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ABSTRACT

This study was done in order to compare the effectiveness of
chiropractic treatment in association with a wellness approach, to
chiropractic treatment without a wellness approach in the management of

Mechanical Low Back Pain.

Low back pain is an enormous prdblem-in today’s society. Vast amounts of
money are spent annually on the investigation into and treatment of low
back pain, and numerous work days are lost due to absenteeism. Chronic
low back pain also affects the individual’'s life-style, and can lead to
psychological problems. Thousands of low back operations are done

yeariy, with a significantly high failure rate. (Frymoyer et al. 1980.)

In this study factors such as cost, recovery tine and incidence of
reoccurrence were used as criteria to determine the effectiveness of
chiropractic treatment applied to the two groups of patients. The
concept of holisms was applied to one group, whereas the other group was

treated without this approach.

The study was conducted as a clinical trial, with two experimental
groups. Thirty patients who had responded to an advertisement were
selected and randonly divided into fwo groups. The patients were
selected from the general population on the grounds of their signs and

symptonos.

Group A received chiropractic treatment in association with the wellness
approach. This comprised patient education in the form of guidance
towards life-style changes and exercises. Patients were also given a
detailed explanation of their proble@s leading to an understanding of
their conditions. Group B received chiropractic treatment only. The1r
condition was not explained, and they did not receive any of the

holistic aspects mentioned for group A.
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In each case, chiropractie care included Diversified Technique and
Myofascial Pain and Dysfunction therapy relevant to the condition under
treatment. |

Patients were treated for a maximum of twelve treatments over a four
week period, with a follow-up visit one month after the last treatment.
Data were obtained at the first, last and follow-up visits. The Oswestry
Low Back Disability Index (Appendix E), Numerical Rating Scale 101
(Appendix F), Short-Forﬁ McGill Pain Questionnaire (Appendix G), General
Well-Being Schedule (Appendix H), Wellness Approach Questionnaire
(Appendix I) and Follow-up Wellness Approach Questionnaire (Appendix J)
were used to evaluate the subjective aspect. To measure the obiective

aspect an Algometer was used.

Results were statistically analyzed using the Mann-Whitney U-test
(inter-group comparison) and the Wilcoxon Signed rank test (intra-group

comparison). Bar charts were drawn using the nedians of the groups.

It was found that group A improved at all stages, and group B only
ieproved during the actual treatment period. When comparing the groups
it was shown that group A had improved significantly more than group B,
except on the psychological level which was measured by the General
Well-Being Schedule.

The results of this study demonstrated that chiropractic treatment in
association with a wellness approach was more effective in the treatment
of Mechanical Low Back Pain than chiropractic care on its own. The
improvenent of the patients in group A also lasted longer,' as was

denonstrated by the results of the follow-up visit.
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DEFINITIONS

Adjustment

A specific form of direct articular manipulation, utilising a short
iever, and characterised by a dynamic, forceful high velocity thrust of
controlled amplitude (Kurk et al. 1991: 1).

Chiropractic treatment/care

This includes adjustments as defined by the Diversified Technique, as
well as auxiliary chiropractic therapies, e.g. electrotherapy, massage
and traction (Till, personal communication 1994)..

Effectiveness

The result of a technique that will produce pain relief in the shortest

space of tine, as well as the average result of a group that retains the
least amount of pain after a one month follow-up period when coopared |
with others.

Electrotherapy

Treatment of disease by means of electricity (Dorland’s Medical
Dictionary: 538).

Holisti

The term holistic considers man as a functioning whole (Dorland’s
Medical Dictionary: 771).

Maigne's Syndrome

Pain over the iliac crests due to joint dysfunction and nerve irritation
in the T12 and L1 regions (Kirkaldy-Willis & Burton 1892: 161). |
Massage

Systenatic therapeutic friction, stroking or kneading of the body
(Dorland’s Medical Dictionary: 983).

Mechanical | Back Pai

This includes Posterior Facet Syndrome, Maigne’s Syndroae, Sacro-iliac
Syndrome and Myofasciallpain and Dysfunction Syndrome (Kirkaldy-Willis

& Burton 1992: 161).




Pain and or autonomic phenomena referred from active myofascial trigger

points with associated dysfunction (Travell & Simons 1992 1: 3).

0bi . o |
Measurements taken to assess patients’ clinical improvement by using
their external senses (Dorland’s Medical Dictionary: 1164). A pressure
Algometer was used to assess patients’ pain sensitivity (Dorland’s
Medical Dictionary: 48).

Posterior Facet Syndrome

Low back pain associated with pain which can be local or referred, and
joint dysfunction (Gatterman 1890: 161).

S _ili synd

Local or referred pain due to dysfunction of the Sacro-iliac joints
(Gatterman 1990: 114).

Subjective assessment

Patients’ perception of the treatment, and their improvement are
assessed by using_questiénnaires.

Iraction

Flexion distraction of the lumbar spine allows traction and flexion,
with or without rotation and side bending at a specific level of the
spine (Gatterman 1990: 370).

Iriager point

A focus of hyper-irritability in a tissue that, when coapresséd, is
locally tender and, if sufficiently’ hypersensitive, gives rise to
referred pain and tenderness (Travell & Simons 1982 1: 4).
Irigger point therapy

Some'accepted ways of treatment of trigger points are: stretching, ice
and heat, dry needling and injection (Travell & Simons 1992 1: 5).
However, in this study only dry needling of the trigger point using an
acupuncture needle was done.

Wellpess

Wellness is a term describing the concept and practice of holism; it
includes the biological spectrum, life-style modifications and patient

education (Till, personal communication 1994).
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CHAPTER 1

INTRODUCTION

Statistics show that 80% of adults will have at least one occurrence of
low back pain in their lives. In the USA 16-60 million dollars are spent
annually on the treatment of low back pain. An average of 250 000 lumbar
surgeries are performed, with a failure rate of 15% and 40 000 re-
operations done annually. It is estimated that 75 million people suffer
from low back pain, with an incidence of 7 pillion new patients yearly.
(Frymoyer et al. 1980.) Low back pain is the leading cause of disability
in people younger than 45 and the leading cause of visits to physicians
(Vernon 1881).

Chiropractic treatment of low back pain has been shown to be very
effective (Hastings et al. 1980: 232). Treatment includes painly
manipulative techniques, but some physiotherapy modalities are also
utilised. Chiropractors are also trained in prescription of auxillary
approaches such as exercise therapy, life-style modification and
nutritional advice. (Gatterman 19980: xv, 8.) However, it is possible
that due to lack of education, ignorance, laziness or very large patient

loads practitioners may fail to eaploy these auxillary approaches.

Holisn is a philosophy that maintains that man is not reducible to the
sun of his parts, but that he/she is a whole living unit who acfs within
his/her environment. The doctor advises and educates the patient instead
of just treating the presenting problen. According to the holistic
philosophy, a health problea cannot be fully understood or adequately
treated if everything about the person is not taken into consideration.
(Jamison 1891a.) Till (personal coapunication 1994) defined wellness as
a term used to describe the concept and practice of holism; it involves

the doctor advising and educating the patient instead of just treating
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the presenting problem. The difference between being a "fixer" and a

"healer" of the body, is that a "fixer"' only removes or fixes the
problen the patient presents with. This approach contrasts with a true
healer who takes into consideration the patient’s psycho-social factors,
- life-style and -internal and external environment when treating hin/her
in order to improve not only his presenting disorder but also to
increase his quality of well-being. (Deliman & Smolowe 1982: 8, 9.) "To
exclude paying attention to the patient's life-style and factors
influencing him from his environment, be it at work or at home, as a
contributing factor to his well-being and health would be a serious
omission in the total wmanagement of the patient" (Jamison 1981a: 7).
Treatment of symptoms is only a temporary solution, and it is
unsatisfactory because there is a greatly increased possibility of
relapse. Elimination of all irritating factors for optimal all-round
health should be the goal of any kind of therapy.

(Tilscher & Eder 1991: 5.)

If a holistic approach is incorporated into chiropractic health care,
the treatnent of low back pain would be more effective and it may aid in
reducing recurrence by emphasising preventative care (Jamison 1981a).
However, a search of the literature has failed to reveal any atteompt by
researchers to test whether the above concept is valid when applied to
the management of mechanical low back pain. Kotze (1995) found that
patients were aware of holisé, but that their experience of holism did
not fully correspond with the holistic approach offered by the
practitioners. She therefore argued that practitioners need to be more.

clear about the definition and practice of holism.

In designing this study, it was therefore postulated that its potential
benefit would be to determine an effective means of treating Mechanical
Low Back Pain. To achieve this aim, it was necessary to determine which
patients could be treated effectively with conservative care, in order |
to limit the number of operations required. As chiropractic treatment
has been shown to be more cosf effective than medical treatment for low

back pain (Hastings et al. 1980: 232), it was also necessary to




determine whether the treatment duration could be decreased to minimize

" the amount of days lost from work. A holistic approach may be more
expensive in the short term, but could be more effective in the long
term as it will decrease the incidence of reoccurrence. With increased
quality of care and education it was theorised that patients would be

more compliant to the treatment, and that they would apply given advice.

In the light of this, the aim of the study was to evaluate the response
of patients to chiropractic care alone (adjustments and trigger point
therapy) in comparison with chiropractic care in association with a
wellness approach, in terms of objective and subjective assessment, in
order to determine which approach was more effective in the management

of Mechanical Low Back Pain.

The first objective was to evaluate the response of patients to
chiropractic care alone in comsparison with chiropractic care in
association with a wellness approach in terms of objective assessment,
in order to determine which approach was more effective in the
management of Mechanical Low Back Pain.

The second objective was to evaluate the response of patients to
chiropractic care alone- in coaparison with chiropractic care in
association with a wellness approach in terms of subjective assessment
in order to deternine which approach was nore effective in the

management of Mechanical Low Back Pain.

The third objective was to integrate the results of the first and second

objectives in order to determine which approach was more effective in

the manageaent of Mechanical Low Back Pain.




CHAPTER 2

REVIEW OF THE RELATED LITERATURE

2.1 INTRODUCTION

Holism can be described as looking at the person as a functioning whole.
Breaking him down into different parts and treating him accordingly, is
called reductionism. (Davies 1987: 61.) An exanple to explain this is
given by Davies (1987: 61) when he considers a photograph fros a
newspaper which consists of many dots. When looking closely no amount of
scrutiny will reveal a face, but when looking at it from a distance,
i.e. viewing all the dots together, the image can be seen clearly.

This is in éccordance with Ehrenfel’s well known principle: "The whole
is greater than the sun of its parts" (Davies 1989: 61; Gordon 1980;
Tilscher & Eder 1981: 1.)

2.2 HISTORY

According to Capra (1988: 308-309), health practitioners in the distant
past were shamans or witch doctors, named according to the culture in
which they practised. They first looked at the person froo a spiritual
perspective and in the context of his social environment, and secondly
fhey treated his illness, because they believed that illness was caused
by disharoony and imbalance in his environment. Capra (1988: 308) argues
there are many sinilarities between these practitioners and modern
psychotherapists, since the psychotherapists also look at social
behaviour and environmental influences as the cause of some illnesses.
Shamans viewed humans as an integral part of an ordered system, i.e. the
society you live in. This is also consistent with the modern holistic
view that disease is a consequence of imbalance and disharmony, and that
healing will have to go beyond biological mechanisms to find the causes
of illness in e.g. environmental influences, psychological patterns and

social relations. (Capra 1988: 308.)
4



The aim of traditional Chinese medicine was to keep the person in

harmony with the environment and to help him adapt to any changes. The
emphasis was on balance and harmony to keep the person healthy.
Prevention played a major role. It was the person’s responsibility to
keep his body healthy and the doctor’s to give advice, treat serious

illnesses and coordinate rehabilitation. (Capra 1988: 315.)

The ancient Greeks had a classical ideal of a sound mind in a sound body
(Deliman & Smolowe 1982: 6). Even in the Hippocratic writings health is
a state of balance between environment, life-style and the different

aspects of human nature (Capra 1988: 311; Gordon 1980).

Hippocrates as the "Father of Medicine" believed that disease was
created by natural causes and that the physician’s role was to assist
nature’s own healing force. The doctor's first interest had to be the
patient and not the disease, and his concern was with the body as a
whole. Symptoms served only as indicators of the status of the patient,
rather than a basis of classification. (Deliman & Smolowe 1982: 6.)

During the eérly'Renaissance humanists interpreted Hippocratic ideas,
then tried to explain "miracles" rationally. This gave them a greater
insight into the role of psychological factors in disease. "Imagination®
was recognised as a factor in the cause‘and cure of many diseases.

(Deliman & Samolowe 1982: 6.)

Even Darwin’s theory of evolution influenced concepts of holisn by
showing interrelationship between organisms and their environments

(Delinan & Smolowe 1982: 6).

During the mid 1800's Claude Bernard, a French physiologist and
biochenist, described the concept of homeostasis or balance seeking. He
theorised that an internal environnent exists as a mediator between the
life of the orgahism and its external environnent. He also stated that
organisas tend to maintain the coaposition of their environment; and if
this dynamic equilibrium is upset, reactions occur to restore the

balance. (Deliman & Smolowe 1982: 6; Broa 1990.)
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Biological systems exist as unstable equilibrium flows, whose regulated

state is maintained by homeostasis (Tilscher & Eder 1991: 1, 3).

Physics and other natural sciences started to separate matter, mind and
spirit in order to study them, and to understand the human body and its
processes better. Soon holistic practice was completely lost and
scientists became more involved with the cause and treatment of
diseases. In the late nineteenth century this started to changé when
individuals discovered interconnection among the elements of the

universe. (Deliman & Smolowe 1982: 2.)

In the 1920’s these ideas were crystallised into the theory of holisme by
Jan Christiaan Smuts, a South African statesman and philésopher who
originated the term "holism'. He realised that rigid materialism could
no longer explain nature; and this deepened his inquiry into the idea of
"wholes" and he arrived at the concept of holism. (Deliman & Smolowe

1982: 6; Marks 1987; Gordon 1990.)

During all these years Eastern culture continued its old philosophies of
holism, and in recent years health practitioners from the East have
played a major role in introducing these concepts and practices to

Western culture (Deliman & Smolowe 1982: 8).

2.3 WESTERN MEDICINE
As western pedicine developed over the last 300 years, especially since

the influence of Descartes, a reductionist view has been used more and
more (Davies 1987: 61, 64). Reductionisnm means to compartmentalize; the
body is seen as a machine with different parts, and disease as
malfunction of the biological mechanisms (Hastings gl_gl; 1980: 487,
Capra 1988: 321). In this model the objective ig to intervene and
explain the disease process which is due to biological disturbance

(vernon 1981).




The patient is seen in a few minutes and due to rising numbers of

patients, an investigation/ is seldomly done beyond the presenting

problem, irrespective of what the precipitating cause is (Lincoln 1992).

Specialists have an even bigger problem because they are trained to be
experts in a particular field, and not to look at the whole person or at
any other systems that might cause or contribute to the problem (Capra
1988: 320). Brom (1990) discusses the way any "general" practitioner
should practice, i.e. as a primary contact physician he should treat all
the patients holistically and then only send problem cases to
specialists. In the Western world there are nany kinds of health care
practitioners,' e.g. family doctors, nurses, chiropractors and
homoeopaths, who have the responsibility of a primary contact physician
(Capra 1988: 317). |

In using a holistic approach, chiropractors are fulfilling the ideal of

being a primary contact practitioner (Janison 1991b).

In the past medicine was focused on diagnosis and treatment, with the
physician assuoing all the responsibility (Lincoln 1992). However, the
dominant practitioner-dependent patient relationship of the medical
model of health care is seldom appropriate at the prinary level of
health care. A biopsychosocial health care model that includes the
physical signs and symptons panifestation of disease, as well as the
patient’'s feelings or 1illness response and behaviour or sickness
presentation is more appropriate to primary health care practice. To
prevent disease the doctor must realise that the reductionist,
unifactoral basic science approach fails to address substantive primary
health care issues. (Jamison 1991a: 3.) To assess the contribution of
biological, social and psychological factors to illness of a’patient, is
the essence of the art and science of general practice and primary

health care (Capra 1988: 335).

Health should be defined positiveiy in terms of well-being and not in
the usual negative way. Only then can suffering from a disease force the

patient to bring about positive changes in his life-style, which will




thus help to build the body up to a higher degree of well-being and
health (Van Der Steen & Thung 1988: 196).

2.4 HOLISM

The word holism is derived from the greek word "holos", which means
total or whole (Marks 1987). According to Capra (1988: 317) there are
two kinds of holism: the first is a medical concept where the human is
seen as a living system whose components are all interdependent and
interconnected; the second is much broader in the sense that the human
is seen not only as a complete being, but also as interacting with his

environment. (Marks 1987.)

Coulter (1993) states that the type of practitioner that will practise
holistically will be: non-reductionist, he.will preferably use natural
medicine, he will be humanistic and caring, as little as possible
intervention will be used allowing the body to heal itself and he will

encourage an equal partnership between the doctor and the patient.

Practising holistically neans to collgct a wide range of information
froo the patient, and selecting the appropriate treatment protocol best
suiting the patient. (Capra 1988: 335.) Deliman & Snolowe (1982: 8) say
that therapies cannot be holistic; but that the entire approach itself
must be holistic, this includes the way of viewing the patient, the
general diagnostic procedure as well as therapeutic practices. All
dimensions such as movement, structure and spirit are so intimately and
sensitively interrelated that a change in one part brings about shifts
in other parts. (Hastings g;_g;. 1980; 16; Deliman & Smolowe 1882: 8.)

Deliman & Smolowe (1982: 9) described many different dimensions. The
nutritional dimension can be defined as that which a person does with
his diet in relationship to awareness, energy, personal responsibility
and emotions. Structural dimension is that which considers the
arrange@ent of muscles and bone including posture, muscle tension and
flexibility. Other dimensions are: movement, emotion, the breathing

dimension (which also includes muscle tone and circulation), symbolic,




sensory or imagery dimension (which describes what the patient perceives
and how he processes information from external and internal
environments), interpersonal, cardiovascular and mental. (Deliman &

Smolowe 1982: 9.)

Thus from a holistic point of view health can be defined as a wholeness,

4and as- a balanced and harmonious union of the body, mind and spirit

(Marks 1987). Illness is then a disturbance of the functioning of the

whole and not just an isolated cause or effect (Deliman & Smolowe 1982:

8). Jensen & Allen (1993) state that illness is not only the absence of

disease, but is also due to imbalance or deviation from the nore

(Hastings 1980: 17).

Four leading principles of holism are:

1. Entities and systems function as unified wholes.

2. All parts of the wholes are dynapically interdependent and
interrelated.

3. In order to understand the whole the parts cannot be exanined
separately.

4. The whole is greater than the sun of its parts.

(van Der Steen & Thung 1988: 196; De Leeuw 1989.)

Wellness is a term used to describe the concept and practice of holisa;
it involves the doctor advising and educating the patient instead of
just treating the presenting problen (Till, personal communication
1994). Jensen & Allen (1993) and Coulter (1990) state that wellness is
more than a concept. It is a way of life in which harmony is achieved
between all aspects of the person, i.e. mind, body and soul, and is not
just the absence of illness. Marks (1978) also includes the following
aspects to the list: coaplete personal fulfilment and haramony, physical
and mental fitness, vitaiity and enthusiasn, confidence and realistic

optimisam, satisfactory sleep and sexual fulfilment.
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A wellness approach also includes aepects such ae: the patient’s

personality, improved communication between the doctor and the patient,

active patient participation, life-style modification and genetic

predisposition (Hastings et al. 1980: 1-487).
2.5 ASPECTS OF HOLISTIC TREATMENT

The first aspect that must be considered in the practice of holisa
relates to cultural and religious differences. Littlewood (1991)
discusses the case of a young Asian girl whose health was influenced
because of her religion and environment. She was treated medically with
no improvement, and not until the external stresses were addressed did
she recover from her illness. Understanding a patient’s cultural views
may give one a very important insight into his illneés (Hastings et al.

1980: 17; Broome 13989: 61).

2.5.2 Personality

The patient’s personality is a crucial element in the generation of
illness. This is a very important reason to treat patients holistically;
should this be overlooked, the patient will be treated inappropriately.
(Capra 1988: 328; Jamison 1991b.) For example, Type A personalities are
known to be more prone to heart disease as a result of their higher
stress levels thah Type B personalities (Lamarine 1989). Treatment for
Type A will include counselling in order to teach them how to manage

their stress levels.

> 5.3 ¢ . .
Van Der Steen & Thung (1988: 398) say that an open channel of
comﬁunication between patients and doctors is an essential part of
holisn. If this does not exist one would never be able to assess the
patient's problem accurately, and the patient would probably not listen

to the doctor’s advice (patient education).
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To improve communication between the doctor ‘and the patient, the

importance of the treatment and patient participation must be stressed.

(Marks 1987; Van Der Steen & Thung 1988: 398.)

Terms and concepts must be simplified so that the patieﬁt can understand
easily. Repetition and using specific statements are important methods
to reinforce the facts and to help the patient to remember. It has been
shown that most patients either don’t understand what is said, or by the
time they get home they cannot recall what was said. To make sure that
the patient definitely knows what has been said, and that he
understands, he should be asked to repeat what he has heard. The
benefits of improved communication are: firstlQ, the patient’s knowledge
about his illness increases, and secondly, the patient is more satisfied
with the treatment. This will result in increased patient compliance,
and the patient will recover quicker froo his illness. (Van Der Steen &

Thung 1988: 92, 398-399; Broome 1989: 75, 85; Vernon 1991.)

In a study about patient satisfaction one of the most common reasons for
dissatisfaction was the failure to receive an understandable explanation
of the problem (Vernon 1991). Deyo and Diehl (1988) demonstrated a
significant association between patient satisfaction and coapliance as
well as self-rated improvement. These patients also had less desire for
additional diagnostic tests. Their study also showed no link between
length of time spent and satisfaction, but rather highlighted the
importance of good understanding of the condition. Information is the
most important reason why patients seek care for back pain; they seek a

diagnostic label and an etiological explanation rather than a cure.

Many illnesses may result from underlying psychological problems. It is
therefore very important to listen carefully to one’s patient, as
sometimes patients with "incurable® diseases can be helped. (Stanford

1977: 40)
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As mentioned above, improved communications will make patient education
much simpler. The aim of education is to make patients understand how
their behaviour and environment affect their health and to teach thes
how to cope with and prevent further problems. (Capra 1888: 333.)
Jamison (1991a: 4) states that the doctor is the teacher and the patient
takes over scme of the doctor’s functions. Although chiropractic care is
more involved with the neuromuscular system, early detection and
recognition of diseases by screening for risk factors are important.
Patients can also be made aware of early signs and symptoas; here the
chiropractor assumes the responsibility of being a health information
recourse, health promotion counsellor and disease - prevention

professional. (Jamison 1991a: 4, 7.)

The focus of the first consultation should be to educate the patient
about the nature of the illness and the possibility of changes. This is
in accordance with the original role of the “docere" (Latin) which means
to teach. (Capra 1988: 335; Coulter 1983.) In a study cited by Vernon
(1991) it was shown that twice as many chiropractic patients as compared
with medical patients (16% MD vs 44% DC) knew what to do to take care of

their backs as a result of the initial visit.

Patient education has been reported to nake a substantial contribution
to the patient's health and sense of well-being. It is also cost
effective because in the long tera the patient will remain healthier.
Wwith increased understanding and knowledge there are increased
conpliance, adherence to treatment protocols, increased self-care
perfornance and decreased anxiety about procedures if the patient knows
what to expect. With increased understanding, there will ultimately be

fewer treatments needed to solve the problen. (Kruger 1980.)

».5.5 patient ticipati

Patient participation is an important aspect of holistic health care
(Gordon 1990). Health care must include restoring and monitoring the

dynanic balance of individuals, families and other social groups. It
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will mean people taking responeibility for their own health with the

help of therapists. Patient participation is an essential part of self-
healing and the first part of this is that the patient must learn that
he has participated, even if unwittingly, in the original cause or
development of his condition, and that he therefore has a responsibility
to himself to take part in the healing process. (Marks 1987; Capra 1988:
329.)

Today persons are more involved with their own health, and they want to
participate in the healing process, but they need to be guided.
According to Jamison (1991a: 3), this is where the doctor serves as an
information recourse. (Lincoln 1992.) Coulter (1890) mentions that the
patients have a responsibility towards their own health; they should
seek out information about their condition, and make rational choices to
deteraine which pbactitioners to consult. Without this patient
responsibility wellness will never be achieved. When the patient is
healthy his personal responsibility in his health care is emphasised,
but when he is sick his dependence on professional health care
increases. The objective of self-care and professional health care is to
maximise the patient’s level of health. (Jamison 1981a: 7.) Wardwell
(1992: 219) says that patient responsibility is part of chiropractic
treatment. The practitioner places the burden of health primarily on the
patient, and the practitioner takes the responsibility of motivating the
patient. Jamison (1991b) states that the most productive interchange
between the doctor and the patient at the primary health care level is

achieved by mutual participation.

> 5.6 Life-styl ifi !
Life-style modification is a very important factor in holistic health
care. However, a change in life-style will be very_difficult to achieve.
Patient trust, a sense of responéibility and good communication are
probably the best ways to achieve this. (Marks 1987; Van Der Steen &
Thung 1988: 92;) Major changes in life-style can cause the patient to
study and learn of his own accord, and this will leave the patient at a

higher level of health and understanding of his condition than before.
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Periode of 111 health are natural stages in the ongoing interaction

between the individual and the environment, and by understanding it
better the patient will be better able to cope. (Capra 1988: 323.)
According to Jamison (1991a: 16), identification of and emphasis on
existing positive habits are important in order to encourage the patient

to change other aspects of his life-style.

Direct treatment should be supplemented with exercises, diet and mental

health practices. (Wardwell 1992: 218.)

2.5.7 Attitude
It is important to have a positive attitude, as this could increase the

patient’s self-confidence and trust in the doctor (Capra 1988: 338).

2.5.8 Self-heali operties of the bo

The body has. its own natural ability to heal itself, and to maintain
good health. The reductionist medical model distracted us from this
fact. The fundamental criticism levelled at modern medicine is that it
concentrates more on treating localised disease, rather than on the
person who has the disease. Therapy is focused more on symptoms and drug
treatment rather than on improving the natural resistanqe of the body.

(Wardwell 1992: 1-2.)

Claud Bernard, regarded as the father of modern physiology, referred to
the "milieu interior", i.e. any change in the internal balance of the
body because of external and internal factors can cause illness (Brom
1990). If the balance of the body and mind is disturbed, or if there is
disharoony in the environment and society, fhese can cause disease (Brom
1990; Caplan 1991). All systens and aspects mentioned above function in
a dynamic balance, meanin§ that they are changing all the time. The
body’'s ability to adapt will depend on the person’'s health status, his
mental well-being and his place in society. "The basic strength of the
holistic health movement is in the concept of the human body and mind as
a fully unified biological system capable under most circumstances of

warding disease off and overcoming it ... the primary function of the
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physician is to engage to the fullest the ébility of the body to right

itself." (Coulter 1890.) Coulter (1993) states the physician is the

facilitator of the healing process and that health comes form within the

individual, it is not given by the practitioner.

2.5.9 ¢ . i it

Another very important aspect to take into consideration is genetic
predisposition (Hastings et al. 1980: 16). Certain patients are
predisposed to apecific conditions and this must not be left unnoticed
when treating a patient holistically (Marks 1987). Jamison (1991a: 4)
also places emphasis on environmental factors which can influence

genetic traits significantly (Lamarine 1989).

2.6 CONCLUSION

Thus we realise that a new model for medicine is needed, but if we look
back we see that this model has existed for hundreds of years. It has
been lost and needs to be rediscovered and practised. The attitude in
mulfidimensional holism is one of great receptiveness and flexibility.
It is compassionate and requires getting to know each patient as an
unique individual, as well as looking at that patient’s life openly and
including every aspect of their personal history, sensibility? physical
energy and motivation. The whole symptoa complex 1is taken into
consideration in the diagnostic procedure (Deliman & Smolowe 1982: 10).
The usual treatment is aimed at eliminating symptoas, and at best'it
should re-establish the tolerance capacity that was present before the
onset of a disorder. This state is sufficient for a short time, but it
is unsatisfactory because the danger of relapse is not taken into
consideration. Eliminating known irritation factors in order to restore
optimal all-round functioning of all systems so that a person no longer
suffers from #ny complaint, should be the goal of any kind of therapy.

(Tilscher & Eder 1981: 5.)

Every ' practitioner must know his role in advising, educating and
treating his patients. Health care will consist of restoring and

maintaining the dynamic balance. .Apart from the basic medical and
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paychological knowledge required from a practitioner, he will also have

to have experience, wisdom, compassion and concern for the patient as a
human being. Coulter (1990) states that chiropractors are already
filling this holistic role. According to Wardwell (1992: 2) most
chiropractors recognise the importance of other factors that cause
disease, and although they deal mainly with the musculo-skeletal system
they still emphasise thé importance of diet, 1life-style changes,
prevention and psychological factors in maintaining health. Hildebrandt
(1978) summarises this well in his article published in the Journal of
Manipulative and Physiological Therapeutics. He states that the
"uniqueness of chiropractic is not so much in its clinical methodologies
per se - whether it be adjustments or manipulations - but rather in its
"holistic" concerns for the total internal/external environment of the
patient, and recognition of the fact that since healing takes place fron
within and the best that can be expected of any health care approach is
that it be part of the solution rather than part of the problem."

The preferred doctor patient relationship model is well demonstrated by
the humanised approach of chiropractors (Jamison 1991b). In a study by
Cherkin & MacCornack (1989) it was shown that patients rated
chiropractors as better practitioners than family physiciang. They were
satisfied by the information given to them about their problea, and they
felt that the provider was concerned about them during and after the

visit.

Jamison (1992) felt thaf it is not only the responsibility of the
practitioners to practise holistically, but that professional teaching
institutions should, rather than producing only “diagnostically.
reductionist and therapeutically specialised technicians", focus on

training clinically competent holistic practitioners.

It is our responsibility, as future chiropractic practitioners, to
realise that the well-being of our patients is of the utmost importance.
This kind of health care cannot be "provided" or "delivered"; it has to

be "practised” to the best advantage of the patient (Capra 1988: 332).
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CHAPTER 3

MATERIALS AND METHODS

3.1 STUDY DESIGN

The objective of this study was to evaluate the response of patients to
chiropractic care alone (adjustments and trigger point therapy) in
compariéon with chiropractic care in association with a wellness
approach, in terss of objective and subjective assessment in order to
deternine which approach was more effective in the management of

Mechanical Low Back Pain. This study was done as a clinical trial.

3.2 SUBJECTS
Advertisements were placed in the Durban newspapers to attract patients

with low back pain.

Of those responding to the advertisement a case history (Appendix A) was
obtained, both regional exanination (Appendix B) and a physical
exapination (Appendix C) were performed in order to reach a specific
diagnosis. If needed, X-rays were taken to exclude contraindicating

pathologies.

“Thirty patients were selected to take part in this study, and they were
randooly divided into two groups of fifteen each. Only patients with the
following nechaniéal low back pain syndrooes were'selectéd: Posterior
Facet Syndrome, Sacro-iliac Syndroae, Maigne’s Syndrome and Myofascial
Pain and Dysfunction Syndrooe. They had to conforn to the specified
requirenents before they were accepted into the study. In terms of the
diagnosis the patient had to conform to one or more of the conditions as
set out below:

3.2.1. Posterior Facet Syndroame:

oLow back pain which sometimes radiates to the groin, hip, buttock
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and often into the leg.

oPain increase on extension and decrease with flexion.

oLow back stiffness especially in the morning or during periods of
inactivity.

oPalpable muscle spasa.

oFocal tenderness over the affected joint.
oRestriction on motion palpation.
oKemp’s test may be positive.

(Kirkaldy-Willis & Hill 1979; Gatterman 1880: 161-163.)

3.2.2. Sacro-iliac Syndrome:
oPain is typically dull, unilateral, and located over the buttock.
It may radiate posteriorly down the thigh or to the groin and
anterior thigh. Occasionally it may extend down the lateral or
posterior calf to ankle, foot, toes.
oReferred paih to posterior dermatomal areas of L5, St, and S2;
over the sacrum or in the buttocks.
oLocal tenderness or tenderness on joint challenge.
oGaenslen’s, Erickson’s and Patrick Faber’s tests may be
positive.

(Kirkaldy-willis & Hill 1979; Gatterman 1990: 114-5.)

3.2.3. Maigne's syndroae:
oReferred pain to iliac crest, lumbo-sacral, sacro-iliac, gluteal
or trochanter areas. Frequently no local pain in the T12-L1 area.
oJdoint dysfunction T12-L1 on motion palpation.
oT12-L1 area tenderness on joint challenge.
oPain on skin rolling over area of cluneal nerves.

(Maigne 1972; Kirkaldy-Willis & Burton 1992: 161.)

3.2.4. Myofascial pain and dysfunction syndrome:
oThere will be 1local areas/spots of tenderness in the
muscles.
oReferred pain will be experienced with compression of these
spots.
oThe patient will have a jump sign or twitch response.

(Travell & Simons 1992 1: 1-10.)
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Selected patients were assigned randomly to the two groups. This was

done by drawing up two lists with 15 allocations each. As the patients
arrived for their treatment their names were added to the list in an
alternate fashion, e.g. the first patient was allocated to group A, the
second patient to group B, the third patient to group A, etc. During the

treatment some patients left the study, and their places were then

filled by new patients, selected from the patients who responded to the

advertisements.

Male and female patients of any race between the ages of sixteen and
sixty were included in the study. Patients had to be able to read and
write English. Patients found to have any additional pathology
contradictory spinal manipulation and/or who developed further problems
influencing their low back pain were excluded. Patients who underwent
any major changes in life-style or habits that could influence the

results of this study were not included.

3.3 INTERVENTION

Therevwere two experimental groups, i.e. group A and group B.

Group A was treated with the wellness approach. They received normal
chiropractic treatment, relevant to their condition. In addition, their
condition was explained to them in great detail using pictures, models
and X-rays. They received advice and information sheets on life-style
modification, nutrition, stress management and exercise. They played an
active role in the healing and rehabilitation process by being involved
in exercise programs and practising the suggested life style changes.
This protocol toock up considerable clinical time and was supported by

regular check-ups and motivation.

Group B also received'noﬁmal chiropractic treatment relevant to their
condition. However, none of the holistic aspects mentioned above were
applied. They received no information sheets, their first visit was
brief and their condition was not explained in detail. No models or X-
rays were used to explain their conditions. These patients received no

advice or education, and were not. actively involved in the healing
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process. They were only treated for the presenting symptom picture.

Normal chiropractic treatment involved manipulative and
physiotherapeutic therapies. Lumbar roll and drop piece adjustments were
used. Physiotherapeutic modalities included interferrential current and
ultrasound.

Dry needling was used for trigger point therapy. This was similar for

bothAgroups.

Patients were treated over a four week period with a treatment frequency

of two or three visits per week. Patients were discharged as they became

asymptomatic (pain free) or after a paximum of twelve treatments.

3.4 MEASUREMENTS

If the patient was accepted into this study, they coapleted the
following documentation on the first visit: Patient Consent Form
(Appendix D), Oswestry Disability Index (Appendix E) (Fairbank et al.
1980), Numerical Rating Scale 101 (Appendix F) (Jensen et al. 1988),
Short-Fora McGill Pain Questionnaire (Appendix G) (Melzack 1987) and a
General Well-Being Schedule (Appendix H) (Fazio 1977; Edwards et al.
1978; Brook et al. 1979; Monk 1981). On the last visit of the treatment
series, the Wellness Approach questionnaire (Appendix J), as well as the
questionnaires mentioned above were completed.

There was a one month follow-up consultation. At the one month follow-up
consultation each patient completed the questionnaires mentioned above

as well as the Follow-up Wellness Approach questionnaire (Appendix K).

Patients completed the questionnaires in private and then handed them in

to the clinic secretafy. An Algometer by Wagner Instruments was used to

measure pain tolerance. This was done at the beginning of the first,

last and follow-up visits.

The Wellness Approach questionnaire (Appendix I) and Follow-up Wellness
Approach questionnaire (Appendix J) evaluated the patient’s perception
of the treatment received at the clinic. The 5-point Likert scale format

was used to design the questionnaires. It is necessary to use Likert
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scales to guarantee validity of adding respondents’ "scorea" (Huysamen

1983: 106). Evaluation was done by a team of 10 people, comprising
chiropractic and non-chiropractic students, chiropractic staff,
clinicians, patients and a statistician. This evaluation was used to

‘determine the ease of use of these questionnaires.

The Numerical Pain Rating Scale 101 (NRS 103) (Appendix F) provides a
simple_way to record subjective estimates of pain intensity (McDowell &
Mewell: 235). According to a study done by Love et al. (1983) NRS 101 is
one of the best methods for measuring subjective assessment. A unifore
distribution of pain intensity is produced and the results are reliable
over time. It is very sensitive to slight changes in pain levels and is

recommended to be used to evaluate a treatment programs.

The Oswestry Low Back Pain Disability Questionnaire (Appendix E)
indicates the extent to which the person’s functional level is

restricted by pain (McDowell & Newell: 239).

The Short-fork McGill Pain Questionnaire (Appendix G) provides a
quantitative profile of three aspects of pain. The method is also used

to evaluate pain therapies. (McDowell & Newell: 243; Love et al. 1989.)

“The General Well-Being Schedule (Appendix H) offers a broad-ranging
indicator of subjective feelings of psychological well-being and
distress. It reflects fhe way the individual feels about his "inner
personal state'. (McDowell & Newell: 125.) Love et al. (1989)'note that
it is necessary to include psychological evaluation when using

subjective measurements.

3.5 ETHICAL CONSIDERATIONS
The nature of the study was explained to the patient. If they agreed to

participate, an informed consent form was signed.
When taking X-rays of patients, gonad protection was used and the ten-

day rule was applied to females in the reproductive ages.
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careful technique was applied to keep the exposure to radiation as low

as possible.

3.6 STATISTICS

All the questionnaires were screened. The answer blocks on ' the
questionnaires were assigned numerical values. The scores were added up
and converted to percentage values.

The data collected from the different questionnaires were converted to
percentage values; the data froo the algometer measurements were

compared. All the data were then statistically analyzed.

Statistical evaluation of the data was conducted by using Statgraphics
Plus by Manugistics Inc. (2115 East Jefferson Street, Rockville,
Mary}and, USA) Analyses were performed using the Mann-Whitney U test
(inter-group comparison) and the Wilcoxon Signed Rank test (intra-group
comparison). The Wilcoxon Signed Rank test and the Mann-Whitney U test
are both nonparametric tests, which allows thea to be better suited to
spall sample groups such as those participating in this study. (Daniel
1978: 31, 82.) The medians for all the questionnaires and the algometer
measurements were calculated, and bar charts were drawn from these
results. The averages of the results of the Wellness Approach and
Follow-up Wellness Approach Questionnaires as well as the average length
of treatment were calculated.

These results are presented in the next chapter.
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CHAPTER 4

RESULTS

4.1 INTRODUCTION

This chapter covers the results cbtained after statistically analysing
the data collected froo the neasurenent criteria used, nanely:

o Nuderical Rating Scale 101 (Appendix F)

o Oswestry Disability Index (Appendix E)

o Short-Foro MoGill Pain Guestionnaire (Appendix @)

o General Well-Being Schedule (Appendix H)

o Wellness Approach questionneire (Appendix I)

o Follow-up Wellness Approach questionnaire (Appendix J)

o Algoneter Deasurenents.

Intra-group coaparisons were done, and thess were followed by inter-
group cooparisons. Theee were done using the Wilcoxon signed rank test
and the Menn-%hitney U- test respectively. The avereges of the Wellneeo
Approach and the Fdllcw-up Wellnese Approach questionnaires were
tabulated. Subsequently the average nuober of treatnents wes detercinsd

for each group, and lastly suonary statistice were perforoed and graphs

were coopiled froo theo.

All the questionnaires ware coopleted by patients participating in the
study, and the data wsre processed under the supervision of the

ressarcher.

This analysis was used for intra-group comparison of the median *pain®
as measured by the Oswestry Disability Index (Appendix E), Numerical
Rating Scale 101 (Appendix F), Short-Fora HoGill Pain Ques tionnaire
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(Appendix Q) and Algoaeter.
The level of significance (a) was set at 5% or 0.05.(Daniel 1887: 31-37)

4.3.1 Group A:
Group A received chiropractic care in asscolation with a2 wellnesse

approach.

Treatnenté Critical.Large Exceedance
Sacple Yalue (z) Probability VYalue
(p)
First to Laet 3.1237¢ 0.0008927
Last to Follow-up 2.08163 0.01238215
First to Follow-up 1.0872 0.14284

The null hypothesis for the first to last treatoents was rejected. It
was concluded that the pafients had ioproved.

The null hypothesis for the last to follow-up treatnenis was rejected.
It was concluded that the patiente had inproved.

The null hypothesis for the first to follow-up treatoents was accepted.

It wee conoluded that the patients had not inprove.
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| Treatoents

Critical Large

Sanple Yalue (z2)

Exceedance
Probability Value
(p)

The null hypotheses for the all these neasurensnts were rejsected. It was

concluded that the patients had inproved.

First to Last 2.76217 0.002871
Last to Follow-up 2.47108 0.0087356
First to Follow-up 3.07505 0.0010488

L L ' !

Treatoents

I T T L p— o p— ey St}

Sanple Yalue (z)

Exceedance
Probability Value

(P)

Firet to Last 2.88772 0.0012403
Last to Follow-up 0.423971 0.3350825
Firet to Follow-up 3.15218 0.0008103

The null hypotheses for the first to last and first to follow-up
treatnents were rejected. It was concluded that the patients had

inproved during these pericds.

The null hypothesis for the last to follow-up treatments was accepted.
It was concluded that the patients had not improved during the one ponth

follow-up period.
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| Treatoents Critical Large Exceedance
Sample VYalue (z) Probability Velue
(P)
| First to Last 3.37937 0.0003633
! Last to Follow-up 1.28794 0.104208
First to Follow-up 3.37937 0.0003833

The . null hypotheses for the first to last and first to follow-up
treatnents were rejeocted. It was concluded that ths patients had
inproved during these periods.

The null hypothesis for the last to follow-up treatoents was accepted.
It wao concluded that the patients hed not inproved during the one nonth

follow-up period.

AN - Ep— 1§ - - - - -3 -5 re =
Treatoents Critical Large Exceedance
Sanple Yalue (z) Probability Value
(p)
Firet to Last 3.37937 0.0003633 |
Last to Follow-up 3.43617 - | 0.000205 ﬁ
First to Follow-up 3.43817 0.000295 /

The null hypothesis was rejected for all the neasurements. It was

concluded that the patients had inproved during these periocds.

4.3.2 Group B:
Group B received adjustments and trigger point therapy only. Their

panagement did not follow e wellness'approach.
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Treatnents

Critiocal Large
Sample Value (z)

Exceedance
Probability VYalue
(p)

e

First to Last 2.446 0.0072205
Last to Follow-up 1.25553 0.104843
First to Follow-up 1.53802 0.082021

The null hypothesis for the firset to last treatnents was rejected. It
wae concluded that the patients had inproved during the treatoent.

The - null hypotheses for the last to follow-up and first to follow-up

treatoents were accepted. It was oconcluded that the patients had not
inproved.

Treatoents

Critical Large
Sanple Yalue (2)

Exceedance
Probability Value

(P)

Firot to Follow-up

Firet to Last 0.210259 0.181342
Last to Follow-up 1.60815 0.0532005
0.4500405

0.125553

The null hypotheses for the all these Deasurenents

conbluded that the patients had not iﬁproved.
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Treatnents

Critical Large

Sample Yalue (z)

Exceedance
Probability Yalue

(p)

The null hypothesis for the first to last treatnents was rejected. It

| First to Last 1 2.47083 0.0087437
| Last to Follow-up 1.22112 0.1110205
First to Follow-up 0.890541 0.2449255

— — ——— — —  ———  —— — — — ——— ———~———~————————~ =~ |

was ooncluded that the patients had inproved during these periods.

The null hypotheses for the last to follow-up and firet to follow-up
It was concluded that the petients had not

treatoents were accepted.
inproved.

Treatoents

Critical Large
Sanple VYalue (z)

Exceedance
Probability Value

(®)

First to Follow-up

First to Last 0.709952 0.2388855
Last to Follow-up 0.251108 0.400584
1.0872 0.14294

———

The null hypotheses fdr all the treatments were accepted. It was
concluded thet the patients had not inproved.
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Treatnents Critical Large Exceedance
Sanple Value (z) Probability Value
(p)
| First to Last 2.35704 0.0092105
| Last to Follow-up 0.549125 0.29214585
| First to Follow-up 1.4483 0.073768

The nuli hypothesis for the first to last treatnents was rejected. It
wae concluded that the patienta. had inproved during the treatnent
period. ‘

The null hypotheses for the first to follow-up and last to follow-up
treatnents were accepted. It was concluded that the patients had not -

inproved during the one nonth follow-up period.

This tested whether there was a significant difference in ioprovenent
between the two groupe as Deasured by the Oswsstry Disability Index
(Appendix E), Nuoerical Rating Scale 101 (Appendix F), Short-foro MeGill
Pain Questionnaire (Appendix G) and Algoneter. This wae dons by testing
whether indeed the nedian “pain® of group A was statistically less than
that of group B. Group A received noroal chiropraotio oaré in
association with a wellness approach and group 8 received only norpal
chiropractic care (adjustnoents and trigger point therapy).

The level of significance (a) waé set at 5% or 0.05 (Daniel 1987: 82-
88).
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The null hypotheses for "the first and follow-up treatnents were

rejected. It was concluded that there was a significant difference in

nedian pain between groups A and B.

The null hypothésia for the last treatnent was accepted. It was

concluded that there wes no significant difference in onedian pain

between groups A and B.

| Treatnents Critical Large Exceedance
Sanple Value (z) Probability Value
(p)
First -1.64794 0.04968195
Last 1.51547 0.084827
Follow- up 2.68221 0.0038568

The null hypotheses for the first and last treatments were accepted. It

was concluded that there was no significant difference in pedian pain

between groups A and B.
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Treatoents Critical Large Exceedance
Sanple Yalue (z) Probability Value
(p)
First -1.05893 - 0.14457
Last 0.457738 0.323569
Follow-up , 2.39513 0.0083071




The null hypothesis for the follow-up treatment was rejected.

It was

concluded that there was a sighificant difference in median pain between

groups A and B.

| Treatnents Critical Large Exceedance
Sapple Value (2) Probability Value
(p)
First -0.767515 0.221385
Last 0.435714 0.3315205
follow-up 1.20313 0.1144825
ﬁ ww;

The null hypothesses for the all the treatnents were accepted.

It wao

" concluded that there was no significant difference in pedian pain

between groups A and B.

Treatnents Critical Large Exceedance
Sanple Value (z) Probability Value
(p) '
| First -1.61784 0.0528895
1 Last 1.30818 0.095409 l,
| Follow-up 2.49201 0.008351 ;

The null hypotheses for the first and last treatoents were accepted. It
was concluded that there was no significant difference in median pain
between groups A and B.

The null hypothesis for the follow-up treatzent was rejected. It was
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concluded that there was a significant difference in median pain between

groups A and B.

Treatnents Critical Large Exceedance
Sample Value (z) Probability Value
(p)
First 1.7446. 0.0405267
| Last -0.581081 0.2805915
Follow- up -2.65698 0.0039428

The null hypothesis for the last treatnent was accepted. It was
concluded that there was no significant difference in pedian pain
between groups A and B.

The null hypotheses for the first and follow-up treatoents were
rejected. It was concluded that there was a significant difference in

nedian pain between groups A and B.
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| Variable Group A | Group B

| NRS 1 52.5 " 45

| MRS last 15 30

| MRS f/u 5 47.5

1 OSW 1 22 17.7

| OSW last 10 12

| ost f/u 6 15.5 .
Gw3 1 48.79 44.3
GWB last 33.85 38.7
awB f/u 30.6 41.12
MeG 1 41.83 21.5
McG last 10.42 27.83

| McG f/u 5.89 20.57

| ALG 1 5.5 8.35

| ALG last 9 8.1

| ALG T/u i1 8

NRS: MNumerical Rating Scale (Appendix F)

OSW: Oswestry Low Back Disability Index (Appendix E)

GWB: General Well-Being Schedule (Appendix H)

McG: Short-foro Mc8ill Questionnaire (Appendix G)

ALG: Algoaeter Measureaents |

1: First treatment

last: Last treatment

f/u: One month follow-up visit.
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The Wellness Approach (Appendix I) and Follow-up Wellness Approach

(Appendix J) Questionnaires measured patients’' perceptions of the nature

of the treatment they received.

Jable XVIX
Groups : Wellneqs approach Follow-up wellness
questionnaire | approach
questionnaire
A 36.667 . 38.087
| B 53.533 50.887
—_—— ————— g

This table iiiustratee the average nunber of treatnents received by sach '

group.
Ishle XYIXT
aroups Average nuober of treatnents
A 8.287
B 8.733
, , ]
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4.8 BAR CHARTE

Bar charts were drawn using‘ the medians ofb‘the questionnaires and
Algoaeter as nentioned before for groups A and B. The median iﬁ the nost
sensitive neasurenent for this sample eize. Consultation 1 was the first
treatoent, consultation 2 was the last treatment and consultation 3 was

the follow-up treatoent.
Graph I
NR8 101 (Appendix F) was used to neasure the patients’ pain tolerance.

Comparison with respect to NRS

Median Scores
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Group B

This greph denonstrates that group A 1ﬁproved throughout the treatment,

as the pain nedian decreased.

Group B however ioproved only during the treatment period. By the one
nonth follow-up visit grbup B showed an increase in pain intensity. It
is also interesting that even though group A had a greater initial pain
intensity than group B, they improved to a greater degree than group B.
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Measurement in percentage

graph IX .
Oswestry Low Back Disability Questionnaire (Appendix E) measured the

patients’ disability levels due to their low back pain..

Comparison wilh respect to oswestry

Medion Scores

)
7

A\

%

ks NN\

2

(]

Consultations
Group A

m Group B

Group A showed improved disability throughout the treatment; howsver, -
group B inproved fron the first to the last treatments, byt their
diaability increased froo the last to the follow-up visit. '
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Measurement in Percentage

Graph IXX
The General Well-Being Schedule (Appendix H) measured to what extent the

patients’ psychological well-being was influenced by their low back

pain.

=

Comparison with respect to GWB

Median Scores
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30 -

20 -

Yy @
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Consuitations

@ Group A
@ Group B

Inprovenent was not so dramatic for group A as seen on the other graphs,
and in group B it was very slight. But the sane trend was apparent as in
the NRS 101.
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graph 1Y
short-foro McGill Pain Questionnaire (Appendix G) measured the quality

of pain experienced by the patients.

Comparison with respect to Mc Gill

Median Scores

45

35
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Measurement in Percentage

|
|

Consultations

m Group A
m Group B

Quelity of pain for group A inproved throughout the treatoent. Group B

showed an increase froa the fi

froo the last treatoent to the follow-up visit.

rst to the last treatoent, but improvement
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graph ¥V

The Algometer measured the patients’ pain tolerance.

Comparison with respecl to Algometer

Median Scores

Measurement of Pressure
w
T

Consultations
KRR
Group A

m Group B

when considering objective Deasurenents, group A showed a progressively
increased pain tolerance over the study period. Group B showed increased
tolerance froo the first to the last treatnents, but a slight decrease

in the period froo the last to the follow-up visit.

4.9 CONMCIUSTON
This chapter presented the results obtained froo the collected data. The

discussion, interpretation and implications of these results are dealt

with in chapter 5.

39




CHAPTER

DISCUSSION

The results of this study showed that there was overall improvenent of
the group which received chiropractic care in association with a

wellness approach (group A).

The NRS 101 (Appendix F) results for group A showed that there was
statistically significant inprovement between the.first to last and last
to follow-up visits (Table I). However, no significant ioprovenent was
detected between the firet visit and the follow-up consultation

(Table I). Similar results were obtained in a study by Carlsson (1988)
who suggests that this could be due to the fact that patients forget the
intensity of their pain over a long period of tine, thus when assessing
the pain intensity the results will not be a true reflection of the
patient’s improvesent. Group B only showed statistically significant
improvenent froo the first to last treatoments (Table VI), but their pain
intensity did not inprove during the one oonth follow-up period (Table
VI). When cooparing group A with group B uéing the NRS 101
questionnaire, it was found‘that at the first treatment group A had a
higher nedian pain intensity than group B (Table XI). However, at the
last treatnent there was no significant difference between the groups
.(Table XI). At the follow-up visit group A showed significantly Bore
improvement (Table XI). This could be due to the fact that both groups
improved between the first and last treatments; howsver, only group A
subjects still showed improvement after one nonth. This indicates that

group A experienced greater long-tero benefit fron the treatment.

The Oswestry Low Back Pain Disability Questionnaire (Appendix E) showed
statistically significant improvement throughout the treatments for

group A (Table II), but no improvement for group B (Table VII). At the
40 ‘




firet and last <treatments g¢roup A and B showad no significant
difference; however, at the‘follow-up visit group A showed further
improvenent. This showed a similar trend as with the NRS 101, where
there was significant improvement at the follow-up visit. Thus it can be
said that gboup A’'s disability due to low back pain was dininished, but

that this was not the case for group B.

The General Well-being Schedule which opeasured the patients’
psychological well-being showed statistically significant inprovenent in
group A froo the first to last treatoent and first treatment to follow-
up visit (Table III). Ouring the one nonth follow-up period no
improveaent was noted; i.e. last to follow-up treatment (Table III).
Group B showed ioprovement only during the treatnent period, i.e. fron
the first to the last treatoents (Table VIII). This tendeﬁcy for both
groupé to inprove only during the treatoent pericds pay have been due to
the fact that during the treatnent the patients received attention and
their condition was bging treated. During the one nonth follow-up period
when there was no contact between the researcher and the patients, their
psychological state did not improve. In group A special attention was
paid to listening to the patients’' fears and problens; they also had a
good understanding of their conditions. This could account for the
inprovenent of these patients as neasured by the General Well-Being
Schedule, froo the first treatnent to the follow-up visits. Love et al.
(1989) suggest that the results of questionnaires could be severely
influenced by current events in the patients’ lives and could influence
their judgenent of their pain. Some patients in group B becane very
despondent during the treatnent if their pain did not improve
significantly. This could account for the lack of improvement in group
B. Inter-group coaparison for the questionnaire showed no improvement at
any stage (Table XII). This could show a weakness in the study: either
the researcher did not have the knowledge to deal with the psycholodical
aspects of the subjects’' lives, or ;heee psychological aspects were not
adequately addressed in the study. More attention should have been paid

to these psychological aspectis.
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The Short-forn McGill Pain Questionnaire (Appendix G) for group A showed

statistically significant improvement between the first to last
treatnents and the first treatment to the follow-up visit; however,
during the one month follow-up period there was no improveoent (Table
IV). This demonstrates that the patients in group A inproved during the
treatment and that there was overall isprovement throughout the
treatoent period. Group B showed no ioprovement at any of the
measurenents (Table IX). On comparison of groups A and B there was no
significant ismprovenent at the first and last treatnents, but group A
showed improvenent at the follow-up visit (Table XI1V¥). Ioprovement at
the follow-up visit was seen as with the MRS 101 (Appendix F) and the
Oswestry Disability Questionnaires (Appendix E). Both groups inproved
during the treatnent period, but only group A showed continued
improvenent at the follow-up visit. .This questionnaire neasures pain by
using descriptive words, which could have nade it easier for the
patients to relate their pain to the questionnaires. Thus this
questionnaire can be considered to be one of the nore accurate

subjective neasurenents of this study.

Algoneter measurenents, which were the only objective neasurenents
recorded in this study, showed ioprovenent at all neasurenents for group
A (Table V); i.e. the patients ioproved at each treatnent and at the
follow-up visit, but for group B inprovenent was only evident during the
actual treatnent period - thus they did not improve during the one nonth
follow-up period (Table X). When couparing the groups, group A had a
higher pedian pain than group B at the first treatoent and the follow-up
visit (Table XV). Again the sane trend was seen, with inprovenent during
the treatonent period and group A showing prolonged benefit at the
follow-up visit. A poss;ble reason for the above trend nay be that group
A ipproved more during the one nonth follow-up peripd due to the fact

that they knew how to take care of their own condition.

The median scores of the questionnaires were used to draw bar charts
which represented the clinical improvenent reported by the patients.

These bar charts are significant as they illustrate whether the patients
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got better or worse between measurements. The use of the non-parametric

tests showed whether there was a significant difference between the
groups. The bar chart for the NRS 101 (Appendix F) showed improvement
for group A throughout the treatment as well as at the one month follow-
up visit. Group B however improved during the treatoent period, and got
worse after the treatment was coapleted (Graph I). The bar chart for the
Oswestry disability questionnaire (Appendix E)(Graph II), the General
Well-being schedule (Appendix H)(Graph III), the McGill questionnaire
(appendix G) (Graph IV) and the algoneter neasurenents (Graph V) showed
similar trends to the NRS 101, but to varying degrees. This indicates
that clinically a wellness approach in association with chiropractic

care was nore effective than chiropractic care alone.

The Wellness Approach (Appendix I). and Follow-up Wellness Approach
(Appendix J) OQuestionnaires showed that group A received a lower
percentage of holistic aspects in their treatnent (Table XVI). Love et
al. (1989) suggest that sone patients atteopt to please the therapist by
reporting more favourable results. This was a najor problen with these
questionnaires as they evaluated the treatment received directly, and
could reflect on the researcher. Very early in the study sone patients
reported that they did not want to conpronise the researcher in the
teaching institution; they were subsequently assured that this would not
be the case. Although the questionnaires were done in pfivate and
despite assurances that the mneasuresents would not influence the
researcher in the teaching institution, soce patients still adnitted to
giving oore positive responses to this questionnaire, e.g. in group B
pany patients narked that they had received hand-outs and exercises,
when they had not. This will account for the higher percentage of

holistic aspects received by group B according to the questionnaire.

Group A becane asymptomatic on average after 6.267 treatnents, and group

B after 8.733 treatments (Table XVII).
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This correlates with the other questionnaires which demonstrates that

Agroup A recovered more than group B, and that they stayed better for

longer, i.e. chiropractic care in association with a wellness approach
is not only more time effective but also cost effective in the long

tera.

Love et al. (1983) state that the patients’ perception of pain and their
response to questionnaires are very much influenced by their current and
innediate environment. Although Jamison (1991b) suggests that subjective
improvement is regarded as valid wellness indicators,  algoometer
aeasuregents were done in an attenpt to exclude socwme of these
influences. Algoneter measures the paih tolerance and cannot influence

the responses on questionnaires.

Love et al. (1983) state that sone patients’ judgenents could also be
influenced by their initial expectations of inprovenent and their actual
level of inprovenent; i.e. if they are satisfied with the treatnent they
may feel better sooner and report oore positive results in the
questionnaires. This could have been an influencing factor especially in
group A, where patients stated that they were very inpressed by the
treatoent received at the Technikon Natal Chiropractic Clinic as oore
tine was spent with theo and they received thorough exaainations. For
group B the sane theory could be applied; in order to treat a patient in
the clinic the patient pust be thoroughly exanined, and this also leads
to opore tine spent with the patient than they would noroally have
received anywhere else. In this study, this then was sinilar to group A

and could have lead to the sane responses.

The first objective was to evaluate the response of patients to
chiropractic care alone (adjustnents and trigger point therapy) in
comparison with chiropractic care in association with a wellness
approach in terns of objective assessoent and in order to deternine
which approach was nore effective in the management of Mechaniqal Low

Back Pain.




e

This study has demonstrated that chiropractic care in assocliation with
a wellness approach in terms of objective assessoent is more effective

than chiropractic care alone.

The second objective was to evaluate the response of patients to
chiropractic care alone (adiustments and trigger point therapy) in
comparison with chiropractic care in association with a wellness
approach in terms of subjective assessment in order to determine which
approach was more effective in the managenent of Mechanical Low Back
Pain. In terms of subjective assessment chiropractic care in association
with a wellness approach has been deponstrated to be nore effective than

chiropractic care alone.

The third objective was to integrate the results of the first and second
objectives in order to determine which approach was more effective in
the managenent of Wechanical Low Back Pain. On integration of the
results it was demonstrated that chiropractic care in association with
a wellness approach was nore effective for the treatment of Mechanical

Low Back Pain.

Using a holistic approach to health problens has been shown to be of
great benefit. Although there have been nany books written on the
subject, and many practitioners clain to be using it, it is in fact not
being practised to its full extent. Visits are usually short and
uninfornative. (Janison 1991a.) The results of this study denonstrated
that with the correct attitude and approach the patients improve
dranatically. They recover quicker on average and stay better forv

longer, i.e. they still showed inprovenent at the follow-up visit.

No changes were nade to the structure and design of the study, although
some problens were experienced. The patients in group B tended to be
non-conpliant, and because their conditions did not improve very
rapidly; it was difficult to get then to complete the twelve treatment
period. It was even nore difficult to get theo to come back for the one

month follow-up consultation.
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The scope of treatment tended to be too broad, and it is suggested that

only one condition be chosen for future studies concerned with a
wellness approach, in order to limit the nuober of variables in the

study.

Problems experienced with the Wellness Approach (Appendix I) and the
Follow-up Wellness Approach (Appendix J) questionnaires were that they
were too personal in evaluating the care given, as the patients perceive
it as evaluating the care giver. Thevstatisticiaﬂ (Mr J. de Klerk) noted
that the other questionnaires, i.e. NRS 101 (Appendix F), Oswestry
(Appendix E), McGill (Appendix G) and General Well-being Schedule
(Appendix H)‘questionnaires would have been sufficient to determine
whether the one group improved more than the other, and thus the
conclusion that the groups have received different types of treatment
can Be pade. The Wellness Approach and the Follow-up Wellness Approach
questionnaires did not deoonstrate "the sane trends as the other
questionnaires, i.e. significant inprovenent for group A. In fact, they
showed that group B received pore of a wellness approach than group A.

It is ioportant to do the MRS 101 (Appendix F) more often. Love et al.
(1989) state that patients forget the intensity of the pain at the
beginning of the treatment, and thus if the questionnaires are conpleted
infrequently, they do not give realistic reflections of how nuch their

pain has improved.

To do a study which measures a wellness or holistic approach, a nuch
larger sanple size is necessary. Jaoison (1991b) states that the number
of subjects may discrininate against therapies which offer a narginal

benefit to sone patients.

As this study was conducted in a teaching clinic where nany other
studies were conducted at the same time, nuch of the equipaenf was
shared. This influenced the flow of the treatnents and could have
influenced the results. It is sugéested that equipoent be assigned to

one study only.
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In order to evaluate the long-term effect of the treatment, a one month

follow-up consultation was done. However, it is recommended that this
period be followed by a three month follow-up period to further evaluate
whether the improvement noted in any group at the one month follow-up

visit would still be evident.
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CHAPTER 6

CONCLUSIONS AND RECOMMENDAT IONS

This study indicated that WMechanical Low Back Pain isproves
significantly by using chiropractic care in asscciation with & wellnese
approach. The group that received chiropractic care albno showed
inprovenent during the treatoent pericd, but during the one nDonth
follow-up period as well as during the whole periocd of the study (first
to follow-up vieit) there was no statietically significant ioprovenent
in this group. Subjective and cbjéctive assessoents showed ioproveoent
for both groups, howsver the pesychological testing ae tested by the -
General Well-Being Schedule showed no significant difference between the
groups; i.e. the patients were not psychologically influenoed by a
wellness approach. As patients’ in group B’s perceptions could have been
bissed towards the researcher when they coopleted this partiocular
questionnaire, it is recococended that further studies be undertaken to

explore this particular issue.

Based on the findings of this study, it is suggested that Mechanical Low
Back Pain be treated by taking the whole patient as well as their
interections with the enviroment into consideration. When considering
the aleroing statistics for low back pain, it is essential that each
practitioner contributes all his/her efforts and knowledge to ocoabat
this problen. Tardif (1984) states that better care of low back pain
does not lie in oore adjustoents, but rather in consideration of the

whole patient.

It is reccanended that sinilar studies be done with larger sample sizes.
Application of these principles to certain occupations where patients

often suffer froo low back pain can also be investigated.
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Lastly, nore eophasis on the psychology of low back pain should be

studied, as it pay enable the practitioner to treat low back pain nore

effectively.
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Appendix A

Patiant: Date 8
Pilo O:
X-zay O:

Aga: Saxn: Occupation:

Iintazn: ' Signnguraq:

Initinl vigie climician: | Sigmneuxros

cago ﬂibtory:

Examinncion:
Previouo: ™ Curgzame: T
other oehor
X-xay Studiea:
Previous: ™ Curzeme: TN
Othor Oehor
Climical pacth. lab.:
Pravious: ™ ' .~ Curromt: TN
Other oekor
Caoo peatuo:
PTT: Conditionnl : Signed ofg: Pinal ocigm euve:

Rocemmandncionn:




1. Source of hisgtory:

2. Chicf complaint: (patient’'s ovn words)

3. Pregant illneao:
Location
Onoaet
Duration
Proquency
Pain (eharactor)
Progzeosion
Aggrovating £actozrs
Rolioving faetoxs
Angociotod 8 & 8
Provieus OCCUEEQRACAO

Paot troaemont and OUEEsED




6. Current health status and life-styla:
Allergies

Immunizations
Screening tests

Environmental hazards
(home, school, work)

safety meagsures
(seat balts, condoms)

Exercise and leigure
Sleecp patterns

Diet

Current madication
Tobacco

Alcohol

Social drugo

7. Family history:
Immediate family:
Age
Health
Couge of death
D¥
Heart dipeasa
TB .
HBP
Stroka
Ridngy diseage
(0
Arthritio
Anagaln
Headachoo
Thyroid diocaoe
Epilopoy '
Montal illnoog
Alcoholiom
Drug addiction
" - Other




Genital

Vascular
Mugculogkelaetal
geurologic
Haematologic
Endocrinag

Poychiatric.




Appe

ndix B | (\L)

TECHNIRON NATAL CHIROPRACTIC_ DAY CLINIC

REGIONAL EXAMINATION - LOW_ BACK:

Standing:

Miuor's sign
posture
skin

muscle tone

/ pa
/! pa

Gait:

Motion Palpat

spinous percussion
Schober's test (6cm)
Treadmill

P.0.M.

Flexion 15cm from floor.

Extension 30°

R. Lat flex 35° Fingers to knees
| . L. Lat flex 35° " oo
inless limitation R. rot. 30°
inful limitation L. rot. 30°

rhythm

on toes (or while standing)
on heels (or while standing)
half-zmquat on one leg.

i okl

on:
sacrn-iliacs (sec below for findings)

Sitting:

Posture

Dermatomes:
T12?
Ll
L2
L3
L4
LS
S1
s

S3




&

Reflexes:

patellar
Achilles
medial hamstring

Reflexes: myotomes: L. R.
hip flex
hip int rot
hip ext rot
knee ext
knee flex
f hip abd
: hip add
ankle dorsiflex
ankle plantar flex
ankle eversion
ankle inversion
ext. hallucis long.

tripod
Kemp's
MOTION PALPATION:

. Jt.play) Left ' Right y Jt.play!
: H H H H
1P/A _jLat! Ple!Ext ' LF! AR!PR ' ;Fle! Ext! LF ! AR !'PR \P/A! Lat!
H H H H H H 1 1 T10; 1 ! H H : H H
H H 1 ! ! H H P T11! H H H ! H H H
: : : : H H H P T12: H H H H H H H
: : H H H \ H (L1 : 1 H H H : !
M ! 1 H H H ? p L2 : H H : H : H
H H ! ! ! H h 1 L3 3 : H H H H H H
e H : H H 1 ! 1 L4 ¢ H H : H H H :
H H H : ! H : . LS | H H ! : H ! H
H : : H ! o i isrtuyry ! H H H !

skin, hair, nails
observe abdomen
fasciculations

abdominal reflexes '
auscultate abdomen/groin
palpate abdomen/groin
pulses (abd/ext)

SLR

Braggard's

bowstring

sciatic notch

Planter reflex
circumference (thigh, calf)




leg length:
actual
apparent
Patrick PABER
Gaenslen's
gluteus max stretch
hip medial rotation
psoas test
Thomas'test:
hip joint
rectus femoris.

Lateral recumbent:
S-1I compression
Ober's test
femoral nerve stretch

myotomes:
QL
glut.med
Brone:

gluteal gkyline

skin rolling

iliac crest compression
facet joint challenge
§-1 tenderness
Erichsen's taest
Pheasant's test

myotomas:
glut. max.
trigger points:
QL
glut. med
glut. max
piriformis
hamstrings
TPL

pin=-point pain

axial compression

trunk rotation

Burn's bench test

flip test '
Hoover's test

ankle dorsiflexion test
pin-point pain.




Appendix C

TECHMEIROA HATAL CHIBQPRACTIC DAX GLIHIS

EBXAXGCAL EXBEXHPRIOH

Underline aboormal findings in RED aac colaborato om back of
relevant page, if pnocossary.
Mark "HAD"™ if normal.

Patient: Pilo §
Last name Pizst aams

Clinician: Signature:

Intern: Signaturo:

Date:

Height: Height: FPeap:

Rotes: Beact:_____  Pulge: Rogpiratien:

Bloed pressure: Arms: L : / R - /
Legs: L / R /

General appearance:




AXBLRLING EXBHIGATION .

Hinotr's sign
8kis changas
Pogtuzo
agoct
Adam's
“‘Ronges of motion:

T/L spino: Plezion: 90 Pingocs to fleor
Extonsicn: 50

R.lat.flez.: 30 Piagers dowvn log

L.lot.flex.: 30 Pimgocs devm log
Rot.to R.: 35 '

Ret.to L.: 3%

Plog.
L.Ret. R.Ret.
L.lat R.lat.
£lex. £lox.
gxt.,

| = pain-freo limitnties; // = paoinful linitaties.

Roabegg's sign.
Pronater dgifk.
Trendelenburg’'s siga.
Cait.

chyths

balaneo

pondul ousnoso

0g toeg

oa hacls

tandam
Half squat.
Scapular viaging.
_ Husele tone.
Spasticity/Rigidity.

[




Shoulder: ,
okin
2} A '

: yERetry
ROX - glenohumaral
pcapulo-thoranecic
acromioclavicular
elbov
vrist
Chest measurement
inspir.tion
expiration
Vigual acuity

Broost examipatiom:
Ingpeection:
skin
size
contour
nipples
arm9 overhead
) hands againgt hips
: ' leaning forvard.
Palpation:
azillary lymph nodas.

SEATED EXAHMINATION.

Spinal posture

Head
scalp
skull
face
skin

Byes
conjuactiva
seleca
eyebrous
eyalids
laegimnl glasd
nagelacrimal duet
alignment
corneal creflaox
ocular movement L R

IIT v vi 151 v vy

vigual fiolds
accomodation
ig3g

pupils

ted reflex
optic dise




Hourol

ogical:

Dormato=os

c3
(o] 3
c?
c3
Tl
Zoad
bi
|24
be
Huse
o]
o] 1
c7
c8
21
Cocr
po
day
Thoraz
Ches

oo roflozos

caps -
iceps

achiozadialis

le stzeagth

dipation:
int-to-point
sdiadochokinesin

t:

lngspection:

Pa

sikin

shape

respiratory distress

thytbs (respiratory)

depth "

effors @

intercogtal /suprnelavicular gotrneties
lpatioea: ‘ '
tondecnass

B199RS

ces$piratery oxpangioen

taetilo framitus

BPereusgion:

lungs (postecior)
diaphrageatis exeugsien
kidnoy puneh

Augeuliakion:

broath seunds
vesiculag
.bronchial
advaatitious gounds
ecaekloo (enros)
vheagaes (choenchi)
vaiea seunds
broncopboay ‘
vhispecred pactoriloquy
egopheny ’




ROX:
Plezion:

Eatension:

L.lav.tloxg:
2.lav.¢tlex:

“.C9%.
R.C%%.:

| yeph aedes
tsaeben
thyreid

43

L)

40
40
70
70

chin to laryaos
chia to gtogpun
foroboad pazallol

to £loor
Ploxz.
L.Rot. R.Rot.
L.Lat. R.lat.
£lox. ¢log,
e,

cazotid agetecics (theills, bruit)

v
&l Vit

-G8 ¥Ill (aystagaus)

cl IX
ey X3
PN
fngpaetion
REGXR
doviatios
Palpativa
SE0PItun
tosderaoss




vesgolso
gonoral backpround
macula
vitroous
lons
Bags:
auzicla
egar zanal
deum
auditory oculty
Hebog togt
Rianc tagt

Heso:
exteznal
iptagnal
goptusm
turbinateg
elfaetien
Sinusas (fremtal & mazillagy):
teaderness
tzangilluminatien
Meuth and pharysx:
lips
bueeal muweosa
g asd tookh
goef
teaguo
iagpoetien
BV
tagko
;1lpatien
phacyns
18gpaction
a X
floek:
pestugc
9180
gual ling
DE3ED
dyseolocntios
bait limc




Cacdsovastulac:
ausrultation (@QCY17 ERIBUED)
Allsn’s tagt

BUPIHE EXAHINAL DK

Jyp
bl
auscui%a%:%a heart {(L.la%t.recumboant).
respiatary axcursieca
pergcusglsn zaegt (anterior)
" breast palpation
The abdomen:
Iagpeetion:
skin
umbilicus
contour
pezistais:s
puisaticas
hecaias  uwmbilical/ineisioaal)
Auseuitatiza:
bove! secu=ds
brust
Pareusgicn:
general
livez
spiesd
Polpatioen:
sugecéizial refloxes
couga
lignt.
gebound :enderness
deep
liver
spleen
kidneys
aegta ‘
intca-ssetro-nbdeminal wall magg
shifting dullpess
£luid wave ’
Aeute abdesen:
vhere pa:s began and nev
cough l
tenderness
guarding’/eigidity
cebound tondernaoo
Rovsing's sign
pP90as 3198
obtugator sign
cutggeous hypacnastbaegia
tectal axam
Rugphy's sigm.




Halo gonitals and boralas.
Ingpoction: ‘
phkin

propuco
glans
Ba0tug
nits/lice
gerotum
inguinal/femoral bulges -
Palpation:
penis (tenderness/induratica)
tegtes
epididymis
iaguinal camal
femoral canal
cremasteric reflex
Auseultation:
scrotn! =ass.
‘Pogiphoeal vaseulaturo:
iaspoctien:
skin
anil beds
pigmoatation
baiz less
Palpatien:
pulses - radial, bgachial, £cmernl, peplitonl, pest.tibial,
dorsalis pedis ' '
\yeph nedes - epitrochloax, fcmernl (herisestal & vaktienl)
tampogatuge (foot & laegs) :
Mapual cempressies test
Rotzograda £illing (Tsomdolaamburg) took
Artaorial insuffieicmey took

Museulogkeletal:
ROYM

hip
gleg. 90/120
ext. 15

.abd. 48
add. 30
igt rok 40
ezt tot 48

kneo '
flex. 130
est. 0/15

aakle .
plontac flog 49
dogsiflog 20
ipvaegsioe »
evaersion 2

lag length




Houzological:
dermatomas
Ll
L2
Ll
L4
LS
81
muscle Itrength
hip tlezion
knee eztension
ankle dorsiflezion
plantag flexzion
tendon relexes
patellar
Achilles
plantar reflex
Rectal ezamination:
laspection
sacrococcygeal & perianmnl arsas
Palpation -
sphincter tome
tenderness
induration
nodules
prostate
sem’inal vesieles

Hental stqtug
Appearance and behaviour:
level of comseiousmess
posture and motoer behavieus
dress, groeming, persear) hygicmo
facial ezpressies
atfeet
Speech and language:
guaptity
gake
volume
flueney
aphasia (pra)
Hoeod
Thought processes (logical, relovast, exgoaincd)
Heomory and attentios:
orientation (timo, place, pozné&)
romote momOLY
recenat =neRo
nov learning ability
Higher cognitive fusctiecas:
information amd vocabulary (gemesal & gpecialised
knouledge)
abstract thiaking.




Appendix D

) understand the conditions
of taking part in this project. I will complete the
questionnaires to the best of my abili{y. I undertake to
keep all the appointments, and if this is not possible I will
notify the intern as well as reschedule  for another
appointment. I undertake to complete the treatment as well as |
to attend the one month follow-up appointment that will be

required of me.

signature date




Appendix E

This questionnaire has been desig

fected your a
g::;e?a259£§i:eggfgsf :;d magi in each section only the ONE BOX which applies

to you. We reall

section relat towyog,

Section 1 = Pain Intensity |

O 1can tolerate the pain | have without having to use pain killers.
O The pain is bad but | manage without taking pain killers.

Q Paja killers give complete relief from pain.

O Pain killers give moderate relief from pain.

O Pain killers give very little reliefl from pain.

O Pain killers have no effect on the pain and 1 do not use them.

Section 2 — Personal Care (Washing, Dressing, etc)
(J 1 can look after myself normally without causing extra pain.
O 1 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 personal care.
| need help every day in most aspects of self care.
) | do not get dressed, wash with difficulty and stay in bed.

ection 3' = Lifting
| can lift heavy weights without extra pain.
1 can lift heavy weights but it gives extra pain.
Pain prevents me from lifting heavy weights off the floor, but |

can manage if they are conveniently positioned, eg on a table,

Pain prevents me fromi lifting heavy weights but | can manage
light to medium weights if they are conveniently positioned.

| can lift only very light weights.

I cannot lift or carry anything at all.

ection 4 - Walking
Pain does not prevent me ‘walking any distance.
Pain prevents me walking more than | mile.
Pain prevents me walking more than 4 mile.
Pain prevents me walking more than % mile.
I can only walk using o stick or cruiches.
I am in bed most of the time and have to crawl to the toilet.

ction § = Slitiag

I can sit in any ¢hair o3 long as | like.
| can only sit in my (avourite chair as long as 1 like,
Pain prevents me sitting more than | hour,

: Pu?n prevents me {rom sitting more than % hour.
Pafn Prevents me from sitting more than 10 mins.
Pain prevents me from sitting ot all.

' ive the intern information as to how
“7§1f§t3 to manage in everyday life. Please

se you may consider that two of the statements in any one

AW DOK

but please just MARK THE BOX WHIGH WwOSI GCLOSEL

Section 6 — Standing

() lcan stand as long as | want without €XIra pain.

O 1 can stand as long as | want but it gives me extra pain,
Q Pain prevents me from standing for more thap | hour.
Q' Pain prevents me {rom standing for more than 30 min;.
O Pain prevents me from standing for more than 10 mins.
O Pain prevents me from standing at all.

Section 7 = Sleeping

O Pain does not prevent me from sleeping well.

O 1 can sleep well only by using tablets. 4

(0 Even when 1 take tablets | have less than six hours sleep.
O Even when I take tablets | have less than four hours sleep.
(0 Even when I take tablets ! have less than two hours sleep.
(O Pain prevents me from sleeping at all.

Section § — Sex Life

O My sex life is normal and causes no exira paia.
O My sex life is normal but causes some extra pain.
O My sex life is nearly normal but is very painful.
O My sex life is severely restricted by paia,
O My sex life is nearly absent because of pain.
O Pain prevents any sex life at all.

]

Section 9 — Soclal Life .
O My social life is normal and gives me no extra pain.
O My social life is normal but increases the degree of pain.

O Pain has no significant effect on my social life apart from limut.

ing my more energetic interests, eg danciag, etc.
O Pain has restricted my social life and | do not 80 out as ofter.
O Pain has restricted my social life to my home.
O 1 have no social life because of pain.

Section 10 = Trovelling

O ! can travel anywhere without extra pain.

0 I can travel anywhere but it gives me extra pain,
O Pain is bad but I manage journeys over two hours.

.. .0 Pain restricta_me.to journeys of lm. than one hour.
O Pain restricts me to short necessary journeys under 30 minutes.
O Pain prevents me from travelling except to the doctor or

hospital.




- Appendix F

.No..... R o S

Please indicate on the line below the number between O and
100 that best describes the pain of'your major problem when
ix_ig_gi_ixg_wgnsi¢ A zero would mean ° no pain at all® and

one hundred (100) would mean ° pain as bad as it could be °.

Please write only one number.

0 100

Pleas indicate on the line below, the number between O and
100 that best describes the pain of your major problem whan
it is at its least. A zero (0) would mean ° no pain at all “°

and one hundred would mean ° the pain as bad as it could be

°. Please write only one number.

100

Copy right 1984 Ronald Melzack.




Appendix G

Please answer every section, and mark in each section only

the ONE BOX which applies to you.

THROBBING
SHOOTING
STABBING
SHARP
CRAMPING
GNAWING
HOT-BURNING
ACHING
HEAVY
TENDER
SPLITTING
TIRIN‘G-EXHAUSTING
SICKENING

. FEARFUL

PUNISHING-CRUEL

0)
0)
0)
0)
0)
0
0)
0)

0)

0)

0
0)
0)
0)

0)

2)

2)

2)

2)

2)

3)
3)
3)
3)
3)
J)
3)
3)
3)
3)
3)
3)
3)
3)

3)




Appendix H

READ - This section of the examination contains questions about how you feel and how things hove baen
going with you. For each question, mark (X) the answer which best applies to you.

. How have you bean fealing in general? (DURING
THE PAST MONTH) -

1

T
I
[}
t
i
I

001!

1 T In excellent spirits
2[J1In very good spirits
30 1n good spirits mostly .
a[J! have been up and down in spirits a lot
S[J!n low spints mostly
6 [JIn very low spirits

2. Have you been bothered by nervousness or your 2, 1 [J Extremely so -- to the point w.?tere |
“‘nerves’'? (DURING THE PAST MONTH) could not work or take care of things
. : 2] Very much so
|
! 3] Quite a bit
) 4[] Some -- enough 1o bother me
: sJA hiule
' 6 [ JNot at all
-, !
T n
3. Have you been in firm control of your behavior, 3. 1 [JYes, definitely so
thoughfs; emotions OR feelings? (DURING THE 1 v for th
PAST MONTH) ; 2] Yes, for the most part
‘ 3[J Generally so
_i a[]JNot too well
. s[JNo, and ! am sor:ewhat disturbed
] 6 [JNo, and | am very disturbed
4. Have you felt so sad, discouraged, hopeless, or 4, t ] Extremely so -- to the point that | have

had so many problems that you wondered if
onything was worthwhile? (DURING THE PAST
MONTH)

just about gtven up
2] Very much so
3[J Quite a bt

4[J Some - - enough to bother me
S[JA little bit

6 (] Not at all

5. Hove you been under or felt you were under any
strain, stress, or pressure? (DURING THE PAST
MONTH)

1[J Yes -- almost more than | could bear
or stand

2[JYes -- quite a bit of pressure
3[JYes -- some - more than ysual
4a[JYes -- some - but about usual
s JYes-alitle

6 (] Not at ail




How happy, satisfied, or pleased have you
been with your personal lite? (ODURINGC THE
IFAST MONTH)

'O Extremely happy - could nut have been
more satisfied or pleased

2 Very happy ‘
s{JFairly happy
a[JSausfied -- pleased

s [] Somewhat dissatisfied
6 (] Very dissausfied

- Hove you had any reason to wonder if you

were foving your mind, or losing control aver
the way you act, talk, think, feel, or of your
memory? 1OURING THE PAST MONTH)

- — e - ..

1 [CJ Not at all
2[JOnly atittle

" 3] Some -- but not enough to be concerned

ot worried about
¢[J Some and | have beer a little concerned
s[TJ Some and | am quite concerned
6 [JYes, very much so and | am very concerned

Have you been anxious, worried, or upset?
(DURING THE PAST MONTH)

1 [J Extremely so -- to the point of being sick
or almost sick :

2[] Very much so
3] Quite a bit
a [T] Some -- enough to bother me

sCJA little bt
6 [JNot az all

Have you been ‘vlvoking up fresh and rested?
(DURING THE PAST MONTH)

1 [] Every day

2[JMost every cay

3[J Fairly often

a[JLess than half the ume

s (] Rarely
6 [ JNone of the time

Have you been bothered by any illness, bodily
disorder, pains, or fears about your health?

{DURING THE PAST MONTH)

1] All the ume

2[J Most of the ume

3(C] A good bit of the ume
a[] Some of the ume
s[J A hittle of the time

6 (] None of the ume

Hos your daily life been full of things that were
interesting to you? (DURING THE PAST MONTH)

1 J All the ume
2[JMost of the ume

3] A good bit of the ume
4[] Some cf the time
s[CJ A htide of the ume

6 [ Nore of the ume

Hove you felt down-hearted and blue? (DURING 12.

THE PAST MONTHI

' J Al of the uume
¢[JMost of the ume
3] A good bit of the time_
4[] Some of the ume
s{JA lhttle of the time

€ (] None of the ume




13.

Have you been fealing amotionolly stable
and suro of yoursaelf? (DURING THE PAST

13.

013) 1+ 2 All of the time

|
i
MON TH) : 27 Most ot the ume
: 3 " A good bit of the time
) 4~ ", Soine of the time
! s} Alirtle of the time
: 6! : None of the ume
L
I
14. Have you felt tired, worn out, used-up, or 14. ! t (T] All of the ume
exhausted? (DURING THE PAST MONTH) i 27 1 Most of the ume
: 31 A good bt of the time
! 4" Some of the time
X s [, A little of the time
X 6 [ None of the ume
! For each of the four scales below, note that the
| words ot each end of the 0 to 10 scale doscribo
' opposite feelings. Circlo any numbar along the
. bar which seems closest 10 how you have gon.
! erally felt DURING THE PAST MONTH.
15. How concerned.-or worried about your HEALTH 15, : . 0 ) 2 3 4 S & 1 8 ¢
have you been? (DURING THE BASTMONTH) : L l l [ l ! i [ l Io
; , L
i
. : Not Very
1 concerned concernad
" at all
]
16. How RELAXED or TENSE have you baen? 16. o 1 2 3 4 s 6 1 8 9 10
(DURING THE PAST MONTH;) | L l l I l l [ ( l I l
! Very Very
relaned tense
17. How much ENERGY, PEP, VITALITY have 17. 0 1 2 3 4 S & 1 8 910
you felt? (DURING THE PAST MONTH) . g
| : T IO O O
. No energy Very
: AT ALL, ENERGETIC,
. listless dynamic
18. How DEPRESSED or CHEERFUL 18.. 2 31 & s 6 1 8 9 10

have you been? (DURING THE PAST MONTH)

——
S
I
—
L

Ll ]

Very
cheerful




Appendix [

WELLNESS AFFROACH WUEST LONNA [FRE

Mwase answer this gquestionnaire honestly! [t 135 designed to

/OUr opinion of the treatment you have received. You will remain anonymous.

= Totally Agree

= fAgree

= Nelther Agree nor Disagrees
= Disagres

&)

9 = Totally Disagres

ASHBRASS

Gtate to what degree you agree/dizagree with the following statements.

“lease note that there are nNo wrong oOr Correct answers.

1. My expectations of the treatment were MEE . i h ettt n e

oy

2. a) My condition was explained to me in detail. .......

) 1 wunderstand the nmature of my condition conoisbely,

CdoL ol maolaln b sy ramily Winal oy condibion wam

going Lo be brealeg. cu. e eeacsoeentascesenanaesn

My condition was explained to me with: Fictures, Model

1. a) Exercises and muscle stratching were explained and

1]

to me during the treatment. «..icvieeniinieicsvonana

b} I do them everyday. .ciiieersvesnsassasnssdanannsns

-

=2
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R ==

di I wunderztand why it is wmprobtant for e to do them.
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7. a) [ received information sheets from the 1ntern. ...... 1 2 =
b) [ tound the information to be of great value to me. L j2 =

B, a) I think it is important for me to take an active role 1in thé

Lreatment of my condibtion. ..o eeveaaesnas s e e e e |1 |2 =

b) I have actively taken part in the treatment of my condition.

1|12 |=

9, I will take more responsibility for my own good health in the

FLUE L © e o e o svoeacasasansasosenosnmassassssnnanssvasssonensell 12 13

w

10. a) The intern educated my on how to prevent my condition from

- hod
)

recurring. e s sensmecaeeescacsennseansececancenacscesan |l

[

by I think that I am now more aware of the factors that cause and

N

aggravate my condition. ....ceseeesnsesosraancasansa |l 12 (3
11. I think I will be able to prevent my condition from
recurring in the future. ......ccccioesecasosssesncasese |l |2 =
12. I think that the intern sees me as a uniqde individual and
not just another patient. ..cceseecvecsassrssnsasesnaas |l J2 (3
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Appendix J

FOLLOW-UFE WELLMNESS AFFROACH QUEST TONNE [FRE

Flease answer this quesflonnaxre honaestly! [t 1s designed to assess
vour opinion of the treatment you have received. You will remain anonymous.
= Totally Agree
2 = Agree
= Neither Agree nor Disagres
4 = Disagree
4 = Totally Disagree

State to what degree you agree/disagree with the following statements.
Flease note that there are no wrong or carrect answers.

L. The treatment relieved my condition. eeeeeeseecreeaeaaaaaa|l [2 |3 |4 |8

2. I did not have any recurrence of my condition during the

tJ
ol
H
o

TAZt MONER T ¢ s o eesoneeecseaneansassnsesasssansassacenssnalfl

. e Lifestyle changes suggested to me during the treatment were

]
(8]
&~
o

helpful and I still wusze them. ...vceevieeoreninnenenaaa|l

4, I have been doing the exercises and muscle stretching every day in

]
o
H
on

the month zince my last treatment. ..eoceriavsooreanrasa |l

9, I still find the information sheets the intern has given me

VEry. Relpful. ceeeeessessensensssnsensanrasnssasnsansaeas 1l 2 |5 14 13

5. [ think that the advice [ received during the treatment will

o

halp prevent me from re—injuring my back. ....ocaeaenaaa |l 12 03 14




Appendix K

Dear Patient

Welcone to this research project. I need to complete this pfoject by the
end of this year, in order to receive oy Masters Degree in chiropractic.
During the treatment you will receive chiropractic care which will be
relevant'and best suited to your condition. The questioﬁnaires you will
be conpleting, will be to evaluate your perception of the treatment.
Please be very hohest when answering the questions. Do not fill in what
you think I night want to hearl!! | |

I would like you to be very strict about keeping the appointnents. This
is not only vital to oy project, but it is of utnost inportance to the

progress pf your condition.

I wmﬁld like to thank you for taking the tine to take part in this

project.
Your sincerely

Estelle




Appendix L

EXERCISES

Palvi 1
Lie flat on your back on the floor, with your knees bent
and your feet flat. Flatten your whole spine against the

floor, and keep it in this position throughout the

exércise. Raise your buttocks to the ceiling by
contracting your stomach and buttock muscles. Repeat 10
times.

Lie on the floor on your - back. Hug vyour thighs to your
chest while 1lifting your head to your knees. Hold for the

count of 5, relax and repeat 5 times.

Lie flat on the floor on your back, with both legs flat.
Bring your right knee to your chest while the left leg
stays straight. Press youf'back firmly against the floor.
Straighten the righ; leg and bring the left 1leg to your

chest. Repeat 5 times per leg.
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Lie on the floor on your back. Flatten your stomach ,with

your knees bent curl up slowly, feeling your upper back
peeling of the floor. Pull your stomach towards the floor.

Your lower back should stay on the floor.

N

Lie on your stomach with your arms folded under your chin.

Lift one 1leg at a time and lower it in a slow continuous

movement. Repeat 6-8 times per leg, rest and repedt.




HOW TO TREAT YOUR TRIGGER POINTS

If you sleep on your side place a pillow between your
knees. Do not sit still for to long. Set a timer forvabout
20 minutes and place it on the opposite side of the room,
when it rings stand up, walk to it and reset it. Do not
keep your wallet in your back pocket; When sitting do not
cross your legs. Sit or lesn against the wall while getting
dressed, because the sﬁdden Jerk of a near fall could.

worsen your condition.

1. Lie on your side and place your left\right leg in front
of the bottom leg with the knee straight. Your thigh should
be at about 30 degrees to your' hip. Stabilise yourself bi
holding on to the edge of the table. Slowly inhale and
then exhale while letting your top leg relax and allowing
it to descend towards the floor. Repeat ab;ut S times twice
per day.

2. Lie on a hard surface, on a tennis ball over the tender

area. Roll around as to massage the area.

RIGIRT




HOW TO TREAT YOUR TRIGGER POIRTS

Pirif . ]

Sleep on vyour side with your hips and knees bent. Place a
pillow between your thighs and knees so that the upper

thigh is horizontal with the surface of the bed. Do not sit

for prolonged periods,.set a timer for about 20 minutes and
place it on the opposite side of.the room, when it rings
stand up, walk to it and reset it. If you have to drive
long distances stop at least every hour to walk around.
Avoid making sudden rotational movements with your ﬁeight
baianced on one leg, eg. in tennis, soccer etc. |
Exercises

1. Lie on your back. Bend your left\right leg to 90 degrees
at the hip and place it over the opposite thigh.

Rest the Left\right (opposite) hand on this knee and your
other hand on the hip (same side) pressing down. Pull in

opposite directions with your ‘hands. Pull outwards with




your left\right 1leg against the resistance of your hand.
Hold for a few seconds and relax pull the left\right leg as
far as possible to the left\right (opposite) side.

2. Lie on a hard surface, on a tennis ball over the tender

area. Roll dround as to massage the area.




HOW TO TREAT YOUR TRIGGER POIRTS

Keep your body warm at all times. Sit when ever you can.
If you have to stand shift your weight often from one foot
to the other. When you have to stand for a .long time, rest
one foot on a block of about 10-15¢cm high. Alternate your
feet at regular intervals. Do not si£ for prolonged
periods, set a timer for about 20 minutes and place it on
the opposite side of the room, when it rings stand up, walk
to it and reset it. It is best. to sleep on your side with
your hips and  knees bent. Place a pillow between your
thighs and knees so that the uppér thigh is horizontal with
the surface of the bed.

Do not keep a wallet in the back pocket of trousers.
Exercise

1. Lie on the floor and place a tennis ball under the
tender area closest to the hip. Slide the body slowly
downward toéards the opposite shoulder or towards the
midline. Follow this by putting hot towels on the area.
Do this every day until the tenderness disappeafs,,and then
every‘other day if the tenderness develops again.

2; Lie on your side.cloée to the édge of the bed (with youi
back to the edge) with your left/right 1leg on top. Then
move to top leg backward from the hip. Bend the bottom leg
and place the heel on the ankle of the top leg.

Press up gently with the left\right leg while pressing down
with the other leg (legs press against each other). Hold
for 5 seconds. Relax and alloﬁ the left\right leg to drop

downward over the edge of the bed.




Now move the other leg’s heel upward towards the knee of

the left\right 1leg, until the excess slack 1is taken up.
Then repeat this whole procedure. Repeat until you can
reach the knee of the left\right leg.

3. Lie on the edge of the bed, facing the edge. Let your
top leg move forward, and hang of the edge of the bed until
you feel a stretch in your buttock. Hold for a few seconds

and relax. Repeat 4-5 times; twice per day.




HOW TO TREAT YOUR TRIGGER POINTS

Do not sit still for to long. Set a timer for about 20
minutes and place it on the opposite side of the room, when
it rings stand up, walk to it and reset it. If you sleep on
your back place a small pillow under the knees, and if you
sleep on your side place a pillow between your knees.
Avoid hiking up steep hills of working in a forward leaning
position as this will place too much stress on the affected

muscle.
Exercises
1. Lie on your back. Lift the left/right knee to your
chest (about S0 degrees) holding on to the thigh. Pull
towards your feet with your thigh while resisting this

movement with your hands. Hold for a few seconds.

—~_

While slowly exhaiing through pursed lips relax your leg
and slowly pull it as close to yodr chestlasbpossible with

your hands. Repeat 5 times, twice per day.




2. Sit on the floor with your legs straight in front of
you. Reach forward as far as possible with only slight

discomfort. Firmly grasp vour legs. At the same time push

your heels and knees down against the floor. Gently pull
"upwards against your legs with your hands. Hold for a few
seconds and relax while exhaling slowly. Yhile relaxing

reach forward to take up any slack that has developed.
Repeat until you can reach your toes.

3. Lie on a hard surface, on a tennis ball over the tender
area. Roll around as to massage the area.

4. Swimming is very good exercise but do only backstrbke

and sidestroke.




HOW TO TREAT YOUR TRIGGER POIRTS

Iliopsoss mpngcla

Do not sit still for prolonged periods. Set a timer for
about 20 minutes and place it on the opposité side of the
foom,‘~when it rings stand up walk to it and reset it.
Breath with your stomach and with your chest. Sleep on
your back with a small pillow under your knees. Avoid
sleeping on your side in a tight curled-up position. Sleep
on a firm mattress.

Exercise

1. Lie on your stomach, and push up with your hands keeping
your pélvis and thighs solidly»against the fioor. Repeat

5-8 times, twice per day.

2. Lie on your back oﬁ your bed with your buttocks on the
edge. Let your left/right leg hang freely over the edge
with your knee bent, pull the other knee to the chest.
Relax and repeﬁt 3-4 times, twice per‘day. .

3. In the office: a) Grasp a file cabinet with one hand,

then place one foot well behind the other. Lean forward




-~

with your>body while bénding your front knee and hold it
for a few seconds, relax and repeat.

b) Sit on the edge of a chair with no armrests, with
left\right buttock off the seat edge. Bend the left\right

knee and slide it backwards. Hold for = couple of secpnas.

4. Slow sitback:
-Lie on your back.

-Push your body up with your arms, until you are in the

seated position.

-Slowly sit back rolling your back down onto the table.
-Rest and breath with your abdomen

-Do about 3 cycles per day.




HO¥W TO TREBAT YOU TRIGGER POINTS

@nadratns Lonhaoxnm:

Always sleep on a firm mattress. Do not sleep flat on your
back with your knees straight, place a émall pillow or
rolled towel under your knees. It is best to sleep on your
side with your hips and knees bent. Place a pillow between
your thighs and knees so that the upper thigh is horizontal
with the surface of the bed.

AY0OID twisting motions of bending forward and sideways to
1ift or pull an oblect. Always face the object and only
bend forward then while standing upright turn around. Use

an upright vacuum cleaner and long handled broon. Lift

objects from the floor by bending your knees and keeping
your»back straight. Learn to avoid unnecessary stooping,
make the bed by standing and walking on your knees around
the bed. wﬁen leaning over a table or when brushing your
teeth, support your weight on the surface with your free
hand. Sit down or lean against heavy furniture while
getting dressed, to prevent a near fall or jerking
movements.

When sitting up in bed follow the prdcedure in the posturs
handout.

When ascending or descending stairs, turn your body to 45
dedrees.

While working at a low level eg. gardening, sit on a low




box or stool, this will prevent you from bending forward.
Learn how to slide and roll your hips rather than lifting
them when turning over in bed at night.
Exercises
1. -Lie on your back with your hips and knees bent.

-Place your hands behind your head.

-Move your left/right 1leg as far as possible to the

middle.

-Cross the othgr leg over it.
~Press with the left/right leg outward while resisting
it with the top leg(in the opposite direction). This is

done while inhaling slowly.

_When while exhaling slowly, relax the left/right leg
and gently pull it down and to the middle with the top

leg.

-Release the left/right 1leg while keeping it supported
by the top led.

-Repeat 6-7 times, twice per day.




2. -Lie on your back with your legs straight.

-Place your hands on your hips.

-Lower left\right hip away from the shoulder.
-While slowly breathing in elevate the other hip towards
the shoulder and breath out while lowering it.

-Relax, breath normally and repeat 8-10 times, twice per

day.




IMPROVE YOUR POSTURE

1. Standing
Always stand upright by tightening your stomach muscles,
‘tuck your buttocks under your body by squeezing them tight

together, and slightly bend your knees.
AT ) (.
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If you have to stand for a long time, rest one foot on a

block of about 10-15cm high. Alternate your feet at regular

intervals.




When leaning over a table, lean with one hand on the
table\sink to relieve the tension placed on your lower
back. (Russell et al. 1990) If your working surface is not
high ehough for you to stand upright while you are working,
sit down to do this task. When moving furniture or other
large objects, ~rather push it while keeping your back

straight and ‘using your leds to do the work, than pulling

it.

When doing sweeping, mopping, vacuuming or raking do not do
it for prolonged periods. Only work in the area directiy in
front of you and use your arms and legs to do the sweeping
Amotioh. Spread your feet apart and place one foot in front,
shift yﬁur weight from one foot to the other while doing
the sweeping motion. Use short strokes, the broom or rake

must never be more than an arm's: length away from you.




Rinse the mop out in a sink rather than in a bucket. Knesl

properly to use the dustpan or pick up leaves.

> Sitti

Always sit upright lwith your buttocks against the back of
the chair. The backrest of the chair should be at 110
degrees to horizontal, and your lower back must bs directly
supported. When -sitting your knees must be on the same
height or slightly above the level of you hips, with both
feet on the floor. ' If you are short place

your feet on a block.




Never cross your legs or knees. Avoid high stools.

When sitting at a table to write, léan forward from
your hips and not from your shoulders.
The height of the table is determined when you sit upright
and your elbows lean freely on the desk surface. -The desk
should preferaﬁly have a sloped surface or your book must
rest on a support. | If you _have to sit for a
long time, set a timer for abouﬁ 20 minutes and place it on

the opposite side of the room, if it goes off stand |up,

walk to it and reset it.

To stand up from any chair, move your buttocks to the end
of the seat by rotating your knees to touch the corner of
the chair (body at 45 degregs). Place one foot under the
chair under your body. Lift your body by holding it
straight and using your thighs to do the work. Push with
your hands on your thighs to help with standing up. Reverse

this process to sit down.




When driving pull your seat forward so that your

knees are
slightly higher than your hips. Try to

flat.

keep your low back

If you are on a long drive stop at least once an hour

and walk around.

b
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When working at a low level . eg. gardening, kneel or sit on

a low bench.

3. Lying

Never 1lie on " your stomach. Preferably 1lie on your side,

with one pillow under your head which supports your head

and neck and keeps it aligned with the rest of your

spine. Bend your hips and knees.




Try to keep your arms under shoulder. level.
If you have a rest during the day, lie on your back with a
Pillow under your knees. Always sleep on a firm (not hard)

mattress.

Follow these instruction to get up from bed properly:
1. Lie on your side. Begin to shift your legs to the side

of the bed with your knees bent.

4

2. While lowering both legs, at the same tihe, begin to
push yourself up with your hands. Continue to do this
until you are sitting on the bed.

3. Stand up as described above.

>




Always bend at your hips and knees, and place one foot on a

box to tie your shoeiaces.

For ﬁaist high work always bend at the hips and knees and
keep your back straight. If you bend to the floor, do it in
the squatting position with your back upright. Let your

legs do the work, this applies for big and small

objects.
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When working at a low level eg. making the bed, washing the

bath or the dog etc. kneel down on one or both knees, DO

NOT bend.down.




5. Lift]
Bend hips and knees, keeping the back straight. Preferably

pick objects up from the squatting position.

If have to bend forward, round your back, and keep your
knees bent. When erecting tilt your pelvis forward and let
your thighs do the 1lifting. KEEP YOUR KNEES BENT and only

when your body is upright do you straighten them.

Stand well balanced with your feet apart and face the load.
While lifting keep the object .close to your body. Grip the
object well, and 1lift without any jerking. Get help if the

load is to heavy.




8. Carrying
Always carry your load close to your body, not at arms

length or above shoulder height. Balance the weight equally

between both Hénds. Avoid loads of more than 10kg. If you

carry an object on one shoulder, one hip or in one hand,
alternate sides regularly. Get help with heavy or awkward

loads.

7. Tuisti
Never do any twisting motion when lifting even if it is a
slip of paper. If you have to do it keep your shouldgrs and
hips in the same plane facing the object (obeying the rules
for bending). Stand up with.the object gnd'turn aroﬁnd'by

moving the feet.

8. Crouching
Always keep your back straight and work with your hands

close to your body.




S

g

pu—— P

"ty
o e e e e e et b, e, S Tt

T e e e ettt o e 8 P T e T

(Finneson 1975: 228-233; Calliet 1988: 183-188; Grieve 19888: 686-705;

Kirkaldy-Willis 1988: 268-282; Kenna & Murtagh 1989: 319-337; Russell &
Highland 1990: 72-131; Jamison 1991a: 70-128; Tilscher & Eder 1991: 1-
73; Travell & Simons 1992 2: 79-211.)
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