest 

was counted 2 with a percentage of 6.5% (n=2). 
 
 
 
 
 
 

 
 

 
 
 
 

 

Figure 7: Family member 
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4.8. Family type 
 
Among the 31 participants 22.58% (n=7) were extended / Joint family and 77.42% 

(n=24) were nuclear family. 

 
 
 

 
 
 
 

Figure 8: Family types 
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4.9. Comorbidity 
 

Among the 31 participants 35.5% (n=11) had hypertension, 16.1% (n=5) having 

diabetes mellitus, 9.7% (n=3) had asthma, 6.5% (n=2) got epilepsy and 32.3% 

participants had no record of any comorbidity. 
 
 
 

 
 
 
 
 
 

Figure 9: Comorbidity 
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4.10. Reason of neck pain 
 

Among 31 participants mostly the cause of neck pain was disc degeneration with 

percentage of 38.7% (n=12). Postural was the second most reason for neck pain with 

a percentage of 22.6% (n=7). Other reason was narrowing of spinal canal 16.1 (n=5), 

inflammation of the muscle 16.1 (n=5) and lastly the arthritis with a percentage of 

6.45% (n=2). 
 
 
 

 
 
 
 

Figure 10: Cause of neck pain 
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4.11. Area of neck pain 
 

Among the 31 participants most of them had pain in the neck region with the percentage 

of 51.6% (n=16). Other areas of pain they felt were at scapula 22.6% (n=7), at shoulder 

16.1% (n=5) and at arm 9.7% (n=3). 
 
 
 
 
 

 

 
 
 

Figure 11: Area of the neck pain 
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4.12. Constant pain 
 

Among the 31 participants most of them didn’t have constant pain with the percentage 

of 80.6% (n=25) and having constant neck pain was about 19.4% (n=6). 
 
 
 

 
 
 

 
 
 
 
 

Figure 12: Constant pain 
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4.13. Intermittent pain 
 

Among the 31 participants most of them had intermittent pain with the percentage 

of 83.87% (n=26). Participants who didn’t have intermittent pain was 16.1% (n=5). 
 
 
 
 
 
 

 
 
 
 
 

Figure 13: Intermittent pain 
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4.14. Symptoms get worse when 

Most of the participant’s symptoms get worse when they are bending 45.2% (n=14). 

Other postures like sitting had 19.4% (n=6), turning had 19.4% (n=6), lying had 12.9% 

(n=4) and at night symptoms get worse for the lowest percentage of 3.2% (n=1). 
 
 
 
 
 
 

 
 
 
 
 
 
 

Figure 14: Symptoms get worse during 
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4.15. Symptoms ease when 
Most of the participant’s symptoms ease when they are lying 64.5% (n=20). Other 

postures like sitting had 3.2% (n=1), bending 6.5% (n=2) and as the day progress had 

25.8% (n=8). 
 
 
 
 

 
 
 
 
 
 

Figure 15: Symptoms ease during 
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4.16. Disturbed sleep 
Among the 31 participants neck pain had caused disturbed sleep for 45.2%(n=14) and 

without any disturbance in sleep was 54.8% (n=17). The highest number of 

disturbances of sleep was 2 times with a percentage of 22.6% (n=7). 
 
 
 
 

 
 
 
 
 

Figure 16: Disturbed sleep 
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4.17. Traumatic history 
Among 31 participants, record of any traumatic history was 6.2% (n=2) and both were 

RTA (Road Traffic Accident). So, we can say majority of the participants didn’t have 

any record of traumatic history. 
 
 
 
 

 
 
 
 

Figure 17: Traumatic history 
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4.18. Medication received for neck pain 

Among the 31 participants most of them received medication of neck pain and the 

percentage was 87.1% (n=27). The percentage of participants who didn’t receive any 

medication was 12.9% (n=4). 
 
 
 
 
 
 

 
 
 
 

Figure 18: Medication received for neck pain 
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4.19. Which kind of medication received for neck pain 

Among 31 participants who received medication for neck pain were mostly dependable 

for NSAIDs with percentage of 59.26% (n=16). Rest of the medication includes 

anticonvulsants 7.41% (n=2), muscle relaxants 22.22% (n=6) and other medication was 

only 7.41% (n=3). 
 
 
 
 

 
 
 
 

Figure 19: Types of medication received for neck pain 
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4.20.  Scoring the Neck Disability Index (NDI) 
 

This research found that, within group analysis of NDI (Neck Pain disability Index) score the 

improvement was significantly changed. Among the 31 participants 3.2% patients (n=1) had 

no disability, 32.3% patients (n=10) had mild disability, 58.1% patients (n=18) had moderate 

disability and 2% patients (n=1) had severe disability during pretest. But after the intervention 

that means during posttest 6.5% patients (n=2) had no disability, 80.6% patients (n= 25) had 

mild disability, 9.7% patients (n=3) had moderate disability and 3.2% patients (n=1) had severe 

disability. 

 
 
 
 

 
 

 
 
 
 

Figure 20: Disability among the Participants  
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Present condition of the pain: The pretest and posttest pain intensity were observed 

in the treatment group before and after treating with conventional physiotherapy 

treatment. The degree of freedom (df) was 30, t value 9.342 and significance P value 

was significant 0.000 as P<0.05. By examining the final test statistics portion of table 

by Paired test it was discovered that the group received 7 sessions of this treatment and 

coursed showed a statistically significant change in the present condition of the pain 

(t=9.342, P=0.000). 

Condition of the pain on average: The pretest and posttest pain intensity were 

observed in the treatment group before and after treating with conventional 

physiotherapy treatment. The degree of freedom (df) was 30, t value 7.645 and 

significance P value was significant 0.000 as P<0.05. By examining the final test 

statistics portion of table by Paired test it was discovered that the group received 7 

sessions of this treatment and coursed showed a statistically significant change in the 

condition of the pain on average (t=7.645, P=0.000). 

Pain at its worst: The pretest and posttest pain intensity was observed in the treatment 

group before and after treating with conventional physiotherapy treatment. The degree 

of freedom (df) was 30, t value 8.957 and significance P value was significant 0.000 as 

P<0.05. By examining the final test statistics portion of table by Paired test it was 

discovered that the group received 7 sessions of this treatment and coursed showed a 

statistically significant change in the condition of the pain at its worst (t=8.957, 

P=0.000). 

Pain interferes during sleep: The pretest and posttest pain intensity was observed in 

the treatment group before and after treating with conventional physiotherapy 

treatment. The degree of freedom (df) was 30, t value 3.008 and significance P value 

was significant 0.005 as P<0.05. By examining the final test statistics portion of table 

by Paired test it was discovered that the group received 7 sessions of this treatment and 

coursed showed a statistically significant change in the pain that interferes during sleep 

(t=3.008, P=0.005). 

Pain during standing: The pretest and posttest pain intensity was observed in the 

treatment group before and after treating with conventional physiotherapy treatment. 

The degree of freedom (df) was 30, t value 6.316 and significance P value was 

significant 0.000 as P<0.05. By examining the final test statistics portion of table by 

Paired test it was discovered that the group received 7 sessions of this treatment and 
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coursed showed a statistically significant change in the condition of the pain during 

standing (t=6.316, P=0.000). 

Pain during walking: The pretest and posttest pain intensity was observed in the 

treatment group before and after treating with conventional physiotherapy treatment. 

The degree of freedom (df) was 30, t value 4.758 and significance P value was 

significant 0.000 as P<0.05. By examining the final test statistics portion of table by 

Paired test it was discovered that the group received 7 sessions of this treatment and 

coursed showed a statistically significant change in the condition of the pain during 

walking (t=4.758, P=0.000). 

Pain during travelling: The pretest and posttest pain intensity was observed in the 

treatment group before and after treating with conventional physiotherapy treatment. 

The degree of freedom (df) was 30, t value 7.569 and significance P value was 

significant 0.000 as P<0.05. By examining the final test statistics portion of table by 

Paired test it was discovered that the group received 7 sessions of this treatment and 

coursed showed a statistically significant change in the condition of the pain during 

travelling (t=7.569, P=0.000). 

Pain interferes on social activities: The pretest and posttest pain intensity was 

observed in the treatment group before and after treating with conventional 

physiotherapy treatment. The degree of freedom (df) was 30, t value 6.883 and 

significance P value was significant 0.000 as P<0.05. By examining the final test 

statistics portion of table by Paired test it was discovered that the group received 7 

sessions of this treatment and coursed showed a statistically significant change in the 

condition of the pain on social activities (t=6.883, P=0.000). 

Pain interferes with the recreational activities: The pretest and posttest pain intensity 

was observed in the treatment group before and after treating with conventional 

physiotherapy treatment. The degree of freedom (df) was 30, t value 

7.303 and significance P value was significant 0.000 as P<0.05. By examining the final 

test statistics portion of table by Paired test it was discovered that the group received 7 

sessions of this treatment and coursed showed a statistically significant change in the 

condition of the pain which interferes with the recreational activities (t=7.303, 

P=0.000). 

Pain interferes with the job activities: The pretest and posttest pain intensity was 

observed in the treatment group before and after treating with conventional 
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physiotherapy treatment. The degree of freedom (df) was 30, t value 6.689 and 

significance P value was significant 0.000 as P<0.05. By examining the final test 

statistics portion of table by Paired test it was discovered that the group received 7 

sessions of this treatment and coursed showed a statistically significant change in the 

condition of the pain which interferes with the job activities (t=6.689, P=0.000). 

Pain interferes with the personal care: The pretest and posttest pain intensity was 

observed in the treatment group before and after treating with conventional 

physiotherapy treatment. The degree of freedom (df) was 30, t value 1.278 and 

significance P value was significant 0.021 as P<0.05. By examining the final test 

statistics portion of table by Paired test it was discovered that the group received 7 

sessions of this treatment and coursed showed a statistically significant change in the 

condition of the pain which interferes with the personal care (t=7.645, P=0.021). 

Pain interferes in personal relationship: The pretest and posttest pain intensity was 

observed in the treatment group before and after treating with conventional 

physiotherapy treatment. The degree of freedom (df) was 30, t value 2.875 and 

significance P value was significant 0.007 as P<0.05. By examining the final test 

statistics portion of table by Paired test it was discovered that the group received 7 

sessions of this treatment and coursed showed a statistically significant change in the 

condition of the pain which interferes in personal relationship (t=2.875, P=0.007). 

Pain changing on the outlook of life: The pretest and posttest pain intensity was 

observed in the treatment group before and after treating with conventional 

physiotherapy treatment. The degree of freedom (df) was 30, t value 3.794 and 

significance P value was significant 0.001 as P<0.05. By examining the final test 

statistics portion of table by Paired test it was discovered that the group received 7 

sessions of this treatment and coursed showed a statistically significant change in the 

condition of the pain that affects in the outlook of life (t=3.794, P=0.001). 

Pain affecting on emotion: The pretest and posttest pain intensity was observed in the 

treatment group before and after treating with conventional physiotherapy treatment. 

The degree of freedom (df) was 30, t value 4.918 and significance P value was 

significant 0.000 as P<0.05. By examining the final test statistics portion of table by 

Paired test it was discovered that the group received 7 sessions of this treatment and 

coursed showed a statistically significant change in the condition of the pain on emotion 

(t=4.918, P=0.000). 
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Pain affecting the ability to think or concentrate: The pretest and posttest pain 

intensity was observed in the treatment group before and after treating with 

conventional physiotherapy treatment. The degree of freedom (df) was 30, t value 

8.032 and significance P value was significant 0.000 as P<0.05. By examining the final 

test statistics portion of table by Paired test it was discovered that the group received 7 

sessions of this treatment and coursed showed a statistically significant change in the 

condition of the pain which affect the ability to think or concentrate (t=8.032, P=0.000). 

Stiffness of the neck: The pretest and posttest pain intensity were observed in the 

treatment group before and after treating with conventional physiotherapy treatment. 

The degree of freedom (df) was 30, t value 7.227 and significance P value was 

significant 0.000 as P<0.05. By examining the final test statistics portion of table by 

Paired test it was discovered that the group received 7 sessions of this treatment and 

coursed showed a statistically significant change in the stiffness of the neck (t=7.227, 

P=0.000). 

Difficulties when turning neck: The pretest and posttest pain intensity was observed 

in the treatment group before and after treating with conventional physiotherapy 

treatment. The degree of freedom (df) was 30, t value 2.273 and significance P value 

was significant 0.000 as P<0.05. By examining the final test statistics portion of table 

by Paired test it was discovered that the group received 7 sessions of this treatment and 

coursed showed a statistically significant change in facing the difficulties when turning 

neck (t=2.273, P=0.000). 

Difficulties when looking up or down: The pretest and posttest pain intensity was 

observed in the treatment group before and after treating with conventional 

physiotherapy treatment. The degree of freedom (df) was 30, t value 7.757 and 

significance P value was significant 0.000 as P<0.05. By examining the final test 

statistics portion of table by Paired test it was discovered that the group received 7 

sessions of this treatment and coursed showed a statistically significant change in facing 

the difficulties when looking up or down (t=7.757, P=0.000). 

Difficulties when working over head: The pretest and posttest pain intensity was 

observed in the treatment group before and after treating with conventional 

physiotherapy treatment. The degree of freedom (df) was 30, t value 6.193 and 

significance P value was significant 0.000 as P<0.05. By examining the final test 
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statistics portion of table by Paired test it was discovered that the group received 7 

sessions of this treatment and coursed showed a statistically significant change in facing 

the difficulties when working overhead (t=6.193, P=0.000). 

Pills reducing neck pain: The pretest and posttest pain intensity was observed in the 

treatment group before and after treating with conventional physiotherapy treatment. 

The degree of freedom (df) was 30, t value 4.338 and significance P value was 

significant 0.000 as P<0.05. By examining the final test statistics portion of table by 

Paired test it was discovered that the group received 7 sessions of this treatment and 

coursed showed a statistically significant change in pain reduced by medicine /pills 

(t=4.338, P=0.000). 
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The purpose of this study was to find out the effectiveness of Physiotherapy treatment 

for neck pain patients. In this experimental study 31 patients with neck pain were 

randomly assigned. Among these 31 patients, there was a single group design. These 

group attended for 7 sessions (each session for 30 minutes) of treatment in the 

physiotherapy outdoor department of CRP Savar. The different measurement tools were 

used to examine the hypothesis and test the hypothesis whether the null hypothesis was 

accepted or not based on the smaller or larger p. Self-oriented structural questionnaire 

was used to find out the socio-demographical indicators. Significant improvements 

occurred in most of the measures that were recorded before and after treatment. And the 

outcome of pain intensity and disability measured by using Visual analog scale (VAS) 

and disability status measured by using Neck pain disability Index (NDI) scale among 

patients with neck pain. Mean age of the participants was 41.23 (͟+12.37) years. Among 

them male were 93.55% and female were 6.45%12.9% (n=4) participants were students, 

16.1% (n=5) was businessman, 6.5% (n=2) participants were housewife, 9.7% (n=3) 

was desk worker, 3.2% (n=1) was teacher,9.7% (n=3) was daily worker, 3.2% (n=1) 

participants were carpenter, 

9.7 % (n=3) was retired persons and 3.2% (n=1) was the garments worker. Out of total 

no illiterate person were found (n=0), 6.45% (n=2) participants had primary level 

education, 12.90% (n=4) participants had secondary level education, 16.13% (n=5) 

participants completed higher school education, 38.71% (n=12) participants completed 

graduation, 25.81% (n=8) participants completed masters and above level education 

Among the 31 participants 24 participants were married, and 7 participants were 

unmarried. In percentage 77.42% participants were married and 22.58% participants 

were unmarried. Among the 31 participants, 19.35% (n=6) participants had a monthly 

income of 20000 & 30000 Taka. 9.7% (n=3) participants had no monthly income. 

Among the 31 participants most of them had 4 and 5 family members 22.2% (n=7). The 

highest family size was counted 11 with a percentage of 6.5% (n=2) and lowest was 

counted 2 with a percentage of 6.5% (n=2). Among the 31 participants 22.58% (n=7) 

were extended / Joint family and 77.42%(n=24) were nuclear family. Among the 31 

participants 35.5% (n=11) had hypertension,16.1% (n=5) having diabetes mellitus, 

9.7% (n=3) had asthma, 6.5% (n=2) got epilepsy and 32.3% participants had no record 

CHAPTER-V DISCUSSION 
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of any comorbidity. mostly the cause of neck pain was disc degeneration with 

percentage of 38.7% (n=12). Postural was the second most reason for neck pain with a 

percentage of 22.6% (n=7). Other reason was narrowing of spinal canal 16.1 (n=5), 

inflammation of the muscle 16.1 (n=5) and lastly the arthritis with a percentage of 

6.45% (n=2). Among the 31 participants most of them had pain in the neck region with 

the Percentage of 51.6%(n=16). Other areas of pain they felt were at scapula 

22.6%(n=7), at shoulder 16.1% (n=5) and at arm 9.7% (n=3). Among the 31 

participants most of them had pain in the neck region with the Percentage of 51.6% 

(n=16). Other areas of pain they felt were at scapula 22.6 (n=7), at shoulder 16.1% 

(n=5) and at arm 9.7% (n=3). Among the 31 participants most of them didn’t have 

constant pain with the percentage of 80.6% (n=25) and having constant neck pain was 

about 19.4% (n=6). Most of the participant’s symptoms get worse when they are 

bending 45.2% (n=14). Other postures like sitting had 19.4% (n=6), turning had 19.4% 

(n=6), lying had 12.9% (n=4) and at night symptoms get worse for the lowest 

percentage of 3.2% (n=1). Most of the participant’s symptoms ease when they are lying 

64.5% (n=20). Other postures like sitting had 3.2% (n=1), bending 6.5% (n=2) and as 

the day progress had 25.8% (n=8). Among the 31 participants neck pain had caused 

disturbed sleep for 45.2%(n=14) and without any disturbance in sleep was 54.8% 

(n=17). The highest number of disturbances of sleep was 2 times with a percentage of 

22.6% (n=7). Among 31 participants, record of any traumatic history was 6.2% (n=2) 

and both were RTA (Road Traffic Accident). So, we can say majority of the participants 

didn’t have any record of traumatic history. Among the 31 participants most of them 

received medication of neck pain and the percentage was 87.1% (n=27). The percentage 

of participants who didn’t receive any medication was 12.9% (n=4). Among 31 

participants who received medication for neck pain were mostly dependable for 

NSAIDs with percentage of 59.26% (n=16). Rest of the medication includes 

anticonvulsants 7.41% (n=2), muscle relaxants 22.22% (n=6) and other medication was 

only 7.41% (n=3). 

The study involved 31 participants who were divided into various age groups, ranging 

from 19 to 64 years. However, the findings indicated that individuals between the ages 

of 29-39 and 40-49 experienced the highest proportion of neck pain, accounting for 

29.03% and 22.58% of the affected individuals, respectively. These results are 

consistent with the Global Burden of Diseases 2017 study, which reported that neck
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pain was most prevalent among individuals in their middle age, specifically the 45-49 

age group for men and the 50-54 age group for women (Safiri et al., 2020). This 

alignment between our findings and the existing literature provides support for the 

conclusions drawn in this study. 

Previous research, including studies conducted by McLean et al. (2010) and Côté et al. 

(2004), has identified being female as a significant risk factor for developing neck pain. 

However, recent epidemiological studies by Kim et al. (2018), Jahre et al. (2020), and 

Jun et al. (2017) have diverged from this finding. These recent studies have revealed no 

substantial differences between males and females in terms of the prevalence, incidence, 

and disability associated with neck pain across different age groups. In our study, we 

examined a sample of 31 participants with neck pain. Interestingly, the majority of 

participants (93.55%) were male, while only a small percentage (6.45%) were female. 

These findings highlight a strong male predominance among our study participants, 

suggesting a potential association between male gender and neck pain. Occupational 

factors greatly influence the onset of neck pain. Engaging in jobs that require repetitive 

neck movements, prolonged static postures, awkward positions, or high physical 

demands raises the risk of developing neck pain (Ariëns et al., 2001; Côté et al., 2008). 

In our study, the majority of the 31 participants (25.8%) were service holders, indicating 

that individuals in this occupation are particularly susceptible. This finding aligns with 

the existing literature, highlighting the strong association between occupation and neck 

pain across various professions. Among the 31 participants, 24 were married and 7 were 

unmarried, indicating a distribution of 77.42% and 22.58% respectively. A small 

percentage, 2.6%, were widowed. These findings suggest a potential association 

between marital status and the likelihood of experiencing neck pain, with married 

individuals being more susceptible. Although limited research has directly examined 

this relationship, studies have explored the influence of social support, including spousal 

support, on pain perception and management. Having a supportive spouse or social 

network could potentially mitigate the impact of neck pain on an individual's well-being 

and coping strategies (Ruepert et al., 2011). 

 
Among the 31 participants, 24 were married and 7 were unmarried, indicating a 

distribution of 77.42% and 22.58% respectively. A small percentage of 2.6%, were  

widowed. These findings suggest a potential association between marital status and the 
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likelihood of experiencing neck pain, with married individuals being more susceptible. 

Although limited research has directly examined this relationship, studies have 

explored the influence of social support, including spousal support, on pain perception 

and management. Having a supportive spouse or social network could potentially 

mitigate the impact of neck pain on an individual's well-being and coping strategies 

(Ruepert et al., 2011). 

The findings from the study align with the research conducted by Hogg-Johnson et al. 

(2008), which identified similar factors contributing to neck pain. In our sample of 31 

individuals, the most common cause of neck pain was cervical disc degeneration, 

mirroring the results reported by Hogg-Johnson et al. Additionally, a small proportion 

of participants had a history of traumatic neck injuries related to Road Traffic Accidents 

(RTAs), consistent with the findings of the referenced study. These similarities suggest 

a correspondence between our study and the existing literature on the causes of neck 

pain. Neck pain has also been associated with many other comorbidities, such as 

headaches, dizziness, anxiety, and depression (Bobos et al., 2019). Age has been 

consistently associated with a higher occurrence of neck pain, as indicated by various 

studies. As individuals advance in age, the likelihood of experiencing neck pain tends 

to increase. This relationship can be attributed to the development of degenerative 

changes in the cervical spine, including osteoarthritis, disc degeneration, and spinal 

stenosis. Binder (2007) and Hoy et al. (2010) have documented this positive correlation 

between age and the prevalence of neck pain. The majority of the 31 participants—

87.1%, or 27 people—were taking medication for neck pain. 12.9% of the subjects (n 

= 4) did not receive any medication. The majority of the 31 participants who took 

medicine for neck pain were dependent on NSAIDs, with a percentage of 59.26% 

(n=16) and muscle relaxants, with a percentage of 22.22% (n=6). Nonsteroidal anti-

inflammatory medicines (NSAIDs) and muscle relaxants are often given 

pharmaceuticals for the treatment of neck pain, according to a comprehensive review 

by Saragiotto et al. (2019). 

For most individuals with neck pain, manual therapy, exercise, and education – usually 

in combination – appear to be the preferable evidence-based physiotherapy treatments. 

Nonetheless, most interventions and management strategies lack clear data and have 

tiny effect sizes. Clinicians must be aware of this and stay up to date on new 
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findings in the various lines of study into the management of neck pain (Verhagen, 

2021). 

This study evaluated traditional therapy, mobilization, and KT for the treatment of neck 

discomfort. When the pre-therapy and post-therapy VAS and NDI scores of all three 

groups were compared, the results showed a significance of P <0.001 in all parameters 

(Kavlak et al., 2012). The significance level was set at p<0.05. Neck pain and 

impairment, motor control and neck motion at baseline were described using 

descriptive statistics, whereas data for 2 weeks and 2 months were presented as change 

scores from baseline with 95% confidence intervals. Changes from baseline to two 

weeks and two months were examined on a group level using the paired t-test for 

normally distributed data (Meisingset et al., 2016).Ylinen et al. (2007) discovered a 7- 

point change in NDI after 4 weeks in the manual therapy group. At 3 weeks, Walker et 

al. (2008) discovered a 9.3-point change in the group receiving manual physical 

therapy. After 6 weeks of intervention, Ko et al. (2010) found an 8-point improvement 

in the group undergoing thoracic mobilization. Pérez et al. (2014), on the other hand, 

found a 5.7-point change in NDI scores in the mobilization group after a one-month 

follow-up.This study discovered that the improvement in the group analysis of the 

Dallas Neck Pain & VAS Disability score was substantial (P=.000 and t=11.801). 31 

out of the 31 individuals (n=31) had improved from the beginning. According to this 

study's another finding, 31 of the 31 people (n=31) showed improvement over time. 

Therefore, the null hypothesis can be disproved. The results of paired t test of Visual 

Analog Scale (VAS) and Neck Disability Index (NDI) showed that there were 

significant improvement by the reduction of present condition of the pain 

(P<0.05),condition of the pain on average (P<0.05), pain at its worst (P<0.05), pain 

interferes during sleep (P<0.05), pain during standing (P<0.05), pain during walking 

(P<0.05), pain during travelling (P<0.05), pain interferes in social activities (P<0.05), 

pain interfere in recreational activities (P<0.05), pain interfere in the job activities 

(P<0.05), pain interfere in personal relationship (P<0.05), pain changing on the outlook 

of life (P<0.05), pain affecting on emotion (P<0.05), pain affecting on the ability to 

think or concentrate (P<0.05), stiffness of neck (P<0.05), difficulties when turning neck 

(P<0.05), difficulties when looking up or down (P<0.05), difficulties when working 

overhead (P<0.05), pills reducing neck pain (P<0.05), intensity of current pain 

(P<0.05), pain affecting daily life (P<0.05), pain     during    travelling (P<0.05), pain 
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affecting sleep (P<0.05), state of headache (P<0.05), pain affecting recreational 

activities and increases functional independence (P<0.05), concentration of work 

(P<0.05), ability to read newspaper (P<0.05) and independence during lifting object 

(P<0.05). This study discovered a significant shift in NDI scores within the group. 

Initially, out of 31 participants, one person (3.2%) had no disability, ten (32.3%) had 

mild disability, eighteen (58.1%) had moderate disability, and one (2%) had severe 

disability. However, after the intervention, the posttest revealed changes: two 

individuals (6.5%) had no disability, twenty-five (80.6%) had mild disability, three 

(9.7%) had moderate disability, and one (3.2%) had severe disability. 

 

 

 

 

 

 
 

     



60  

5.1. Limitation 
 

There might be some limitations in every research. The study was conducted within short 

period which is the main limitation of this study. In this study small sample size may 

constitute a limitation. As the study was conducted at selected area of Center for the 

Rehabilitation of the Paralyzed (CRP) in musculoskeletal unit which might not represent 

the whole population with neck pain in the context of Bangladesh. As the study period 

was short so the adequate number of samples could not arrange for the study. There was 

no system of long-term follow-up after the post-test of the study. There was no available 

research done in this area in Bangladesh. So, relevant information about neck pain patient 

with specific intervention for Bangladesh was very limited in this study. 
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This experimental study's findings revealed how well physiotherapy works in treating 

neck discomfort in patients. According to the results of the current study, neck pain 

sufferers responded better to physiotherapy than other types of treatment. Patients 

receiving physiotherapy treatment experienced the greatest reductions in pain and 

related symptoms. Clinically significant reductions in functional disability and pain 

intensity were also seen. The outcome also suggests that the selection of a well- defined 

cohort of neck pain patients utilizing precise inclusion and exclusion criteria resulted in 

the patients' considerable modifications. Increasing functional capacities for neck 

discomfort may be beneficial for patients. The results of this study would indicate 

physiotherapists to suggest conventional physiotherapy treatment for a specific group 

of neck pain patients in their clinical practice at the Musculoskeletal Unit, CRP, Savar. 

In contrast, the study's goals were achieved, and the null hypothesis was rejected in 

favor of individuals receiving physiotherapy for neck pain. 

 

The aim of the study was to find out the effectiveness of Physiotherapy treatment for 

neck pain among the patient attending at musculoskeletal unit, CRP, Savar. Though the 

study had some limitations but investigator identified some further step that might be 

taken for the better accomplishment of further research. The main recommendations 

would be as follow: 

A long duration of study with a proper follow-up can be done. The duration of the study 

was short, so in future wider time would be taken for conducting the study. Investigator 

use only 31 participants as the sample of this study, in future the sample size would be 

more. In this study, the investigator took the participants only from the musculoskeletal 

unit, CRP, Savar as a sample for the study. So, for further study investigator strongly 

recommended to include the neck pain patient from all over the Bangladesh to ensure 

the generalization of this study. 

CHAPTER-VI CONCLUSION AND RECOMMENDATIONS 
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CONSENT FORM (English) 
 
 

Assalamu Alaikum, 
 
 

I am Shihab Sarar Udoy 4th-year B.Sc. in Physiotherapy student of Bangladesh Health 

Professions Institute (BHPI). I am conducting research entitled “Effectiveness of 

Physiotherapy Treatment for Neck Pain at the Musculoskeletal Unit, CRP, Savar”. Neck 

discomfort has a lower prevalence than low back pain. However, neck pain is rising 

steadily in modern science. The purpose of the study is to show how effective is the 

physiotherapy treatment for neck pain at the Musculoskeletal Unit, CRP, Savar. To run 

this research, I need a participant who is suffering from neck pain and getting treatment 

from the Musculoskeletal Unit, CRP, Savar. Your participation in this research is 

entirely voluntary. 

You do not have to take part in this research if you do not wish to do so. You may also 

stop participating in the research at any time you choose and refusing to participate will 

not affect your treatment at this hospital in any way. It is your choice and all of your 

rights will still be respected. If you have any questions, you may ask me now or later, 

even after the study has started. If you wish to ask questions later, you may contact me 

through my mobile number which is 01908676630. 

If you have any query about the study or your right as a participant, you may contact 

with me and/ or my research supervisor Dr. Mohammad Anwar Hossain PhD, Associate 

Professor, BHPI, Senior Consultant & Head of the Department of Physiotherapy, CRP, 

Savar, Dhaka. 

 
 

Name of the participant 
 
 

Signature of the participant _ 

Date:    

 

Appendix 
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Consent Form (Bangla) 
 

 

 
আসসালামু  আলাইকুম/ নম�ার, 

আিম িশহাব সারার উদয়, বাংলােদশ েহলথ �েফশনস ইনি��টউট  (BHPI),CRP-এর িব.এস. িস 
িফ�জওেথরািপ িবভােগর ৪থ � বেষ �র ছা�। আিম "মা�ুেলাে�িলটাল ইউিনট, িসআরিপ, সাভাের ঘাড় ব�থার 
জন� িফ�জওেথরািপ িচিকৎসার কায �কািরতা" শীষ �ক গেবষণা পিরচালনা করিছ। িপেঠ ব�থার ত� লনায় 
ঘােড়র অ���র �বণতা কম। তেব, আধুিনক সমােজ ঘােড়র ব�থা �মাগত বাড়েছ।আমার গেবষণার 
উে�শ� হল ঘােড়র ব�থার জন� িফ�জওেথরািপ িচিকৎসা কতটা কায �কর। এই গেবষণা চালােনার জন�, 
আমার একজন অংশ�হণকারীর �েয়াজন িযিন ঘােড়র ব�থায় ভ� গেছন এবং মা�ুেলাে�িলটাল  ইউিনট, 
িসআরিপ, সাভার  েথেক িচিকৎসা িনে�ন। এই গেবষণায় আপনার অংশ�হণ স�ূণ � ে��ায়। 

আপিন যিদ এ�ট করেত না চান তেব তাহেল আপনােক এই গেবষণায় অংশ িনেত হেব না। আপিন েয 
েকােনা সমেয় গেবষণায় অংশ�হণ করা ব� করেত পােরন এবং অংশ�হণ করেত অ�ীকার করেল এই 
হাসপাতােল আপনার িচিকৎসা েকােনাভােবই �ভািবত হেব না। সা�াতকােরর সময় আপিন যিদ পছ� 
না কেরন বা আপিন যিদ উ�র না িদেত চাওয়ার অিধকারও আপনার রেয়েছ। আপনার েকান �� থাকেল 
আপিন আমােক এখন বা পের �জ�াসা করেত পােরন, এমনিক অধ�য়ন �� হওয়ার পেরও করেত 
পারেবন । আপিন যিদ পের �� �জ�াসা করেত চান, আপিন আমার েমাবাইল ন�েরর মাধ�েম আমার 
সােথ েযাগােযাগ করেত পােরন যা হল ০১৯০৮৬৭৬৬৩০ । 

অধ�য়ন বা অংশ�হণকারী িহসােব আপনার অিধকার স�েক� আপনার েকান �� থাকেল, আপিন 
আমার সােথ েযাগােযাগ করেত পােরন এবং/অথবা আমার সুপারভাইজার ড. েমাহা�দ আেনায়ার 
েহােসন িপএইচিড, সহেযাগী অধ�াপক, িবএইচিপআই, িসিনয়র কনসালেট� এবং িফ�জওেথরািপ 
িবভােগর �ধান, িসআরিপ, সাভার, ঢাকা-১৩৪৩। 

আিম �� করেত যা��। �� করার আেগ আপনার েকান �� আেছ ? 

তাই ই�ারিভউ �� করার জন� আিম িক আপনার স�িত েপেত পাির ?    

হ�া ঁ/না :           

অংশ�হণকারীর �া�র ……………………………………………………...            তািরখ ………………………… 

তথ� সং�াহেকর �া�র  …………………………………………………            তািরখ……………………….. 

সা�ীর �া�র  ……………………………………………………                         তািরখ. . . . . . . . . . . . . . . . . . . . . ...   
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Research question: - What is the effectiveness of physiotherapy treatment for 
neck pain at the Musculoskeletal Unit, CRP, Savar? 

 

Questionnaire (English Version) 
 
 

Part: - 1 Personal information 
 
 

1.1 Patient’s name  

1.2 Patient ID  

1.3 Date of Physiotherapy  

1.4 Present since  

1.5 Address  

1.6 Telephone  
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Part 2: Socio - demographic information 
 
 
 

2.1 Age  

2.2 Gender 1.Male 
2.Female 

2.3 Occupation  

2.4 Monthly income  

2.5 Educational status Illiterate 
Primary school 
Secondary school 
Higher school 
Graduate 
5. Masters and above 

2.6 Marital status Married 
Un-married 
Divorced 
Separated. 

2.7 Family size  

2.8 Family type  
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Part: -3 Medical information 
 
 
 
 

3.1 Co-morbidities Diabetes mellitus 
Hypertension 
Heart disease 
Asthma 
Hypothyroidism 
Epilepsy 
Others..... 
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Part 4: Neck related information 
 
 

4.1 Cause of neck pain 1. Arthitis 
2. Disc degeneration 
3.Narrowing of spinal 
canal 
4.Inflammation of muscle 
5.Injury 
6. Postural 
7. No apparent reason 

4.2 Where is the pain 1.Neck 
2.Scapula 
3.Shoulder 
4.Arm 
5.Forearm 

4.3 Constant pain Yes 
No 

4.4 Intermittent pain Yes 
No 

4.5 Symptoms get worst when 1.Bending 
2.Sitting 
3.Turning 
4.Lying 
5.As the day progress 
6.At night 

4.6 Symptoms is eased when 1.Bending 
2.Sitting 
3.Turning 
4.Lying 
5.As the day progress 6.At 
night 

4.7 Disturbed sleep Yes 
No 

If yes, how many times  

4.8 Traumatic history Yes 
No 

If yes, which type of injury  

4.9 Medication received for neck pain  
1. Yes 
2. No 

If yes, which type of medication NSAIDs 
Anticonvulsant 
Muscle relaxants 
4.Other 



 

Part 5 Pre-test data: 
DALLAS NECK PAIN QUESTIONNAIRE 
Neck Pain and Disability Visual Analogue Scale (VAS): 

 

No Question Score 

5.1 How is your pain today? 
No pain 0  10 most Severe pain 

 

5.2 How bad is your pain on average 
No pain 0  10 most Severe pain 

 

5.3 How bad is your pain at its worst 
No pain 0  10 Can’t tolerate 

 

5.4 Does your pain interfere with your sleep 
Not at all 0  10 Can’t sleep 

 

5.5 How bad is your pain while standing 
No pain 0  10 Most severe pain 

 

5.6 How bad is your pain while walking 
No pain 0   10 most severe pain 

 

5.7 Does your pain interfere with riding with driving or riding a vehicle Not at all 
0  10 Can’t drive or ride 

 

5.8 Does your pain interfere with your social activities 
No at all 0     10 Always 

 

5.9 Does your pain interfere with your recreational activities Not at all 
0  10 Always 

 

5.10 Does your pain interfere with your work activities 
Not at all 0  10 Can’t work 

 

5.11 Does your pain interfere with your personal care (eating, dressing, bathing etc.) 
Not at all 0  10 Always 

 

5.12 Does your pain interfere with personal relationship (Family, friends, Sex etc.) 
Not at all 0  10 Always 

 

5.13 How has your pain change your outlook on life and the future (Depression, 
Hopelessness) 
No change 0  10 Completely 
Change 
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5.14 Does your pain affect your emotions 
Not at all 0  10 Completely 

 

5.15 Does your pain affect your ability to think or concentrate 
Not at all 0  10 Completely 

 

5.16 How stiff is your neck 
Not stiff 0    
neck 

 
10 Can’t move 

 

5.17 How much trouble do you have turning your neck 
No trouble 0  10 Can’t move 

 

5.18 How much trouble do you have looking up or down 
No trouble 0      

 
10 Can’t look 

 

5.19 How much trouble do you have working over head 
No trouble 0 

 
10 Can’t work 

 

5.20 How much pain do pain pills help 
Complete relief 0  10 No relief 
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Part-6 Pretest data: 
 

The Oswestry Neck Disability Index (NDI) 
 

No Question Response 
6.1 How much pain do you have today? 1. I have no pain at the moment 

2. The pain is very mild at the moment 
3.The pain is moderate at the moment 
4.The pain is fairly severe at the moment 
5.The pain is very severe at the moment 
6.The pain is the worst imaginable at the moment 

6.2 How independent are you at personal care 
(washing, dressing etc.) 

1.I can look after myself normally without 
causing extra pain 
2. I can look after myself normally but it causes 
extra pain 
3. It is painful to look after myself and I am slow 
and careful 
4. I need some help but can manage most of my 
personal care 
5. I need help every day in most aspects of self- 
care 
6. I do not get dressed, I wash with 
difficulty and stay in bed 

6.3 How independent are you during 
lifting object? 

1.I can lift heavy weights without extra 
pain 
2. I can lift heavy weights but it gives extra pain 
Pain prevents me lifting heavy weights off the 
floor, but I can manage if they are conveniently 
placed, for example on a table 
3. Pain prevents me from lifting heavy weights but 
4. I can manage light to medium weights if they 
are conveniently positioned 
5. I can only lift very light weights 
6. I cannot lift or carry anything 

6.4 How do you feel while 
reading newspaper or books? 

1.I can read as much as I want to with no pain in 
my neck 
2.I can read as much as I want to with slight pain 
in my neck 
3.I can read as much as I want with moderate pain 
in my neck 
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  4.I can’t read as much as I want because 
fmoderate pain in my neck 
5.I can hardly read at all because of severepain in 
my neck 
6.I cannot read at all 

6.5 To which state of headache do you feel? 1. I have no headaches at all 
2. I have slight headaches, which come 
infrequently 
3. I have moderate headaches, which come 
infrequently 
4. I have moderate headaches, which come 
frequently 
5. I have severe headaches, which come 
frequently 
6. I have headaches almost all the time 

6.6 To which level of concentration do you keep during 
working despite of neck pain? 

1.I can concentrate fully when I want to with no 
difficulty 
2.I can concentrate fully when I want towith 
slight difficulty 
3. I have a fair degree of difficulty in 
concentrating when I want to 
4. have a lot of difficulty in concentrating when I 
want to 
5. I have a great deal of difficulty in concentrating 
when I want to 
6. I cannot concentrate at all 

6.7 To which state neck pain affect your 
daily work? 

1.I can do as much work as I want to 
2.I can only do my usual work, but nomore 
3.I can do most of my usual work, but nomore 
4.I cannot do my usual work 
5.I can hardly do any work at all 
6.I can’t do any work at all 

6.8 How do you feel your neck painduring 
travelling? 

1.I can travel without any neck pain 
2.I can travel as long as I want with light pain 
115 in my neck 
3.I can travel as long as I want with moderate 
pain in my neck 
4.I can’t travel as long as I want because of 
moderate pain in my neck 
5.I can hardly travel at all because of severe pain 
in my neck 
6.I can’t travel at all 

6.9 To which state neck pain affect your sleep? 1. I have no trouble sleeping 
2. My sleep is slightly disturbed (less than 
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  1 Hour sleepless) 

3.My sleep is mildly disturbed (1-2 hrs. sleepless) 
4.My sleep is moderately disturbed (2-3 hrs. 
sleepless) 
5.My sleep is greatly disturbed (3-5 hrs. sleepless) 
6.My sleep is completely disturbed (5-7 hours 
sleepless) 

6.10 To which state your neck pain affect your 
recreational activities? 

1.I am able to engage in all my recreation activities 
with no neck pain at all 
2.I am able to engage in all my recreation activities, 
with some pain in my neck 
3.I am able to engage in most, but not all of my 
usual recreation activities because of pain in my 
neck 
4.I am able to engage in a few of my usual 
recreation activities because of pain in my neck 
5.I can hardly do any recreation activities because of 
pain in my neck 
6.I can’t do any recreation activities at all 
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Part 7 Post-test data: 
DALLAS NECK PAIN QUESTIONNAIRE 
Neck Pain and Disability Visual Analogue Scale (VAS): 

 
No Question Score 

7.1 How is your pain today? 
No pain 0  10 most Severe 

pain 

 

7.2 How bad is your pain on average 
No pain 0  10 most Severe 

pain 

 

7.3 How bad is your pain at its worst 
No pain 0  10 Can’t 

tolerate 

 

7.4 Does your pain interfere with your sleep 
Not at all 0  10 Can’t sleep 

 

7.5 How bad is your pain while standing 
No pain 0  10 Most severe pain 

 

7.6 How bad is your pain while walking 
No pain 0  10 most severe 

pain 

 

7.7 Does your pain interfere with riding with driving or riding a vehicle Not at all 
0  10 Can’t drive or ride 

 

7.8 Does your pain interfere with your social activities 
No at all 0   10 Always 

 

7.9 Does your pain interfere with your recreational activities Not at all 
0  10 Always 

 

7.10 Does your pain interfere with your work activities 
Not at all 0  10 Can’t work 

 

7.11 Does your pain interfere with your personal care (eating, dressing, bathing etc.) 
Not at all 0  10 Always 

 

7.12 Does your pain interfere with personal relationship (Family, friends, Sex etc.) 
Not at all 0  10 Always 

 

7.13 How has your pain change your outlook on life and the future (Depression, 
Hopelessness) 
No change 0  10 Completely 
Change 
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7.14 Does your pain affect your emotions 
Not at all 0  10 Completely 

 

7.15 Does your pain affect your ability to think or concentrate 
Not at all 0  10 Completely 

 

7.16 How stiff is your neck 
Not stiff 0  10 Can’t move neck 

 

7.17 How much trouble do you have turned your neck 
No trouble 0   10 Can’t move 

 

7.18 How much trouble do you have looking up or down 
 
No trouble 0   10 Can’t 
look 

 

7.19 How much trouble do you have working over head 
No trouble 0  10 Can’t work 

 

7.20 How much pain do pain pills help 
Complete relief 0  10 No relief 

 



83  

Part-8 Post-test data: 
 

The Oswestry Neck Disability Index (NDI) 
 

No Question Response 
8.1 How much pain do you have today? 1. I have no pain at the moment 

2. The pain is very mild at the moment 
3.The pain is moderate at the moment 
4.The pain is fairly severe at the moment 
5.The pain is very severe at the moment 
6.The pain is the worst imaginable at the moment 

8.2 How independent are you at personal care 
(washing, dressing etc.) 

1.I can look after myself normally without causing 
extra pain 

  2.I can look after myself normally but it causes extra 
pain 

  3.It is painful to look after myself and I am slow and 
careful 

  4.I need some help but can manage most of my 
personal care 

  5.I need help every day in most aspects of self-care 
  6.I do not get dressed, I wash with difficulty and stay 

in bed 

8.3 How independent are you during 
lifting object? 

1.I can lift heavy weights without extra pain 
2.I can lift heavy weights but it gives extra pain 
3.Pain prevents me lifting heavy weights off the floor, 
but I can manage if they are conveniently placed, for 
example on a table 
4. Pain prevents me from lifting heavy weights but I 
can manage light to medium weights if they are 
conveniently positioned 
5. I can only lift very light weights 
6. I cannot lift or carry anything 

8.4 How do you feel while reading 
newspaper or books? 

. 1. I can read as much as I want to with nopain in my 
neck 

  2.I can read as much as I want to with slight pain in 
my neck 

  3.I can read as much as I want with moderate pain in 
my neck 
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  4.I can’t read as much as I want because of moderate 
pain in my neck 
5.I can hardly read at all because of severe pain in my 
neck 
6.I cannot read at all 

8.5 To which state of headache do you feel? 1.I have no headaches at all 
2.I have slight headaches, which come infrequently 
3.I have moderate headaches, which come 
infrequently 
4.I have moderate headaches, which come frequently 
5.I have severe headaches, which come frequently 
6.I have headaches almost all the time 

8.6 To which level of concentration do you keep 
during working despite of neck pain? 

1.I can concentrate fully when I want to with no 
difficulty 

  2.I can concentrate fully when I want to with slight 
difficulty 

  3.I have a fair degree of difficulty in concentrating 
when I want to 

  4.I have a lot of difficulty in concentrating when I 
want to 

  5.I have a great deal of difficulty in concentrating 
when I want to 

  6.I cannot concentrate at all 

8.7 To which state neck pain affect your daily work? 1.I can do as much work as I want to 
2.I can only do my usual work, but no more 
3.I can do most of my usual work, but no more 
4.I cannot do my usual work 
5.I can hardly do any work at all 
6.I can’t do any work at all 

8.8 How do you feel your neck pain during 
travelling? 

1.I can travel without any neck pain 
2.I can travel as long as I want with slight pain 115 in 
my neck 

  3.I can travel as long as I want with moderate pain in 
my neck 

  4.I can’t travel as long as I want because of moderate 
pain in my neck 

  5.I can hardly travel at all because of severe pain in 
my neck 

  6.I can’t travel at all 

8.9 To which state neck pain affect your sleep? 1. I have no trouble sleeping 
2. My sleep is slightly disturbed (less than 
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  1 hr sleepless) 
3. My sleep is mildly disturbed (1-2 hrs. sleepless) 
4.My sleep is moderately disturbed (2-3 hrs. sleepless) 
5.My sleep is greatly disturbed (3-5 hrs. sleepless) 
6My sleep is completely disturbed (5-7 hrs. sleepless) 

8.10 To which state your neck pain affect your 
recreational activities? 

1.I am able to engage in all my recreation activities with no neck 
pain at all 
2.I am able to engage in all my recreation activities, with some pain 
in my neck 
3.I am able to engage in most, but not all of my usual recreation 
activities because of pain in my neck 
4.I am able to engage in a few of my usual recreation activities 
because of pain in my neck 
5.I can hardly do any recreation activities because of pain in my 
neck 
6.I can’t do any recreation activities at all 
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