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Abstract

Introduction: Low back pain as well as Lumbar disc herniati®@common complaint

in the general populatiom the world Manual lumba traction is commonly used for
treating low back paias a physiotherapy treatmerRurpose:The study was conducted

to identify and investigate the therapeutic effectiveneddasfual lumba traction for the
management of low back pain patient along with physiathy treatment. This study
made the comparison, in order to discover the most tefée¢creatment protocolot
alleviate the symptoms of thisondition. Methodology: This study wasrandomized
control trial design Total ten samples were selected by random sampling procedure.
Dallas pain questionewas used to measure paim different pogion and Oswestry
Disability Index (ODI) was used to measure disabibfythe LBP patientsData was
analyzed ky using SPSS software version.@@vhich focused through column, pie chart,
line diagram and pairedtést and also unrelateetdst of theparametric testResults
Result shows that both group®re effective but manual lumbaaction was superior to
basic physiotherapy treatmefithe study has used statistical analysis by paired t test to
compare the Experimental and Control Group and yaedl by interpreting the
probability level of significance of t value. The results were found to be significant for t
value at probability level 0.084anual lumbatractionand basigphysiotherapy treatment
both group weresimilarly effectivein unrelated-test Conclusion: The study concludes
that the combination technique is significantly capable of producing beneficial effects on
pain reduction and minimization of functional disability for the patient with Low back

pain.

Keywords: Low back pain, Manual lumbar traction, Basic Physiotherapy.

vii



CHAPTER T | INTRODUCTION

1.1Background

Low back pain (LBP) is one of the most common compdain the general population
andis a common cause of disability and work loss in developed couni@asgnaraet

al., 2014). Generally, incidents dback pain most commonly occur in between ages 25
and 50 years. Low back painagfecied approximately5-85% of all people at some time
during their lifetime Approximately 50% of therhave a recurrence within a yeaho

are affectedThe prevalence of low back pain is reported to be as high as 84%heand
prevalence of chronic low back pain is about 23%, withl2% of the population being
disabled by low back pain (Bejue et al.,, 2012)90% improve without surgery.
Approximately 7.4% of patients with low back pain account for 75% of the money spent
onlow back pain. The massive majority of acute low back pain is the result of injury such
as sprain or strain, while the cause of chronic low back pain is-faciarial (Picavet et

al., 2003).

The incdence of low back pain in Indinas been reported teel23.09% and has a
lifetime prevalence of 6085%. Low back pain affects men and women equally, with
onset most often between the ages 30 to 50 years. It is most common cause of disability
in individuals under 45 years of age and third most common catise age group of 45

to 65 years. It has been reported that 37% of health care costs associated with low back
pain are a direct result of physical therapy services. The incidence of low back pain
decreases after the age of 55. The incidence of degenariatinges on-xay, however,

increases throughout a lifetimegwar& Metgud,2010).

Acute low back pain (LBP) with or without radiculopathy is one of the most common
health problems in the United States and is the leading cause of disability for persons
younger than age 45. The cost of evaluating and treating acute LBP runs into billions of

dollars annually, not including time lost from work (Luetval.,2007).

According to WHO LBP is responsible for a major portion of people staying away from

work or visiting a medical practitioner. This condition may cause a decrease in the



quality of life of individuals, as well as detaration in physical activityGharoenchi et
al., 2006).

Menzel (2016) explained that low back pain is pain and stiffness in the lower back. It is
one of the most common reasons peapl&ilure their ownwork. The cause of pain is
nonspecific in about 95% of people presenting with acute lbaek pain, and serious
conditions are rarectiologies are related primarily to various musculoskeletal problems,
mostly muscle strain and degenerative disease of the vertebral (Redtsnanet al,
2007).

30 percent of adolescents have empeed at least one episode of bagwkin, and
Canadian youths have the highest prevalence of frequent back pain in the world. With
respect to incidence, a Finnish study reports 17.6 percent and a British study reports 5
percent, increasing with age (Feldmet al., 2001)The lifetime prevalence of LBP (at

least one episode of LBP in a lifetime) in dped countries ieported to be up to 85%
(Louw et al., 2007)

The health care and social costs for low back pain have been estimated to be between
$100to $200 billion annually with a majority of these costs due to lost wages and
decreased productivityCareyand Freburger 2014) Direct costs for LBP are estimated
between $20 billion and $98 billion in the US, with indirect annual costs included cost

estmates are as high as $200 billion (Thiese et al., 2014).

Primary care physicians are the main fgehtact providers for patients with both acute
and chronic lowback pain in the United StateBhe decision points for the primary care
physician are relately simple: (1) screen for back pain red flags such as foot drop or
warning signs of infection or malignancy (fever, weight loss); (2) after a screening
history and physical, lowisk patients are provided advice on activity and medications,
reassurancthat further treatment is not necessary or beneficial, and that their prognosis
is good; (3) for mediumand highrisk patients, the patient is referred to a trained
physical therapistGarey& Freburger2014) The prevailing approaches to chronic low
back pain fall into three categories: mono therapies, multidisciplinary therapy, and
reductionism (Bogduk, 2004)



A systematic review by Rothschild studied whether conservative treatments (e.g., manual
therapies, physical medicine methods, medication patient education) relieved pain or
improved function/disability, patient satisfaction, and global perceived effect in adults
with chronic low back pain. Results of this review revealed that exercise combined with
mobilization/manipulation/traction demoreied either intermediate or lotgrm
benefits. Critical review of literature and randomized controlled trials by concluded
manipulation, mobilization, or exercise are beneficial in patients suffering from chronic

low back pain when applied as singiedd treatment approacheStjarma et al2015)

Physiotherapy (PT) interventions for the management of LBP are amdenconstant
according to condition of the individuals, but the efficecgtill questionable. One of the
treatment options is traction, whiatan be applied in many forms: motorized lumbar
traction (traction applied by a motorized pulley), atrxtion (the patient exerts the
traction force through a pulling or pushing aaf, gravitational traction (traction through
a suspension device), or manual traction (forces exeytdlaeltherapist)The aim of this
study is to evaluate the effectiveness M&nual lumba traction for low back pain

patients along with basjghysiotheapy treatment.



1.2 Rationale

Low back pain is not only a disabling condition but also has significant impact on the
sufferer.lt has become now a majmedical, social and econonpcoblem Moreover a

large numbeof population las lack of physical fitnessli dn o6t regul ar phys
and lack of mrmal posture and leading ofsadentary life are most common prevalent
predisposingharacteristics of low back pain Bangladesh leading fanitation of daily

activity such as ressing, piking up objects from the flocetc. All of thesefactors are

af fected t bualityiofdfdi vi dual 6s

So,remedy these factors have various types of management. Medicine is one process that
is reducingtheir complications ando give maximumfunctional recovery within short

time. Physiotherapy is one of the best treatment options for recovery LBRrdi&ment

options Manual lumba traction Lumba Mobilization (Maitland mobilization)
McKenzie ApproachSoft tissue techniquéRR but thee is inefficiencyof evidence as a

treatment omanual lumbatraction along with basiphysiotherapy.

So this study is designed to investigate the efficaapafual umba tractionwith other
physiotherapy and basphysiotherapy alone fdhe patienwith LBP. There were many
research articles published about physiotherapy intervention for patientavittback

pain, but manual lumbadraction for Low back pain is not so focussadong them. So, in

this study &ectiveness of manual lumb#action forthe management of low back pain
patient along with physiotherapyeaitment will give the evidencélowever, research
helps to improve the knowledge of health professionals, as well as develops the
profession. The results of the study may help to guideigtmgsapists to give evidence
based treatment in patient with Low back pain, which will be beneficial for both the

patient with Low back pain and for developing the field of physiotherapy profession.



1.3 Aims of the study

Theaim of the study is to assess the therapeaaftectiveness of Manual lumb#action

for low back pain patients along with basic physiotherapy treatment.
1.4 Objectives

General objectives

To evaluatetie effectiveness of manual lumkdeaction for lowback pain patients along

with basic physiotherapy treatment.

Specific objectives

1. To explore socimemographic (age, gender, marital status, educational status)
characteristics of patients with Low back pain.

2. To find out the different working posture affex of the Low back pain.

3. To evaluate the outcome of pain in different functional position after receiving
treatment.

4. To find out the functional disability status.

5. To examine the outcome after using the maiuaba traction.



1.5 Hypothesis
Null Hypothesis

Hb:e1- £,=0 or g1 O¢gy, where the experimental group and control group initial and

final mean difference is sanoe control group is higher than experimental group
Alternative Hypothesis

Ha:e1- g0 0f1b f2, where the experimental group and control group initial and

final mean difference is not same.

Where,

Ho = the null hypothesis,
Ha = thealternativehypothesis,
€1 = the mean of population 1, and

€, = the mean of population 2



1.6 Operational definition

1.6.1 Lumbar traction

Intermittent or continuous force is applied to the lumbar spine either marally
mechanically is called lumbaraction. The aim of lumbar traction is to decreasebtok
pain related with back muscle spasansllumbar nerve root impingement.

1.6.2 Manual lumba traction

Intermittent or continuous force is applied manually to theblamnspine is called manual

lumba traction.Manual lumbar traction involves a lot more effort on theetr api st 6 s p
astheintationi s t o di stract al mo s tighthTadtheramstmay he p a
pullattheanklesy r ape t he pati ent 0 suldesorsitlize@pelvic t he t
belt with straps to achieve the required distraction foAgmin the therapist may decide

to position the patient in the aggravating postures over a neutral posture.

1.6.3 Low back pain
Low back pain means pain experienced in theblamegion of the spine with awithout

radiation of the lower limb.

1.6.4BasicPhysiotherapy Treatment
Basic physiotherapy treatment comprises pelviorflonuscles strengthening; back

muscles and leg muscle strengthening with postural and home advice.



CHAPTER T Il LITERATURE REVIEW

Pain is a normal protection mechanism and physiological reaction of the body to an
abnormal stimulus and the main presenting symptom of patients with low back trouble.
Although the symptoms of pins and needles, numbness, weakness, stiffness and
instability are common, the most important symptom is pain (Sikiru & Hanifa, 2010).

Pain has been defined by the International Association for the Study of Pain (IASP) as
6an unpl easant sensory and emotional expe

tissuedamay or descri bed in terms of such damag

Pain is a defense mechanism of the body to create an awareness of the subject to protect
the injured part from further damage. Low back pain more accurately called lumbago or
lumbosacral pa occurs below the 12thb and above the gluteal foldower back pain

can be acute (pain under 6 weeks),-aabte (6 to 12 weeks), or cmio (Over 12 weeks)
(Balague efal., 2012). Strain or sprains, poor rrignment or fusion of the vertebra,
degerrative disease, osteoartlwjt disc bulge, disc herniatipnspinal stenosis,
spondylolisthesis small rupturegdo the spine from osteoporosiScoliosis are some of

the common causes low back pain (Borenstein at., 2012).

Low back pain is often @ompanied by sciatica, which is pain that involves the sciatic
nerve and is felt in the lower back, the buttocks, and the backs of the thighs. Low back
pain has several different possible causes: strain on the muscles of the lower back may be
caused by olsity; pregnancy; or joloelated stooping, bending, or other stressful postures
(Waddelland Burton, 2005).1t was once known as an ancient curse is now known as a
modern international epidemic. In India incidence of low back pain has been reported to
be 23.09% and has a lifetime prevalence of 8%. Low back pain affects men and
women equally, with onset mosiften between the ages 30 to 50 years. It is most
common cause of disability in individuals under 45 years of age and third most common
cause in the age growpb 45 to 65 years (Krismer antan Tulder 2007). Approximately

80% of the population experiercow back pain (LBP) at some time in their lives; 90%
will resolve within 2 to 4 weeks, but 60% to 80% will have recurrence within 1 year.



Although back pain is the most frequently presented disorder of the musculoskeletal
system (Rahman et a007).

The low back architecture consists of vertebral bodies (the bones of the spine), vertebral
discs (cushions between the bones), cartilage (lines the bones that connect with other
bones), supportive structures surrounding the spine, such as mtesdes|s (onnecting
muscle to bone), ligaments (connecting bone to bone) (Integrative pain medicine, 2012).
A number of options exist for patients with obstinate back pain and degenerative disc
disease (DDD). Inteertebralbody fusion techniques exploit the mecltahiadvantages

of the disc space anteriorly, including a large fusion bed, excellent blood supply and graft
compression (Truumees et al., 2008). The occurrence of LBP has been linked with
various abnormalities of the spine on MRI, evidence being strofmedisc herniation
(protrusion or worse), nerve root deviation/compression, disc degeneration and high
intensity zone (HI1Z). However, each of these abnormalities can be found in the absence
of symptoms, and many patients with back complaints do not &xripidemonstrable
pathology on MRI (Shambrook et al., 2011).

Low back pain (LBP) is the most common symptoms experienced by people throughout
the world (Charoenchai et al., 2006). It is a major health problem around the world and a
major cause of medicaéxpenses, absenteeism and disability (\asal., 2013).
Mechanical low back paiis a major public health problem (Phaner et al., 2009).

Mechanical causes (80%): Pain from mechanical causes is typically aggravated with
motion and relieved with rest. € mechanical caes of LBP are given bellow Lumba
strain (6570%): A lumbar strain is a stretch injury to the ligaments, tendons, and or
muscles of the lower back. The stretching incident results in microscopic tears of varying
degrees in these tissuésimbar strain is considered one of the most common causes of
LBP. The injury can occur because of over use, improper use or trauma (Cohen et al.,
2009). Although LBP is usually a sdiiniting and benign condition that tends to
improve spontaneously oveme, a large variety of therapeutic interventions is available
for treatment (Cho& Huffman, 2007).



Low back pain remains to be the single most common reason for a visit to a general
practitioner and is also the greatest cause for woekated disability It is from
mechanical origin is identified by the presence or absence of symptoms and signs with
different postures or movements. Mechanical LBP is commonly treated conservatively
with physical therapy (Kumar, 2011). LBP is a major health issue withfiseymt
socioeconomic implications in most Western countries. Many forms of treatment have
been proposed and investigated in the past, with exercise being a commonly prescribed
intervention. Within allied health, in particular physiotherapy, there has degowing
movement that recognizes the role of the McKenzie method in treating LBP (Dunsford et
al., 2011). It is a common and disabling disorder in western society. The management of
LBP comprises a range of different intervention strategies includingeisy drug
therapy, and nemedical interventions (Middelkoop et al., 2011).

All age groups are affected by low back pain. For decades it was suggested that children
and adolescents did not experience low back pain unless they had a serious and
sometimeslife-threatening disorder. However, findings from many epidéogical
studies (Jeffries eal.,2007) report that the prevalence of low back pain, at least in
teenagers, is similar to that in adults. Only a few teenagers reported being free of any pain
synmptoms in the periotdefore the survey, (Pellise &t, 2009) and some were in pain for

a long time. However, in this aggoup, low back pain seems to have littleeeffon

quality of life (Dunn etal., 2011) unless the pain is highly recurrent or presemther
locations (Pellise eil., 2009).

Most people will experience back pain at some point in their life. Individuals who do not
seek medical attention do not differ substantially from those who do seek care in terms of
the frequency or intensity obWw back pain experiencedlthough the proportion of
healthcare resources used for low back pain is large, few people with the problem seek
health care (Migard et al.2002). Picavet edl., (2008) reported that less than a third of
patients with lowback pain had consulted their family doctor le fprevious year, and
Wieser efal., (2011 reported that 22.8% had sought outpatient medical care (11.6% had
consultations with a family doctor, and 6.4% with a specialist) in the previous 4 weeks.

Women andpatients with a history of low back pain are more likely to seek care, and

10



perceived disability is more strongly associated with-saeking than is pain intensity.
Elderly people are also affected by low back pain; results from a large convhaségt
sample surveyed twice in 2 years showed that, at both giowets, almost half the
patients sampled reported some kind of disabling back pain in the previous 2 weeks
(Meyer et. al., 2007). About 10% of those surveyed reported disabling low back pain
most orall of the time. The effect of low back pain on wellbeing or health related quality
of life and functioning in this aggroup is substantial (Puts et. al., 2008), even in those
reporting low pain intenty and disability (Urquhart eal., 2009), nonethetss, fewer

than half of elderly people withwoback pain seek care (Hicksatt, 2008).

Low back pain (LBP) is the second most common cause obiliigain US adults
(Stewart efal., 2003) and a common reasfor lost work days (Ricci etl., 2006) An
estimated 149 million days of work per year are lost due to LBP. The condition is also
costly with total costs estimated to be betweeni 200 billion dollars annually, two
thirds of which are due to decreasedges and productivity (Kat2006). Studies ha

found the incidence of low back pain is highest in the third decade, and over all
prevalence ineases with age until the 886 year age group and then gradually declines.
Other commonly reported risk factors include low educational stamess, angty,
depressionjob dissatisfaction, low levels of social support in the workplacevdrale

body vibration. Kwever, its burden is often considered trivial. Low back pain is the
leading cause of activity limitation and work absence throughuuth of theworld
(Steenstra etl., 2005), and it causes an enormous economic burden on individuals,

families, communities, industry and goverants (Thelin eal., 2008).

Non-specific mechanical low back pain is most common. Treatment options include
surgical andconservative. Conservative treatment is usually given withgagls,
thermo therapy and lumbé#action. Treatment plan and referral is made on the basis of
judgment on clinical findings. The aim of the present review was to assess the efficacy of
traction for LBP patients with or without radiating pain. To reflect clinical practice, we
need to understand the rdtal parameters and treatmergggimens being used by
clinicians, and these must be addressed before a trial can be designed to look further at

the effectiveness of traction for LBP with or without radiating pain. The evidence for the

11



use of traction in LBP remains inconclusive because of the continued lack of
methodological rigor and the limited application of clinical parameters asiusédical
practice (Rahman etl., 2007). Traction was compared with no treatment, manipulation,
exercises, corset, interferential, transcutaneous electric nerve stimulation)(THed&

and massage (Sherryadt, 2013).

Randanized controltrials of all types of conservative treatments for patients with the
lumbosacral radicular syndrome selected by two reviewavs.reviewers independently
assessed the methodological quality and the clinical relevance. Because the trials were
considered heterogeneoug wWecided not to perform a metaalysis but to summaries

the results using the rating system of levels of evidence. Thirty trials were included that
evaluated injections, traction, physical therapy, bed rest, manipulation, medication, and
acupuncture agdatment for low back pain. Because several trials indicated no evidence
of an effect it is not recommended to use corticosteroid injections and traction as
treatment option. Whether clinicians should prescribe physical therapy, bed rest,
manipulation or radication could not be concluded from this review. At present there is
no evidence that one type of treatment is clearly superior to others, including no
treatment, for patients with a lumbosacral cathr syndrome (Luijsterburg at., 2007).

Harrisonetal . 6s work i n this area was pioneer.i.|
lumbar sagittal curve corrdgon with 2 way lumbar tractionTo date, no published
randomized controlled trial has addressed the issue of lumbar curve correction by this

type of traction. Only two nosrandomized trials were conducted pertaining to the

cervical and lumbar regions. Despite the importance of these studies, all attempts to
assess the efficacy of this type or other types of traction ondtegaton of the sagittal

curve have generally relied on radiographs to determine the global or segmental
magnitude of the lordosis, and questionnaires to assess pain, while ignoring the
assessment of global sagittal balance that is recognized as an important aspect to be
consideed in the rehabilitation of spinal disorders (D&at/oustafa 2013).

There is ongoing confusion surrounding the use of traction in the management of low
back pain (LBP), with differences between recommendations in the UK, New Zealand,

Denmark and theUSA clinical guidelines (Van etal., 2006). Despite such

12



recommendations, traction continues to be commonly used by physiotherapists in the
management of LBP; a recent Wiide survey indicated that 41% of therapists used
traction with 5% of LBP patients, whalmost exclusively presented with 'nervoot'
problems (Harte el., 2005).

Lumba traction has been used for centuries as a treatment for LBP and was popularized
by Cyriax as an intervention for patients with nerve root involvement due to lumbar
intervertebral disk herniatiorEvidencebased guidelines and systematic reviews have
generally not supported the use of tractfon patients with LBP (Chou «tl., 2007).
Despite the lack of research support, surveys indicate continued use of tractemus v
forms and delivered by various providerst fmtients with LBP (Poitras etl., 2005).

The rationale offered by those who advocate the use of traction despite the lack of
supporting evidence is the low methodological quality and questionable axtahality

of the majority of the researcexamining traction (Bronfort eal., 2008). External
validity concerns have centered on divergences between the delivery of traction in
research and clinical practice, including questions about dosage parafireteion

force and duration), the use of concomitant weeations, and patient selection
Specifically, traction has generally been researched as aataral treatment, whereas
clinicians often deliver traction in conjunction with other treatmentst wftsn exercise

interventions arte efal., 2005).

One treatment for LBP and sciatica is traction, which has been used for thousands of
years. It is used relatively frequently North America (e.g. up to 30% of people with
acute LBP and sciatica in Onita Canada) (Liand Bombardier2001), and to a lesser
extent in the UK, Ireland and the NetherlanBisiction is often provided in combination

with other treatment modalities (Harte et al., 2007). Use of traction in the physiotherapy
management of LBP 7% Southern Ireland and the United Kingdom, 13.7% in Northern
Ireland, 7% in the Netherlands,21% in the United States,6 and up to 30% in acute LBP
with sciatica in Canada (Harte et 2003).

Exercise therapy is more effective than usual cand, better than back school; but the
evidence is conflicting on whether exercise is more effective than an inactive. There is

strong evidence that strengthening exercises are not more effective than other types of

13



exercises. Surgery for back pain lacksnpelling evidence of efficacy. There is no

universal definition of multidisiplinary therapy (Bogduk004).

Physical therapy practice for managing LBP is often characterized by a vast array of
intervention approaches, such as stretching and strengtlex@rgses, directicapecific
exercises, manual therapy approaches to mobilize spinal segments, soft tissue
mobilization/massage, and the use of electrical or thermal modalities (Poitras et al.,
2005). Therefore, we examined supplemental interventionsinpent sé pl ans
was clear that respondents used traction as part of comprehensive plans of care
incorporating multiple interventions. The most commonly used interventions included
core stabilization exercises, education regarding posture ang boechanics,
mobilization techniques, prescription of general exercise/fitness programs, and massage

or soft tissue mobilization techniques (Sar&oRibeirg, 2010).

Manual traction is a physical therapy technique used to increase range of motion (ROM)
or to reduce pain in limited joints (Wegner et &013). The most commonly used
traction techniques are mechanical or motorized traction (where the traction is exerted by
a motorized pulley), manual traction (in which the traction is exerted by the therapis
using his or her body weight to alter the force and direction of the pull), and auto traction
(where the person controls the traction forces by grasping and pulling bars at the head of
the traction table). There are also less common forms, such asvatete(where the
person is fixed perpendicularly in a deep pool, a bar is grasped under the arms and
traction is applied), and gravitational traction (e.g. bed rest traction, in which the person
is fixed to a tilted table or bed, and inverted traction, rehtbe participant is held in an
inverted position by the ankles and another part of the lower extremities and gravity
provides the force). Lumbar traction uses a harness (with Velcro strapping) that is fitted
around the lower rib cage and around the itieest. Duration and level of force exerted
through this harness can be varied in a continuous or intermittent mode. The force can be
standardized only in motorized traction or in methods using computer technology
(Wegner et al.2013). Physical therapisteay choose from myriad intervention options

for LBP, but the effectiveness of many of these options is questionable-Pdazano

et al.,2014). One option is spinal traction, in which forces applied via motorized pulleys,
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manual methods, or through autaction are thought to distract tissues and joints in the
lumbar spine (Harte et aR005). Authorities have recommended traction for conditions
including protruded intervertebral discs, spinal muscle spasm and general pain and
stiffness (Sari et al2005).

The exact mechanism through which traction might be effective is unclear. It has been
suggested that spinal elongation, by decreasing lordosis and increasing intervertebral
space, inhibits nociceptive impulses, improves mobility, decreases mechstnéss,

reduces muscle spasm or spinal nerve root compression (due to osteophytes), releases
luxation of a disc or capsule from the zygpophysial joint, and releases adhesions

around the zygapophysial joint and the annulus fibrosus (Wegner et al.)20lg

dysfunction involves selfnaintaining pairprovoking neuromuscular reflex patterns. In
relation to benefits of traction, this ra
hi gher centers by me ans of r e |l sogmatiorg ounp

centrally, and thus Ore2@5)tingd the dysfun

In the past, traction has also been applied by use of a pelvic harness when patients were
admitted to the hospital for bed rest, but this treatment is now apparently obsolete. To
amply the traction force, auto traction and manual traction rely on the strength of the
patient or therapist, gravitational traction on the weight of the patient, and motorized
traction on a motorized machine. Auto traction, manual traction, and gravitationa
traction can be difficult to maintain for a specific period of time because of fatigue or
intolerance to the force or position by the patient or therapist. Therefore, motorized
traction can be more successfully standardized for repeatability in a vifach(
encompasses the use of a split couch to eliminate friction between the bed and the body).
Research to date has included all these modes of traction. The variation in treatment
modes may be an additional fact ects hawvdhy c on

remained elusive (Harte et £2003).

Lumbar traction is among the oldest known treatments for low back pain (LBfpar
traction in various forms has been used for centuries since Hippocrates, and continues to
be used i n t oachagntd(ldartecel al200b)cBatisome syenatic reviews

of literatureand evidencebased guidelines (Harte et &Q03) have concluded that there
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are not enough evidence to support the conventional supine lumbar traction as an
effective treatment for patients with LBP. Recently, a newly developed lumbar traction
system, vertebral axial decompression is introduced, demonstrate a significastipre
decrement up to 100 mm Hagnd has been gaining some plapity (Beattie et al., 2008).
During the traction applied with this method, the patient is prone, with no thoracic
harness, on a table specifically designed to eliminate frictional resistanceméitisd
provides distraction forces and rest periods through a pelvic harness while the patient
stabilizes himself [/ herself by holding
reflex spinal muscle contraction and allows distraction of the waebcausing a

subsequent syptom reduction (Mousavi et aR006).

Spinal decompression therapy is used to treat radiating pain resulting from chronic low
back pain. This is a treatment method that alleviates disc problems and removes the
pressure imposedn the discs by creating zero gravity or negative pressure conditions
inside the spinal canal so that nutritive substances and oxygen are supplied to the discs.
This reduces pressure inside the intervertebral discs by softly extending certain parts of
the discs through the decompression of lesion sites. Although there have been many
studies of manual therapy methods for chronic low back pain patients, few studies have
compared manual therapy using joint mobilization techniques and fleigtnaction
techniques with spinal decompression therapy. Therefore, the aim of this study was to
examine the effects of manual therapy using joint mobilization techniques and flexion
distraction techniques and using spinal decompression therapy on the low back pain and
disc heights of patients with chmo low back pain (Choi et aR014).

Low back pain (LBP) poses a significant problem to society. Although initial
conservative therapy may be beneficial, persisting chronic LBP still frequently leads to
expensive invasiveatervention. A novel noninvasive therapy that focuses on discogenic
LBP is Intervertebral Differential Dynamics Therapy. The intervertebral disc and facet
joints are unloaded through axial distraction, positioning and relaxation cycles (Schimmel
et al.,2009).

The Philadelphia Panel concluded that clinically important benefits of manual lumbar

traction were demonstrated for neither acute nor chronic LBP (Albright etOfl1).2
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More recently, Beattie and Silfies, (201&)mmarized moderate evidence thaction
should not be used in patients with acute oratitte norradicular LBP or in patients

with chronic LBP. A Cochrane review concluded that traction as a sole treatment for LBP
cannot be recommended (Wegner ef 2013). Nevertheless, traction hasmamonly

been used; for example, 15% of patients with LBP in Northern Ireland received traction.
Harte et al. (2003) reported that 41% of physical therapists in the UK used traction, most
commonly in patients with sdécute LBP who also presented with nereet symptoms.
Despite a huge number of systematic reviews regarding its efficacy in lumbar pain
management (Macari& Pergolizzj 2006), the evidence of traction use is still unclear.
On the contrary, many surveys have shown its continued use: with 7#%e dfBP
patients in the Republic of Ireland and the UK (Gracey et al., 200#), 13.7% in
Northern Ireland 7% in the Netherlands 21% in the United Statesa(id Bombardier
2001), and up to 30% of patients with acute LBP and sciatica in CanadainT loé€ our

short review is to summarize and analyze the latest resudirting the use of lumbar
traction in LBP treatment in order to evaluate the real effectiveness and indications of this
specific physical therapy (Ozturk et al., 2006).

Many factors mw influence whether traction is selected as an intervention and how
traction parameters are chosen. Understanding how clinicians make decisions about using
traction, how they select patients in whom traction is administered, and how they make
decisions abat traction parameters is important. While Harte et al. (2003) described
some of those characteristics among physical therapists in the UK, it is not clear how
physical therapists in the United Statesduse make decisions about usthdraction.
Thereforethe purpose of this study was to examine how traction is used for managing
LBP in the United States. Specifically, we examined (1) the percentage of physical
therapists who use traction in their practices, (2) whether clinicians were using traction
for paients preliminarily identified as those who may benefit from lumbar traction, (3)
the delivery modes and parameters (eg, patient positioning, load, duration) being used,
(4) the supplement al i nterventionsionan pat:.
characteristics influenced clinical decisions regarding the use of traction (M&dson
Hollman, 2015).
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The discrepancy between published clinical guidelines and the use of traction may be due

to sever al factors. Tr i dBPs forexampte, mighihhgve t r a c t
been underpowered to detect clinically meaningful changes in pain or function (Savigny

et al., 2009). Traction parameters, force amplitudes, and patient positioning have often
been variable, not described, or not well contil{Wegner et al2013). Additionally,

trials might not have optimized the patients in whom traction was most likely to be
beneficial (Madson et al., 2015). One classification system, for example, espouses that
lumbar traction may be useful for patientshALBP and lower extremity symptomsath

move distallywith lumbar extension, or for those who present with a positive crossed
straight l eg raise test. Neverthel ess, tr

extensively and demonstrated limited betsefiHarte et al.2007).
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CHAPTER T Il METHODOLOGY

This research was an experimental design to evaluate the effectiveness of physiothera
treatment techniques combining Manuahiba Traction along with other physiotherapy
treatmeniptionsand also to compare their effereness with basiphysiotherapy alone

for the management of pain and improvement of different functional activitiéiseof
patients with LBP

3.1 Study Design

Experimental quantitative research which was RandagdizControlled Trail (RCT)
designwas chosen because the experimental stsdthe best way to find out the
effectiveness ofhiis study. The study was an experimental betwesn subject designs.
Manual bmba Traction and othebasic fhysiotherapy treatment were applied to the
experimertal group and onlyother basic physiotherapy treatment was applied to the
control group.

A pretest (before intervention) and pdsst (after intervention) was administereith
each subject of both groups to compare the pain and functional ability of thet sabjec

within group and the between group.
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Flow-chart of the phases of Randomized Controlled Trial

Patients with Low Back Pain from outpatient unit of CRRyar

|

Assessed for eligibility

|

Conveniently selected 10 patients with Low Back Pain

|

Randomly selected to Experimental or Control Group (n = 10)

|
! !

Experimental Group ¢+ 5) Control Grouypb)
(Initial assessment ) (Initial assessment )
Manual lumba Traction along with Basic Physiotherapy
BasicPhysiotherapy alone
Follow Up (after 4 sessions) Follow up (after 4 sessions)
( Finalassessment ) ( Finalassessment )
Outcome analyzed Outcome analyzed
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3.2Study Area

Musculcskeletal Unit of Physiotherapydpartment at CRPSavar, Dhaka.

3.3 Study Population

The study population was thmatients diagnosed with Low Back Pain attendédhe
Musculoskeletal Unit of Physiotherapy Department, CRP, Savar, Dhaka.

3.4 Sample Size

10 samples were selected conveniently according to inclusion and exclusion criteria for

this study. 5 participants weein experimental group and 5 participants in control group.

3.5Sampling Technique

Simple random sampling tewsique was used for this studgubjects, who met the
inclusion criteria, were taken as sample in this study. 10 patients with Low Back Pain
wereselected from outpatient musculoskeletal unit of physiotherapy department of CRP,
Savar and then 5 patients were randomly assigned to Experimental group comprising of
tredament approaches of Manual Lumbaraction along with other Physiotherapy
treatmentand 5 patients to the only badthysiotherapy treatment for this study. The

studywas a single blinded technique.

3.6Inclusion criteria

Patient with nechanical cause of Low Back Pain.

Age between 20 to 50 years. Thegge group patientwere wsually affected by
LBP.

Male and female both are included.

Those who were motivated and given consent to include in the study
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3.7 Exclusion Criteria

= =/ =4 A4 4 -2

Patients with clinical disorder where ManliaimbarTraction is contraindicated.

Acute disc prolapse patient.

Diagnosis of secondary complications such as tumour, TB spine, fracture,

di sl ocation and severe osteoporosi s, Pa
All sorts of infection, Rheumatoid Arthritis, Ankylosing Spondylitis.

History of any malignant disease.

Caudaequina lesions, @d signs & Syndrome, Transverse myelitis.

Surgery to the lumber spine.

Pregnant women.

Mentally retarded patient.

3.8 Data Processing

3.8.1 Data Collection Tools

Record or Data collection form

Consent Form

Structured questionnairddallas questionnairand Oswestry Disability Index
(ODI)

Pen, Paper

3.8.2 Measurement Tools

Dallas questionnaire Dallas painquestionnairdy using Visual Analogue Scale (VAS)

for pain measurement in different working positidine VAS is a simple and accurate

way of subjectively assessing pain along a continuous visual spectrum. VAS consists of a

straight line on which the individual being assessed marks the level of pain. The ends of

the straight line are the extreme limits of pain with O representing no pain and 10

representing the worst pain ever experienced. According to Myles (1999), the visual

analog scale (VAS) is a tool widely used to measure pain and a change in the visual

analog scale score represents a relative change in the magnitude of pain sensation.
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Oswestry Disability Index (ODI): This is a set of questionnaire that has been designed
to provide information regarding how the
manage in everyday life. ODI contains 10 different sections of questions, eachchf whi

has 6 grades of defined statements. For each section the total possible score is 5: if the
first statement is marked the section score = 0, if the last statement is marked the section
scoe = 5. ODI consist of followingpain intensity, personal catdting, walking, sitting,

standng, sleeping, sex life, social life and travelling. The total score is obtained by

summing up the score of all sections giving a maximum of 50 points.
3.83 Data Collection Procedure

The researcher collected data throwgtucturel questionnaires, face to faseerviews
with closed ended question. Because stmatt questionnaire was helpfdbr the
researcher to obtain all the required imfiation at the same time givirigeedom to the
participants to responds arkemonsrates the concept. A structurectlosed ended
guestionnaire wasedeloped for soci@emographiandicators by the researcher himself
to find out the actual information from everyaspect of the participant. Others
guestionnae was followed by individual gstionnaireitems and slightly changed for
correldion with research topics. Thaterview conacted every sessidoy face to face
interviews after treatmersitting. Questionnaes used both English and mga for easy
understanding of the participantdhe patients were assessed by a qualified
physiotherapist. 4 sessions of treatment were provided for every subject. 10 subjects were

chosen for data collection according to the inclusion criteria.
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3.9 Treatment Protocol

Manual lumba Traction wasapplied by a graduate qualified physiotherapistows

expertized in Manual Lumbd&Traction technique to the patients of experimental group.

Table -1: Experimental Group Treatment Protocol

Treatment option

Duration/Repetition

Manual lumba Traction

15 minutes

Lumber Mobilization (Maitland

mobilization)

5 minutes in each session

McKenzie Approach

10 repetition in each session

Soft tissue technique

3 minutes

IRR

10 minutes in each session

Table - 2: Control Group Treatment Protocol

Treatment option

Duration/Repetition

McKenzie Approach (Directional

Preference)

10 repetition in each session

Lumber Mobilization (Maitland

mobilization

5 minutes in each session

Soft tissue technique

3 minutes

IRR

10 minutes in each session
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3.10Data Analysis

Statistical analysis was performed bsing Microsoft Office Excel 201and scientific

calculator.

3.101 Statistical Test

Hypothesis test of mean difference between the experimental group and the control
group, within groups and also between groups,rasgunormal distribution of the parent
population, two different and or independent variables, variables were quantitative by

estimated predictor of paireddst or unrelatedtest.

Paired ttest was used to compare difference between means of parables.
Selection of test of hypothesis is mean difference under t distribufiom.data was
analyzed by unrelated t test as the study was a bafakefter observations on the same
subjects and there was a comparison of two different methods of nexe@&su or two

different treatments where the measurements/treatments are applied to the same subjects.

According to Hicks (2009), experimental studies with the different subject design where

two groups are used and each tested in two different conditiohtha data is interval or

ratio should be studied with unrelated t test. This test is used when' the experimental
design compares two separate or different unmatched groups of subjects participating in
different conditions. Whenadculating the unrelatedtest f i nd t he val ue c a
then look up in the probability tables associated with the t test to find out whether the t

value represents a significant difference betweendbults from two groups.
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Hypothesis Test:

Paired t test

Where,

‘Q= mean of difference (d) between paired values,
"Y'OdJ = Standard Error of the mean difference
SD = standard deviation of the differences d and

n = number of paired observations.

Calculation of paired t value of the general pain intensity as below

Level of Significance

I n order to find out t hevalseivgsncalduiatedaThep o f
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 acceptedignificant result for health service
research. If the p value is equal or smaller than the significant level, the results are said to

be significant.
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Table-3: Dallas Questionnar e (Initial and Final assessmenpaired t-test)

Experimental group

Control Group

t

Sig. (2 tailed)

df

t

Sig. (2 tailed)

Pair 1 Pre how severe pain at your
back?- Post how severe pain at youl
back?

6.862

.002

2.959

.042

Pair 2 Pre how severe pain during
sitting?- Post how severe pain during
sitting?

3.009

.040

2.939

.042

Pair 3 Pre how severe pain during
standing? Post how severe pain at
standing?

5.782

.004

2.402

.074

Pair4 Pre how severe pain during
forward bending? Post how severe
pain during forward bending?

3.177

.034

2.488

.068

Pair 5 Pre how feel pain during
twisting?- Post how feel pain during
twisting?

5.612

.005

2.297

.083

Pair 6 Pre how severpain at walking?
- Post how severe pain at walking?

5.329

.006

3.330

.029

|

Pair 7 Pre how severe pain at sleep”
Post how severe pain at sleep?

3.692

.021

2.730

.052

Pair 8 Pre how feel pain during at res
- Post how feel pain during egst?

3.229

.032

2.785

.050

Pair 9 Pre how severe pain at lifting?
Post how severe pain at lifting?

8.719

.001

4.296

.013

Pair 10Pre how severe pain during
travelling?- Post how severe pain
during travelling?

3.281

.030

3.269

.031

Pair 11 Pre how severe pain during
coughing & sneezing?Post how sever
pain during coughing & sneezing?

3.371

.028

1.985

118

Pair 12Pre how severe pain at ADE?
Post how severe pain at ADL?

2.796

.049

3.047

.038
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Table-4: Oswestry Disability Index (Initial and final paired t -test)

Experimental group Control group

Serial no| Variables t Sig. (2tailed) df t Sig. (2tailed)
ODI(%)

Pair 1 | |nitial-final | 4.203 .014 4 5.371 .006

Unrelated t test

Unrelated t test was used to compare difference between two means of independent

variables.
Hypothesis
Variables were quantitative

Formula:test statistic t is follows:

Where,

of = Mean of the Experimental Group,

of = Mean of the Control Group,

€ Number of participants in the Experimental Group,
¢ = Number of participants in the Control Group

S = Combined standard deviation of both groups
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Table-5: Analysis of Painintensity

Subject of (o w? Subject o (o w?
El 2.6 0.19 C1 4.7 2.37
E2 4.0 0.92 C2 2.0 1.35
E3 2.1 0.88 C3 14 3.09
E4 0.9 4.58 C4 2.4 0.58
ES 5.6 6.55 C5 5.3 4.58
xof p& | x(of w?2 xf=15.8 | x(of @ ?
=13.12 =11.97
€ =5 € =5
=—2=3.04 o =—2=3.16

Calculating the degree of freedom from the formula:

df =(& -1)+(¢ -1)=(5-1)+(5-1)=8
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Calculation unrelated t value for general pain intensity:

Where,

& —Vio® 0 9 € 1.77

0]
I
-
-
I
I

Here,

of = Mean of the experimental Group

of = Mean of thecontrol group

@ = Individual value of the experimental group

@ = Individual value of the control group

¢  Number of participants in the Experimental Group

¢ = Number of participants in the Control Group

= T = = :%20.048=0.107
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Table 6. Dallas Questionnaire(Final - Un-paired-t test)

t df Sig(2-tailed)
Severity of pain at back 0.107 8 0.917
Pain during sitting 0.532 8 0.609
At standing position 0.259 8 0.802
Pain during forward bending 0.631 8 0.546
Severity of pairduring twisting 0.047 8 0.963
Severity of pairat walking 0.778 8 0.459
Severity of pairat sleep 2.171 8 0.062
Severity of pairduring at rest 0.704 8 0.502
Severity of pairat lifting 0.367 8 0.723
Pain during travelling 0.149 8 0.885
Pain during coughing & sneezing 1.00 8 0.347
Pain at ADL 1.306 8 0.228

Oswestry Disability Questionnaire calculation

The score was expressed as a percentage with the following formula: (total score/ (5 x
number of questions answered) x 100%. For example, if all 10 sections are completed the
score is calculated as follows: 16 (total scored)/50 (total possible score)=30. If

one section is missed (or not applicable) the score is calculated as follows: 16 (total
scored)/45 (total possible score) x 100 = 35.5%. For every specific question, the patient

marks the point on the scale which represents his/her condition.
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3.11 Ethical Issues

The whole process of this research project was done by following the Bangladesh
Medical Research Counci{BMRC) guidelines and World Health Organization (WHO)
Research guidelines. The proposal of the dissertation includiathodology was
submitted andapproved by Institutional Review BoaidRB) of Bangladesh Health
Professions Institute (BHPI). Again before the beginning of the data collection, the
researcher obtained the permissiemsuring the safety of the participaritem the
concerned authorities of the clinical setting and was allotted with a withess from the
authority for the verification of the collected data. The researcher strictly maintained the

confidentiality regarding particpnt 6 s condi ti on and treat ment

3.12 Informed Consent

The researcher obtained informed consent tigy@ate from every subject. Aigned
informed consent form was received from each participant. The participants were
informed that they have the right to meet with outdoor doctor if theyk that the
treatment is not enough to control the condition or if the condition become worsen. The
participants were also informed that they are completely free to decline answering any
guestion during the study and are free to withdraw their consedt terminate
participation at any time. Withdrawal of participation from the study should not affect
their treatment in the physiotherapy department and they should still get the same
facilities. Every subject had the opportunity to discuss their problémm tve senior

authority or administration of CRP and have any questioned answer to their satisfaction.
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CHAPTER T IV RESULTS

4.1 SocieDemographical variables

For this study 1Opatients with Low Back Pain we taken as sample from
Musculcskeletal outpatient unit of Center for Rehabilitation ofaBared (CRP), Savar to
explorethe effectiveness dflanual lumber tractiofor the treatment of Low Back Pain.
In this study theesults which were found have been shown in different lagraims, pie

charts and tables.

Table 7- Mean Age of Participants

Experimental Group Control Group

Subjects Age (Years) Subjects Age (Years)

El 28 C1 35

E2 30 C2 40

E3 26 C3 38

E4 34 C4 42

ES 40 C5 22
Mean Age 3lyears Mean Age 35years

33



4.1.1Age Range

Among thel0 participants, ages were in betweenZD with mean age was 33ygars
where 20% (n=2) was 40 years, 10% (n=1) was 26 years, 10% (n=1) waar88.0%
(n=1) was 30/ears 10% (n=1) was 3gears 10% (n=1) was 3§ears 10% (n=1) was 38
yearsand 10% (n=Lwas 42years.Among all of these age range-$@ar age is more

affected than other age gropigure1)

Age range

25

20

15

10

0

m Series]l 10 10 10 10 10 10

Figure 1- Age Range
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4.1.2Sex of theParticipants

10 Patients withLow back painvere included as sample thie study, among them
almost 20% (n=2) were male and about 80% Jw&e femaleSo this study shoes that

females are more vulnerable by Low back pain than r(fatgure 2)

Male and Female Ratio

m Male m Female

Figure 2- Gender Distribution
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4.1.30ccupation

Among the 10participants80 % participants were house wiféD% participants were
service holder, 10%articipants were others occupation. So it isnghthat according to
individual occupation housewives wemostly affected part. But cluster pfofession
can experience Low baghkain and occupain has great relation with Low bagain.
(Figure-3)

Occupation

m Service holder m Housewife m Others

Figure-3: Occupation of the participants
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4.1.4Educational Status

Among the 1Qparticipants 10% participants were illiterate, 1(farticipants hagome
primary level education, 40%articipants compted secondary level education, 10%
participants had some high secondary level education, 208articipants completed
graduationand 10% partipant completed masters above education. So we can
conclude as thatecondary levgbassed candidate were the most affected participant and

it is not strongly related with Low bagkin.(Figure4)

Educational status

40

nn lll

llliterate Primary Secondary Graduate  Masters or
above

Figure i 4: Educational Status of the participants
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4.1 5Religion

Among the 10participants90% participants were Muslim and 10% participants were
Hindu. Sowe can conclud¢hat Muslim candidate were the most affected participant
(Figure5)

Religion

@ Muslim & Hindu

Figure i 5: Religion of theparticipants
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4.1.6Body Mass Index

Among the 10 participants 60¢articipants werenormal in range (18-24.9) and 40%
participaits wereoverweight (2529.9). So it indicates that excess weight is predisposing
to Low back pain(Figure6)

Body Mass Index

= Normal (18.5-24.9) = Over weight (25-29.9)

Figure i 6: Body Mass Indexof the participant
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4.2 DallasQuestionnaire
4.2.1 General pain intensity

This study found that in the general pain intensity, observed t value5\868 (5.0
+1.6299 in the experimental group at two tailed paired t test while this same variable for
control group observed value wa959 (3.260@2.4633 in within graup. 5% level of
significant at 4 (fourdegrees of fedom standard t value was 2af&1 observed t value

in general pain intensity in both groups which were gret@n standard t valuthat
meannull hypothesis was rejected and alternative hypothesis was accepted in the within
group. Both groups in aspect of general pain intensity were significaGD2% and
.042% level, but the mean difference of the experimental group was greaterttib
control group mean that meakknual lumba traction for Low back paipatients was
more effective tha basic physiotherapy treatmefior reducing general pain intensity.
The Unrelated/independent t test in between graup% level of significant red 8
degrees of freedo standard table value was 2.3®&d at the same significant level and
same degree ofdedom observed t value was 0.10We observed t value was lgéhan

the table value that indicatesll hypothesis was accepted and alternatiyaothesis was
rejected which indicatéhere waso difference manual lumbaractiongroup and basic

physiotherapy treatmegtoup treatment in between group

4.2.2Pain intensity during Sitting

This study found that duringitting, observed t value was009 (4.22+3.135§ in the
experimental group at two tailed paired t test while this same variable for control group
observed value wa2.939 (3.0£2.2825. 5% level of significant at 4 (fourdegrees of
freedom standard t value was 24 observed t vaduduring sittingpain intensity in

both groups which were greater than standawalue that meamull hypothesis was
rejected and alternative hypothesis was accepted in the within group. Both groups in
aspecibof general pain intensity were significant.840% and .042%gevel, but the mean
difference of the experimental group was greater tharcontrol group mean that tends

to Manual lumba traction for Low back pain patients was more effective than basic

physiotherapy treatment for reducing general patensity. The Unrelated/independent t
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test in between group at 5% level of significant and 8 degrees of freedom standard table
value was 2.306 and at the same significant level and same degreedoinfrobserved t

value was 0.532The observed t valueas lessthan the table value that tendsrtoll
hypothesis was accepted and alternative hypothesis was rejected which indicate there was

no differencebetweenmanual lumba traction group and basic physiotherapy treatment

group
4.2.3Pain intensity durin g Standing

This study foundhat during standingobserved t value wds782(3.86+£1.492§ in the
experimental group at two tailed paired t test while this same variable for control group
observed value wa2.402 (3.08:2.8679 in within group. 5% level okignificant at 4
(four) degrees of freedom standard t value was 2.78 thedobserved t valuef
experimental groupvas greater than standard t value that means null hypothesis was
rejected andalternative hypothesis was accepted in the within group in experimental
group and significant level was #104%0. SoManual lumba tractionwas significantly
reducing pain interfere with work fawow back pairpatients.The Unrelated/independent

t test inbetween group at 5% level of significant and 8 degrees of freedom standard table
value was 2.306 and at the same significant level and same degreedoinfrobserved t
value was 0.259The observed t value was letban the table value that meamill
hypothesis was accepted and alternative hypothesis was rejected which indieateather

no difference manual lumbaraction group and basic physiotherapy treatmeotmr

treatment in between group.

4.2.4Pain at forward bending activity

This study foundthat in forward bending activity observed t value wa8.177
(3.92£2.7590 in the experimental group at two tailed paired t test while this same
variable for control group observed value 22488 (3.0£2.6963 in within group. 5%

level of significant at 4four) degrees of freedom standard t value was 2.78 and the
observed t value of experimental group was greater than standard t value that means null
hypothesis was rejected and alternative hypothesis was accepted in the within group in

experimental group ral significant levelwas .034% So Manual lumbar traction was
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significantly reducing pain interfere with work for Low back pain patiefitse
Unrelated/independent t test in between group at 5% level of significant and 8 degrees of
freedom standard tablele was 2.306 and at the same significant level and same degree
of freedom observed t value was 0.68he observed t value was less than the table value
that meant null hypothesis was accepted and alternative hypothesis was rejected which
indicate thee was no difference manual lumbaaction group and basic physiotherapy

treatment goup treatment in between group.

4.2.5 Painintensity during twisting

This study found that durintyisting, observed t value was612(4.46+1.777) in the
experimental group at two tailed paired t test while this same variable for control group
observed value wa2.297 (3.54t3.4457% in within group. 5% level of significant at 4

(four) degrees of freedom standard t value was 2.78 and the observed t value of
experimental group was greater than standard t value that means null hypothesis was
rejected and alternative hypothesis veaseted inexperimental group and significant

level was at00%%. So Manual lumbatraction was significantly reducing pain interfere

with work for Low back pain patient$he Unrelated/independent t test in between group

at 5% level of significant and 8 degrs of freedom standard table value was 2.306 and at
the same significant level and same degreeedfdom observed t value was 0.0FFhe
observed t value was less than the table value that meant null hypothesis was accepted
and alternative hypothesis wesected which indicate therwas no difference manual
lumba traction group and basic physiotherapy treatmenumgrtreatment in between

group.
4.2.6Pain intensity during walking

This study found that during walking, observed t value %829 (4.52t1.8966 in the
experimental group at two tailed paired t test while this same variable for control group
observed value wa3.330(2.32t1.5579 in within group. 5% level of significant at 4
(four) degrees of freedom standard t value was 2.78 and obsesales tin general pain
intensity in both groups which were greater than standard t value that mean null

hypothesis was rejected and alternative hypothesis was accepted in the within group.
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Both groups in aspect of general pain intensity were significar@C&®6 and .029%

level, but the mean difference of the experimental group was greater than the control
group mean that means Manual lumiaction for Low back pain patients was more
effective than basic physiotherapy treatment for reducing general rgaimsity during

walking. Using Unrelated/independent t test in between group at 5% level of significant
and 8 degrees of freedom standard table value was 2.306 and at the same significant level
and same degree oefrdom observed t value was 0.7T8e obsrved t value was less

than the table value that meant null hypothesis was accepted and alternative hypothesis
was rejected which indicate tleewas no difference manual lunmldaaction group and

basic physiotherapy treatmenbgp treatment in between gno.

4.2.7 Pain intensity during sleeping

This study found that during sleeping, observed t value3:882(3.34:2.023) in the
experimental group at two tailed paired t test while this same variable for control group
observed value wa2.730 (4.1£3.3579 in within group. 5% level of significant at 4
(four) degrees of freedom standard t value was 2.78 and the observed t value of
experimental group was greater than standard t value that means null hypothesis was
rejected and alternative hypothesis wasepe&d in experimental grougSo Manual

lumba traction was significantly reducing pain interfere with work for Low back pain
patientsand significant level was .021% he Unrelated/independent t test in between
group at 5% level of significant and 8 degreéfeedom standard table value was 2.306
and at the same significant level and same degreeeddm observed t value was 2.171

The observed t value was less than the table value that meant null hypothesis was
accepted and alternative hypothesis wasctegewhich indicate therwas no difference
manual lumba traction group and basic physiotherapy treatment group treatment in

between group.

4.2.8Pain intensity during rest

This study found that during rest, observed t value @229 (3.24t2.2439 in the
experimental group at two tailed paired t test while this same variable for control group

observed value wa2.785 (3.38t2.7142 in within group. 5% level of significant at 4
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(four) degrees of freedom standard t value was 2.7®hsérved t valuen general both
groups which were greater than standard t value that mean null hypothesis was rejected
and alternative hypothesis was accepted in the within giBojn groups in aspect of

pain intensity were significant &@8326 and.050% level, but thenean difference of th
experimental group was leslsan the control gup mean that means Manual lumba
traction for Low back pain patients wast effective than basic physiotherapy treatment

for reducing general pain intensifyhe Unrelated/independent t test in between group at
5% level of significant and 8 degrees of freedom standard table value was 2.306 and at
the same significant level and same degreeedfdom observed t value was 0.70%e
observed t value was less ththe table value that meant null hypothesis was accepted
and alternative hypothesis was rejected which indicate tivass no difference manual
lumba traction group and basic physiotherapy treatment group treatment in between

group.
4.2.9Pain intensity during lifting

This study found thatluring lifting, observed t value wag.719 (5.22t1.3387% in the
experimental group at two tailed paired t test while this same variable for control group
observed value wa4.296 (3.58t1.8633 in within group. 5% level of significant at 4

(four) degrees of freedom standard t value was 2.78 and observed t value in general pain
intensity in both groups which were greater than standard t value that mean null
hypothesis was rejected and altermatiwpothesis was accepted in the within group.
Both groups in aspect of general pain intendilying lifting were significant at001%
and.013% level, but the mean difference of the experimental group was greater than the
control goup mean that means kizal lumba traction for Low back pain patients was
more effective than basic physiotherapy treatment for reducing general pain intensity.
The Unrelated/independent t test in between group at 5% level of significant and 8
degrees of freedom standard tabddue was 2.306 and at the same significant level and
same degree ofdedom observed t value was 0.36%e observed t value was less than

the table value that meant null hypothesis was accepted and alternative hypothesis was
rejected which indicate thexgas no difference manullmba traction group and basic
physiotherapy treatmentaup treatment in between group.
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4.2.10Pain intensity during travelling

This study found that during travelling, observed t value 3va81(3.78:2.5763 in the
experimental group at two tailed paired t test while this same variable for control group
observed value wa3.269 (3.26:2.230Q in within group. 5% level of significant at 4

(four) degrees of freedom standard t value was 2.78 and observed invgéreral pain
intensity in both groups which were greater than standard t value that mean null
hypothesis was rejected and alternative hypothesis was accepted in the within group.
Both groups in aspect of general pain intensity dutiagelling were sgnificant at

.030% and.031% level, but the mean difference of the experimental group was greater
than the control gup mean that means Manual lumhbeaction for Low back pain
patients was more effective than basic physiotherapy treatment for reducerglgsain
intensity. The Unrelated/independent t test in between group at 5% level of significant
and 8 degrees of freedom standard table value was 2.306 and at the same significant level
and same degree okfrdom observed t value was 0.148e observed value was less

than the table value that meant null hypothesis was accepted and alternative hypothesis
was rejected which indicate tleewas no difference manual lunldaaction group and

basic physiotherapy treatment group treatment in between group.

4.2.11 Painintensity during coughing & sneezing

This study found that duringoughing & sneemg, observed t value wa8.371
(4.88t3.2369 in the experimental group at two tailed paired t test while this same
variable for control group observed value Wa885(1.041.1718 in within group. 5%

level of significant at 4 (four) degrees of freedom standard t value was 2.78 and the
observed walue of experimental group greater than standard t value that means null
hypothesis was rejected and alternativediliesis was accepted in experimental group.
So Manual lumbatraction was significantly reducing pain interfere with work for Low
back pain patients and significant level wia828%.The Unrelated/independent t test in
between group at 5% level significant and 8 degrees of freedom standard table value
was 2.306 and at the same significant level and same degreeddrin observed t value

was 1.00 The observed t value was less than the table value that meant null hypothesis

was accepted and altetive hypothesis was rejected which indicate there was no
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difference manual lumlpatraction group and basic physiotherapy treatment group

treatment in between group.

4.2.12 Pain intensity at ADL

This study found that at ADL, observed t value wa396 (3.48:2.7833 in the
experimental group at two tailed paired t test while this same variable for control group
observed value wa8.047 (3.3t2.4218 in within group. 5% level of significant at 4
(four) degrees of freedom standard t value was 2.78 and ebisevalue in general pain
intensity in both groups which were greater than standard t value that mean null
hypothesis was rejected and alternative hypothesis was accepted in the within group.
Both groups in aspect of general pain intensity were signtfiaar04%6 and.038%

level, but the mean difference of the experimental group was greater than the control
group mean that means Manual lumiaction for Low back pain patients was more
effective than basic phystherapy treatment for reducing pamtersity at ADL The
Unrelated/independent t test in between group at 5% level of significant and 8 degrees of
freedom standard table value was 2.306 and at the same significant level and same degree
of freedom observed t value was 1.306e observed t valugas less than the table value

that meant null hypothesis was accepted and alternative hypothesis was rejected which
indicate thee was no difference manual lunmltaaction group and basic physiotherapy

treatment group treatment in between group.

4.3 Oswesty Low Back Pain Disability Questionnaire

In this study eong the 10 participantgn=10). In experimental group (n=5), 2
participants had moderate disability, 1 participants had severe disability and 2
participants had bed bounded in initial examination and in post test (after receiving
treatment) 2 participants had minimal disabili8yparticipants had severe disability.
indicate that disability rate was gradually decrease fiwed bounded to moderate
disability andminimal disability In control group (n=5), 1 participants had moderate
disability, 3 participants had severe disipibnd 1 participants had crippled in initial
examination and in post test (after receiving treatment) 5 participants had moderate

disability. (Figure7)
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Figure -7: Disability among the participants

In Oswestry low back pain disability questionnaireseved paired t test value was
4.203 (35.6+18.942) in experimental group and 5.371 (26.4+10.991) in control group and
4 degrees of freedom at 5% significant les@andard table value was 2.Which was
lesser than the observed t value that null hypothesis rejected and alternative
hypothesis was accepted in within group. It indicated that Manual lumber traction was
more effective than physiotherapy treatment approach for Low back pain patients.
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CHAPTER T V DISCUSSION

The result of this study reportew find out the effectiveness dfanual Lumba Traction

for Low back painpatientscompared with basic physiotherapy treatment. The different
measwuement tools were used to examine the hypothesis and test the hypothesis whether
the null hypothesis were accepted or not based on the smaller or largerqriededd
semistructural questionnaire was used to find out the sdemographical indicators.
Significant improvements occurred in most of the measures that were recorded before
and after treatment. The result found thatrttean age of both group was 33.5 years (31
yeas in experimental group and 3&ars in control group)The male was 20% and
female was 8% in the both group8 0 % p a r dcaupatiopvara liodss wife, 10%
participants were service holder, 10% participants were others occupatioraf the

total participantsl0% participants were illiterate, 026 participants had soenprimary

level education, 40%articipants completesiecondary level education, 1Q8articipants

had some higher secondary level education, 20% participants completed graduation and
10% participant compted masters or above educatidmong the 10 partipants 90%
participaits were Muslim and 10%articipants were HinduAmong thel0 participants

60% participats were normal in raye (18.524.9) and 40% participds were overweight

in range (2529.9). No participants were with underweight and obesity.

The Visual Analog Scalevas measured for measuring pain and discomforiffarent
working position like @neral pain intensityPainintensity during SittingPain intensity
during StandingPain at forward bending activityPan intensity during twistingPain
intensity during walkingPainintensity during sleepingPainintensity during restPain
intensity during lifting Pain intensity during travellindg?ain ntensity during coughing
& sneeing and Pain intensity at ADLGeneral pain intensitpf experimental group
significant level was p<0.002 andontrol group significant level was p<0.042. But
experimental groupvas highlysignificant in paired t test (p<.05 or more p valugj.
experimental grougvas more effective thacontrol group Painintensity during Sitting
of experimental grougignificantlevel was p<0.040 ancontrol group significant level

48



was p<0.042. Here bo#xperimental groupnd control groupvassignificant in paired t

test (p<.05 or more p valueBut experimental group & more significant So
experimental groupvas more effective thasontrol group Pain intensity during Standing

of experimental gnap significant level was p<0.004 bemntrol groupwas not significant
statistically was p>0.074. Sexperimental group was highly significant in paired t test
(p<.05 or more p value). So experimental group was more effective than control group.
Pain at forward bending activif experimental grnap significant level was p<0.034 but
control groupwas notsignificant statistically was p>0.068. Hergperimental group was
significant in paired t test (p<.05 or more p value). So experimental group was more
effective than control groupPain intensity during twistingof experimental group
significant level wa p<0.005but control group was not siditant statistically was
p>0.083 So experimental group was highly significant in paired t test (p<.05 or more p
value). So experimental group was more effective than control graip.intensity
during walkingof experimental grop significant level was p<0.00énd control grap
significant level was p<0.028But experimental group was highly significant in paired t
test (p<.05 or more p value). So experimental group was more effective than control
group.Painintensity during sleepingf experimental gnap significant level was p<0.021

but control groupwas not significant statistically was p>0.052. Hexpezimental group

was significant in paired t test (p<.05 or more p value). So experimental group was more
effective than control grouPainintensity during resdf experimental groupgignificant

level was p<0.032 andontrol group significant level was p<0.050. Here both
experimental grougnd control groupvas significant in paired t test (p<.05 or more p
value). But experimental group was maosegnificant Soexperimental groupvas more
effective thancontrol group Pain intensity during lifting of experimental group
significant level was p<0.001 andontrol group significant level was p<0.013. But
experinental groupwas highlysignificant in paired t test (p<.05 or more p valugj.
experimental groupwas more effective thamontrol group Pain intensity during
travelling of experimental groupsignificant level was p<0.030 anaontrol group
significant level was p<0.031. Here botéxperimental groumnd control groupvas
significant in paired t test (p<.05 or more p valug)t experimental group was more

significant Soexperimental grougvas more effective thacontrol group Painintensity
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during coughing & sneemng of experimental gnep significant level was p<0.028 but
control groupwas not significant statistically was p>0.118. Hexpegimental group was
significant in paired t test (p<.05 or more p value). So experimental group was more
effecive than control groupPain intensity at ADLof experimental grouignificant

level was p<0.049 andontrol group significant level was p<0.038. Here both
experimental groupnd control groupvassimilarly significant in paired test (p<05 or

more p value)So controlgroup and experimental group both were similagljective.In
unrelated t testall of the domains did not show any significance statistically (p>.05).
Among the outcome measurements of this study, the Dallas questiohadingsed in
evaluation of every session where the progression outline were improved in most of the

indicators within the experimental group rather than control.

In this study, Oswestry disability index was used to evaluate the levdisability
impactedby the Low back pairto the subjectsAccording to the classification criteria
determined by ODI,In experimental group (n=5), 40% participants had moderate
disability, 20% participants had severe disability and 40% participants had bed bounded
in initial examination and in post test (after receiving treatment) 40% participants had
minimal disability, 60% participants had severe disabilityndicates that disability rate

was gradually decrease frdmed bounded to moderate disability anchimal disabilty.

In control group (n=5), 20% participants had moderate disability, 60% participants had
severe disability and 20% participants had crippled in initial examination and in post test
(after receiving treatment) 100% participants had moderate disability. itiatad that
disability rate was gradually decrease from crippled to moderate disalnil@swestry

low back pain disability questionnaire, observed paired t test value was 4.203
(35.6+£18.942) in experimental group and 5.371 (26.4+10.991) in control quodipt
degrees of freedom at 5% significant legtandard table value was 2.wéich was
lesser than the observed t value. Though the mean valegpefimental groupvas
greater tharcontrol groupso it indicateghat Manual lumba traction is more effdive

thanphysiotherapy treatment approdoh Low back pain patients

Measurement tools were similar in the both study as the VAS scale and Oswestry

disability questionnaire. The outcome was more significant in the study by Murtezani, et
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al. (2015) whilstless in this study. In the outcome of the Dallas pain scale and Oswestry
disability questionnaire were significant at most ad thdicators within manual lumba
traction group in paired t test, but while comparing the between group, there was no
statistcal significance and indicate there was no difference mdamuda traction group

and basic physiotherapy treatment group treatment in between group. In the Oswestry
disability questionnaire showéadt participants of manual lumb#action were better

reduction their disability rather than physiotherapy treatment group.

Total 42 subjects with LBP of deast 6weeksduration to physical therapy (hot pack,
ultrasoundand active exercises) physical therapy plus sustaingédction (greaterthan
50% bog weight). All patients completed the Oswestry disabilitgex (ODI) to assess
disability and the 1&m visualanalog scale (VAS)dr evaluation of pain. Subjecigere
randomly assiged into group 1, receiving onlgtandard physical therapgr group 2,
receiving standarghysical therapy with conventional lumbar tractiéfter 10treatment
sessions over 2 weeks, they found no differdmetsveen the groups iregard to visual
analog scaléVAS), Oswestry Disability Index scor@herewas a gynificant reduction
in pain intensity and disaliily at the end of treatment loth groups. There was complete
or mild improvementn 47.6% of group 1 and0%6 of group 2. The satisfactioate with
bath treatments was more than 70Pdmediately after theherapiesPain ad global
improvement were alstetter in this group, but theiffifrence was not statistically
significant. In conclusion, no spéc effect of traction on standardhysical therapy was
observed in our study grouBdgrman et al.2003).

A total of 124 subjects compled the treatment protocol andoted significant
improvements forall postintervention outcome scores when compaxeith pre
intervention scores (P<0.01). Also found significant difference between 2 groigpe®in

of lumber traction (P<0.01)Traction applied in the prone position for 4 weeks was
associated with improvements pain intensity and ODI scores at dischargeng time
follow-up canimply a long lasting relationshipetweerthe traction and outcom@eyki

et al., 2007).

Study shows thas6 patients (93%) completed the-dsek followup evaluation. Three

patients inthe SHAM group failed to completee graded activity program, two because
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of physical problems and one because of lost of motivation and le@awijonal cost.

One patient in the IDD group could not finish the graded activity program due to
logistical problems. But, they all finished the traction sessions and a part of the graded
activity program (complete data available until 6 weeks follgpvnoment). General
sociademographic characteristics and mean values and standard deviations for the scores
of the VAS, IDD,SHAM Therapy and ODI, both groups Evaluated that these variables
showed no between group differences at baseline since all P val0Bs ifplying a
successful randomizatiorBut, the participants in both groups reported a significant
improvement in LBP, leg pain, daily function (ODI) and general health perception
(Schimmel et al., 2009). The patrticipants of experimental group havieeddember
traction treatment 6 sessions consecutively. Pamdr Metgud (2010) explored in the

RCT where the number of treatment sessions was 4 sessions in this Lstondar
traction has long been a preferred method for treating lumbar disc probletnis,light

of the effectiveness of more active treatment, it is generally not recommended in the
treatment of acute LBfRevel, 2000).
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Limitation of the study

The study was conducted with 10 patients of Low Back Pain, which was a very small
number of samples in both groups and was not sufficient enough for the study to
generalize the wider population of this conditidihe study was conducted within short
period which is the main limitation of this studgometimes treatment sessions were
interrupted due to public holiday and recruit physiotherapists taken leave in the data
collection that may interrupt the result.is limited by the fact daily activities of the
subject were not monitored which could have influenced. Researcher otdyeeibe

effect of Manual lumbatraction after 4 sessions of treatments, so the long term effect of
Manual lumba traction was not explored in this studyhe research was carried out in
CRP, Savar such a small environment, so it was difficult to keep cohétlthe aims of

the study for blinding procedure. Therefore, single blind method was used in this study.
10% participants were illiterate; it may give data error Wdnere was no system of long

term follow-up after the postest of the study.
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CHAPTER- VI CONCLUSION AND RECOMMENDATION

The study was an experimental design to exantieeeffectiveness of manual luntba
traction for the management of low back pain patient along with physiotherapy treatment,
where the results of the study haslemonstrated that the combination technique is
significantly capable of producing berehl effects on pain reduction arfdnctional
disability minimization.This dudy has found that manual lumbgactionis marginal

effectiverather tharbasic physiotarapy treatment

The result also indicates that the significant changes in both groupduaréo the
selection of awell-defined population of mechanical Low bagkain patients using
specific inclusion and exclusion criteria. It may be helpful for patient wmigchanical
LBP to increase functional abilities for mechanicBIP.

The researcher did not diagnose specific nerve moatlvement and did not apply
manuallumbar tractiorspecific vertebral segmerit is recommended to do further study
with diagnosis of specific nerve root involvement amanual lumbar tractioof specific

vertebral segment

These samples were seksttbetween the age group of-20 years,but the researcher
could not find out which age group was more effective. If the most effective age group

were found then the study will be more effective.

Despite the limitations of the study particularly small sample size, the results of the study
give further motivation to controlled clinical trials with sufficient time and sample size. It
could be also suggested that for further future study can be carried out with comparable

patient variables with emphasis on ergo metrics variables.
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ANNEXURE

Permission Letter

To

The Head of the Physiotherapy Department,

Center for the Rehabilitation of the Paralyzed (C.R.P.),
Savar, Dhaka.

Subject: Prayer for permission of data collection for the research project.

Sir,

I beg most respectfully to state that, I am a student of B Sc in Physiotherapy in Bangladesh
Health Profession Institute (BHPI) under University of Dhaka. As a part of my curriculum, I
have to conduct a research project. The area of my research project is musculoskeletal
physiotherapy and title is “Effectiveness of manual lumber traction for the management of low
back pain patient along with physiotherapy treatment”. The samples of my research project are
patient with back pain. The setting of the project is outdoor service physiotherapy department at
CRP Savar Dhaka. So I need to collect data of those patients from your department. I will follow

all the fact written in my consent form and will not do any harm for the patients.

I therefore, pray and hope that you would be kind enough to give me the permission to collect

data and complete the research project successfully from your department.

Tb.nb\og NOI)‘(V\ ND\P\V\.\
Yours:faithfully

Tanha Nosin Nanni
4w professional B.Sc. in physiotherapy (B.H.P.I.)
C.R.P. Savar, Dhaka

Date: 20-0%-2016

professor &
;ziolherapy Dept-

AssOC\
Head of PIY
CRP, Chapain,

Savar, Dhaka-1 343
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Bangladesh Health Professions Institute (BHPI)

(The Academic Institute of CRP)

Ref. Date: )§.J04124)|.
CRP-BHPI/IRB/04/17/61 & 03\/("”26'?»

To

Tanha Nosin Nanni

Bachelor of Science in Physiotherapy
Session: 2011-2012, DU Reg. No.: 1735
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

Subject: Approval of the thesis proposal — Effectiveness of manual lumbar traction for the
management of low back pain patient along with physiotherapy treatment.
Dear Tanha Nosin Nanni,

The Institutional Review Board (IRB) of BHPI has reviewed and discussed your application on
February 17, 2016 to conduct the above mentioned thesis, with yourself, as the Principal
investigator. The Following documents have been reviewed and approved:

Sr. No. | Name of the Documents

1 Thesis Proposal

2 Questionnaire (English and Bengali version)
3 Information sheet & consent form.

Since the study involves answering a questionnaire that takes 20 to 30 minutes, have no likelihood
of any harm to the participants, the members of the Ethics committee has approved the study to be
conducted in the presented form at the meeting held at 08:30 AM on February 25, 2016 at BHPI.

The institutional Ethics committee expects to be informed about the progress of the study, any
changes occurring in the course of the study, any revision in the protocol and patient information or
informed consent and ask to be provided a copy of the final report. This Ethics committee is
working accordance to Nuremberg Code 1947, World Medical Association Declaration of Helsinki,
1964 - 2013 and other applicable regulation.

Best regards,
.

{edtalbavinen

Muhammad Millat Hossain

Assistant Professor, Dept. of Rehabilitation Science
Member Secretary, Institutional Review Board (IRB)
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

FreRfA-519113, Frera, BIFl-508\9, AT, (FIT § 198¢8Y8-¢, 1985808 FITH 2 998¢0YS
CRP-Chapain, Savar, Dhaka-1343, Tel : 7745464-5, 7741404, Fax : 7745069, E-mail : contact@crp-bangladesh.org, www.crp-bangladesh.org



Inform Consent

AssalamualaikunNamashker,

| am Tanha Nosin Nanni, 4th Professiom&lSc. in Physiotherapy student at Bangladesh

Health Professionmstitute (BHPI) under the Faculty of Medicine, University of Dhaka.

To obtain my Bachelor degree, | have to conduct a research project and it is a part of my
study. My research tittesi A Ef f ec t i v e n erdraction for thm enanagerhentl u mb a
oflonback pain patient along with physiothera
some personal & other related questions about your back.paifulfill my research

projectl need to collect data. So, you can be a respected participant of this reselarch an

the conversation time will be two times-20 minutes. | would like to inform you that

this is a purely academic study and will not to be used for any other purposes. | assure

that all data will be kept confidential. Your participation will be voluntaigu may have

the rights to withdraw consent and discontinue participation at any time from this study.

You also have the rights to reject a part:.i

If you have any query about the study, you may contact with my supelM@mmmad
Anwar Hossain, Associate professor, Head of Physiotherapy Dept, CRP, Savar, Dhaka

1343. Do you have any questions before | start?

So, | can proceed with the interview.

Yes| | Nq |

/////

Signature of the participant and Dateééeéecee

,,,,,,,,

Signature of the witness and Dateééeéeééeeceée

,,,,,,

Signature of the researcher and Dateééeéeée
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Data collection form (Research purpose only)

Code no:

Age: éeeéééeééeeééecé Sex: ééééééeeéeé
Adders:Village ¢ ¢ é éééééeeP. O eeéeéeéeééeécee
Thana: ééééééééeéeéeéeéébDistrict eééé
Date: ééééééééééééeé. . Phone no: éééé
How long have you had low back pain?

Yearséééeéeéeéé.. Mont hsééééeéeéeééWeeks

Xii

[N

M-

[N

M-

[N

D

[N

D

[N

D

([N

D~

([N

D

([N

[N

D



Z_"msMOn cl

aMxY dC k<

PV AVB.WW.DS: ...
(<0 SRR W2 it
WVKVOV: MOVG:......ovev e VKN e

axdx<000000000000000O00O0O0O0OOOOOOOOOOOODOOOOOOOO
\'XykN<00OO0OOOOO0O0O0O0O0O0O0000.000.0.0.000000000000000O
Cxedxk M\ ybd jxg\ ©OMxi2k gEax A

Xiii



Pat i en t-dereogr8phic Infarmation

(To be collected from Record/ Care provider)

Code no:
Questions Responses Code
Age (inyears) | ... yrs
Sex Male 01
Female 02
Service holder 01
Businessman 02
Housewife 03
Occupation Farmer 04
Shopkeeper 05
Teachers 06
Others 07
Married 01
Un married 02
Marital status Divorced 03
Separated 04
Widow 05
Muslim 01
Religion Hindu 02
Christian 03
Buddho 04
llliterate 01
Primary 02
Secondary 03
Educational level SSC 04
HSC 05
Graduate 06
Masters or above 07
Hobby | ...
Monthly income Takaéé.
Body weight Kgééeé.
Hight CM..coceee
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Questionnaire for pre and posttreatment session

Please a mark (X) on the line where you feel it shows how much pain you have.

1. How severe is your back pain at present?

0 10

2. How severe is your Pain at back during sitting?

0 10

3. How severe is your Pain at back during standing?

0 10

4. How severe is your Pain at back duriogvard bending

0 10

5. How severe is your Pain at back during twisting?

0 10

6. How severe is your Pain at back during walking?

XVi



7. How severe is your Pain at back during sleeping?

I
0

8. How severe is your Pain at back at rest?

10

I
0

9. How severe is your Pain at back duriifting ?

10

I
0

10. How severe is your Pain at back during travelling?

10

I
0

11. How severe is your Pain at back durmogghing/sneezirity
I

10

I
0

12. How severe is your Pain at back during during your ADLS?

10

Xvii

10
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Low Back Pain Disability Questionnaire

This questionnaire has been designed to give us information as to how your back or leg

pain is affecting your ability to manage in everyday life. Please answer by checking in

each section for the statement which best applies to you. We realise you may consider

that two or more statements in any one section apply but please just shade out the spot

that indicates the statement which most clearly describes your problem.

171 Pain intensity

(0]

o O O o

| have no pain at the moment

The pain is very mild at the moment
The pain is moderate at the moment
The pain is fairly severe at the moment
The pain is very severe at the moment

The pain is the worst imaginable at the moment

21 Personalcare (washing, dressing etc)

(0]

o O O O O

| can look after myself normally without causing extra pain
| can look after myself normally but it causes extra pain

It is painful to look after myself and | am slow and careful

| need some help but manage most of my persmarel

| need help every day in most aspects ofcailt

| do not get dressed, | wash with difficulty and stay in bed

XX



371 Sitting

47 Standing
0

(0]

57 Walking

o O O O o o

| can sit in any chair as long as | like

| can only sit in my favourite chair as long as | like
Pain prevents me sittingore than one hour

Pain prevents me from sitting more than 30 minutes
Pain prevents me from sitting more than 10 minutes

Pain prevents me from sitting at all

| can stand as long as | want without extra pain

| can stand as long as | want lifugives me extra pain

Pain prevents me from standing for more than 1 hour
Pain prevents me from standing for more than 30 minutes
Pain prevents me from standing for more than 10 minutes

Pain prevents me from standing at all

Pain does ngtrevent me walking any distance

Pain prevents me from walking more than 1 mile.
Pain prevents me from walking more than 1/2.

Pain prevents me from walking more than 100 yard.
| can only walk using a stick or crutches

| am in bed most of the time.

XXi



61 Lifting

o | can lift heavy weights without extra pain

o | can lift heavy weights but it gives extra pain

o Pain prevents me from lifting heavy weights off the floor, but | can manage if
they are conveniently placed eg. on a table

o Pain prevents me from lifting hea weights, but | can manage light to
medium weights if they are conveniently positioned

o | can lift very light weights

o | cannot lift or carry anything at all

71 Sleeping

My sleep is never disturbed by pain

My sleep is occasionally disturbed by pain
Because of pain | have less than 6 hours sleep
Because of pain | have less than 4 hours sleep

Because of pain | have less than 2 hours sleep

O O O O o O

Pain prevents me from sleeping at all

81 Sex life (if applicable)

My sex life is normal and causes no extra pain
My sex life is normal but causes some extra pain
My sex life is nearly normal but is very painful
My sex life is severely restricted by pain

My sex life is nearly absent because of pain

O O O O o o

Pain prevents any sex life at all

XXii



9 Travelling
o

(0]

| can travelanywhere without pain

| can travel anywhere but it gives me extra pain

Pain is bad but | manage journeys over two hours

Pain restricts me to journeys of less than one hour

Pain restricts me to short necessary journeys under 30 minutes

Pain prevents me fromnavelling except to receive treatment

107 Social Life

o

(0]

My social life is normal and gives me no extra pain.
My social life is normal but increases the degree of pain.

Pain has no significant effect on my social life apart from meting my more

energet interests, e.g. dancing.
Pain has restricted my social life and | do not go out as often.
Pain has restricted my social life to my home.

| have no social life because of pain.

XXili
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©Wy g 2 | kxNal + op?2T F2ixld Mk2\ exyk-~

0o gExax CxixaM hxyk KXITdM xdg2Qu x@xdw caxx MG § y |
ck2a2dk KTd F2ixld Mk?2&a\ exyk-~

o Cxyi ©OMgl CV\E®%d pxl| Mx KTd F2ixld Mk2\ e

o Cxyi | @ Mgx2 kD ©OMxd yMS| Faixld gx gpd M
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Ask6 egx ©Omxdx

o Cxyi ©OMxd Px2qg gExax Sxgxk j\Gd D-Sx eqg
o Cxyi oxixdE gExax Cxo2|l K j\G[ D-Sx eq?2\
o j\Gd D-Sx eg?\ exyk yM»% ©gm ixUxyk ck?a
o2gm i {Wxi{yW gExaxk Mxk2ad Cxyi cCadM ©Ogy
o0 Cxixk CVExycM Px2q gExaxk Mxkad eg?2\ ME
o Cxyi eg?\ exyk dx-~

Ask 5:gv_vev_ v
o Avw ©Mxd i xax gExax ©dD

o0 Cxixk oxixdE ixax gExax C2dMybd ek ek C
o Cxixk i{Wxi{ywWw ©gym ixax gExax C2dM ybd
o Cxixk I MW ©gym ixax gExax ix2U ix2aU ps
o Cxixk ixaU ix2U C2dM ©gym ixax gExax ps
o Cxixk ogois C2dM ©gmz ixax gExax M2k~
Ask 8 i2dx?j)] x0O
0o Cxyi ©OMxd oi oEx Sxqgxk N{g hxl i2dx?aj xO0O
o Cxyi |jJNd e{2kxe{yk i2dx2j)x0 ydD \ Nd oxi
o e{2kxe{yk i2dx2jx0O ©ObKsxk o0ois ©gm o0i 0EX
0 i2dx?2jx0 ObKsxk Cxixk C2dM oi oEx ps-~
0 0i 0Ex I\ ©gym ps ©j Cxyi hxl hxag iadx?aj
o Cxyi ©OMxd i2dx?2)jx0 yb2&\ exyk dx-~
Ask-7 KVR
o Cxyi ©jid D-Sx MxT Mka\ exyk-~
o Cxyi Ec{ Cxixk bkMxyk MxTU21 x Mka\ exyk
o Cxyi Ec{ Cxixk N{g bkMxyk MxTU2]|] x Mk?2\
o Cxyi Cxixk bkMxyk MxTU2] x Mka\ exyk dx-~
o Cxi xk ©j ©oawgld MxT Mka2\ D M
o Cxyi Il Nd oMxd MxT(D Mk2\ exyk dx-~
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Ask-3

O O O O O o

Oxyq
Cxyi
Avwg hLb *
Cxyi
Cxyi
Cxi xKk
Cxyi

P{i x
E Xx
E Xx
E X
E Xx
E X
E X

a X
a X
a X
a X
a X

Q Q Q@ @@ Q@ «

a X

2

g
oxi xd

pg?

Exax

Avw e U
g Exax
\zgli
Cxyi

RxI| x2&dx

©OMxd Px2qg g

Exax

SxgxD Oxyq

Rx 1l x 2\

XxN© mgq Mvwo PvjvB ZLb mvgvb™ e’v_v Abyfe Kwi|

j Nd bzPl o0ois Oxyq RxIxD 2ixWxi{yW
bzPl oxsCOaMgPRXx4k2gEeayk @TdE-~
Oxyq Rxl x2\ Cca2dM ME ps C2dM ©gym
Cxixk Oxyq RxlIx2\ exyk dx-~

adx

k Mxkad Cxixk P{i MN2adx gExp\ ps d
k Mxkad Cxixk P{i ix2aU ixaU gExp)\
k Mxkad Cxixk P{i Ss P%WxkK Mi ps
k Mxkad Cxixk P{i CxW P%WxkK Mi ps
k Mxkad Cxixk P{i b{D P%WxkK Mi ps
k Mxkad Cxyi ©ix2 (WD P{ix2\ exyk d
dxb

SxgxD Cxyi o0og ck&@dk yg2dxb2ad Cum
E gExax ydas Cxyi og ckadk ygadxhba?a
XS 0g TxOxa\D exyk \2g yMS|yMS| oi
k TdE Cxyi Cxixk oxixdE oOuNEM ygad
gExaxk TdE ©j ©Mxd yg2dxb2ad Cum yd
©Mxd yg@dxbd Mx2®T Cum yd2a\ exyk dx
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