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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 problem in today's society. Vast amounts of
money are spent annually on the investigation into and treat6ent 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 probleDs. Thousands of low back operations are done
yearly, with a significantly high failure rate. (Fryliloyer~. 1980.)

In this study factors such as cost, recovery tine and incidence of
reoccurrence were used as criteria to deteretne the effectiveness of
chiropractic tr-eataent applied to the two groups of patients. The
concept of holise 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 advertiselOent were
selected and randODly divided into two groups. The patients were
selected fro~ the general population on the grounds of their signs and
sylllptoos.

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 probl~s, leading to an understanding of
their conditions. Group B received chiropractic treatment only. Their
condition was not explained, and they did not receive any of the
holistic asp~cts mentioned for group A.
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In each case , chiropractic care included Diver&1t1ed Technique and

Myofascial Pain and Dysfunction therapy relevant to the condition under
treatment.

Patients were treated for a maximum of twelve tr-eataents 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), NUBerical Rating Scale 101
(Appendix F), Short-Form 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 objective
aspect an Algometer was used.

Results were statistically analyzed using the Mann-Whitney U·test
(inter-group cO&parison) and the Wilcoxon Signed rank test (intra-group
comparison). Bar charts were drawn using the oedians of the groups.

It was found that group A il!ilprovedat all stages, and group B only
improved during the actual treat~ent period. When cosparing the groups
it was shown that group A had ~proved significantly Dore than group B,
except on the psychological level which was eeasured by the General
Well-Being Schedule.

The results of this study deDonstrated that chiropractic treatment in
association with a wellness approach was ~ore effective in the treatment
of Mechanical Low Back Pain than chiropractic care on its' own. The
Iapr-ovecerrtof the patients in group A also lasted longer, as was
demonstrated by the results of the follow-up visit.
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DEfINITIONS
Adjyst6lent
A specific form of direct articular manipulation, utilising a short
lever, and characterised by a dyna6ic, forceful high velocity thrust of
controlled amplitude (Kurk gt_al. 1991: 1).
Chiropractic treatment/care
This includes adjustments as defined by the Diversified Technique, as
well as auxiliary chiropractic therapies, e.g. electrotherapy, ~assage
and traction (Till, personal communication 1994).
Effectiveness
The result of a technique that will produce pain relief in the shortest
space of,ti~e, as well as the average result of a group .that retains the
least aaount of pain after a one month follow·up period when conpar-ed
with others.
Electrotherapy
Treat~ent of disease by means of electricity (Dorland's Medical
Dictionary: 538).
Holistic
The tere holistic considers aan 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 1992: 161).
Massage
Systeoatic therapeutic friction, stroking or kneading of the body
(Dorland's Medical Dictionary: 985).
Mechanical Low Back pain
This includes Posterior Facet Syndrome, Maigne's Syndroae, Sacro-iliac
Syndrome and Myofascial pain and Dysfunction Syndrome (Kirkaldy-Willis
& Burton 1992: 161).
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Myofaacial pain and Dysfunction Syndrome
Pain and or autonomic phenomena referred from active myofascial trigger
points with associated dysfunction (Traveil & Simons 1992 1: 3).
Objective assessment
Measurements taken to assess patients' clinical improvement by using
their external senses (Dorland's Medical Dictionary: 1164). A pressure
Algometer was used to assess pati errte' pain sensitivity (Dorland's
Medical Dictionary: 46).
Posterior Facet Syndrome
Low back pain associated with pain which can be local or referred, and
joint dysfunction (Gatter~an 1990: 161).
Sacro-iliac Syndrome
Local or referred pain due to dysfunction of the Sacro- iliac joints
(Gatterean 1990: 114).
Subjective assesseent
Patients' perception of the treat~ent, and their improvement are
assessed by using questionnaires.
Traction
Flexion distraction of the Iuabar- spine allows traction and flexion,
with or without rotation and side bending at a specific level of the
spine (Gatter~an 1990: 370).
Trigger point
A focus of hyper-irritability in a tissue that, when coopressed, is
locally tender and, if sufficiently hypersensitive, gives rise to
referred pain and tenderness (Travell & SiDons 1992 1: 4).
Trigger point therapy
SoQe accepted ways of treatoent of trigger'points are: stretching, ice
and heat, dry needling and injection (Travell & Siflons 1992 1: 5).
However, in this study only dry needling of the trigger point using an
acupuncture needle was done.
Wellness
Wellness is a terl!ldescribing the concept and practice of holisIII; it
includes the biological spectruc, life-style modifications and patient
education (Till, personal comeunication 1994).



INTRODUCTION

CHAPTER

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 Dillion new patients yearly.
(Fry~oyer~. 1980.) low back pain is the leading cause of disability
in people younger than 45 and the leading cause of visits to physicians
(Vernon 1991).

Chiropractic tr-eatsent of low back pain has been shown to be very
effective (Hastings et al. 1980: 232). Treatment includes Dainly
manipulative techniques, but soee physiotherapy Iiilodalitiesare also
utilised. Chiropractors are also trained in prescription of auxillary
approaches such as exercise therapy, life-style modification and
nutritional advice. (aatteroan 1990: xv, 8.) However, it is possible
that due to lack of education, ignorance, laziness or very large patient
loads practitioners eay fail to e6ploy these auxilIary approaches.

Holi80 is a philosophy that eaintains that aan is not reducible to the
su~ of his parts, but that he/she is a whole living unit who acts within
his/her environ~ent. The doctor advises and educates the patient instead
of just treating the presenting pr-ob.len.According to the holistic
philosophy, a health proble~ cannot be fully understood or adequately
treated if everything about the person is not taken into consideration.
(Jamison 1991a.) Till (personal c02~unication 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



the presenting problem. The difference between being a "fixer" and a
"healer" of the body, is that a "fixer" only removes or fixes the
probleQ 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 hiD/her
in order to improve not only his presenting disorder but also to
increase his quality of well-being. (Deliman ILSmolowe 1982: 8, 9.) "To
exclude paying attention to the patient's life-style and factors
influencing hiE;)from his envi.ronment, be it at work or at hoae, as a
contributing factor to his well-being and health would be a serious
ooission in the total aanaqeaerrt of the patient" (JaEDison 199.1a:7).
TreatDent of SyDptOBS is only a tecporary 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.
(TiIscher ILEder 1991: 5.)

If a holistic approach is incorporated into chiropractic health care,
the treatoent of low back pain would be Bore effective and it ~ay aid in
reducing recurrence by oophasising preventative care (Jamison 1991a) .
However, a search of the literature has failed to reveal any attempt by
researchers to test whether the above concept is valid when applied to
the aanaqeaent of mechanical low back pain. Kotze (1995) found that
patients were aware of holism, 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.

2

In designing this study, it was therefore postulated that its potential
benefit would be to detersine an effective means of treating Mechanical
Low Back Pain. To achieve this ais, it was necessary to deter~ine which
patients could be treated effectively with conservative care, in order
to li~it the nUDber of operations required. As chiropractic treatment
has been shown to be more cost effective t~an medical treatment for low
back pain (Hastings et al. 1980:. 232), it was also necessary to



In the light of this, the aim of the study was to evaluate the response
of patients to chiropractic care alone (adjusteents and trigger point
therapy) in comparison with chiropractic care in association with a
wellness approach, in ter~s of objective and subjective assess~ent, in
order to determine which approach was aore effective in the manageeent
of Mechanical Low Back Pain.

determine whether the treatment duration could be decreased to minimize
the amount of days lost froID work ..A holistic approach OIay be more
expensive in the short tenl'l,but could be Illoreeffective 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.

The first objective was to evaluate the response of patients to
chiropractic care alone in c~p~rison with chiropractic care in
association with a wellness approach in teNWs 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 c~parison with chiropractic care in
association with a wellness approach in teMJS of subjective assessf!lent
in order to deter~ine which approach was ~ore 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 detenoine which approach was more effective in
the sanagement of Mechanical Low Back Pain.

3



CHAPTfER 2

REVIEW O,F THE RELATED lITERATURE

2.1 INTRODUCTION
Holis~ can be described as looking at the person as a functioning whole.
Breaking hi~ down into different parts and treating him accordingly, is
called reductionis~. (Davies 1987: 61.) An exacple to explain this is
given by Davies (1987: 61) when he considers a photograph froliila
newspaper which consists of ~any dots. When looking closely no amount of
scrutiny will reveal a face, but when looking at it. froel a distance,
i.e. viewing all the dots together, the i~age can be seen clearly.
Thi.s is in accordance with Ehrenfel' s well known principle: "The whole
is greater than the SUIiJ of its parts" (Davies 1989: 61; Gordon 1990;

Tilscher & Eder 1991: 1.)

2.2 HISTORY
According to Capra (1988: 308-309) , health practitioners in the distant
past were shamans or witch doctors, naBed 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 environ6ent, and secondly
they treated his illness, because they believed that illness was caused
by disharoony and imbalance in his envtr-onaent. Capra (1988: 308) argues
there are many silOilarities between these practitioners and modern
psychotherapists, since the psychotherapists also look at social
behaviour and enviro~ental influences as the cause of some illnesses.
shaaans viewed husans as an integral part of an ordered systee, 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: 309.)

4



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 I 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 early Renaissance humanists interpreted Hippocratic ideas,
then tried to explain "liIiracles"rationally. This gave thel!a greater
insight into the role of psychological factors in disease. "Imagination"
was recognised as a factor in the cause and cure of 19any diseases.
(Deli8an & ~olowe 1982: 6.)

Thê aim of traditional chineM lllédicine wal!l to keêp 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 ~ind in a sound body
(Deliman & Smolowe 1982: 6). Even in the Hippocratic writings health is
a state of balance between envfronsent , life-style and the different
aspects of human nature (Capra 1988: 311; Gordon 1990).

5

Even Darwin I s theory of evolution influenced concepts of holiso by
showing interrelationship between organis~s and their environments
(DeliElan& Silolowe 1982: 6).

During the aid 1800's Claude Bernard, a French physiologist and
bioch~ist, described the concept of hoeeostasis or balance seeking. He
theorised that an internal enviro~ent exists as a mediator between the
life of the organisQ and its external enviro~ent. He also stated that
organiscs tend to ~aintain the coaposition of their environ~ent, and if
this dynaElic equilibriuE:lis upset, reactions occur to restore the
balance. (Deliman & Siiilolowe1982: 6j Brom 1990.)



In the 1920's these ideas were crystallised into the theory of holisreby
Jan Christiaan Smuts, a South African atateaaan and philosopher who
originated the tertii"holism". He realised that rigid l!!Iaterialislllcould
no longer explain nature; and this deepened his inquiry into the idea of
"wholes" and he arrived at the concept of holisllJ.(Deliman ILSaolowe
1982: 6; Marks 1987; Gordon 1990.)

Biological systems exist as unstable equilibrium flows, whose regulated
state is maintained by homeostasis' (THscher ILEder 1991: 1, 3).

Physics and other natural sciences started to separate matter, mind and
spirit in order to study them, and to understand the hu~an body and its
processes better. Soon holistic practice was completely lost and
scientists beca~e more involved with the cause and treatment of
diseases. In the late nineteenth century this started to change when
individuals discovered interconnection among the elements of the
universe. (Deliman ILSmolowe 1982: 2.)

During all these years Eastern culture continued its old philosophies of
holiSiil,and in recent years health practitioners frOll!the East have
played a aa]or role in introducing these concepts and practices to
Western culture (Deliean ILSmolowe 1982: 6).

2.3 WESTERN MEDICINE
As western ~edicine 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). ReductionisllJmeans to co~partmentalize; the
body is seen as a machine with different parts, and disease as
malfunction of the biological Iilechanislils(Hastings et al. 1980: 487;
Capra 1988: 321). In this aode], the objective is to intervene and
explain the disease process which is due to biological disturbance
(Vernon 1991).

6



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 Dight cause or contribute to the problem (Capra
1988: 320). BroB (1990) discusses the way any "general" practitioner
should practice, i.e. as a pri~ary contact physician he should treat all
the patients holistically and then only send problem:! cases to
specialists. In the western world there are Dany kinds of health care
practitioners, e.g. fa!!ily doctors, nurses, chiropractors and
homoeopaths, who have the responsibility of a pri~ary contact physician
(Capra 1988: 317).
In using a holistic approach, chiropractors are fulfilling the ideal of
being a priElarycontact practitioner (Jaoison 1991b).

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).

In the past medicine was focused on diagnosis and treatDent, with the
physician assuoing all the responsibility (Lincoln 1992). However, the
dooinant practitioner-dependent patient relationship of the medical
model of health care is seldoo appropriate at the priDary level of
health care. A biopsychosocial health care ll!!Iodelthat includes the
physical. signs and syElptO!:lSaam festation of disease, as well as the
patient's feelings or illness response and behaviour or sickness
presentation is aor-e appropriate to prili'laryhealth 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).

7

Health should be defined positively 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



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 aedical concept where the hu~an is
seen as a living system whose components are all interdependent and
interconnected; the second is much broader in the sense that the hUBan
is seen not only as a complete being, but also as interacting with his
environ~ent. (Marks 1987.)

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

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 hUlllanisticand 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 aeans to collect a wide range of information
froo the patient, and selecting the appropriate treatBent protocol best
suiting the patient. (Capra 1988: 335.) Del~an & SDolowe (1982: 8) say
that therapies cannot be holistic; but that the entire approach itself
lIIIustbe holistic, this includes the way of viewing the patient, the
general diagnostic procedure as well as therapeutic practices. All
dimensions such as Boveaent, structure and spirit are so intiDately and
sensitively interrelated that a change in,one part brings about shifts
in other parts. (Hastings~. 1980: 16; Del~an & S~olowe 1982: 8.)

Deliiilan& SlIIolowe(1982: 9) described Iiiilanydifferent diaensions. The
nutritional diJilensioncan 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
arrangement of muscles and bone including posture, muscle tension and
flexibility. Other dililensionsare: 1II0Ve!Dent,emotion, the breathing
dimension (which also includes iilus~letone and circulation), symbolic,

8



sensory or imagery dimension (which describes what the patient perceives
and how he processes information from external and internal
environments), interpersonal, cardiovascular and Illental.(Deliman 8.

Smolowe 1982: 9.)

Thus from a holistic point of view health can be defined as a wholeness,
and as a balanced and har-aonfoue union of the body, aand and spirit
(Marks 1987). Illness is then a disturbance of the functioning of the
whole and not just an isolated cause or effect (Delisan 8. Smolowe 1982:
9). Jensen 8. Allen (1993) state that illness is not only the absence of
disease, but is also due to imbalance or deviation frol! the noria
(Hastings 1980: 17).
Four leading principles of holi~ are:
1. Entities and syst~s function as unified wholes.
2. All parts of the wholes are dyna~ically interdependent and

interrela.ted.
3. In order to understand the whole the parts cannot be exaoined

separately.
4. The whole is greater than the su~ of its parts.
(Van Oer Steen 8. Thung 1988: 196; Oe Leeuw 1989.)

Wellness is a teni used to describe the concept and practice of holism;
it involves the doctor advising and educating the patient instead of
just treating the presenting probleo (Till, personal cosmunication
1994). Jensen 8. 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. ~ind, body and soul, and is not
just the absence of illness. Marks (1978) also includes the following
aspects to the list: conplete personal fulfil~ent and harmony, physical
and aental fitness, vitality and enthusiaso, confidence and realistic
optimism, satisfactory sleep and sexual fulfil~ent.

9
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A wellness approach also includes aspects such as: the patient's
personality, improved communication between the doctor and the'patient,
active patient participation, life-style modification and genetic
predisposition (Hastings~. 1980: 1-487).

2.5 AspECTS OF HOLISTIC TREATMENT

2.5.1 Cultural and religious differences
The first aspect that must be considered in the practice of holisllil
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 environaent. She was treated aedically with
no improvement, and not until the external stresses were addr-esaed did
she recover free her illness. Understanding a patient's cultural views
may give one a very important insight into his illness (Hastings ~.
1980: 17; Broooe 1989: 61).

2.5.2 personality
The patient's personality is a crucial eIeaent 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 aor-e prone to heart disease as a result of their higher
stress levels than Type B personalities (Lamarine 1989). Treatment for
Type A will include counselling in order to teach them how to manage
their stress levels.

2.5.3 Communication
Van D~r Steen & Thung (1988: 398) say that an open channel of
coaaunfcat ion between patients and doctors is an essential part of
holiSQ. If this does not exist one would never be able to assess the
patient's problellilaccurately, and the patient would probably not listen
to the'doctor's advice (patient education).



Teres and concepts must be simplified so that the patient can understand
easily. Repetition and using specific stateEents 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
t~e they get hOGe they cannot recall what was said. To sake 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 i~proved com~unication are: firstly, the patient's knowledge
about his illness increases, and secondly, the patient is sore 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; Brooee 1989: 75, 85; Vernon 1991.)

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.)

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 (1986) desonstr-ated a
significant association between patient satisfaction and coapliance as
well as self-rated improveeent. 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 e~planation rather than a cure.
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Many illnesses aay 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)



2.5.4 Patient education
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 them
how to cope with and prevent further pr-ob.leas . (Capra 1988: 333.)
Jamison (1991a: 4) states that the doctor is the teacher and the patient
takes over some of the doctor's functions. Although chiropractic care is
more involved with the neuromuscular syste~, early detection and
recognition of diseases by screening for risk factors are important.
Patients can also be made aware of early signs and syeptDas; here the
chiropractor aesuaea the responsibility of being a health Infor-aat ion
recourse, health promotion counsellor and disease· prevention
professional. (J~ison 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 roeans
to teach. (Capra 1988: 335; COulter 1993.) In a study cited by Vernon
(1991) it was shown that twice as Dany chiropractic patients as co~pared
with eedical 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 cake a substantial contribution
to the patient's health and sense of well-being. It is also cost
effective because in the long teni the patient will reeain healthier.
With increased understanding and knowledge there are increased
compliance, adherence to treat~ent protocols, increased self-care
perfo~ance and decreased anx~ety about procedures if the patient knows
what to expect. With increased understanding, there will ultimately be
fewer treatments needed to solve the problem. (Kruger 1990.)
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2.5.5 patient participation
Patient participation is an important aspect of holistic health care
(Gordon 1990). Health care IIlUStinclude restoring and monitoring the
dynamic balance of individuals, families and other social groups. It



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 (1990) mentions ~hat the
patients have a responsibility towards their own health; they should
seek out information about their condition, and make rational choices to
dete~ine which practitioners 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
IlIaxieisethe patient' s level of health. (Jaeison 1991a: 7.) Wardwell
(1992: 219) says that patient responsibility is part of chiropractic
treatsent. The practitioner places the burden of health priaarily on the
patient, and the practitioner takes the responsibility of sotivating the
patient. J8!lison (1991b) states that the eoat productive interchange
between the doctor and the patient at the pr~ary health care level is
achieved by ~utual participation.

will mean people taking responsibility 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. )
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2.5.6 Life-style modification
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 responsibility and good cOiillllunicationare
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.



warding disease off and overcoming it the priBary function of the

Periods ot ill liedth are natural &tagë& in the ongoing interaction

between the individual and the environment, and by understanding it

better the patient will be better able to cope. (Capra 1966: 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 treat~ent should be supplemented with exercises, diet and mental
health practices. (Wardwell 1992: 216.)

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 1966: 336).

2,5,6 Self-healing properties of the body
The body has- its own natural ability to heal itself, and to eairrtafn
good health. The reductionist medical Elodel distracted us froID this
fact. The fundaaental criticisID levelled at codern Bedicine is that it
concentrates more on treating localised disease, rather than on the
person who has the disease. Therapy is focused more on sympto&s and drug
tr-eataent rather than on iliJprovingthe natural resistance of the body.
(Wardwell 1992: 1-2.)

Claud Bernard, regarded as the father of ~odern physiology, referred to
the "Iililieuinterior", 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 Bind is disturbed, or if there is
dishaNJony in the environlilentand society, these can cause disease (BrolD
1990; Caplan 1991). All systeos and aspects mentioned above function in
a dynamic balance, meaning that they are changing all the t:il!le.The
body's ability to adapt will depend on the person's health status, his
1lIIentalwell-being and his place in society. "The basic strength of the
holistic health I!love~entis in the concept of the hUll'lanbody and ~ind as
a fully unified biological systes capable under most circulDstances of

14



physician is.to engage to the fullest the ability of the body to right
itself." (Coulter 1990.) 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 Genetic predisposition
Another very important aspect to take into consideration is genetic
predisposition (Hastings et al. 1980: 16). Certain patients are
predisposed to specific conditions and this aust nor be left unnoticed
when treating a patient holistically (Marks 1987). Ja~ison (1991a: 4)
also places e&phasis on environuental factors which can influence
genetic traits significantly (Lamarine 1989).

2.6 CONCLUSIOI\I
Thus we realise that a new ~odel for ~edicine 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
multidioensional 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 Sy5ptom complex is taken into
consideration in the diagnostic procedure (Deliman & Smolowe 1982: 10).
The usual treatment is aimed at eliminating symptoiils,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 systel!lsso that a person no longer
suffers from any complaint, should be the goal of any kind of therapy.
(Tiischer & Eder 1991: 5.)

Every' practitioner must know his role in advising, educating and
treating his patients. Health care will consist of restoring and
maintaining the dynalOic balance. Apar-t froll!the basic medical and
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psychological 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 syste8
they still emphasise the importance of diet, life-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 iiluchin its clinical Illethodologies
per se - whether it be adjusteents 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 fro~
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 pr-oblee ,"
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 physicians. They were
satisfied by the infor~ation given to the~ about their proble~, and they
fel t that the provider was concerned about theo during and after the
visit.

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).

Jamison (1992) felt that 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 therape~tically specialised technicians", focus on
training clinically coepetent holistic practitioners.
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3.1 STUDY DESIGN
The objective of this study was to .evaluate the response of patients to
chiropractic care alone (adjuataerrte and trigger point therapy) in
comparison with chiropractic care in association with a wellness
approach, in tenus of objective and subjective assess&ent in order to
detercine which approach was ~ore effective in the manageDent of
Mechanical Low Back Pain. This study was done as a clinical trial.

CHAPTER 3

MATERIALS AND METHODS

3.2 SUBJECTS
Advertisements were placed in the Durban newspapers to attract patients
with low back pain.

Of those responding to the advertise~ent a case history (Appendix A) was
obtained, both regional exaoination (Appendix B) and a physical
exaamatdon (Appendix C) were par-forned 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
randoaly divided into two groups of fifteen each. Only patients with the
following mechanical low back pain syndrooes were ·selected: Posterior
Facet Syndrome, Sacro-iliac Syndrome, Maigne's Syndro~e and Myofascial
Pain and Dysfunction Syndrroe. They had to confor-a to the specified
requireDents before they were accepted into the study. In te~s of the.
diagnosis the patient had to conform to one or Bore of the conditions as
set out below:
3.2.1. Posterior Facet Syndrome:

oLow back pain which sosetimes radiates to the groin, hip, buttock
17
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and oftén into thé lég.
oPain increase on extension and decrease with flexion.
oLow back stiffness especially in the morning or during periods of
inactivity.
oPalpable muscle spasm.
oFocal tenderness over the affected joint.
oRestriction on motion palpation.
oKemp's test may be positive.

(Kirkaldy-Willis & Hill 1979; Gatterman 1990: 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 pain to posterior dertlilatOlillalareas of L5, S1, 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; Gatter~an 1990: 114-5.)
3.2.3. Maigne's syndr~e:'

oReferred pain to iliac crest, luebo-sacral, sacro-iliac, gluteal
or trochanter areas. Frequently no local pain in the T12-L1 area.
oJoint 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 syndr~e:

oThere will be local 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.

(TraveIl & 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 soae patients left the study, and their places were then
filled by new patients, selected from the patients who responded to the
advertiseaents.

Male and felllalepatients 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
There were two experimental groups, i.e. group A and group B.
Group A was treated with the wellness approach. They received nor-aal
chiropractic treatDent, relevant to their condition. In addition, their
condition was explained to the~ in great detail using pictures, models
and X-rays. They received advice and infor8ation sheets on life-style
modification, nutrition, stress ~anage~ent and exercise. They played an
active role in the healing and rehabilitation process by being involved
in exercise prograos and practising the suggested life style changes.
This protocol took up considerable clinical time and was supported by
regular check-ups and fflotivation.

Group B also received normal 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



Normal chiropractic treatment involved manipulative and

process. They were only treated for the presenting symptom picture.

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
both groups.

Patients were treated over a four week period with a treatment frequency
of two or three visits per week. Patients were discharged as they beca~e
asymptomatic (pain free) or after a DaximuD of twelve treat~ents.

3.4 MEASUREMENTS
If the patient .was accepted into this study, they completed the
following docu~entation on the first visit: Patient Consent Fore
(Appendix D), Oswestry Disability Index (Appendix E) (Fairbank et al.
1980), Numerical Rating Scale 101 (Appendix F) (Jensen et al. 1986),
Short-Form McGill Pain Questionnaire (Appendix G) (Melzack 1987) and a
General Well-Being Schedule (Appendix H) (Fazio 1977; Edwards et al.
1978; Brook ft!_al. 1979; Monk 1981). On the last visit of the .treatment
series, the Well ness Approach questionnaire (Appendix J), as well as the
questionnaires 8entioned above were c~pleted.
There was a one ~onth follow-up consultation. At the one month follow-up
consultation each patient c~pleted the questionnaires mentioned above
as well as the Follow-up Wellness Approach questionnaire (Appendix K).
Patients completed the questionnaires in private and then handed thelIIIin
to the clinic secretary. An Algometer by Wagner InstruIDents 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

v.

was used to design the questionnaires. It is necessary to use Likert
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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).

ácales to gUër'áritéé validity Of adding t'éspotiderita' I! áéOreá" (HuysáOién

1983:, 106). Evaluation was done by a team of 10 people, coeprisinq
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 101) (Appendix F) provides a
simple way to record subjective estimates of pain intensity (McDowell &
Newell: 235). According to a study done by Love~. (1989) NRS 101 is
one of the best methods for measuring subjective assessment. A uniform
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
recoamended to be used to evaluate a treateent programs.

The Short-for~ 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 ftl.....al. 1989.)

I
The General Well- Being Schedule (Appendix H) offers a broad-ranging
indicator of subjective feelings of psychological well-being and
distress. It reflects the way the indivi(:jualfeels about his "inner
personal state". (McDowell & Newell: 125.) Love e.t....AJ.. (1989) note that
it is necessary to include psychological evaluation when using
subjective measurements.
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3.5 ETHICAL CONSIDEBATIONS
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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caréful technique was appliéd to keep the exposuré 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 from the alg~eter measurements were
cOllilpared.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,
Maryland, USA) Analyses were per-foraed using the Mann-Whitney U test
(inter-group coeparison) and the Wilcoxon Signed Rank test (intra-group
coeparison). The Wilcoxon Signed Rank test and the Mann-Whitney U test
are both nonparametric tests, which allows the~ to be better suited to
small sample groups such as those participating in this study. (Daniel
1978: 31, 82.) The eedians for all the questionnaires and the algometer
lIleasurements were calculated, and bar charts were drawn from these
resul ts. The averages of the results of the Wellness Approach and
Follow-up Wellness Approach Questionnaires as well as the average length
of treat~ent were calculated.
These results are presented in the next chapter.



4,3 WILCOXON'S SIGNED RANK TEST
This analysis was used for intra-group c~perison of the 0edisn ·pein·
ae aeaeured by the OeW8stry Disability Index (Appendix E), NUllerical
Rating Scale 101 (Appendu F), Short-FoN) IlioGillPain Questionnaire
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CHAPTER 4

RESULTS

4,1 II\ITROOOCTIOO
This chapter covers ths results obtained after statistically analysing
the data collected froo the oeasureoent criteria used, n~ely:
o N~erical Rating Scale 101 (Appendu F)
oOswestry Disability Index (Appendu E)
o Short-Foro ~ill Pain Questionnaire (Appendix G)
o General Well-Being Schedule (Appendu H)

o ~llnese Approach queotionneire (Appendix I)

o Follow-up WSllne&s Approach questionnaire (Appendix J)

o Algooeter oeasureoenta.

Intra-group coopariaone were dons, and these ~re foll~ by inter-
group cooparisona. Th8ae ~re dons using the W1lcoxon aignsd ran~ teet
and ths Mann-Whitney U-teat re&pectively. Ths averages of the WSlln®o9
Approach and ths Foll~- up \'i7s11nsssApproach questionnaires t::3re
tabulated. SUbQ4tquently th® average nlObar of treatoerrts ~s d$teroinsCll
for each group, and lastly 8l£JOary statistics ~re perforoed and graphs
were oo:lplled frro theo ,

4.2 CRITERIA Foa THIEADmSSIBILITY Of THE DATA
All the questionnaires ~re c08pleted by patients participating in the
study 1 and the data Mtre prooeseed under ths superv1eion. of ttts
researcher.
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(Appendix 0) and Algometer.
The level of significance (a) was set at 5% or 0.05.(Oaniel 1987: 31-37)

-1.3.1 OroY9 A:
Group A received chiropractic care in association with a If:allnssa
approach.

TAA.la I

CoQglri80o of treatoent8 88 Qeeayred by the Numerical Beting SCele 101
lA9!»eodix El.

Treatoeots Critical Large ElCceedance
Seople Value (z) Probability Value

(p)

First .to Last 3.12379 0.~e27

laat to Follo~-up 2.06163 0.01~215

Firat to Follo~-up 1.0672 0.14294

The null hypothesi8 for the firet to laat treatoenta wae rejeoted. lt
was concluded that the patients had ioproved.
The null hypotheais for tha laat to follow-up treatoenta was rejected.
It ~ae concluded that the patients had ioproved.
The null hypothesis for the first to follow- up treatoente wae accepted.
It wee conoluded that the patients had not ioprove.



Treatoents Critical Large Exceedance
Saople Value (z) Probability Value

(p)

Firat to last 2.76217 0.002671

last to Follo~-up 2.47106 0.0067356

First to Follow-up 3.07505 0.0010488

Table II

Comparison of treatnents as measured by the Oswftstry Low Back Disability
IndeK (Appendix El.

The null hypotheses for the all theae oeaeureoente were rejeoted. It weD
concluded that the patients had ioproved.

Iahl.«t III

Ca:lMrifton of treetoente ·"ft ottll\ftucedby tM Gftnarll\l wall-Being Schad..,l!
U\9gendix H).
~
Treetoents Critioel large ElCceedenoe

Saople Value (z) Probability Value
(p)

Firat to laat 2.88772 0.0019403

last to Foll~-up 0.425971 0.3350625
,

Firat to Foll~-up 3.15219 0.0008103
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The null hypothese. ·for the first to last and first to foll~-up
treatoents tt:9re rejected. It was concluded that the patients bad
ioproved during these periode.
The null hypothesia for the laat to follO\af-uptreatments was accepted.
It wes concluded thet the patients had not i@proved during the ona Bonth
follO\af-upperiod.



Treatoenta Critioal Large Exceedanoe
Sample Value (z) Probability Value )

(p)

Firat to Last 3.37937 0.0003633

Laat to Follow-up 1.26794 0.104208

Firet to Follow-up 3.37937 0.0003633

TablA IV

CAiJpariaoo of treatJ3enta as seasured by the Short- fom McGill Pain
Qyestionnaire (A9geodix Gl.

The. null hypotheses for the firet to last and first to follott-up
treatoents ware rejeoted. It wae concluded that ttts patiente had

ioproved during these periode.
The null hypothesis for the last to follow-up treatoents wae acoepted.
It ~Q concluded that the patiente hed not ioproved during th8 ona oonth
follow-up period.

TAAIe y

Co8Qgci800 of treBtnSnts SlR osgaursd with the Alggoeter.

Treatoents Critical Large Exceedence
Seople Value (z) Probability Valu$

(p)

Firet to Laat 3.37937 0.0003633

Leet to Follott-up 3.43617 0.000295

First to Follow-up 3.43617 0.000295

The null hypotheeis was rejected for all the oeasureElents. It was
concluded that the patients hed ioproved during these periods.

4.3,2 Grpup B~
Group B received adjustaente and trigger point therapy only. Their
meneg~ent did not follow a wellnes8 approach.
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Table VI

Comparison of treat~ents as measured by the Numerical Bating Scale 101

(Mpendix E) .

Treatoente Critioal Large Exceedence
S~ple Value (z) Probability Value

(p)

Firet to Last 2.446 0.0072205

Leat to Follo~-up 1.25553 0.104643

First to Follo~-up 1.53802 0.082021

The null hypothesil for the firet to laGt treatoente wal rejeoted. It
~al conoluded that the patients had iDproved during the treatoent.
The-null hypothaseG for the leGt to foll~-up and first to folloo-up
treatoente ~re acC4tpted. It wee oonoluded thet the patientG hmd oot
iopB'"Oved.

Jehle VI.l
C«JgN'i800 of t Nu,toeota "B neA8uNld by tha OBt;te8try· LW Baak Oia"bllitv.

Inde (A!WendU E) .

Treetoente Critical Large Exoeedance
Seople Value (z) Probability Value

(p)

FirQt to leGt 0.910259 0.181342

laat to Follo~-up 1.60815 0.0539C05

FirGt to Follo~·up 0.125553 0.4500405
i

The null hypothe888 foil'the all thaee oessureoents were accepted.· It ~Q

concluded that the patiente had not improved.
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Treatoenta Critioal Large Exoeedanoe
Saaple Value (z) Probability Value

(p)

First to Last 2.47063 0.0087437

Laat to Follow-up 1.22112 0.1110205

Firat to Follow-up 0.690541 0.2449255

Table VIII
CoAQariaon of treatmenta sa meaaured by the General wall-Baing Schedule
(A!Wendix H) ft

The null hypothesis for the firet to last treatoenta wee rejeoted. It
was conoluded that the pétients had ioproved during these periods.
The null hypotheses for ths last to foll~- up snd first to 1'01100- up

treatoente W3re accepted, It was conoluded thet the patienta hed oot
ioprOved.

TSlble 1)(

Cg;]gll\risonof tres\'tnflntaSQ oee.aur=ed by the Short- fom ~Gill plI\in
(ljyftationnro.re(Mgendix Bl"

Treetoents Cri tioal Large Exoeedenoe
Ssople Value (z) Probability Value

(p)

Firat to Leat 0.709952 0.2388655

LIIletto folloo-up 0.251103 0.400564

Firat to Follow-up 1.0372 0.14294
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The null hypotheses for all the treetBenta were aecepted. It welS

oonoluded that the patients had not ioproved.
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T@le X

Co®parison of treatments as measured with the AlgQ@eter.

Treatoents Critical Large Exceedance
Saople Value (z) Probability Value

(p)

First to Laat 2.35704 0.0092105

Last to Follow·up 0.549125 0.2914585

First to Follow-up 1.4483 0.073766

The null hypothesis for the first to last treatDents was rejected. It
was concluded that the patients had ioproved during the tremtoent
period.
The null hypothese8 for the first to follow- up and 1~8t to follol::1-up
tr-eatnents ware accepted. It was concluded that the paraente had not
iopro~ed during the one oonth follow-up period.

4.4 ~N-WHITNEY U-TEST,
This teeted whether there wae a significant difference in 1opro~eoent
between the t~ groups as oeaaured by ths Oswaatry Disability Indslt
(Appendix E), NUiJerical Rating Scele 101 (Appendb F), Short- foro e!JcGill
Pain Questionnaire (Appendilt G) and Alg08eter. This wae dons by testing
whether indeed the oediaD ·pain" of group A wae 8tatistically less thmn
thet of group B. Group A recei~ed noroal chiropreotio oere in
a8sociation with a wallne8s approech end group B recei~ed onlyoorDal
chiropractic care (adju8tGlents end trigger point therapy).
The le~el of 8ignificence (a) was 8et et 5% or 0.05 (Deniel 1987: 82-
86) •



Treatnents Critical Large Exceedance
Saople Value (z) Probability Value

(p)

First -1.64794 0.04968195

Last 1.51547 0.064827

Follow-up 2.68221 0.0036569

Table XI

Comparison of treatments as rneasured by the Numerical Bating Scale 101
(Appendix E).

The null hypotheeee for' the firet and follow-up treatoents ~re
rejected. It wae concluded that there wae a eignificant difference in
nedian pain between groupe A and B.
The .null hypotheeie for the laet treatoent wae accepted. It wae

concluded that there wee no eignificant difference in Dedian pein
between groupe A and B.

TAAle XU

Co898riBon of treMoents aB ofta8ured by tOO 08Weatry LW BAck Diagbilitlt .

IOdel( (Aggendix E) ft

TreatDente Critical Large Exceedance
Saople Velue (z) Probability Value

(p)

Firet -1.05993 . 0.14457

Laet 0.457738 0.323569

Follow-.up 2.39513 0.0083071

The null hypotheeee for the firet and leet treatDente ware aocepted. It
wae concluded that there was no significant difference in nedian pain
between groupe A and B.
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The null hypothesis for the follow-up t r-eataent was rejected. It was
concluded that there was a significant difference in Gedian pain betwaen
groups A and B.

Table XIII
eoogarison of treatoents as neasyred by the General well-Being Scbedule
(AggendilcH) ft

Treatnents Critical large Exoeedance
Saople Value (z) Probability Value

(p)

First -0.767515 0.221365

Last 0.435714 0.3315205

Follow-up 1.20313 0.1144625

The null hypotMses for the all tM treatoents ware accepted. It WBG

conoluded that there was no significant difference in nedian pain
between groups A and B.

TAAIe XIV

CQogarieon of treatnents as DtUMlured by the Short- fOOl ~cGill P@l1n
Quftstionn@lire(Agpendix a~

Treatoenta Critioal Large Exoeedanoe
Saople Value (z) Probability Value

(p)

First -1.61764 0.0528695

last 1.30816 0.095409 ,

Follow-up 2.49201 0.006351
'_

The null hypotheses for the first and last treatoents ware accepted. It
was conoluded that thare was no significant difference in median pain
between groups A and B.
The null hypothesis for the follow-up tr-eataent wae rejected. It wae
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concluded that there wae a eignificant difference in median pain between
groups A and B.

Table XV
Comparison of treatBents 8S eeasured with the Alggmeter.

Treatoents Critical Large Exceedance
S~ple Value (z) Probability Value

(p)

First 1.7446. 0.0405267

Last -0.581081 0.2805915

Follow-up -2.65696 0.0039426

The null hypothesis for the laat treatoent wae accepted. It wae
concluded that there was no significant difference in oedian pain
between groupa A and B.
The null hypotheses for the first and follow-up treatoents ware
rejected. It was concluded that there was a significant difference in
oedian pain between groups A and B.
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Variable Group A Group B
,

NRS 1 52.5 45

NRS last 15 30

NRS flu 5 47.5

OSW 1 ·22 17.7

OSW laat 10 12

OSW flu 6 15.5 .

GWB 1 48.79 44.3

GWB last 33.95 38.7

GWB flu 30.6 41.12

l'.!IcG1 41.63 21.5

l!!lcG last 10.42 27.63

I!!JcG flu 5.89 20.57

AlGl 5.5 6.35

ALG laat 9 8.1

ALG flu 11 8

4 5 SUMMARY STATISTICS

Table XVI

Median oeasurements for groyps A and B
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NRS: NUGerical Rating Scale (AppendiK F)
OSW: Osweatry Low Back Diaability Inde~ (AppendiK E)
GWB: General Well-Being Schedule (Appendix H)
MeG: Short-foro McGill Questionnaire (Appendix G)
ALG: Alg~eter Measure&ents
1: First treat~ent
last: Last treataent
flu: One aonth follow-up visit.
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1.6 WEllNEBB APPROACH AND FOllOW-UP WEllNEB8 APPROACH auEBTIONNAIRES
The Wellness Approach (Appendix I) and Follow- up Wellness Approach
(Appendix J) Questionnaires measured patients' perceptions of the nature
of the treatment they received.

Table XVII

Groupe Wellness approach Follow-up wellness
questionnaire ~proach

questionnaire

A 36 .667 38.067

B 53.533 50.867

4\ .7 AVERAGE NUMBER Of TREATMENTS

This. table illustrates the average number of treatoents received by each
group.

Table XVln

Groups Average nuwber of treatments

A 6.267

B 8.733



4 • a BAR CHARTa

Bar charts were drawn using the l13ediansof the questionnaires and
Alg08eter as oentioned before for groups A and B. The oedisn 18 the oost
sensitive oeasureoent for this saDple size. Consultation 1 was the first
treatoent, consultation 2 was the last treatgent and consultation 3 wee
the follow-up treatoent.

Grwh I
NRS 101 (Appendix F) was used to oeasure the patients' pain tolerance.

Comparison with respee L to NRS
Median Sc ares
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~ Group B

Thie graph deoonstrates that group A ioproved throughout the treetoent,
as the pain oedian decreased.

Group B howsver ioproved only during, the treatment period. By the one
oonth follow-up visit group 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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Comperison wilh -respee l to cswestry
Median Scores
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Or9J)h II

Oswestry Low Back Disability Questionnaire (Appendix E) measured the
patients' disability levels due to their low back pain.
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Group A showed loproved disability throughout the treatment; hOW8ver, .
group B loproved fr-ca the first to the Laat tr-eataerrte , but their
dieability increaeed frOD the laet to the follow-up vieit.



Comparison with respee t lo GWB

Graph III
The General Well-Being Schedule (Appendix H) Beasured to what extent the
patients' psychological well-being was influenced by their low back
pain.

Median Scores
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IGprOV60ent WBS not so dranatic for group A 8S seen on the other graphs,
and in group B it was very slight. But the sane trend was apparent as in
the NRS 101.



graph IV
Short-foro McGill Pain Questionnaire (Appendix G) measured the quality
of pain experienced by the patients_

Comporison wilh respecl lo McGill
Median Scores
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Consultations

~ Group A

~ Group 8

Quality of pain for group A ioproved throughout the treatEent. Group B
showed an increa8e fr08 the first to the last treatoent, but ioprovesent
fr08 the last treatoent to the follow-up vieit.
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Graph V
The Algooeter eeasured the patients' pain tolerance.

Corn par iso Il wil h res pee L loA 190 rn ete r
Median Scores
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When considering objective oeasureoents, group A showed a progressively
increased pain tolerance over the study period. Group B showed increa8ed
tolerance froo the fir8t to the last treatoent8, but a 81ight decreese
in the period froo the last to the follow-up vi8it.

4.9 CONCLUSION
Thi8 chapter presented the results obtáined froo the collected date. The
discussion, interpretation and iDplications of these results are dealt
with in chapter 5.
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The Oswestry Low Back Pain Disability Questionnaire (Appendix E) showed
statistically significant ieprovelOent throughout the treatments for
group A (Table II), but no improvement for group B (Table VII). At the
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CHAPTER 5

DISCUSSION
The results of this study showed that there was overall ~proveoent 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 ioprove~ent between the first to last and last
to follow-up visits (Table I). However, no significant ioprove8ent was
detected between the first visit and the follow-up consultation
(Table I). S~ilar results were obtained in a study by Carlsson (1996)
who suggests that this could be due to the fact that patients forget the
intensity of their pain over a long period of tiDe, thus when assessing
the pain intens1ty the results will not be a true reflection of the
patient J s Iaproveaent , Group B only showed statistically significant
improveaent froo the first to last treatoents (Table VI), but their pain
intensity did not iDprove during the one ~onth follow-up period (Table
VI). When cooparing group A with group B using the NRS 101

questionnaire, it was found that at the first treat~ent group A had a
higher oedian pain intensity than group B (Table XI). However, at the
last treatoent there was no significant difference between the groups
(Table XI). At the follow-up visit group A showed significantly 190re
improveeent (Table XI). This could be due to the fact that both groups
improved between the first and last t r-eataerrte; however, only group A
subjects still showed ~proveoent after one Donth. This indicates that
group A experienced greater long-tero benefit frOD the treatment.



flret and laet treatmenta group A and B ahowod no algnificant
difference; however, at the follow-up visit group A showed further
i1DprovecJent.This showed a similar trend as with the NRS 101, where
there was significant i~provement at the follow-up visit. Thus it can be
said that group A's disability due to low back pain was dioinished, but
that this was not the case for group B.

The General Well- being Schedule which csasur-ed the patients'
psychological well-being showed statistically significant i1uproveDent in
group A fr~ the first to last treatDent and first treataent to follow-
up visit (Table III). During the one Donth follow-up period no
tepr-oveoent was noted; i.e. last to follow-up tr-eatnent (Table III).
Group B showed i~proveQent only during the treatoent period, i.e. froD
the first to the last treatDents (Table VIII). This tendency for both
groups to ioprove only during the treatDent periods Day have been due to
the fact that during the treatDent the patients received attention and
their condition was being treated. During the one Donth follow-up period
when there was no contact between the researcher and the patients, their
psychological state did not ~prove. In group A special attention was
paid to listening to the patients' fears and prObleos; they also had a
good understanding of their conditions. This could account for the
iI::lproveoentof these patients as oeaeursd by the General Well-Being
Schedule, fr08 the first treatDent to the follow-up visits. Love ~.
(1989) suggest that the results of questionnaires could be severely
influenced by current events in the patients' lives and could influence
their j udgeDent of their pain. soes patients in group B becaae very
despondent during the treatBent if their pain did not ~prove
significantly_ This could account for the lack of iElprove[3entin group
B. Inter-group c08parison for the questionnaire showed no iIDproveQent 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 psychological
aspects of the subjects' lives, or these psychological aspects were not
adequately addressed in the study. More attention should have been paid
to these psychological aspects.
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The Short-fo~ McGill Pain Questionnaire (Appendix G) for group A showed
statistically significant improvement between the first to last
treatoents and the first tr-eatsent to the follow-up visit; however,
during the one aorrth follow-up period there was no i1JJproveoent(Table
IV)_ This de~onstrates that the patients in group A ioproved during the
treat~ent and that there was overall improveeent throughout the
treatDent period. Group B showed no iDproveoent at any of the
eeasureaents (Table IX). On co~parison of groups A and B there was no
significant isproveoent at the first and last treatoents, but group A
showed iBproveeent at the follow-up visit (Table XIV). Ioprove~ent at
the follow-up visit was seen as with the NRS 101 (Appendi~ F) and the
Oswestry Disability Questionnaires (Append~ E). Both groups inproved
during the treatoent period, but only group A showad continued
improveoent at the follow-up visit. ·This questionnaire oeasures pain by
using descriptive words, which could have oade it easier for the
patients to relate their pain to the questionnaires. Thus this
questionnaire can be considered to be one of the oore accurate
subjective ~easureoents of this study.

Algooeter eeaeur-eoents, which were the only objective Deasureoents
recorded in this study, showed ioproveoent at all oeasureoents for group
A (Table V); i.e. the patients Ioproved at each treatoent and at the
follow-up visit, but for group B inproveoent was only evident during the
actual treatoent period - thus they did not iDprove during the one oonth
follow-up period (Table X). When cooparing the groups, group A had a
higher oedian pain than group B at the first treatoent and the follow-up
visit (Table XV). Again the saoe trend was seen, with ioproveoent during
the tr-eatnent period and group A showing prolonged benefit at the
follow-up visit. A possible reason for the above trend oay be that group
A ~proved ~ore during the one ~onth follow-up period due to the fact
that they knew how to take care of their own condition.
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The Iiledianscores of the questionnaires were used to draw bar charts
which represented the clinical illlproveDentreported by the patients.
These bar charts are significant as they illustrate whether the patients



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 (Appendu F) showed improveiiJent
for group A throughout the treatment as well as at the one Bonth follow-
up visit. Group B however improved during the treatment period, and got
worse after the treatiiJentwas cospleted (Graph I). The bar chart for the
Oswestry disability questionnaire (Appendix E) (Graph II), the General
Well-being schedule (Appendu H)(Graph III), the McGill questionnaire
(appendax G) (Graph IV) and the algooeter DeaSUreEJents (Graph V) showad
similar trends to the NRS 101, but to varying degrees. This indicates
that clinically a wellness approach in association with chiropractic
care was Dore effective than chiropractic care alone.

The Wellness Approach (Appendix I). and Follow-up Wellness Approach
(Appendix J) Questionnaires. showad that group A re.ceived 81 lower
percentage of holistic aspects in their treatoent (Table XVI). Love §l
~. (1989) suggest that sooe patients atteopt to please the therapist by
reporting more favourable results. This was a oajor probleo with these
questionnaires as they evaluated the treatoent received directly, and
could reflect on the researcher. Very early in the study sooe patients
reported that they did not want to cooprooise the researcher in the
teaching institution; they were subsequently assured that this would not
be the case. Although the questionnaires were done in private and
despite assurances that the ~easuresents would not influence the
researcher in the teaching institution, sooe patients still adoitted to
giving Dore positive responses to this questionnaire, e.g. in group B

iiJanypatients oarked 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.
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Group A becaoe aSylDptoElaticon average after 6.267 treatoents, and group
B after 8.733 treat~ents (Table XVII).
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Thia correlatea with the other queationnaire& which demonstrate8 that
group 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 aor-e time effective but also cost effective in the long
terlii.

Love et al. (1989) state that the patients' perception of pain and their
response to questionnair~s are very much influenced by their current and
ÏDDediate environoent. Although Ja~ison (1991b) suggests that subjective
Iapr-oveeerrt is regarded as valid wellness indicators,··algoBeter
eeasur~ents were done in an atteopt to exclude s~e of these
influences. Alg~eter measures the pain tolerance and cannot influence
the responses on questionnaires.

Love et al. (1989) state that sooe patients' judgeoents could also be
influenced by their initial expectations of ioproveoent and their actual
level of ioproveoent; i.e~ if they are satisfied with the treatDent they
say feel better sooner and report [3ore positive results in the
questionnaires. This could have been an influencing factor especially in
group A, where patients stated that they were very icpressed by the
treat~ent received at the Technikon Natal Chiropractic Clinic as Dore
tilDewas spent with theo and they received thorough exaoinations. For
group B the saoe theory could be applied; in order to treat a patient in
the clinic the patient oust be thoroughly exaoined, and this also leads
to eore tiDe. spent with the patient than they would noroally have
received anywhere else. In this study, this then was sioilar to group A
and could have lead to the saoe responses.

The first objective was to evaluate the response of patients to
chiropractic care alone (adjustoents and trigger point therapy) in
comparison with chiropractic care in association with a wellness
approach in teros of objective asses80ent and in order to deteroine
which approach was Dore effective in the ~anage~ent of Mechanical Low
Back Pain.



rhia atudy haa demonatrated that chiropractic care in aa&ociation with
a wellness approach in terms of objective asses~ent is ~ore effective
than chiropractic care alone.

The second objective was to evaluate the response of patients to
chiropractic care alone (adjuataerrts and trigger point therapy) in
comparison with chiropractic care in association wit~ a wellness
appr-oach in tert!lSof subjective assesseent in order to determine which
approach was aore effective in the aanaqenent of Mechanical low Back
Pain. In teras of subjective asses~ent chiropractic care in association
with a wellness approach has been deoonstrated to be Dore effective than
chiropractic care alone.

The third objective was to integrate the results of the first and second
objectives in order to detenJine which approach was eore effective in
the eanaqeaent of Mechanical low Back Pain. On integration of the
results it was de~onstrated that chiropractic care in association with
a wellness approach was core effective for the treatment of Mechanical
low Back Pain.

Using a holistic approach to health probleos has been shown to be of
great benefit. Although there have been Gany books written on the
subject, and Elanypractitioners clatE!to be using it, it is in fact not
being practised to its full extent. Visits are usually short and
uninforoative. (Jaoison 1991a.) The results of this study deoonstrated
that with the correct attitude and approach the patients iBprove
draoatically. They recover quicker on average and stay better for
longer, i.e. they still showed ~proveoent at the follow-up visit.

No changes were Eladeto the structure and design of the study, although
soee proble~s wsre experienced. The patients in group B tended to be
non- coopliant, and because their conditions did not Iaprove very
rapidly, it was difficult to get the~ to co~plete the twelve treat~ent
period. It was even Eloredifficult to get theo to cOQe back for the one
month follow-up consultation.
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The &eope of treatment tended to be too broad, and it is &ugge&ted that
only one condition be chosen for future studies concerned with a
wellness approach, in order to limit the nueber- of variables in the
study.

ProbleBs 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. The statistician (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 detereine
whether the one group· Iapr-oved aore than the other, and thus the
conclusion that the groups have received different types·of treatcent
can be 8ade. The Wellness Approach and the Follow-up Wellness Approach
questionnaires did not de80nstrate ·the sane trends as the other
questionnaires, i.e. significant ioproveClentfor group A. In fact, they
showed that group B received Cloreof a wellness approach than group A.
It is i8portant to do the NRS 101 (Appendix F) 80re often. love ~.
(1989) state that patients forget the intensity of the pain at the
beginning of the treatment, and thus if the questionnaires are cOClpleted
infrequently, they do not give realistic reflections of how Cluchtheir
pain has improved.

To do a study which ~easures a wellness or holistic approach, a ouch
larger saople size is necessary. Jaoison (1991b) states that the nuober
of subjecta [lay discri~inate against therapies which offer a oarginal
benefit to sooe patients.

As this study was conducted in a teaching clinic where oany other
studies were conducted at the saae taae, ouch of the equipoent was
shared. This influenced the flow of the treatoents and could have
influenced the results. It is suggested that equipoent be assigned to
one study only.



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 isprove~ent noted in any group at the one ~onth follow-up
visit would still be evident.
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CHAPTER 6

CONCLUSIONS AND RECOMMENDATIONS
This study indicated that l!!.lechanicalLow Back Pain improves
significantly by using chiropractic cars in association with a ~llnss~
approach. The group that receivad chiropractic cars alone shol:!3d
Iopr-ovecent during the trsatoent period, but during ths one oenth
follow-up period as wall as during the whole period of ths study (first
to follow-up vieit) thare was no st~tistically eignificant ioproveoent
in this ,group. Subjective and objective assessoents s~~d ioproveoent
for both gro_ups, h~ver ths psyohological teetin" SlS tested by th®
General Wi&ll-Being Schedule showed no significant differsnce between ths
groups; L,e , ths patients wars not psyohologically influenced by a
wellnes8 approach. Aa patienta' in group B'a perceptions could have been
biaeed to;.rarde ths researoher wMn they ccopletsd this partiolJllelir
questionnaire, it is recoooended that further studies be undertaken to
e~plore this perticular iseue.

Baeed on the findings of this study, it is suggested thmt ~ch8nioal L~
Back Pain be treated by taking the mole patient as wall as their
interactions with the environoent into consideration. When considering
the alaroing statistica for low back pain, it ia essential that each
practitioner contributee all hie/her efforts and knowledge to oOOlbet
thia probieD. Tardif (1994) statea that better care of low back pain
does. not lie in Dore adjuataenta , but rather in consideration of ths
whole patient.

It is recosoended that s!oilar studies be done with larger a&aple aizea.
Application of these principles to certain occupatione where patients
often suffer frOD low back pain can ,also be investigated.



Lastly, Clore eaphasi.s on the psychology of low back pain should be
studied, 8S it Day enable the practitioner to treat low back pein Dore
effectively.
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Appendix A
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a. Chiaf complaint: (patiant's O~ ~rdD)

Location

aoliov~ faetorD



Environmentnl hQzQrd~
(homa, school, ~rK)

6. Current health status and life-otylo:
Allergies

Immunizations

Screening tests!

Safety measures
(seat baits, condoms)

Sleep patterns
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CUrrent medication

Tobacco

Alcohol

Social drugo

7. V~ily himtory:
Immediata family:

Age
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COUQQ of death
~
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RBl?
StrOKQ
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Cl\
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AD8Qm.o
Baadllc:hoo
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Appendix B

,

REGIONAL EXAMINATION - LO~-»ACK'

rhythm
on toes (or while standing)
on h~pls (or while standing)
half-~qll<'\t on one leg.

Hotj,Qn_e~l.l?,ël.t:.~on:,
~~~ro-iliacs (~pc below for findings)

MillOl '~, sil;n
posture
skin
muscle tone
spinous p~rcussion
Schober's test (Gem)
Treadmill
?.O.M.

/ painles~ limitation
Il painful lim; t at i on

Posturp.
Dermatomes:

'I'l?
Ll
L2
L3
L4
LS"
~l
S~
S3

Flexion 15cm from fl~or.

Extension 300

R. Lat flex 350 Fingers to knees
L. Lat flex 350 " " "
R. rot. 300
L. rot. 30°



Reflexes:
patellar
Achilles
medial hamstring

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

L. R.

tripod
Kemp's

MOTION PALPATION:
I Jt.plaYl L~ft I Right I Jt.plaYlI I I
I I I I I

:PLA :Lat: Fle:Ex~ , LF: AR:PR I :Fle: Ext: LF ~R :PR :PlA: Lat:I I, , , I , I I I T10: I , , , , , II I I I I I I I I I I I I I I, , 1 , I I I I Tl11 I I , I I I !
I , , T12 , , I I , II I I I I I I I,

I Ll , I I I I II I I
I , L2 II I

II I L3 ,I I
II , ~4 II I
II I LS II I I II I U L I SI U L II I I ,

Supine:

skin, hair, nails
observe abdomen
fasciculations
abdominal reflexes
auscultate abaomen/groin
palpate abdomen/groin
pulses (abd/ext)
SLR
Braggard's
bowstring
sciatic notch
planter reflex
circumference (thigh, calf)



lc:aglength:
actual
apparent

Patrick FABER
OQsXlslen's
gluteus max stretch
hip medial rotation
psoas tast
Thonws'test:

hip joint
rectus femoris.

hBteKil ~Q9umb0nt:a-I eoml}ression
Oher's test
femoral nerve stretch
myotomes:

Qt
glut.med

J!"-9X).!ê :
glutsQl skyline
skin rolling
iliac crest compression
facet joint challenge
8-X tcanderness
Erichsen's test
Pheliuiant"s test
myotomas:

glut. MGlll.
trigger points:

QL
glut. mlSd
glut. mëlll
piriformis
hamstrings
TFL

NQn-orgQO;c signs:
pin~point pain
axisl compression
trunk rotation
Burn's bench tast
flip test
Hoover's test
ankle dorsiflexion test
pin-point pain.



Legs: 1. / ft /

Apl-lendlX C

Underline abnormnl findin9s in RED unt elaborate on back of·
relevant poge, it noconnory.
Mark A~ADA if no~l.

Patient:~ __ Filo O-=-==~_

First nnw

Clinicinn: __ Signa tur la: _

Intern: _ Si9naturo:-= _

Dgte: _

Height : _ tieignt: _ 'I~: =

P"lse:_~ _

Blood presDure: A~: L / /



ï/L npino: Flexion: 90 fin90~n to floo~
ExtoXlDicm: 50
R.lnt.flex.: 30 PiXlgQ~D do~ l~
t.lal.flex.: 30 PiagorD do~ lee
Rot. to R.: 35
Rot. to lo.: 35

Minor'lJ sigu
BktA c:b..!m90a
'oDturo

or-oct
AdOlB' a

·'Rrin9Q$ of ~ti on:

Plox:

t.Rot.. R.Rot.

It.lnt..
flox.

ggt.

ft~~9°S·.£Jign.
~&'@~nt@&'h:i.ft.
?~~d@lenbuK~'Q sig~.
Onit.

&'bi~~
bnlanco
pODehal eusneae
o~ toea
Oil heilol.£!
t.a~d€lil

KlilU ~quat..
Sc~pullr~in9in~.
~Wlch t.onQ.
S,asticit.r/li9!ditV. . .



Shoulder:
Dkin
D~Eltry
ROOO - gleDoh~erBl
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ncr~ioclQviculor
elbot1
t1rist

CheDt ~easuremant
insPH ...tioD
expiratloD

Visual Ilcuity

Br~Qst Qx~nntio~:
Inspection:

sltin
sixe
contour
nipples
O~ overheod
hnods Ilgninst bipD
1eWling fOrtfOra.

Pglpotion:
@lxi 11 nry 1)'mph noaGw.

mïru) !!:XAMINA'i'ION.

Spinni posturQ
Meod

scalp
skull
f21ce
skin

Eyes
eonjunctivn
scl@rn
eyQbrot1s
eY<llids
lOCKilinl glood
nosolncri~l d~ct
nlig~nt
coruQol rQUoIt
oculnr Iilov~nt

vi,sunl holds
nccO&!lodmtio~
irin
pug;'l&!

red refl.n
optic: dhc

L
UI XV \Yl



~ouroloq1cQl;
DOrMt~o
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ei
ca
'fl

'i'andourof! OXOD
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cs
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point ..to"li'oint
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!Wi\PQctio~:
sitin
SMPQ
respiratory di~tr~sD
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dQpth s;

@Uare: s;
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tondGrnosl3
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'rha abdomen:
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contour
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spi een
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MotWl
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tentfaS
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Appendix 0

LETTER OF INFORMED CONSENT

I understand the conditions
of taking part in this project. I will complete the
questionnaires to the best of my ability. 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.

............................ • ••••••••••••••••••• 0

signature date



Appendix E

Section 6 => Standing
o I can $land n$ Ions ns I wnnt without eatra pain.
o I can stand ns Ions 8$ Iwnnt but it gives me extra pain.
o Pain prevents me from 5tnndins for more than I hour.
0' Pain prevents me from standing for.more tMn 30 mins.o Pnin prevenlS me from sUlndins for more than 10 mins.o Pain preventsme from standing at all.

OSWESTRY LOW BACK PAIN PISABILITY QUESTIONNAIRE
i d t give the intern information as to howThis questionnaihreh~~ b~enddesu~n:bility to manage in everyday life 0 Pleaseyour back pain as a ec e yo h section only the ONE BOX which appliesanswer every secition,and mark i~id:~ that two of the statements in anyoneto you. We real se you mbaYtconl se l'ust MARK THE BOX WHICH MOST CLOSELYsection relate to you, u p ea

PESCRIBES YOUR pROBLEM.
SKU on I """ Pain Intensity
o I can tolerate the pain I have without having to use pain killers.o The pnin is bneS bUl'1 manage without takins pain killers.o Pain killen give complete relief from pain.
o Pain killen BÏve moderate relief from pain.
o Pai,n killen Bive very linie relief from pain.o Pain killers have no effect on the pain and I do not use them.

Section 1 ..... Persenul Core (Wnshlng, Dresslng, ete)
o I can look afler myself normally wilhout causin8 extra pain.o I can look after myself normally but it causes extra pain.ID Il is painful to look after myself and I am slow and careful.P I need some help but mnna8e most o( my personal care.
E] I need help every day in mosl aspects of self care.
~ I do not get dressed. wash with dilficullY and slay in bed.

~ectlon l.... Limn g .
b I can lift ~eavy wei8hts without extrn pain.IJ 1 C21nIi(t henvy weights but it 8ives extra pain.o Pnin prevents me (rom liftins henvy weigh" off the noor. but I

can IMNl8e if they are conveniently positioned, e8 on a table .•o Pain ,prevents me froni liltin8 henvy weights but 1 can manage
light to medium weisht& il they lire conveniently positioned.

J I elln lill only very li6h1 weishts.P I cannol li(t or carry nn)1hing al all.

ectlon <1 -- Walklng
~ Pain does nOl prevent me wnlking any distance.
1.1 Pnin prevenu me wallcinB more Ihan I mile.o Pain prevents me walkin8 more than ~ mile.
~ Pain prevents me walking more than V. mile.
IJ I can only wnlk usinB n stick or crutches.
p l am in bed mOBt o( lhe time nnd have to crawl to the toilet.

~djon5 <= SlUing
I can ait in any éhnlr n& lona 116 I like.
I can only sil in my (avourite chait III Ions as I like.
Pain prevenu me nillinB more than I hour.
Pain prevenu me (rom sinins more than ~ hour.
Pa!n prevenu me (rom llillinLJ more thnn 10 mins.
Pnln prevento me from oilling nl nil.

Section '1 .... Sleeping
o Pain does nOl prevent me from sleepin8 well.o I can sleep \!tell only by usin8 tablets. ,
o Even when J take tablets I have Jeu than six hours sleep.o Even when 1 tnke tableu I have less than four hours sleep.o Even when I take tablets I have less than two houn sleep.
D Pain prevents me (rom sleepinB at all.

Section ti ""'"Su LItQ
o My SCl life is normal and causes no extra pnin.
o My su life is norIMI but causes $Ome exlrn p8in.
o My su Ii(e is nenrly norm.!Ll but is very painful.
o My su life is &everely restricted by pnin,.
o My su life is nenrly nbsent bic:au.se o( poin.o Pain prevents any SCI lire lit nil.

•
Sec:tlon 9 ~ Social LI(e
o My social life is normal and 8Ïves me no ulrn pain.o My social life is normal but increas.es the deBtee of pain.o Pain has no significant effect on my aocinllile apan from limu-

in8 my more ener8etic inreresu, eg dancing. etc.
o Pain haa restricted my sociallile nnd I do not So out as o(len.o Pain has restricted my Bocinllile to my home.o I have no social life because o( pain.

Section 10 <= Tra valUng
o I enn travel anywhere wilhoul utm pain.
o I can travel anywhere bul it 8Ïve&me extra pain.o Pain is bad but 1 mnna6e journeys over l~o hours.

-,-0 Pain .restricts-me .to journeys of leall than one hour.o Pnin restric:u me lO shon necenaary journeYIl under 30 minuteD.
o Pnin prevents me from trnvellina except to the doctor or

hospitnl.



o 100

Appendix F

NUMERICAL BATING SCALE 101
, No. . . .. tx .

Please indicate on the line below the number between 0 and
100 that best describes the pa in of your major problem Yl1lim

it is at its worst. A zero would mean 0 no pain at alla and
one hundred (100) would mean 0 pain as bad as it could be 0

Please write only one number.

o 100

Pleas indicate on the line below, the number between 0 and
100 that best describes the pain of your major problem whftn

it is at its least. A zero (0) would mean 0 no pain at all a

and one hundred would mean 0 the pain as bad as it could be
o Please write only one number.

Copy right 1984 Ronald Melzack.



Appendix G

SHORT-FORM McGILL PAIN QUESTIONNAIRE

Please answer every section, and mark in each section only
the ONE BOX which applies to you.

Tx. . .............

~ .M.J.1...Q. MODERATE SEVERE

THROBBING 0) 1) 2) 3)

SHOOTING 0) 1) 2) 3)

STABBING 0) 1) 2) 3)

SHARP 0) 1) 2) 3)

CRAMPING 0) 1) 2) 3)

GNAWING 0) 1) 2) 3)

HOT·BURNING 0) 1) 2) 3)

ACHING 0) 1) 2) 3)

HEAVY 0) 1) 2) 3)

TENDER 0). 1) 2) 3)

SPLITTING 0) 1) 2) 3)

TIRING·EXHAUSTING 0) 1) 2) 3)

SICKENING 0) 1) 2) 3)

FEARFUL 0) 1) 2) 3)

PUNISHING·CRUEL 0) 1) 2) 3)



Appendix H

GBNERAL ~ELL-BErNG SCHEDULE

Tx ft no ft •••••••••••••••

READ - This section of tho uamination contains quutions about how you feel and how things have bOGln
going with you. For each question, mark (X) the answer which but applies to you.

1. How havo you bGlGln fGloling in gen erol? (DU RING
THE PAST MONTH) ..

1. : @ lOin excellent Spirit!>
: 20 In very good somt s
I 30 In good spirits mostly

401 have been up and down In spirits a lot
sO In low spirits mostly
60 In very low spirits

2. HavGl you been bothered by nervousness or your
"nerves"? (DURING THE PAST MONTH)

<:jO.

3. Have you been in firm control of your behavior,
thoughts; emotions OR feelings? (DURING THE
PAST MONTH)

4. Have you felt so sad, discouraged, hopeless, or
had so many problems that you wondered if
anything was worthwhile? (DURING THE PAST
MONTH)

5. Havo you been under or felt you wera under any
strain, stress, or prenure? (DURING THE PAST
MONTH)

2. : (§)
I

10 Extremely so •• to th e point ",,"here I
could not war!.. or take care of things

:! 0 Very much so

30 Quite a bit
40 Some· n enough to bother me
SOA little
60 Not at all

3. : @ 10 Yes, df:flnltely so

20 Yes, for the most part
3D Generally so

I 40 Not too well
sDNo, and I am sor-iewhat disturbed

I 60 No, and I arr. very di sturbed

4 •. § 10 Extremely so nn to the pornt that I have
. lust about given up
I •

2 0 Ve~y much so

30 Quite a bit
40 Scm e . n enough to bother me
sOA little bit
60 Not at all

I

s. ;@ 10 Yes nn almost more than I could bear
., . or stand

20Yes nn QUite a bit of pressure
30 Yes nn Some n more than usual
40 Yes n n some n but about usual
sOYes n a little

60 Not at all



)0 Some - - b,)t not enough to be concerned
or worri ed about

6. How happy, \:Jti\fie-d, Ot p l e e v e d havo you
be-con with your p e r s cn e l life? (D(.:RING THE
eA$ T MaN rH,'

7.· Hove you hod any reason to wonder il you
were lo\,ng your m,ind, or losing control over
the way you act, talk, think, feel, or of your
memory? ,DURING THE PAST MaN TH)

7. I @ 1 0 Not at all
I
I 20 Only a little

"0 Some and I have beer. a little concerned
ISO Some and I am Quite cenc erned
I

I 6 0'( es. vet)' mucb so and I am very concerned

8. Hove you been anxious, worried, or upset'
lOuRING THE PAST MaN TH)

8. @ '0 Extremely so -0 to the point of being ~Ick
or almost sick

zO Very much so

30 Q'J,t(' a bit

40 Some 0- enough to bother me

sOA h ttt e bit
nO Not a: all

9. Have you been 'waking up fresh and ruled?
(DURING THE PAST MONTH)

9. ' @ '0 Every day

20 Most every day

)0 Fa,rly often

40 Less than naif th~ t,me

sO Rarely

60 None of the urne

10. Hove you been bothered by any illness, bodily
di sorder, pains, or Ie er s about y.our health?
(DURING THE PAST ,\iON TH)

1O. lS, 0 All the urne

zO Most of the nme

3D A good bi t of the nrne

40 Some of the urne

50 A I,ttle of the urne

Ei 0 None of the urne

11. Has YOUt doily life been full of things that were 11.
intere~ting to you? (DUR/,NG THE 'pAST ,.....ON TH)

I @ 10 All the urne
I

zO MoSt of the time

30 A good bl( of :he time

40 Some cf the time

sOA Ilt:le of the time

60 Nor.e of the time

12. Hove yOu felt down-hearted and blue?
THE. PAST MONTH)

(!)l'RING 12. I @ '0 All of the tim:

'/.0 ~ost of the time

lOA good bit of the time,

40 Some of the trrne'

sO A little of the urne

EONone of the time



13, Hav'!! you be en fealing IImalianally sIabie 13, I €V I ;' All of the time,
'- "and suro of yourself? (uURING THE. PAST ,, 2 ~ Most ol the trrn eMON TH) I

3 =.; A gooc1 b,( of the time,
I
I 4 ._-: Scrne of the t rrue
I

S '_-:-: A 1,IlIe of the t,me,
6 ,-: None of the urne,

I
I .....r--

: @g) , [J All of the urne14. Have you fel, 'ired, worn eut, used.up, or 14.
uhaus'ed? (DUR!NG THE PAST MON TH) ,

2 :J Most of the ume,, 3 :-j A good b,t of the time,,
4 ,-~ Some of the time, .-

I sC A little of the time,
! 6 C None of the urne,
,

Far each of ,he four sealu below', note that ritaI
words at each end of the 0 to 10~,cale dOllcriboI

I opposite feelings. Circl~ any numbor along thel,
bar which seems closut to how you havo gan.,
erally felt DURU'Hi THE PAST MONTH.

I

,
@15. How concerned·or worried about your HEAL TH 15. 0 I 2 J 4 5 6 7 8 9 10have you been? (DURING THE~ST MONTH) I,

I I I I I I , I I I I,
I I,, NOl Very, ,, concerned conce'",:~, al all,

,
§)16. How RELAX ED or TENSE have you boen? 16. 0 I 2 J 4 5 6 7 8 9 10

(DURING THE PAST MONTH) I, I I I I I I I I I I II

, Very Very
rel a"ed lense

17. How much ENERGY, PEP, VITALITY have 17. @ 0 I 2 J 4 5 6 7 8 9 '.' JO
y.ou f~I,? (DURING THE PAST MONTH) I

:, LJ_ I I I I I I I I II
I

No energy Ver,,!
AT ALL. ENERGETIC,
"Slless dynZlmIC

I

18.- .Ho";'DE'PRESSED or CHEERFUL 18.·. @) 0 I 2 J 41 5 6 7 8 9 10hav~ you belln? lOURING THE PAST MONTH)

I I I I I I I I I I II I
! ' . Very Very!

_

depressed cheerful;
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Appendix I

t,.JI:::l..,L.,I\II::~;~3(~F'F'f:':U~11'::1"'1 UUI~:~:;rr UNI'~?:i (Ff.::

·;·J.!=aseans"'ler thi:-5 qur.,~!:;t.i'.'Jnn"",,'LI'·r:?hDr1f::.'~;tl'y'~,[l 13 cJ(~~';,l.qnF:'dCD assess
lOLl r op.i.n i on ot t t,e t n=,-~tlllE::'!"l t you !"Id ',/12 r'cc E"'.i 'led. 'You w i I 1 r'E.'lIld.i.nanonvmous .

1 -- To ta 1ly AgnJ!:~
2 -- ('~gree
":; -- N!?,ithel'- Aqref2 nOI--
4 ::: Oisagrb'?e
~:\ - To t a 1 1 ''{ Di Sé:\[_1 t"E'E'

State to what degree you agree/disagree with the following statements.
'::'1ease note tl.,a t then:~ ,:\rï:? no "'II-ong Clr- cOl-ree t anS"'IE? Irs •

.1. My expec tat i ons or the t re atment "'Iere IIIet. .••••••.••.•• 11 12 1:3 14 15 1

2. a) t'ly condition W,3:-S e;-:pl~..i ned to me in detail. 11 12 13 14 !5 1

i .....~ I . I,~ i

'"! .:. ',_' I~.
I

b) I understand the natulr(.;;> of my cond i t r on '.:::·',"ï,r_\,i",~,:L':':.'.l\i ... IL

ooinq to be tn:,:\\:ed il 12 13 14 1:5 I

3. My condition was explained to me with: Pi2tures~ Models~ X-rays~ etc.:

4. a) Exercises and muscle stretching were explained and demonstrated

bj I do them everyday. • Ol II .. II " ..

11 1
2

1
3

1
4

1
5

I

Il 12 I:· 14 15 I

to me during the treatment.

c) The intern ma~e sure I knew how to do the exercises at follow-up

visits. . .... " " " " " " ..... " " " " " " " " " " " " " " " " " " " " " " " " .. " " " " 11 12' 13 /4 15 I

il 12 1:5 1
4 15 Id ) I und~?r·stand wh'! i t .i. '3 i mpr o 1':.:....1'1 t 'for- me to do them.

~. a) Lifestyle chanqes were 5uquested to lIle: eg. diet. stress management,

PClStUI'-!2, Ildl:1,it,;, IOE?d .i c.s c i on , E!I:c.



b) I found the information to be of great value to me.

11 12 I:S 14 15 I

11 12 1:3 14 15 1

l. ,;\) I received information sheets tram the intern.

8. al I think it is important tor me to take an active rele in the

I:n?atment ot my condition 11 12 I::::: 14 15 I

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

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

hltLlre 11 12 13 14 Is 1

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

r-ecur-r-inq. ........................................ 11 12 13 14 15 I
b) I think that I am now mor-e awar-e of the factor-s that cause and

aggr-avate my condition ................•...•....•... 11 12 13 14 Is I

11. I think I will be able to pr-event my condition fr-om

recur-r-ing in the futur-e. . .

12. I think that the intern sees me as a unique individual and

not just another patient. . .



help prevent me ~rom re-injuring my back.

Appendix J

Ple~se answer this quest10nnalre honestly~ It is deslgned to assess
yo,~r opinion of the treatment you have received. You will remain anonymous.

1 - Totally Agree
~.2 - (~gree
o - Neither Agree nor Disagree
'l. - D.t '3dQ I~ef?

j = Totally Disagree

State to what degree you agree/disagree with the following statements.
Please note that there are no wrong Or correct answers .

.i . The tr~atment relieved my condition 11 12 13 14 15 I

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

last month " 11 12 13 14 151

-e-.~,. Lifestyle changes suggested to me during the treatment were

he Lp t u I and I still use Ulema ••••••••••••••••••••••••• 11 12 13 14 15 I

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

the month since my last tl~eatment 11 12 13 14 15 I

5. I still find the information sheets the intern has given me

very helpful. 11 12 13 14 15 I

6. I think that the advice I received during the treatment will



Estelle

Appendix K

Dear Patient

Welc~e to this research project. I need to co~plete this project by the
end of this year, in order to receive ~y Masters Degree in chiropractic.
During the treetoent you will receive chiropractic care which will be

relevant and best suited to your condition. The questionnaires you will
be coopleting, will be to evaluate your perception of the treetElent.
Please be very honest when answsring the questions. Do not fill in whet
you thin~ I oight want to hearll

I would like you to be very strict about keeping the eppointoenta. Thie
1s not only vital to oy project, but· it is of utoost ioportance to the
progress of your condition.

I t\1iOO.ldlike to thank you for taking the tioe to take part in thb
project.

Your sincerely



contracting your stomach and buttock muscles. Repeat 10

Appendix L

EXERCISES

1 Pelvic tilt

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
exercise. Raise your buttocks to the ceiling by

times.

2. Low back stretch
Lie on the floor on your . back. Hug your thighs to your
chest while lifting your head to your knees. Hold for the
count of 5, relax and repeat 5 times.

3. Iliopsoas stretch

Lie flat on the floor on your back, with both legs flat.
Bring your right knee to your chest whil~ the left leg
stays straight. Press YOu~ back firmly against the floor.
Straighten the right leg and bring the left leg to your
chest. Repeat 5 times per leg.



4. Strengthening the stomach muscles
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.

5. Strengthening the back muscles

Lie on your stomach with your arms folded unde~ your chin.
Lift one leg at a time and lower it in a slow continuous
movement. Repeat 6-8 times per leg, rest and repeat.



HO~ TO TREAT YOUR TRIGGER POINTS
Gluteus Medius muscle

If you sleep on your side place a pillow between your
knees. 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. Do not
keep your wallet in your back pocket. When sitting do not
cross your legs. Sit or lean against the wall while getting
dressed, because the sudden jerk of a near fall could
worsen your condition.

Exercises
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 by
holding on to the edge of the table. Slowly inhale and
then exhale whil~ letting your top leg relax and allowing
it to descend towards the floor. Repeat about 5 times twice
per day.

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



HOW TO TREAT YOUR TRIGGER POINTS
Pirifprmis muscle

Sleep on your side with your hi~s 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 weight

balanced 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 leg 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 áround as to massage the area.



1. Lie on the floor and place a

tender area closest to the hip.

tennis ball under the

Slide the body slowly

HO~ TO TREAT YOUR TRIGGER POINTS
.Gluteus Minimus muscle

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 10-15cm high. Alternate your

feet at regular intervals. 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. 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.

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

downward towards the opposite shoulder or towards the

midline. Follow this by putting hot towels on the area.

Do this every day until the tenderness disappears" and then

every other day if the tenderness develops again.

2. Lie on your side close to the edge óf the bed (with your

back to the edge) with your left/right leg 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 allow 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 leg, until the excess slack is taken up.

Then repeat this whole procedure. Repeat until you can

3. Lie on the edge 'of the bed, facing the edge. Let your

reach the knee of the left\right leg.

top leg move forward, and hang of the edge of the bed until

you feel a st~etch in your buttock. Hold for a few seconds

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



HOW TO TREAT YOUR TRIGGER POINTS
Gluteus Maximus muscle

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 or 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 90 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 exhaling through pursed lips relax your leg

and slowly pull it as close to your chest as possible with
your hands. Repeat 5 times, twice per day.



seconds and relax while exhaling slowly. While relaxing

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 your 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

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 backstroke

and sidestroke.

I
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your back with a small pillow under your knees. Avoid

HO~ TO TREAT YOUR TRIGGER POINTS
Iligpsoas muscle

Do not sit still 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.
Breath with your stomach and with your chest. Sleep on

sleeping on your side in a tight curled-up position. Sleep
on a firm ·mattress.
EX61'cise

1. Lie on your stomach, and push up with your hands keeping
your pelvis and thighs solidly against the floor . Repeat

Jl

.
5-6.times, twice per day.

2. Lie on your back on 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 repeat 3-4 times, twice per day.
3. In the office: a) Grasp a f.ile cabinet with one hand,
then place one foot well behind the other. Lean forward



-Slowly sit back rolling your back down onto the table.

-Rest and breath with your abdomen

-Do about 3 cycles per day.

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

b) Sit on the edge

left\right buttock
of a chair with no armrests, with

off the seat edge. Bend the left\right
knee and slide it backwards. Hold for a couple of seconds.
4. Slow sitback:

-Lie on your back.

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

-,



HO~ TO TREAT YOU TRIGGER POINTS
Quadratus Lumborurn:

Always sleep on a firm mattress. Do not sleep flat on your
back with your knees straight, place a small 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 knee~ so that the upper thigh is horizontal
with the surface of the bed.
AVOID twist ing mot ions of bend ing forward and .sideways to
lift 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 broom. Lift

objects
your back

from the floor by bending your knees and keeping
straight. Learn to avoid unnecessary stooping,

make the bed by standing and walking on your knees around
the bed. When 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 tollaw the procedure in the posture

handout.
When ascend~ng or descending .stairs, turn your body to 45

degrees.
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 leg as far as possible to the

middle.

-Cross the other leg over it.
~Press with the left/right leg outward while resisting

it with the top 1eg(in the opposite direction). This is

done while inhaling slowly.

-When

and
leg.

while exhaling slowly, relax the left/right leg

gently puli it down and to the middle with the top

-Release the left/right leg while keeping it supported

by the top leg.
-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.



Always stand upright by tightening your stomach muscles,

·tuck your buttocks under your body by squeezing them tight
together, and slightly bend your knees.

If you have to stand for a long time, rest one foot on a

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

IMPROVE YOUR POSTURE

1. Sta.nding

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 enough 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

it.
straight and using your legs to do the work, than PUlling~r.•...(,.~;i,~...' '.' ..,.' '.." ,"J~ w' . "". 97
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When doing sweeping, mopping, vacuuming or raking do not do
it for prolonged periods. Only work in the area directly in
front of you and use your arms and legs to do the sweeping
motiori. Spread your feet apart and place one foot in front,
shift your 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 from you.length away
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Rinse the mop out in a sink rather than in a bucket. Kneel
properly to use the dustpan or pick up leaves.

2. Sitting
Always sit upright with 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 be directly

supported. When sitting your knees must be on the same

height or slightly above the level of you hips, with both
If you are short placefeet on the floor.

your feet on a block.

RIGHT



Never cross your legs or knees. Avoid high stools.

When sitting at a table to write, lean 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 preferably have a sloped surface br your book must

rest on a support. If you have to sit for a

long time, set a timer for about 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 degrees). Place one foot under the

chair under your body. Lift your body by holding it

straight and using your thig~s 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 keep your low back
flat. If ·you are on a long drive stop at least once an.hour
and walk around.

IJilQ.•ff52.....[UJcwr.!.l ..· .ITtl[]~EIlJ lliJ

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

3. Lying

Never lie on your stomach. Preferably lie 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 ybur 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.

2. While lowering both legs, at the same time, 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.



4. Bending

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

box to tie your shoelaces.

legs do the work, thi~ applies for big and small

For waist 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 po~ition with your back upright. Let your

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.
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5. Lifting

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 lifting. KEEP YOUR KNEES BENT and only

when you~ body is upright do you straighten them.

Stand well balanced with you~ feet apart and face the load.

While lifting keep the object .close to yout body. Grip the

object well, and lift without any jerking. Get help if the
load is to heavy.

r---_
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6. Ca.rrying

Always carry your load close to your body, not at arms

length or above shoulder height. Balance the weight equally

between both hands. Avoid loads of more than lOkg. 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. Twisting

Never do any twisting motion when lifting even if it is a

slip of paper. If you have to do it keep your shoulders and

hips in the same plane facing the object (obeying the rules

for bending). Stand up with the object and turn around by

moving the feet.

B Crouching

Always keep your back straight and work with your hands

close to your body.



I
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I (Finne&on 1975: 228-233; Celliet 1988: 189-198; Grieve 1988: 696-705;
Kirkaldy-Willis 1988: 268-282; Kenna & Murtagh 19~: 319-337; Russell &
Highland 1990: 72-131; Ja~ison 1991a: 70-128j Tilscher & Eder 1991: 1-
73; Travell & Simons 1992 2: 79-211.)
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