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ABSTRACT

The aim of this investigation was to determine the relative efficacy of two
approaches to adjusting for facet syndrome in the cervical spine. It was
hypothesised that by adjusting the top segment of a primary fixation in the direction
of the restriction, as well as the bottom segment in the opposite direction, there
would be a significantly greater improvement than by only adjusting the top segment

of a primary fixation in the direction of restriction.

Thirty subjects, diagnosed as having cervical facet syndrome, were randomly
divided into two treatment groups, each consisting of fifteen patients. The first
treatment group received a single adjustment in the direction of the restriction only.
The second treatment group had a bilateral adjustment: the top segment of the
fixation in the direction of the restriction as well as the bottom segment in the
opposite direction. Soft tissue therapy was used in both treatment groups as a pre-

adjustment procedure.

The research project was carried out where both groups received a maximum of
eight treatments over a minimum of four weeks. After a follow-up period of a month
the patients were re-assessed. Measurements of the cervical spine ranges of motion
with the CROM goniometer and the completion of the Numerical Rating Scale 101,
CMCC Neck Disability Index and the McGill Short Form questionnaires were
performed before the first, fourth and final treatments as well as at the month follow-

up consultation.




The data were then analysed statistically, using a 95% confidence level. Analysis
within each group was performed, using the Wilcoxin Signed Rank test and
compared various readings. The reading taken before the first treatment was
compared with the reading taken before the final treatment. The initial reading was

then again compared with the reading taken at the month follow-up consultation.

Comparison of the results of both treatment groups was statistically evaluated, using
the Mann-Whitney U-Test. The comparison was made using the readings of the
first, fourth and final treatments, as well as the month follow-up. This was done for

all measurement parameters.

The results indicated that the first treatment group achieved significant
improvements with regard to right rotation at the final treatment and right lateral
flexion at the month follow-up (p<0.05). The second treatment group achieved
significant improvements in extension and right and left lateral flexion at the final
treatment, as well as at the month follow-up (p<0.05). Right rotation was only
significantly improved at the month follow-up consultation, whereas left rotation was
only significantly improved at the final treatment (p<0.05). Both treatment groups
had significant improvement in disability and pain intensity, at the final treatment
and at the month follow-up consultation (p<0.05). The only statistically significant
difference noted between the two treatment groups was at the month follow-up

consultation for the forward flexion range of motion measurement (p<0.05).

From the results, it is apparent that both approaches to adjusting the cervical spine

are effective in treating cervical facet syndrome. However, it appears that the




second method of treatment is more effective than the first. Future studies in this

field are recommended to confirm or refute the results of this study.
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DEFINITION OF TERMS

Adjustment(Chiropractic)

A spinal adjustment is a passive, manual manoceuvre during which an articular
element is suddenly carried beyond the usual, physiological limit of movement
without however exceeding the boundaries of anatomical integrity. The usual, but
not obligate, characteristic of an adjustment is the thrust which is a brief, sudden
and carefully controlled minimal dose or impulse of force and amplitude delivered at
the end of the normal passive range of movement and which can be accompanied

by a cracking noise (Sandoz 1976).

End Feel

The consistency which describes the resistence to further stretch which is

encountered at the end of a joint's passive range of motion (Bryner 1987:18).

Facet syndrome

Facet syndrome is characterised by the following symptoms and signs:
-pain over the affected joint;

-positive Kemp's test;

-joint dysfunction at the affected level,;

-local tenderness;

-diminished spinal range of motion, especially extension

(Schaefer and Faye 1990:217 ; Haldeman 1992:207).

X



Fixation
1) A state whereby a vertebra or pelvic bone has become temporarily
immobilised in a position which it may normally occupy during any phase of

physiological spinal movement (Bryner 1987:19).
2) The immobilisation of a vertebra in a position of movement when the spine is
at rest, or in a position of rest when the spine is in movement (Bryner

1987:19).

Vertebral motion segment

The consideration of the anatomical and functional relationships of two consecutive
vertebrae, the mechanical integration of their articular processes, and the related

musculature, ligaments and synovial membranes (Bryner 1987:38).
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CHAPTER ONE

1.0 INTRODUCTION

1.1. The problem and its setting

Neck pain with some limitation of movement seems to be a common complaint. It
affects 40-50% of the population at some time in their lives (Kelsey 1982:146).

Bland (1994:6) reports that working individuals between 25 and 29 years of age

have a 25% to 30% incidence of one or more attacks of stiff neck. This figure rises
to 50% for those over 45 years of age, and 45% of working men have had at least

one attack.

Spinal adjustments have been shown to be effective in reducing cervical pain,
headaches, and other spine-related syndromes (Haldeman 1992:421,423). In a pilot
study done by Howe et al. (1983) it was reported that patients with pain in the neck,
pain or paraesthesia in the shoulder and stiffness of the neck showed significant

improvment in their symptoms after having had the cervical spine adjusted.

Manual therapy, in the form of spinal mobilisation and adjustment, has been shown
to be more effective in improving physical functioning when compared with treatment”
by a general medical practitioner, physiotherapy, and placebo therapy for patients
with chronic non-specific back and neck complaints (Koes et al. 1992). Using

subgroup analysis, Koes et al. (1993) again reported that manual therapy was more
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effective than physiotherapy in chronic patients.

Musculoskeletal injuries are responsible for the greatest number of employee
injuries sustained in the workplace (Wiesel et al. 1992:1). Chiropractic treatment of
work-related sprains and strains, including neck pain, has been shown to reduce the
number of work days lost, as well as the amounts of disability compensation and
provider cost, when compared with medical and osteopathic care for the same

conditions (Johnson et al. 1989).

A literature review by Bergman (1993) revealed that very little has been written
about techniques which are classified as manual force, mechanically-assisted
articular chiropractic techniques that utilise either short-lever contacts or a
combination of short- and long-lever contacts. Controlled prospective clinical trials

to evaluate the relative efficacy of these techniques are non-existent.

1.2. The statement of the problem

The purpose of this study was to assess the relative efficacy of two adjustive
techniques in the treatment of facet syndrome in the cervical spine in terms of the
patient's perception of the pain intensity and disability, as well as the objective

findings.




1.2.1. The first sub-problem

The first sub-problem was to evaluate the effects of adjusting the top segment of a
fixation into the restriction of motion in terms of the patient's perception of the pain
and disability, as well as the objective responses in order to determine the
effectiveness of this approach in the treatment of facet syndrome in the cervical

spine.

1.2.2. The second sub-problem

The second sub-problem was to evaluate the effects of adjusting the top segment of
a fixation into the restriction of motion and adjusting the bottom segment in the
opposite direction in terms of the patient's perception of the pain and disability, as
well as the objective responses, in order to determine the effectiveness of this

approach in the treatment of facet syndrome in the cervical spine.

1.2.3. The third sub-problem

The third sub-problem was to integrate the data of Sub-problems One and Two to
establish the relative efficacy of those two treatment protocols in the management of

cervical facet syndrome.



1.3 Hypotheses

1.3.1 The first hypothesis

By adjusting the top segment of a fixation into the restriction of motion there will be a
statistically significant difference in the subjective and objective clinical findings on

analysis of the data, showing that this treatment protocol was effective.

1.3.2 The second hypothesis

By adjusting the top segment of a fixation into the restriction of motion and adjusting
the bottom segment in the opposite direction there will be a statistically significant
difference in the subjective and objective clinical findings on analysis of the data,

indicating that this treatment protocol was effective.

1.3.3 The third hypothesis

On integration of the data of Treatment Group One with Treatment Group Two,
there would be a statistically significant difference in the subjective and objective

clinical findings, indicating that the second treatment protocol was more effective.



1.4 Significance of study

Pain in the spinal column accompanied by movement limitation can lead to a great
deal of frustration, especially if disablement and interference with free activity
occurs, resulting in pain and consequently depression, together with loss of

occupational effectiveness (Grieve 1989 :185).

Chiropractic has already been shown to be the most effective (Koes et al. 1993) and
cost-effective (Johnson et al. 1989) means of treating neck pain. However, very little
literature is available to show which form of chiropractic treatment is best (Bergman
1993). By evaluating the relative effectiveness of the two treatment protocols,
valuable information was obtained from this study. This will allow for improved
chiropractic treatment and therefore greater relief of pain and dysfunction

associated with facet syndrome in the cervical spine.

A quicker recovery will shorten the patient's period of indisposition, thus facilitating a

minimal loss in productivity at the workplace - an economic saving for the patient,

‘place of employment and the government.




CHAPTER TWO

2.0 REVIEW OF THE RELATED LITERATURE

2.1 Prevalence and incidence of neck pain

About 40-50% of the population will have neck pain with some limitation of

movement at some time in their lives (Kelsey 1982:146). Aryanpur and Ducker
(1989:320) cite Lawrence (1969) as reporting that the prevalence of neck pain, with -
or without referral of pain into the upper extremities, during any given month, affects

10 % of the population.

Early epidemiological studies on neck pain were conducted by Hult (1954) who
reports that the prevalence of neck pain in industrial and forest workers ranged from
35-71% , and 5,4% of the workers had experienced work loss as a result of neck

pain. Bland (1994:3) and Porterfield & De Rosa (1995:2) agree with this.

As mentioned in chapter one, there is a 25-30% incidence of one or more attacks of
neck pain in working individuals between 25 and 29 years of age (Bland 1994:6).
For those over 45 years of age this figure rises to 50% , and 45% of working men

have had at least one attack.

A study done by Lee et al. (1985) showed that 16% of the population suffered from
arthritis, rheumatism or back, limb, or joint disorders. In 21% there was a limitation

of activity with an average of 11 disability days per person per year. The majority
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(53%) consulted general medical practitioners, but a substantial number (34%)

consulted chiropractors.

In 1985 the British Arthritis and Rheumatism Council reported that rheumatic
disease affects more or less 20 million people in the United Kingdom and is the
greatest single cause of disability. About 6-8 million people are significantly affected
by rheumatism. About 46% of rheumatic disease is found in the spine, the area most
commonly involved being the lumbosacral region. The second most commonly
involved area is the cervical spine (Grieve 1989:185,186). Surveys from various
countries record the incidence of neck pain as ranging from 18% - 67% (Hagburg

1982).

In a comparative study done by six chiropractic colleges it was found that the main
presenting problems were low back pain, followed by neck pain (Nyiendo et al.
| 1989). Bland (1994:6) states that cases of cervical spine pain occur only slightly

less frequently than low back pain.

The most common symptoms treated by chiropractors are musculoskeletal and
spinal pain. Most research into the effectiveness of manipulation and chiropractic
care has looked at pain relief as a primary indicator of successful care (Haldeman

1992:165).



2.2 Efficacy and cost-effectiveness of chiropractic

Success rates have been reported in clinical series involving spinal adjustments for
cervical pain, headache, and other spine-related syndromes. Since 1977 at least
seven randomized clinical trials on cervical pain and/or headache have been
conducted. In almost all the studies, spinal adjusting has been shown to be of some "

value (Haldeman 1992:421,423).

Adjusting the cervical spine has been shown to be beneficial in relieving the
symptoms of pain in the neck, pain or paraesthesia in the shoulder and stiffness of
the neck (Howe et al. 1983). There was a nearly significant improvement in those
with pain/paraesthesia in the arm or hand. Movements in the adjusted group at one
and three weeks were significantly better than before being adju_sted, unlike the

controls where there was no significant difference (Howe et al. 1983).

A blinded randomized clinical trial compared the effectiveness of manual therapy
(which involved adjusting and mobilising the spine), physiotherapy, treatment by the
general medical practitioner, and a placebo therapy for patients with chronic non-
specific back and neck complaints. The results indicated that manual therapy had a
faster and larger improvement in physical functioning compared to the other three
therapies (Koes et al. 1992). Koes et al. (1993) used subgroup analysis to assess

the relative efficacy of physiotherapy and manual therapy. The results indicated that

manual therapy was more effective than physiotherapy in chronic pain patients.




There is relative agreement that qdjusting the spine is a fairly safe therapeutic
approach that in many cases offers more immediate relief than any other forms of
conservative therapy (Haldeman 1992:420). This is confirmed by Gatterman
(1990:399) who reports: "Compared with other forms of conservative treatment,

adjusting brings faster relief of pain and improved function".

As mentioned before, the greatest number of employee injuries sustained in the
workplace are musculoskeletal (Wiesel et al. 1992:1). In a study comparing
chiropractic, medical and osteopathic care for work-related sprains and strains,
including neck pain, Johnson et al. (1989) reported that "generally fewer work days
were lost and lower amounts of disability compensation and provider cost paid when

chiropractic care was included in the care pattern”.

While chiropractic may be intensive at the onset, it can produce immediate
therapeutic results. A number of studies have demonstrated that patients treated by
chiropractic lose less time away from work than those treated by other disciplines
(Gatterman 1990:400). In a study done by Stano (1993) it was found that
chiropractic patients with common musculoskeletal disorders have substantially

lower costs than patients treated by medical physicians.

Overcoming the patient's fear of activity, with a gradual return to recreational and
work activities, enhances the quality of life and is invaluable. No amount of
monetary compensation can make up for loss of function and fear of leading an

inactive life (Gatterman 1990:401).



2.3 Anatomy of cervical spine facet joints

The neck is the most mobile section of the spine. It is in motion about 600 times an
hour, 24 hours a day (Bland 1994:3). The cervical spine forms a long lever with the
head, which is about 10% of the body weight (Gatterman 1990:205). The cervical
spine is therefore very vulnerable as stability is compromised for the sake of

mobility.

The facet joints of the cervical spine are formed by the paired articular processes of
each vertebral motion segment. The surfaces of the joints are ovoid, being
reciprocally concave and convex. The facet surfaces are lined with articular
cartilage. The total surface area of these joints is about two-thirds of the articular

area of the vertebral bodies, helping to share the load of the head (Grieve 1989:7).

The articular processes incline medially in the coronal plane and obliquely in the
sagittal plane so that they are approximately 45 degrees to the vertical (Schafer
1987:328,329). The superior facets of the cervical vertebrae face posterior and
superior, and the inferior facets face anterior and inferior (Porterfield and De Rosa

1995:89).

The superior and inferior articular processes form the articular pillar that is
prominent at the junction of the pedicle and lamina. The cervical facet joints can be

palpated as small "domes' about 2 cm lateral to the spinous processes thfough the
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overlying trapezius and cervical muscles (Porterfield and De Rosa 1995:89).

The capsular ligaments which bind the articular processes together are short, thick, -
and dense. Their fibres are firmly bound to the periosteum of the articular processes
and are arranged at a 90 degree angle to the plane of the facet. This allows

rﬁaximl;m laxity when the facets are in a position of rest. The posterior joint capsules

are richly supplied with nociceptors and mechanoreceptors (Schafer 1987:329).

All the posterior joints contain meniscoids which are formed by tongue-like fringes of

synovium which project into the joint space (Grieve 1989:7).

2.4 Biomechanics of cervical spine rotation

The facet joints and the discs are the elements of the spine which are responsible
for mobility. They each contribute to the degree and pattern of motion. The joint
spaces form part of a circle with the instantaneous centre of motion as the midpoint

(Sherk et al. 1989:33).

During rotation, the occipital condyles and the atlas initially move as one unit. Near
the énd of range of motion, the condyles rotate 8-10 degrees. C1 rotation occurs
about the dens of C2, which acts as a pivot. Approximately 50% of total neck
rotation occurs between the atlantoaxial joints (capable of 80-100 degrees rotation)

before any rotation occurs elsewhere in the cervical spine. After the atlas rotates

about 30 degrees on the dens, the body of the axis begins to rotate, followed by
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progressively diminishing rotation in the rest of the cervical spine (Schafer
1878:317). Aside from the atlantoaxial articulation, the midcervical region displays

the largest amount of rotation (Porterfield and De Rosa 1995:93).

In the cervical spine, C2 and caudal, rotation is coupled with lateral flexion because -
of the inclination of the facet joints. When left rotation of the head on the neck takes
: place, the inferior facets on the right side glide in an anterior and superior direction,
whereas those on the left side of the column glide in a posterior and inferior
direction. This causes the spinous process to rotate to the right and the right side of
each vertebrae to elevate. It is this tilting which causes lateral bending (Haldeman

1992:142; Porterfield and De Rosa 1995:93).

The axis of rotation in the lower cervical spine is found anterior to the body of C3
and moves posteriorly in the lower cervicals, so that the axis of rotation for C7 lies in

the anterior aspect of the centrum of C7 (Schafer 1987:333).
Spinal rotation is limited by the planes of the articular facets, the thickness of the

intervertebral discs, and the resistance of the fibres of the anulus and the vertebral

ligaments under torsion (Schafer and Faye 1990:87).
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2.5 Facet syndrome

This syndrome is caused by rotational strain to both facet joints and anulus fibrosus.
Dysfunction of the facet joints produces most of the symptoms, and treatment is
rﬁainly directed at these joints (Kirkaldy-Willis 1988:251). Impairment of movement
of the joint is associated with the sensation of pain which in' turn increases loss of

function (Zohn 1988:22).

In upper cervical facet syndrome the pain radiates to the occiput, temporal area, and _
retro-orbital area (Bland 1994:287). The C2-3 pain pattern extends up to the head;
the C3-4 pain pattern is over the region of the levator scapulae muscle yet not
extending over the occiput; the C5-6 pattern extends over the superior aspect of the
scapula above the level of the scapula spine; and the C6-7 level extends inferiorly

toward the inferior angle of the scapula (Porterfield and DeRosa 1995:104).

There are no conclusive neurologic signs (Schafer and Faye 1990:217). Pain from
an .irritable facet joint may be detected by local tenderness over a facet, with
confirmation by manoeuvres to "pinch' or compress the facet joint as in Kemp's Test.
The area of tenderness is relatively circumscribed (Mayer et al. 1991:127).
Abnormal quality on resistance to motion; abnormal end feel of facet joint capsule;
and reproduction of pain, either referred or local, when passive accessory
movements are tested; are other clinical features of cervical facet syndrome (Jull et
al. 1988). Favourable responses to manipulation over 7-10 days may confirm the

diagnosis (Gatterman 1990:163; Kirkaldy-Willis 1988:209). Relief of pain by facet
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joint injection is regarded as the distinguishing diagnostic test (Mayer et al.

1991:128).

2.6 Fixation complex

The characteristics of the manipulable lesion have been described by Haldeman
(1992:459) to include 1) vertebral malposition, 2) abnormal vertebral motion,
3) abnormal joint play or end feel, 4) soft tissue abnormalities and 5) muscle

contraction or imbalance.

A vertebral segment may be fixed, totally or partially, in its neutral position, or
anywhere within its physiological range of motion. The earlier a fixation is corrected
the less chance there is for chronic degeneration to set in and a greater change of

mobility can be noticed after an adjustment according to Schafer (1987:278).

According to Gillet (1963), there are three stages of joint fixation, which begin with
muscular hypertonicity, progresses to ligamentous shortening, and result in articular

adhesions.

While the primary function of muscles is to produce movement, muscles can also
restrict motion. Movement at the segmental level is produced by short
intersegmental muscles, the interspinales, intertransversarii, rotatores, and deep
fibres of the multifidus, which are all involuntary muscles. They appear to serve as

vertebral motion segment stabilisers during spinal motion and have been implicated
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by a number of authors as factors in spinal articular blockage (Sandoz 1981). Grice
(1974) has demonstrated decreased muscle activity following manipulation, which

supports this theory.

Korr (1975) attributes the intersegmental muscle spasms and fixation of joints to
aberrant muscle-spindle activity. He concludes that the muscle spindle as the co-
ordinator of muscle activity may increase or decrease muscle contraction.
Accordingly, if the vertebral attachments of the spinal muscles are approximated by
unguarded movement and silence annulospiral receptor activity, the lack of input to
the central nervous system then results in a turning up of the gamma-motorneuron
'gain’, increasing the intensity of the muscle contraction, producing the muscle
spasm. Due to this contraction, the vertebral attachments cannot resume their

normal position, and the muscle spasm is perpetuated.

Other causes of joint fixation include: ligamentous shortening; articular adhesions;
and intra-articular jamming. Ligamentous shortening occurs with chronic muscle
hypertonicity, in which the adjacent vertebrae are pulled together. Fibrous
adhesions may result from both trauma and immobilisation. Intra-articular jamming
may be due to entrapped meniscoids, pinching of the synovial tissue due to
redundancy of the capsule, hypertrophic villi, tabs of synovial tissue, and fibrous
invaginations of the dorsal and ventral capsule. It is possible, in the case of
meniscoid structures, that aberrant receptor feedback involving the arthrokinetic
reflex produces muscle spasm, an additional theory on the mechanism of muscular

fixation of a joint (Gatterman 1990:45,46).
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Greenman (1989:61) explains the cause of joint hypomobility as a lack of
congruency between the joint surfaces leading to an incorrect tracking mechanism
causing a movement restriction. Another explanation to clarify movement restriction
is that the physical and chemical properties of the synovial fluid and surfaces has

changed, causing the opposing surfaces to become "sticky".

Unfortunately there is no single, conclusive theory to explain the phenomenon of the

fixation complex, which manifests as joint dysfunction and pain.

2.7 Possible complications resulting from adjusting

Contra-indications to adjustive therapy include: inflammation/infection; severe
degeneration; neoplasms; intoxication; osteoporosis; certain congenital
malformations; trauma; and psychogenic disturbances. Complications occuring due
to failure of recognition of contra-indications is more common than those due to poor

application of an adjustment (Haldeman 1992:554,572).

Adjusting in the upper cervical region can cause a vertebrobasilar artery accident,
which could be fatal, or at least debilitating. Some patients have recovered with no

residual side-effects (Haldeman 1992:552).

A functional vascular test which can be used to screen for potential risk patients is
the Wallenberg Test which involves holding the patient's head in rotation and

extension. The patient must be observed for any signs and symptoms of brainstem
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ischemia. It must always be kept in mind, however, that this test is not foolproof and

can give false negatives (Haldeman 1992:592).

Other problems commonly seen after adjusting the upper cervical region include:
transient vertigo; lightheadedness; nausea; dizziness; or loss of consciousness,

which are all exceeding reactions (Haldeman 1992:572).

Complications in the lower cervical region often result from negligent or inadequate
diagnostic measures and are most likely to occur when rotatory techniques are
applied. This can result in herniated discs that cause nerve root entrapment or

spinal cord compression (Haldeman 1992:572).

A review of the literature by Dabbs and Lauretti (1995) revealed that cervical
manipulation is much safer than NSAIDs for the treatment of neck pain, by a factor
of several hundred times. Although the relative efficacy of both treatment protocols
has not been researched, there is no evidence to suggest that NSAID use is any

more effective than cervical manipulation for neck pain.

2.8 Effect of adjusting

Adjustments have two uses: firstly, they are used for the relief of pain arising from

joint dysfunction; secondly, they are used to restore the range of motion to a joint

whose function is impaired (Mennell 1960:110).




An adjustment separates the articular surfaces which may release entrapped intra-
articular structures such as synovial folds, menisci, or part of the capsule. It also
stretches the segmental muscles, initiating spindle mediated reflexes that relieve the
state of hypertonicity. In more chronic cases, manipulation might break intra-
articular adhesions that have been observed in the posterior joints (Kirkaldy-Willis

1988:289; Cailliet 1988:129).

Golgi tendon end organs (GTO) may provide the mechanism whereby muscle
spasm-producing joint fixation is relieved by manipulation. A high-velocity
manipulative thrust performed at the extreme of the restricted joint's motion may
stimulate the Golgi tendon organs causing reflex inhibition of muscle activity,

thereby reducing muscle spasm (Sandoz 1981).

Another possible mechanism to explain the reduction in pain following a
manipulative thrust could be that afferent input from the nociceptors (Type IV
receptors) is inhibited by static and dynamic mechanoreceptors (Type 1 and 2
receptors). This inhibition may be a form of presynaptic inhibition. If stimulation of
Type 1 and/or Type 2 receptors inhibits Type IV nociceptors, stretching of the
apophyseal joint (as would occur in an adjustment) would reduce the nociceptive
input at the anterolateral spinothalamic tract and thereby reduce pain (\Wyke 1973).
The report by Vernon et al. (1986) of a release of beta endorphins following spinal

manipulation has indicated that this theory may be correct.
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In a study done by Howe et al. (1983), there was a significant increase in cervical
spine rotation after manipulation, which was maintained for three weeks as well as

immediate improvement in lateral flexion that was not maintained.

A study done by Yeomans (1992) assessing cervical intersegmental mobility before
and after adjustments, revealed that post-manipulative mobility is significantly

greater than before manipulation.

A pilot study to determine the effect of manipulation on pain and range of motion in
the cervical spine, showed a correlation between an increase in cervical rotation

and a decrease in pain, which is clinically instructive (Cassidy et al. 1992).
Although there are many theories as to how manipulation achieves its effect, the
general consensus is that the effect of manipulation at the appropriate level is to

diminish pain, stiffness, and muscle spasm (Kenna and Murtagh 1989:47).

2.9 Opinion on segment choice and direction of thrust

According to Grieve (1989:642), the emphasis of the movement should be to the
lower vertebra of the tight segment. Adjustments should be made to both sides,
unless a technique with a bilateral effect is employed. In the case of asymmetrical
restriction of movement, where the opposite movement is free, the techniques
employed should free the restricted movement only. Grieve (1989:358) also

specifically states that mobilisation or manipulation of the occipitoatlantal joint on
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the painful side frequently relieves the signs and symptoms of traumatic

occipitoatlantal "block'.

Schneider et al. (1988:6) determine in which direction to adjust by first performing
provocative tests. The adjustment is then performed in the direction in which pain

and nociceptive reactions are diminished, i.e., in the pain-free direction.

This is confirmed by Kenna and Murtagh (1989:48). This generally means that

manipulation causes a gapping or opening up of the painful side.

Greenman (1989:44,45) mentions two methods of adjusting: the Direct method and
the Exaggeration method. In the Direct method the thrust is applied to the side of
restricted movement to "move the restrictive barrier closer to the normal
physiological barrier to active movement". In the Exaggeration method the thrust is
applied in the direction opposite to the restriction of motion which is normally on the

pain-free side.

In a study done by Nansel et al.’ (1989) it was found that subjects which received
lower cervical adjustments on the most restricted side had a dramatic reduction in
asymmetry. When subjects were adjusted on the less restricted side the reduction in

asymmetry was marginal.

According to Schafer and Faye (1990:56,126) once motion restrictions have been

found, the joint should be adjusted with the force directed into the restriction of
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movement. Since manipulative therapy introduces motion in the spine, it would be

logical to apply it to the joint site where motion is limited (Schafer 1987:280).

An interesting point reported by Schafer and Faye (1990:230,56) is that restricted
clockwise motion of the motion unit's superior process is the same as restricted
counterclockwise motion of the inferior process, and vice versa, for facetal motion is
relative to the gliding positions of the articulating surfaces. Also, in any joint
exhibiting a fixation, it is often necessary to adjust in more than one direction if more

than one plane of motion is restricted or blocked.

Very little has been written about techniques which are classified as manual force,
mechan}cally-assisted articular chiropractic techniques that utilise either short-lever
contacts or a combination of short- and long-lever contacts. Controlled prospective
clinical trials to evaluate the relative efficacy of these techniques are non-existent

(Bergman 1993).

2.10 Conclusion

Neck pain with some limitation of movement seems to be a common complaint
(Kelsey 1982:146). The neck is the most mobile section of the spine and is,

therefore, very vunerable to injury as stability is compromised for the sake of

mobility (Bland 1994:3).
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As can be seen from numerous studies, chiropractic is undoubtedly invaluable in the -
treatment of neck pain as it is both the most effective and cost effective means of
treating neck pain (Howe et al. 1983; Johnson et al. 1989; Stano 1993; Manga et al.
1993:11; Koes @ 1993; Tuchin et al. 1995; Stano & Smith 1996). Adjusting the
cervical spine has even been shown to be much safer than the use of NSAIDs for

neck pain (Dabbs & Lauretti 1995).

Numerous theories are available to explain the phenomenon of the spinal joint
fixation and how an adjustment helps to relieve the patient's pain and also restore
joint mobility. However, theré is little evidence of any research concerning the
relative effectiveness of different chiropractic adjustive techniques, especially in the

cervical spine (Bergman 1993).
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CHAPTER THREE

3.0 MATERIALS AND METHODS

3.1 Introduction

This chapter deals with the details of the research study undertaken. This includes
the study design, the subjects used, and a detailed account of the interventions
used. Measurements and observations obtained as well as statistical procedures for
assessment of data are discussed.

3.2 The data

3.2.1 The primary data

General Data:

This consisted of observation findings of the patient and was collected once, before
the first treatment, and included patient information (details of patient), the case
history and physical examination, regional cervical examination, soap notes (used
for clinical evaluation), and X-rays (used only to exclude other serious pathology, if

suspected).
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The subjective measurement parameters for this study:

The patient's perception of disability (CMCC Neck Disability Index),

The patient's perception of the sensory dimension of the pain (Mc Gill Pain

Questionnaire - Short Form);

The patient's perception of the pain intensity (Numerical Rating Scale 101 Form).

The objective means of measurement used for this study:

The range of motion in the cervical spine as measured with a goniometer (CROM).

3.2.2. The secondary data

This consisted of the literature review. Documents were obtained that covered
topics which consisted of previous studies similar to this one or studies which

contained applicable information relating to this study.

3.3 Method of measurement

3.3.1 CMCC Neck Disability Index (Addendum A)

This questionnaire indicates how the everyday life of the patient is affected by the
neck pain that is experienced. The patient has to answer 10 questions. Each

question scores a maximum of 5 and a minimum of 0. The total score is therefore
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out of 50 and is represented as a percentage.

A study done by Vernon and Mior (1991) assessing the reliability and validity of the
Neck Disability Index (NDI) showed that it achieved a high level of reliability and
internal consistency. It also appeared to be sensitive to the levels of severity of

complaint, and to changes in severity in the course of the treatment.

The NDI was found to be applicable to a wide age range, and was unaffected by
gender. It was also found to have an acceptable level of validity (Vernon & Mior :

1991).
3.3.2 McGill Pain Questionnaire - Short Form (Addendum B)

This questionnaire assesses the patient's perception of the sensory dimension of

the pain. The short form was used to eliminate patient fatigue through having to fill
out many forms for research purposes. The questionnaire consists of fifteen words
which describe pain. Each description was ranked on an intensity scale of 0 = none,

1 = mild, 2 = moderate, 3 = severe (Melzack & Katz 1992:162).

The McGill Short Form Questionnaire correlates very highly with the sensory,
affective, and total indices of the McGill Long Form Questionnaire. The McGill Short
Form is sensitive to traditional clinical therapies and has been used in studies of
chronic pain of diverse etiology (Melzack and Katz 1992:163). The McGill Short

Form Questionnaire is one of the most widely used tests for the evaluation of pain
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(Melzack 1987).

3.3.3 Numerical Pain Rating Scale (101 Scale) (Addendum C)

This questionnaire assesses the patient's perception of the intensity of the pain. The
patient is required to indicate by means of a percentage the intensity of the pain
experience prior to a treatment when (i) it is at its worst, and (ii) when it is at its
lowest. The average between these two figures indicates the average pain intensity

that the patient is experiencing.

In a study comparing six methods of measuring clinical pain intensity it was found
that the NRS 101 is the superior measure. It has practical advantages over the other
measures. It is simple to administer and score, and can be used in a verbal or
written form. It has limited response options and does not appear to be associated
with incorrect responding more than any other scale. The scale also seems to be

unaffected by age (Jenson et al. 1986).

3.3.4 Cervical Spine Range of Motion (addendum D)

The range of motion in the cervical spine was measured with a Cervical Range of

Motion goniometer (CROM). The six ranges of motion measured were forward

flexion, extension, right and left rotation, and right and left lateral flexion. The

amount of motion was measured in degrees.
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A study comparing three methods of measuring cervical range of motion showed
that the CROM device had good to high reliability when used oh patients with
orthopaedic disorders. When different physiotherapists measured the same patients
the CROM devige was found to be the most reliable testing instrument (Youdas et

al. 1991).

3.4 The location of the data

The primary data were obtained before the first treatment, fourth treatment, last

treatment, and at the follow-up consultation a month later.

The subjective primary data was obtained by means of the CMCC Neck Disability
Index, McGill Pain Questionnaire - Short Form, and N.R.S. 101 Forms which were
filled in, unaided, by the patients. The objective primary data were obtained by

means of assessing the cervical spine ranges of motion using a goniometer.
The secondary data were obtained by using the facilities of the Technikon Natal

library. This included keeping up to date by means of reading current journals,

books and abstracts which related to the research topic.
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3.5 Study design

3.5.1 The allocation of the subjects

Advertising informed the public about this study at the Technikon Natal Chiropractic
Day Clinic. The subjects were randomly selected from the population of patients
attending the Technikon Natal Chiropractic Day Clinic, complaining of neck pain.
These patients were examined to determine if the cause of their neck pain was
cervical facet syndrome, and only those found otherwise fit were included in this

study.

The patients were randomly divided, using the Random Sampling Technique
(Addendum E) into the two treatment groups. Each group consisted of a minimum of
15 patients. The first treatment group was treated by adjusting the top segment of
the fixation into the restriction of motion, and the second group was treated by
adjusting the top segment of the fixati‘on into the restriction of motion, as well as the

bottom segment in the opposite direction.

3.5.2 Patient screening procedure

Only patients older than 14 years and literate were considered for this study.

All patients had to go through the following procedure: a full case history

(Addendum F); physical examination (Addendum G); and a full cervical regional
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examination (Addendum H) to ensure the diagnosis of cervical facet syndrome. Al

chosen subjects had to give their informed consent (Addendum ).

Patients were treated for facet syndrome in the cervical spine, and any other
myofascial pain dysfunction that co-existed that may have aggravated their cervical

pain was not treated.

Any patients with an organic cause of cervical pain or who had had surgery to their
cervical spine were not considered for this study (X-rays were taken only if an
organic cause of cervical pain was suspected). Any patient who presented with a

positive Wallenberg's test was not included in this study.

Patients were asked to refrain from taking any medication or other treatment that
rﬁay have influenced the outcome of this study, eg, analgesics or physiotherapy. If
the pain was so severe that analgesics had to be used, the patient was excluded

from this study.
An audible release is not necessary for a satisfactory adjustment and patients
remained in this study even when no audible releases were experienced (Sandoz,

1976),

If the data, at any time during this study, did not satisfy the criteria set forth, it was

not included in the results and the patient was dismissed from this study.
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3.5.3 Interventions

The primary data were collected before the first treatment, fourth treatment, last
treatment, and at the month follow-up. The patient had to fill in the CMCC Neck
Disability Index Questionnaire, the McGill Short Form Questionnaire, and the
Numerical Rating Scale 101. The cervical spine ranges of motion were aiso

measured at these consultations.

Each group received a maximum of eight treatments for no more than 4 weeks. A

month after the last treatment each patient had a follow-up consultation.

The adjustive technique employed was the Diversified Technique. Only cervical
rotary adjustments were used (index contact, thumb contact, bench TM, sitting

cervical).

The techniques used are described as follows by Szaraz (1990:46;50;60;76) :

I. Cervical Rotary - index contact

This technique is indicated for rotatory type lesions, from atlas to C7. The patient is
supine with the headpiece slightly elevated. The doctor squats at the head of the
patient towards the side of the lesion. An index contact is taken with the contact
hand against the articular process of the involved vertebra. The indifferent hand

cups the patient's ear with the fingers hooked against the occipital rim to provide
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rotation and cephalad traction. The segment, as well as the head and cervical spine
are then rotated until the segment reaches restriction in motion. A sudden, short

amplitude, pectoral thrust is given at the point of restriction in a rotary direction.

ii. Cervical Rotary - thumb extension

This technique is indicated for rotary type lesions, from C1-C4. The patient is supine
with the headpiece above the horizontal. The doctor squats at the side of the lesion
facing cephalad. The cupped fingers of the indifferent hand are secured against the
rim of the occiput, rotating the occiput and cervical spine. The palmer aspect of the
the thumb of the contact hand is placed against the posterior arch of the atlas or
posterior articular process of the involved vertebra. The fingers are spread wide and
placed lightly against the patient's cheek. Traction is applied with the indifferent
hand and fingers of the contact hand. The cervical spine is rotated until the thumb
centres the force over the involved segment. The thrust is a single, short amplitude,
high velocity pronator impulse with rotary action of the forearm of the contact hand,

under traction.

iii. Thumb Move

This technique is indicated for a rotary type lesion, from C6-T3. The patient is prone
lying with the headpiece below the horizontal. The doctor takes a low Fencer's
stance, on the side of the lesion, facing cephalad. The thumb of the contact hand
contacts on the ipsilateral side of the spinous-lamina junction of the involved
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vertebra. The arm of the contact hand is maintained as close to the horizontal as
possible. The cupped indifferent hand, with the web secured against the rim of the
occiput, fingers pointing cephalad' resting against the temporal bone, rotate the
occiput and cervical spine and provide sufficient traction. The patient's face is

rotated away from the lesion side with the indifferent hand until rotation is felt under
the contact hand. While the indifferent hand provides cephalad traction, the contact
hand takes up joint slack in a rotatory plane using the spinous process as a lever.
The line of drive is in a transverse plane. The thrust is a high velocity, single,
pectoral, impulse type thrust, under traction. An alternate contact that can be used is "

the pisiform contact.
iv. Sitting Cervical

This technique is indicated for a rotary type lesion, from C2-C6. The patient sits
unsupported. The doctor stands at the opposite side of the lesion, at the level of the
patient's shoulder. The palmer aspect of the middle finger of the contact hand is
placed over the posterior aspect of the TVP of the involved vertebra. This is done by
reaching over in front of the patient. The contact hand is cupped with the adjacent
digits reinforcing the contact finger and the thenar aspect of the hand resting
against the patient's chin. The indifferent hand is placed with a web contact against

the rim of the occiput to provide cephalad traction. The segment is rotated under

traction. A single thrust is given in a rotary direction, under traction.




Both groups received a five minute massage, with oil, before the adjustment. This
was done to loosen and relax the aréa prior to a more specific Chiropractic

adjustment (Haldeman 1992 : 525).

The fixated segment was determined by using Kemp's test, motion palpation

findings, and local tenderness.

In the case of more than one fixation in the cervical spine, only the primary fixation

was adjusted (Schafer and Faye 1990:15).

Motion-based palpation of the cervical spine (lateral flexion) may not be a valid
predictor of vertebral dysfunction (Nansel et al.”> 1989). In this study, patients were
only palpated for rotary fixations. However, because of the dubiousness of the
validity of motion palpation, the primary tool used to assess for the most fixated

segment was local tenderness.

Palpation for pain has been shown to be the only spinal assessment procedure to
- show consistent reliability in a number of studies (Boline et al. 1993). In a study
done by Hubka and Phelan (1994) it was found that palpation for cervical spine

tenderness is a highly reliable examination tool.




3.5.4 The specific treatment of each sub-problem

3.5.4.1 The first sub-problem

The first sub-problem was to evaluate the effects of adjusting the top segment of a
fixation into the restriction of motion, in terms of the patient's perception of the pain
and disability as well as the objective responses in order to determine the
effectiveness of this approach in the treatment of facet syndrome in the cervical

spine.

3.5.4.2 The second sub-problem

The second sub-problem was to evaluate the effects of adjusting the top segment of
a fixation into the restriction of motion, as well as adjusting the bottom segment in
the opposite direction, in terms of the patient's perception of the pain and disability
as well as the objective responses in order to determine the effectiveness of this

approach in the treatment of facet syndrome in the cervical spine.

3.5.4.3 The third sub-problem

The third sub-problem was to integrate the data of Sub-problem One and Two in
order to establish the relative efficacy of these two treatment protocols in the

management of cervical facet syndrome.
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3.6 Statistical analysis

3.6.1 Treatment of the data

The subjective data were treated as follows:

‘a) After the questionnaires were completed by the patients, they were checked to

see that they were filled in correctly.

b) The figures obtained from the three questionnaires were converted to

percentages which were recorded separately for the two treatment groups.

¢) The data were then analysed statistically using a 95% confidence interval.

The objective data were treated as follows:

a) The cervical spine ranges of motion, recorded in degrees, were recorded

separately for the two treatment protocoils.

b) The data were then analysed statistically using a 95% confidence interval.
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3.6.2 Statistical analysis of the data

3.6.2.1 Non-Parametric paired hypothesis tests

The subjective data

The data of the questionnaires (recorded in percentages) were compared within
each of the two treatment groups and analysed statistically, using the Wilcoxon

Signed Rank Test.
The initial and the final treatment percentages, as well as the initial and month
follow-up percentages were compared to assess if there was a significant subjective

improvement within each treatment group.

The objective data

Each plane of cervical spine range of motion (measured in degrees) was compared
within each of the two treatment groups and analysed statistically, using the

Wilcoxon Signed Rank Test.

The initial and final treatment measurements, as well as the initial and month foIIow-‘

up measurements were compared to assess if there was a significant objective

improvement within each treatment group.




As the sample size of each treatment group was smaller than 30, the parametric
paired t-test could not be used. The Wilcoxin Signed Rank Test was used as it has
less restrictive assumptions and near equivalence in sensitivity to the parametric t-

test (Siegel 1956:312).

3.6.2.2 Non-Parametric unpaired hypothesis tests

The subijective data

The recordings (in percentages) for the initial, fourth, final, and month follow-up
consultations were compared between the two treatment groups and analysed

statistically, using the Mann-Whitney U-test.

The objective data

Each plane of cervical range of motion (measured in degrees) for the initial, fourth,
final, and month follow-up consultations were compared between the two treatment

groups and analysed statistically, using the Mann-Whitney U-Test.

Again, the sample sizes were too small to validate the use of the parametric
unpaired t-test. As with the Wilcoxin Signed Rank Test, the Mann-Whitney U Test
was used because of its less restrictive assumptions and near equivalence in

sensitivity to the unpaired t-test (Siegel 1956:312).
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All statistical analyses were performed on the "Statgraphics Plus" Version 6,

supplied by Manugistics Incorporated.




CHAPTER FOUR

4.0 THE RESULTS

4.1 Introduction

The results discussed in this chapter deal with the subjective and objective findings
of both treatment groups. The subjective data were obtained from the
questionnaires discussed in Chapter Three. Cervical range of motion measurements

were used to obtain the objective data.

Both the intra-treatment as well as the inter-treatment data were considered, and
have been statistically analysed. The null and alternate hypotheses were either
rejected or accepted, based on the statistical criteria for each measurement

parameter.
Furthermore, demographic data obtained from the patients has also been obtained
by analysing the age and gender distribution of both treatment groups. The most

frequent levels of primary fixation of each treatment group have also been analysed.

4.2 The Hypotheses

The nuli hypothesis used for Sub-problems One and Two (stated in chapter 1) is the

same for both treatment groups and is defined as follows:
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Ho: There would be no statistical difference in the subjective and objective clinical

findings on analysis of the data, showing that this treatment protocol was ineffective. _

The hypothesis used for these sub-problems is again the same for both treatment

- groups and is defined as follows:

Ha: There would be a statistical difference in the subjective and objective clinical

findings on analysis of the data, showing that this treatment protocol was effective.

In order to integrate the two sub-problems, a third hypothesis and a null hypothesis

are required, and these are defined as given below:

Ho: There would be no statistical difference in the subjective and objective clinical
findings on analysis of the inter-group data, showing that the two treatment

protocols are equally effective.

Ha: There would be a statistical difference in the subjective and objective clinical
findings on analysis of the inter-group data, showing that the two treatment

protocols were not equally effective.

4.3 The analysed data

The data were statistically analysed at a 95% confidence interval.
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4.3.1 Non-parametric paired hypothesis tests

4.3.1.1 Objective data - range of motion

FORWARD FLEXION

TABLE 4.1 One sample analysis of flexion comparing tx1, tx3 and tx4 of Group 1

tx1 - b3 tx1 - tx4
Z Value 0.789264 0.422676
P Value (sig) 0.394632 (ns) 0.211338 (ns)

The null hypothesis is accepted for Group 1, as there was no statistically significant
difference between the first, final, and follow-up consultations, indicating that there

was no significant improvement as a result of the treatment.

TABLE 4.2 One sample analysis of flexion comparing tx1, tx3 and tx4 of Group 2

tx1 - 3 tx1 - tx4
Z Value 0.181449 0.267256
P Value (sig) 0.0907245(ns) 0.133628 (ns)

There was no statistically significant difference between the first, final, and follow-up
consultations and thus the null hypothesis is accepted for Group 2 indicating that

there was no significant improvement as a result of the treatment at a 95%
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confidence level.

EXTENSION

TABLE 4.3 One sample analysis of extension comparing tx1, tx3 and tx4 of Group 1

tx1 - tx3 tx1 - txd
Z Value 0.422676 0.301698
P Value (sig) 0.211338 (ns) 0.150849 (ns)

Once again, there was no statistically significant difference between the first, final,

and follow-up consultations. The null hypothesis is therefore accepted for Group 1,

indicating that there was no significant improvement as a result of the treatment.

TABLE 4.4 One sample analysis of extension comparing tx1, tx3 and tx4 of Group 2

tx1 - tx3

tx1 - tx4

Z Value

0.00982331

0.0388669

P Value (sig)

0.0049116 (s)

0.0194334 (s)

The null hypothesis is rejected for Group 2 as there was a statistically significant

difference between the consultations being evaluated. This finding indicates that

there was improvement as a result of the treatment.




RIGHT ROTATION

TABLE 4.5 One sample analysis of right rotation comparing tx1, tx3 and tx4 of

Group 1
tx1 - 63 tx1 - b4
Z Value 0.0161569 0.181449
P Value (sig) 0.0080784 (s) 0.0907245(ns)

The null hypothesis is rejected for the first and final consultation, as there was a
statistically significant difference, indicating that there was improvement as a resulit
of the treatment. The null hypothesis was accepted for the first and follow-up
consultation as there was no statistically significant difference, indicating no long

term improvement as a result of the treatment.

TABLE 4.6 One sample analysis of right rotation comparing tx1, tx3 and tx4 of

Group 2
tx1 - b3 tx1 - tx4
Z Value 0.121335 0.00982331
P Value (sig) 0.0606675(ns) 0.0049116(s)

For Group 2 the null hypothesis is accepted for the first and final consuitation
because of no statistically significant difference, indicating that the treatment
resulted in no significant improvement. The null hypothesis is rejected for the first
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and month follow-up consultation as there was a statistically significant difference,

showing a long term improvement.

LEFT ROTATION

TABLE 4.7 One sample analysis of left rotation comparing tx1. tx3 and tx4 of Group

1
tx1 - tx3 tx1 - tx4
Z Value 0.181449 1
P Value (sig) 0.0907245(ns) 0.5 (ns)

In Group 1 the null hypothesis is accepted for left rotation, as there was no
statistically significant difference between the first, final, and follow-up consultations,

indicating that there was no significant improvement due to the treatment.

TABLE 4.8 One sample analysis of left rotation comparing tx1. tx3 and tx4 of Group

2
tx1 - 3 tx1 - txd
Z Value 0.0613685 0.181449
P Value (sig) 0.0306847(s) 0.0907245(ns)

The null hypothesis is rejected for Group 2 for the first and final consultation, as
there was a significant difference, indicating an improvement as a result of the
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treatment. The null hypothesis was accepted for the first and month follow-up
consultation as a result of no statistically significant difference, indicating only short
term improvement as a result of the treatment protocol used.

RIGHT LATERAL FLEXION

TABLE 4.9 One sample analysis of right lateral flexion comparing tx1, tx3 and tx4 of

Group 1
tx1 - 3 tx1 - tx4
Z Value' 0.789264 0.0158613
P Value (sig) 0.394632 (ns) 0.0079306(s)

For right lateral flexion the null hypothesis is accepted for the first and final
consultation, as there was no significant difference, indicating no significant
improvement. The null hypothesis is rejected for the first and month follow-up
consultation, as there was a statistically significant difference in the measurements

taken. This indicated that there was long-term improvement as a result of the single

adjustment only.




TABLE 4.10 One Sample Analysis of right lateral flexion comparing tx1, tx3 and tx4

of Group 2
tx1 - 3 tx1 - tx4
Z Value 0.000512096 0.00194591
P Value (sig) 0.000256 (s) 0.0009729 (s)

The statistical analysis of the second treatment protocol resulted in the null
hypothesis being rejected, as there was a significant difference between the
consultations considered, indicating that there was improvement as a result of this

approach.

LEFT LATERAL FLEXION

TABLE 4.11 One sample analysis of left lateral flexion comparing tx1, tx3 and tx4 of

Group 1
tx1 - tx3 tx1 - tx4
Z Value 0.422676 0.267256
P Value (sig) 0.211338 (ns) 0.133628 (ns)

Table 4.11 shows that the null hypothesis is accepted for this group, as there was
no statistically significant difference in the left lateral flexion measurements between
the first, final, and follow-up consultations, indicating that there was no significant
improvement as a result of the treatment.
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TABLE 4.12 One sample analysis of left lateral flexion comparing tx1. tx3 and tx4 of

Group 2
tx1 - b3 tx1 - txd
Z Value 0.0161569 0.00554577 ’
P Value (sig) 0.0080784 (s) 0.0027728 (s)

The null hypothesis is rejected for the measurements taken for left lateral flexion in
Group 2, as there was a statistically significant difference between the first, final,
and follow-up consultations, indicating that there was improvement as a result of the

treatment.

4.3.1.2 Subjective Data - Questionnaires

CMCC NECK DISABILITY INDEX

TABLE 4.13 One sample analysis of CMCC Neck Disability Index

comparing tx1, tx3 and tx4 of Group 1

tx1 - b3 tx1 - txd
Z Value 0.000512096 0.00328359
P Value (sig) 0.000256 (s) 0.0016417 (s)

The null hypothesis is rejected for Group 1, as there was a statistically significant
difference between the first, final, and follow-up consultations, indicating that there
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was improvement as a result of the treatment.

TABLE 4.14 One sample analysis of CMCC Neck Disability Index comparing tx1, 3

and tx4 of Group 2
tx1 - b3 tx1 - tx4
Z Value 0.00328359 0.000512096
P Value (sig) 0.0016417 (s) 0.000256 (s)

As with Group 1 the null hypothesis is rejected, as there was a significant difference

between the consuitations, indicating an improvement as a result of the treatment.

NUMERICAL PAIN RATING SCALE

TABLE 4.15 One sample analysis of Numerical Pain Rating Scale comparing tx1,

tx3 and tx4 of Group 1

tx1 - b3 tx1 - tx4
Z Value 0.000512096 0.00194591
P Value (sig) 0.000256 (s) 0.0009729 (s)

In the statistical analysis of the NRS 101 questionnaire the null hypothesis is
rejected for this group, as there was a significant difference between the
consultations considered, indicating that there was improvement as a result of this
treatment protocol.

48




TABLE 4.16 One sample analysis of Numerical Pain Rating Scale comparing tx1,

tx3 and tx4 of Group 2

tx1 - 3 tx1 - tx4
Z Value 0.00554577 0.000300669
P Value (sig) 0.00277 (s) 0.00015 (s)

In Table 4.16 the null hypothesis is rejected for the second group, because of a
statistically significant difference between the first, final, and follow-up consultations,
indicating that the treatment was effective in reducing the symptoms of cervical facet

syndrome.

McGILL SHORT-FORM QUESTIONNAIRE

TABLE 4.17 One sample analysis of McGill Short-Form Questionnaire comparing

tx1, tx3 and tx4 of Group 1

tx1 - tx3 tx1 - tx4
Z Value 0.00328359 0.00194591
P Value (sig) 0.0016417 (s) 0.0009729 (s)

In the statistical analysis of this questionnaire for Group 1 the null hypothesis is
rejected, because of a significant difference between the consultations, indicating an

improvement.
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TABLE 4.18 One sample analysis of McGill Short-Form Questionnaire cbmparinq

tx1, tx3 and tx4 of Group 2

tx1 - tx3 tx1 - tx4
Z Value 0.000512096 0.000300669
P Value (sig) 0.0025604 (s) 0.0001503 (s)

For Group 2 the null hypothesis is rejected, as there was a statistically significant
difference between the first, final, and follow-up consultations, once again indicating -

that there was improvement as a result of the treatment.

4.3.2 Non-parametric unpaired hypothesis tests

4.3.2.1 Objective data - range of motion

FLEXION

TABLE 4.19 Two sample analyses of flexion measurements comparing both

treatment groups

tx1 ) 3 tx4
Z value 0.170402 0.108939 0.176632 0.0549957
P value 0.085201 (ns) | 0.0544695 0.088316 (ns) | 0.0274978

(ns) (s)




The null hypothesis is accepted for the first, fourth, and eighth consultations, as
there was no significant difference between the groups, indicating that there was no
statistical difference in the efficacy of the two treatment protocols. The null
hypothesis is rejected for the follow-up consultation, as there was a significant
difference between the groups, indicating a difference in the efficacy of the two

treatment protocols.

EXTENSION

TABLE 4.20 Two sample analyses of extension measurements

comparing both treatment groups

b b2 b3 tx4
Z value 0.382564 0.723585 0.647689 0.288635
P value 0.191282 (ns) | 0.3617925 0.3238445 0.1443175
(ns) (ns) (ns)

In this comparison of the two treatment groups the null hypothesis is accepted, as
there was no statistically significant difference between the consultations considered

for both groups. This indicated that both treatment protocols were equally effective.
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RIGHT ROTATION

TABLE 4.21 Two sample analyses of right rotation measurements comparing both

treatment groups

tx1 b2 3 tx4
Z value 0.404845 0.503764 0.21738 0.21935
P value 0.2024225 0.251882 (ns) | 0.10869 (ns) | 0.109675
(ns) (ns)

Table 4.21 indicates that the null hypothesis is accepted for right rotation
measurements, as there was no significant difference between the first, fourth, final,
and follow-up consultations of both groups. This indicates that there was no

statistically significant difference in the efficacy of the two treatment protocols.

LEFT ROTATION

TABLE 4.22 Two sample analyses of left rotation measurements comparing both

treatment groups

tx1 2 tx3 tx4
Z value 1 1 0.916954 0.413796
P value 0.5(ns) 0.5 (ns) 0.458477 (ns) | 0.206898

(ns)




As with right rotation the null hypothesis is accepted, as there was no significant
difference between the consultations of both groups, indicating that there was no

significant difference in the efficacy of the two treatment protocols.

RIGHT LATERAL FLEXION

TABLE 4.23 Two sample analyses of right lateral flexion measurements comparing

both treatment groups

tx1 b2 b3 tx4
Z value 0.327529 0.900313 0.478667 0.629328
P value 0.1637645 0.4501565 0.2393335 0.314664
(ns) (ns) (ns) (ns)

The null hypothesis is accepted for right lateral flexion, as there was no significant
difference between consultations of both groups. This result indicated that there was

no difference in the efficacy of the two treatment protocols investigated in this study.
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LEFT LATERAL FLEXION

TABLE 4.24 Two sample analyses of left |ateral flexion measurements comparing

both treatment groups

tx1 tx2 tx3 tx4
Z value 0.755071 0.933256 0.441346 0.834719
P value 0.3775355 | 0.466628 (ns) | 0.220673 (ns) | 0.4173595
(ns) (ns)

Once again, the null hypothesis is accepted, as there is no significant difference
between the first, fourth, final, and month follow-up consultations of both groups.

This fact indicated that there was no significant difference in the efficacy of the two

treatment methods employed.
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4.3.2.2 Subjective data - questionnaires

CMCC NECK DISABILITY INDEX

TABLE 4.25 Two sample analyses of CMCC Neck Disability measurements

comparing both treatment groups

1 b b3 b4
Z value 0.261261 0.601892 0.737127 0.983006
P value 0.1306305 0.300946 (ns) | 0.3685635 0.491503
(ns) (ns) (ns)

When considering the first set of subjective data, the null hypothesis is accepted.

This can be concluded as there was no significant difference between the

consultations of the two treatment groups, thus indicating no significant difference in

the efficacy of both treatment protocols.

56




NUMERICAL PAIN RATING SCALE

TABLE 4.26 Two sample analyses of Numerical Pain Rating Scale measurements

comparing both treatment groups

tx1 b2 b3 tx4
Z value 0.404581 0.693028 0.917019 0.843725
P value 0.2022905 0.346514 (ns) | 0.4585095 0.4218625
(ns) (ns) (ns)

As for the CMCC Neck Disability Index, the null hypothesis is accepted because of

no statistically significant differences between the first, fourth, final, and follow-up

consultations of both groups. This result indicated that there was no difference in

the efficacy of the two treatment protocols.

McGILL SHORT-FORM QUESTIONNAIRE

- TABLE 4.27 Two sample analyses of McGill Short-Form Questionnaire

‘measurements comparing both treatment groups

b tx2 @3 tx4
Z value 0.851881 0.394524 0.767228 0.311571
P value 0.4259405 0.197262 (ns) | 0.383614 (ns) | 0.1557855
(ns) (ns)
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In Table 4.27 the null hypothesis is accepted for the results of the McGill Short Form

Questionnaire, as there was no significant difference between the consultations of

the groups, thus indicating that both treatment protocols were equally effective.

4.4 Age and gender of patients

TABLE 4.28 Prevalence of age

AGE INTERVALS TREATMENT GROUP 1 | TREATMENT GROUP 2
10- 19 1 (6.6%) 1 (6.6%)
20 - 29 7 (46.6%) 9 (60%)
30 - 39 3 (20%) 2 (13%)
40 - 49 2 (13%) 1 (6.6%)
50 - 59 1 (6.6%) 1 (6.6%)
60 - 69 0 (0%) 1 (6.6%)
70 - 79 1 (6.6%) 0 (0%)

The average age (mean) for Treatment Group 1 was 33. The average age (mean)

for Treatment Group 2 was 29.3. The average age overall was 31.2.

TABLE 4.29 Gender distribution

GENDER TREATMENT GROUP 1 | TREATMENT GROUP 2
MALES 8 (53.3%) 4 (26.6%)
FEMALES 7 (46.6%) 11 (73.3%)
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4.5 Conclusion

The results given in this chapter, which summarise the statistical analysis done on
the data gathered in this study, show that a number of significant differences exist
within each group. However, only one statistically significant difference can be found-
between the two treatment protocols, and occurred for the measurement taken in

forward flexion.

Furthermore, the analysis done on the demographics of the two treatment groups
showed that there was a reasonably similar spread in the age distribution. However,
the gender distribution between the two groups differed considerably. The

distribution of the levels of primary fixations were reasonably similar between the

two groups for most levels.




CHAPTER FIVE
5.0 DISCUSSION OF STUDY

5.1 Introduction

This chapter involves the discussion of the results obtained from the range of motion

readings and the questionnaires.

Firstly, the objective and subjective intra-treatment results are discussed to assess
the efficacy of each treatment protocol in alleviating the signs and symptoms of

cervical facet syndrome.

Secondly, the discussion studies the objective and subjective inter-treatment resuits. _
This is to assess whether there is a significant difference in the two treatment

protocols, thereby indicating which treatment protocol is more effective for the

treatment of cervical facet syndrome.




5.2 Intra-treatment comparison

5.2.1 The objective data

5.2.1.1 Cervical range of motion

The first treatment group demonstrated no statistically significant differences in
forward flexion, extension, left rotation, and left lateral flexion. However, a
statistically significant difference was found for right rotation (Table 4.5) at the final

treatment and right lateral flexion (Table 4.9) at the month follow-up, suggesting that

there was a clinically significant improvement in these ranges of motion.

The second treatment group demonstrated a significant improvement in extension
(Table 4.4), right rotation (Table 4.6) left rotation (Table 4.8), right lateral flexion
(Table 4.10) and left lateral flexion (Table 4.12), indicating a clinically significant
increase in almost all the ranges of motion. The significant improvement in
extension and right and left lateral flexion was at the final treatment and month
follow-up consultation. Right rotation was only significantly improved at the month

follow-up consultation and left rotation only at the final treatment.

From these results it would appear that the second treatment group had a greater

improvement in range of motion than the first treatment group.
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5.2.2 The subjective data

5.2.2.1 Questionnaires

The statistical analysis for all three questionnaires used (CMCC Neck Disability
Index (Addendum A), Numerical Rating Scale 101 (Addendum C), McGill Short
Form (Addendum B)) revealed that both treatment groups demonstrated a
statistically significant improvement from the first to the last treatment, and from the

first treatment to the month follow-up consultation (Tables 4.13 - 4.18).
This suggests that patients from both treatment groups felt that their disability, as
well as pain intensity and quality, were improving throughout the duration of the

treatment as well as after a month of treatment.

5.3 Inter-treatment comparison

5.3.1 The objective data

5.3.1.1 Cervical range of motion

With extension (Table 4.20), right (Table 4.21) and left (Table 4.22) rotation, and
right (Table 4.23) and left (Table 4.24) lateral flexion, there was no statistically
significant difference between the two treatment groups. This indicates that both

treatments were equally effective in treating cervical facet syndrome.
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However, it was found that with forward flexion (Table 4.19) there was a statistically
significant difference between the two treatment groups, but only at the month
follow-up. This indicates that the two treatment protocols were not equally effective

as far as increasing the forward flexion range of motion is concerned.

Possibly this could be explained as being due to a decrease in posterior cervical
spine muscle spasm. The fact that the significant difference was only at the month

follow-up could be due to the effect of the treatment protocol taking a while to set in.

However, it can be shown graphically (Fig 4.1) that the second treatment group
responded with greater improvements in cervical range of motion than the first
treatment group. This would indicate that the second approach (Group 2) of
adjusting the primary fixation in the direction of restriction, as well as the level below
in the opposite direction, is preferential to just adjusting the primary fixation in the

direction of restriction only (Group 1).
One must be prudent when making this assumption, as only the forward flexion

measurements were shown to be significantly different between the two treatment

groups, and not the extension measurements as would be expected.
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5.3.2 The subjective data

5.3.2.1 Questionnaires

The statistical comparison of the initial, fourth, final, and month follow-up
measurements revealed no significant difference between the two treatment groups,

for all three questionnaires.

This indicates that at the onset both treatment groups experienced the same
disability (CMCC Neck Disability Index - Addendum A), pain intensity (NRS 101 -
Addendum C), and sensory dimension of their pain (McGill Short Form

Questionnaire - Addendum B).

The fact that there was still no statistically significant difference at the fourth, final,
as well as the month follow-up consultations, indicates that both treatment protocols
were equally effective according to the subjective data.

5.4 Discussion

It was hypothesised that both treatment groups would show favourable results in

terms of the subjective and objective findings.

The results indicate that both treatment groups responded favourably to their

- respective treatment protocols and that each treatment method acted with
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equivalent efficacy and that the rate of patient improvement was similar.

The first two hypotheses, which state that there would be an improvement as a
result of each respective treatment protocol, are accepted. The third hypothesis,
stating that there would be a difference in efficacy between the two treatment
groups, is rejected for all data, except for the forward flexion range of motion
measurement, for which the hypothesis must be accepted. This would indicate that
thé second treatment protocol was more effective than the first, in terms of range of

motion in the forward flexion direction.

5.5 Limitations of this study

The objective measurements, in the form of the goniometer readings, may be
subject to human error. This is a result of the fact that the callibrations are only in
increments of two degrees, which may make the instrument insensitive to subtle
changes in cervical motions. Added to this is the possible risk of incorrect user

methods.

The subjective measurements, in the form of the three questionnaires, may also
have had their limitations. The patient may have felt the need to please the

researcher and record an improvement which was beyond that which was actually

felt.




The gender distribution between the two treatment groups, particularly of male

patients, could have been closer, which would have given more representative

results. However, the male-to-female ratio within each group corresponds to the

research done by Nyiendo et al. (1989).

Other weaknesses of this study include the sample size being too small, which could

result in a Type 2 error (Bajpai et al. 1978 : 212). This is when the null hypothesis is

accepted as true when it is actually false.

5.6 Comparison of the results with other research

The results of a pilot study assessing the effectiveness of adjusting the cervical
spine for minor disorders of the neck revealed that pain in the neck, pain or
paraesthesia in the shoulder and stiffness of the neck were all improved significantly
(Howe et al. 1983). The adjustments produced a highly significant imnmediate
improvement in rotation and lateral flexion. The significant increase in cervical spine
rotation was maintained for three weeks, unlike lateral flexion that was not

maintained.
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As can be seen from FigA. 5.1, there appears to be a greater improvement in the

lateral flexion measurements of both Group One and Two of this research study,

compared to those of the stﬁdy conducted by Howe et al. (1983). However, the

mean improvement in rotation seems to be similar for Group Two and the study by |

Howe et al. (1983), unlike Group One which appears to have a minimal increase.

A study done by Yeomans (1992), assessing cervical intersegmental mobility before
and after adjustments, revealed that post-manipulative mobility is significantly
greater (with the exception of the C1 segment) than before spinal manipulative

therapy. The average frequency of spinal manipulative therapy was three per week,

with the therapy continuing for as long as six months, and as short as three weeks.

In a pilot study by Cassidy et al. (1992) determining what effect adjusting the
cervical spine has on pain and range of motion, a correlation between an increase
in cervical rotation and a decrease in pain was found. The patients received a single
rotary adjustment and there was no follow-up consultation. As the resuits of this

study were not controlled, no conclusions can be made concerning the clinical

efficacy of adjusting the cervical spine for neck pain.
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FIGURE 5.3
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The graph (Fig.5.2) comparihg the increase in range of motion of this study with that
| of the study conducted by Cassidy et al. (1992), appears to be similar for right
rotation. Group Two appears to have a greater improvement in extension and left
rotation, unlike Group One which appears to be similar to Cassidy for extension.
Group One and Two appear to be greater for lateral flexion, especially Group One.
The only measurement for which Cassidy has a greater improvement is forward

flexion.

The graph (Fig.5.3) comparing the mean improvement in the NRS 101 scores with
those of Cassidy et al. (1992), seems to indicate that the patients in Group One
experienced a greater improvement than those in Cassidy’s study, and that Group

Two experienced an even greater improvement than Group One.

Using physical functioning as a measurement modality, a blinded randomized
clinical trial was done by Koes et al. (1992) comparing the effectiveness of manual
therapy (adjusting and mobilising the spine), physiotherapy (exercises, massage,
and physical therapy modalities), treatment by the general practioner (medication
and postural advice), and a placebo therapy (de-tuned ultrasound and shortwave
diathermy). This was performed on patients with chronic non-specific back and neck
complaints. All treatments were given for a maximum duration of three months. The
results indicated that manual therapy had a faster and‘greater improvement

compared to the other three therapies.
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Koes et al. (1993) used sub-group analysis to assess the relative efficacy of

physiotherapy and manual therapy in treating chronic patients with non-specific
back and neck complaints, who had not received physiotherapy or manual therapy
during the past two years. The results suggested that manual therapy was more

effective than physiotherapy in treating these conditions.

The results of these studies cannot be compared directly with this research project
as they all involved assessing the efficacy of spinal manipulative therapy for neck
pain. The purpose of this project was to assess the relative efficacy of two

approaches to adjusting the cervical spine.

What can be correlated is the fact that both treatment groups of this study,
especially the second group, showed a significant improvement in cervical spine
range of motion as a result of the treatment. The patients from both treatment
groups also reported a significant improvement in pain intensity and quality of life.
This confirms the above research studies, in that spinal manipulative therapy is an

effective treatment protocol for neck pain.
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CHAPTER SIX

6.0 RECOMMENDATIONS AND CONCLUSIONS

6.1 Recommendations

Future studies in which a comparison is to be made should use a random sampling
technique which takes into account the patient's gender, age and, possibly,
physique. In order to make the study more valid, other factors should also be more
congruent. This would include factors such as the levels of dysfunction, the duration

of the complaint, and the dismissal of subjects with other co-existing complaints.

An important factor to consider would be the sample size. With treatment groups of
only 15, one could only consider this as a pilot study. For further studies in this
regard, sample sizes of at least 30 wodld be recommended so that paired and
unpaired t-tests could be performed. This would make a trend in results more
apparent and sensitive to the subtle changes in data. With samples this size a
statistical quality control test could also be performed.

Both treatment groups received a five-minute massage, with oil, by hand. A
suggestion for further research purposes in this field is that the massage be done
using a mechanical device for a fixed period of time, to ensure equal preparation of

all patients to minimise any possible subjectivity influencing the resuits.
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Relating to the great differences in vanatomy and biomechanics in the upper and
lower cervical spine, a study specific to each of these regions is also recommended.
Other factors to consider would be to use only one form of adjustment, as there may

be subtle differences in the rotary techniques which have not yet been revealed.
6.2 Conclusions

This study consisted of 30 patients who were randomly divided into two treatment
groups of 15 each. All the patients were diagnosed as having cervical facet
syndrome after providing an intensive medical history, and an orthopaedic

examination was performed on them.

Both treatment groups were given eight treatments over a period of four weeks, with

a month follow-up consultation.

The results show that there is a statistically significant improvement in both
treatment groups, indicating that both treatment protocols are effective for the
treatment of cervical facet syndrome. Both treatment groups were shown to be
equally effective, except for the difference in median measurement of the forward
flexion range of motion in which Treatment Group 2 was shown to have a

significantly greater improvement at the month follow-up consultation.

Having a month follow-up consultation would indicate which treatment protocol has

the longest "holding power", an important factor to consider when treating patients
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for whatever condition. The author feels it was significant that the only statisically
significant difference between the two treatment groups could be elicited at the

month follow-up consultation.

The findings are significant in that patients who receive the second method of
treatment could require fewer subsequent treatments, which would be both

economically and therapeutically sound.

To conclude, the study successfully compared two approaches to adjusting facet

syndrome in the cervical spine, and showed that some statistically significant

differences do exist between the two treatment protocols.
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ADDENDUM A

CMCC NECK DISABILITY INDEX

Patient’s Name:....................... Date:.........

Thio quootionnalre has beon designad to give tho doctor information 4o %o how
your nock pain has affectad you evary day life. Pleaco anower every saction
and mark Ln cach soction only OHE box which applios %o you. Pleoase choose nha
box moot clooely describes your problom.

Scction 1 - Pain lotonsity
{ ] I have no pain at the moment.
] The pain is very mild at the moment.
(] Thse pain is moderate at the moment.
{ ] The pain is fairly severe at the moment.
{ ] The pain is very severe at the moment.
( ] The pain is the worst imaginable at the moment.

ion 2 - Personal Care (Washing, Dressing, etc.)
I can look after myself without causing extra pain.
I can look after myself normally but it causes extra pain.
It is painful to look after myself and I am slow and careful.
I need scmeone to help, but manage most of my personal care.
I need help every day in most aspects of self care.
I do not get dressed, I wash with difficulty and stay in bed.

[SEVR S Gy WDy Wy iy a

I can lift heavy weights without extra pain.

I can lift weights but it give extra pain.

Pain prevents me from lifting weights off the floor, but I can manage

them if they are conveniently placed.

{ ] Pain prevents me from lifting heavy weights, but I can manage them :3if
they are conveniently placed.

] I can lift very light weights.

] I cannot lift or carry anything at all.

ection 3 - Lifting
]
)
]

-~

ection 4 - Reading
can read as much as I like without pain in my neck.
can read as much as I like with only slight pain.
can read as much as I want with moderate pain.
can‘t read as much as I want due to moderate pain.
can hardly read due to severe pain in my neck.

cannot read at all.

- O

s
{
(
(
(
(
{

action 5 - Baadachas

have no headaches at all.

have slight headaches which come in-frequently.
have moderate headaches which come in-frequently.
have moderata headachos which coma frequently.
have savore headaches which come f{requently.
have hocadachas almost all the tima. )

8

-t 4 4 4 O

S
(
(
(
(
(
(

n & - Concontration
can concontrate fully whaen [ want to with no difficulty.
can concontrate as much ags [ want with slight difficulty.
have a fair dogroe of difficulty in concantrating when I want zo.
havo a lot of difficulty in concantrating whon ! want to.
hava a great doal of difficulty in concentrating whon [ want to.

cannot concontrata at all.

Qactld

S
(
(
(
(
{
(

— vt e e
et e 9 4 0O
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oction 7 - Work
can do oo much work ao I want to.

c
)
] ¢an only do amy usual work, but ao moro.
J can do moot of my usual work, but no moro.
} cannot do my usual work.

) can hardly do any work at all.
] can’t 4o any worx at all.

tion 8 - Driviang
can drive my car as long ao 1 want with any nec pain.

can drive my car as long as I want with slight pain in my neck.
can drive my car as long as I want with moderats pain (n my neck.
can‘t drive my car as long as I want duc to moderata nock pain.
can hardly drive at all dus to saverc nock paia.

can’t drive my car at all.

ion 9 - 3Sleeping
I have no trouble sleeping.
sleep is slightly disturbed (< 1 hr. sleepless).
sleep is mildly disturbed (1-2 hrs. sleepless).
sleep is moderately disturbed (2-3 hrs. sleepless).
sleep is greatly disturbed (3-5 hrs. sleepless).
sleep is ccmpletely disturbed (5-7 hrs. sleepless).

10 - Recreation
I am able to engage in all my recreaticnal activities with no neck pain

at all.
I am able t> engage in all my recreaticnal activities with scme neck

pain.
I am able to engage in most, but not all of my recreational activities

because of my neck pain.

I am able to engage in a few of my usual cecreational activities because
cf my neck pain.

I can hardly do any recreational activities because of myv neck gain.

-

I can‘t do any recreaticnal activities at all. -

Copyright Vernon/ Jagiae 1987, modified from Fairbanks et.al. 2hvsiotherapv
1980. | o




ADDENDUM B

PATIENT'S NAME

THROBBING
SHOOTING
STABBING
SHARP
CRAMPING
GNAWING
HOT-BURNING

ACHING

HEAVY

TENDER

SPLITTING

TIRING-EXHAUSTING

SICKENING

FEARFUL

PUNISHING-CRUEL

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

0)

0)

0)

DATE
NONE MILD MODERATE SEVERE
1) 2) 3)
1) 2) 3)
1) 2) 3)
1) 2) 3)
1) 2) 3)
1) 2) 3)
1) 2) 3)
1) 2) 3)
1) 2) 3)
1) 2) 3)
1) 2) 3)
1) 2) 3)
1) 2) 3)
1) 2) 3)
1) 2) 3)




ADDENDUM C

WUMERICAL RATING SCALE

Please indicate on the line below the number between & and
196 that best describes the pain of your major problem at
this point, when it is at its worst. A zero (8) would mean
"no pain at all” and one hundred (189) would mean "pain as

bad as it could be”. Please write only one number.

9 169

Please indicate on the line below, the number between ® and

166 that best describes the pain of your major problem at

this point, when it is at its least. A szero (@) vould mean

“no pain at all"” and one hundred (166) would mecan “pain as

bad as it could be". Pleasc write only one number.




ADDENDUM D

CERVICAL RANGE OF MOTION INSTRUMENT

AND

RECORDING SHEET

1 of 7




CROM Procedure Manual

Procedure for Measuring Neck Motion
with the CROM

CROM (Carvical Range of Mation Instrument) is a product of:

Parformanco Attalnment Associntes
3600 Labore Roed, Sulte 6
St. Paul, MN 551106144




Introduction

Pain and loss of motion in the cervical
region are common problems that increase
with age. Over 40 million adult Americans
suffer from some form of osteoarthritis or
degenerative joint disease, and 50 to 85
percent of these people will experience
debilitating back or neck pain of a
temporary or chronic nature.

Accurate measurement of cervical motion
during the course of a therapeutic regime
can provide objective data on the benefits
of the selected treatment. However,
currently available measurement devices
are time consuming, cumbersome, poorly
standardized and poorly accepted by
practitioners. In response to this lack of a
acceptable means of measurement,
existing devices were evaluated and the
following design criteria established:

* easily applied

* measures all planes of motion
- comfortable

- time efficient

* easily adjusted

* quickly read

- standardized landmarks and
positioning

 standardized protocol

* reproducibility

» simple design

= reasonable cost

Based on these criteria, the CROM
instrument, accessories and protocol were
developed. The CROM accurately and
quickly measures the range of sagittal,
coronal and horizontal movements that can
be performed by the head and neck,

To perform and document accurate
cervical measurements you will need the
following items:

> CROM Instrument, including the rotation
arm and the forward head arm

* magnetic yoke

* vertebra locator

> tape measure

 recording sheets

e procedure manual






















CROM Recording Sheet

Name: Date of Initial Evaluation:
Facility: Extaminer:
DATES
| | | ! ]

MEASUREMENTS :
Suboccipital: Resting Posture

Flexion

Extension
Cervical: Flexion

Extension

Lateral Flexion: Resting Posture

Left

Right

Rotation: Left

Right

Forward Head: Retraction

Resting Posture

Protraction

Round Shoulder:Left

Right

Form 101 - Parformance Attainment Associates, Rosevilla MN 55113




ADDENDUM E

RANDOM SAMPLING METHOD
As taught by Mr. K. Reich, statistician.

T e

1. Consider the patients satisfying the delimitations of the study.
2. Suppose we choose blocks of size 4.
3. Then divide the patients into blocks of 4 which have 2A (Treatment Group 1) and
2B (Treatment Group2). .
4. For blocks of size 4 there are (4+2) = 6 blocks, namely:
1-AABB
2 - ABAB
3-ABBA
4 - BBAA : . » !
5 - BAAB :
6 - BABA
5. Then choose a sequence of random numbers between 1 and 6 (use a dice)
The results resuits were: 6 (BABA), 3 (ABBA), 4 (BBAA), 2 (ABAB), 3 (ABBA), 1
(AABB), 2 (ABAB), 4 (BABA).
6. This leads to the allocation:

CONOONAWN =

>
>ww>m>mm>>>mm)_>cu>m>>>mm>ww>>w>m
S




P;:ient: Date #
| Pilo o
X-zay #:
Aga: Sex: Occupation:
Intern: 5i§nature:
EQR CLANICIAN'S USE ONLY
Initial visit clinician: Sigmatura:

Casec Higtory:

Examination:
Previoug: ™
Other
X-ray Studies:
Previous: ™
Othar
Clinical path. lab.:
Pravioug: ™
Othexr
Cage gtatus:
PTT: Conditional:

Rocommandations:

Signed ofg:

Currant: TN

Othexr
Curzant: TN
: Othaox
Curzrent: TN
Other

Fimnl oign oue:




1. Souxec ef higpeery:

2, €icg esm@laing: (poticne’s evs “osdn)

3. Propoome illmaoo:
Lc;atiga
‘anet
Duratien
Frogqueaey
Pain (charnetox)
Pregraccion -
Aggravoeing Laetorn
Boliovisg Loectezn

Angeeinecd 8 & S

PECYisun ocEusFaReas

Page exenemone amd sutesDd




4. Oehne esmplaiseo:

S. Paoe hdpeexy:
€amoral hooleh geagus
Gadidheed 41im00000
Adule 41imooooo
Poyebiaerie illsnooac
A@egaoago/g,ajugaoo
Surgesy

Recpienlizneiens




6. Curzent hoaleh stasws and 1ido=-geyda;
. Allgzgiao

Izmmiznedons
Sexrcaoming tooes

Envizemmental hnzozdn
(hemo, ochool, wozk)

Safoty ®oaguzagn .
(cone bales, eemdesmn)

Exoreigo and- 1aigugo
Slogp pagzoéaﬂ

Dice

Curzent modiencion
Tebaeeo

Alechol

Soeinl dzugo

7.. Pomily hioeery:
lamodiaec L£omily:

hge
Eoaleh
Counc of death
o .
Heazt dioease
pe:)
HBP
Stzeka
Ridooy diconmo
€n
Azgheiedo
Dancmin

. Booénebao
Tayredd &iocaoo
Bpilopoy
Rameal 4limoon
Mesholioms

Prug nddieccien
Othag



8. | Poyeheoeeind hineexy:
' Hemo oitwneies -
Baily 1igo
IEpOTEN8E QsPaTicBEQs
Roligiews Baldago
'9, Roviow ef oyoecen:

€aaczal
SIS
Bood
Byao
Eago
Neoa/simwnas
mguaﬁlghg@az
Moek
Dzoaoes -

. Rogpizaeesy
Cazdine
@acere-imeaoeinnl

Oxdongy




Ganitcal

VYaoeuwlag

Ruseuteckoiaeal

Nourelegie

Bnomaeelegie

Bodoerinn

Poyehionesie.



ADDENDUM G

“

Updorline abmormal £imdings im RED and claborate om baek

gelevant page, if pnocessary.

Magk “HAD® if normal.

of

Patient:_ Ple §
Lagt same Pigst name

Clinieiaon: 8ignatura:

Intezn: 8ignatugo:

Date:

Beight: Height: =P

Rates: Beart: Pulga: Rogpiraties:

Blood presoure: Arms: L R /
Legs: L R /

General appearance:




SZBNDING EXAHXFATION.

Minor's sign
Skin changes
Pogtuge
GEeEt
Rdam'sg
“‘Ringes of motion:

T/L spine:

Plezien: 90 Pingors te fleer
Extongion: 50
R.lat.flex.: 30 Pisgers dovm log

L.lot.flex.: 30 Pingers dewm log
Rot.te R.: 35 :
Ret.to L.: 35

Flex.
L.Rot. R.Rot.
L.lat R.lat.
flex. flex.
Ext.

/ = pain-free limitatien; // = painful limitotien.

Romberg’s gign.
Promotor deift.
Trendelenburg’s sign.
Cait.

thyths

balance

pendul ousnass

op toes
* on heels

tandem
Half squat.
Scapular winging.
Huscle tene.
Spasticity/Rigidity.



Shoulder:
skin
symmetry
RCX - glenohumernl
scapulo-thecacie
acromioelavicular
elbow
yrigt
. Chest measurcment
ingpitition -
expiration
Vigual acuity

Breast ezaminatien:
Ingpection:
skin
size
centour
Bipples
arms overhead
hands againgt hipsg
leaning forwvard.
Palpation:
azillary lymph podaes.

SEATED EXAMINATION.

Spinal postuge

Head
scalp
shkull
face
skin

Eyes
conjunctiva
sclera
eyebroug
eyelids
lacgimal gland
pasolacrimal duet
alignment
cornecal refleg
ocular movement A

Iy v

visual ficldg
accomodation
irig

pupils

red reflex
optic dise

Vi

Iy 39 g




vasgels
genezral background
®macula
vitreous
leas
Barg:
augielo
ear canal i
drum )
auditory ocuity
Neber test
Rinne test

Hesa:
external
intognal
20ptum
turbinates
~ olfoction
8inuges (fromtal & maxzillary):
tenderness
trangillumination
Houth and pharyax:
lipg
buceal muecosa
gums and tooth
roof
tongue
inspection
BOYeEeDt
tagte
;alpatiea
pharynx
iagspoetion
CH X
~Hoek:
posture
9ig0
suelling
gears
digscoloration
bair line




REHN:
Plezion: -

Extecnsion:

L.lat.£flaex:
R.lat.flex:

L.xet.:
R.zot.:

lymph nodes
trachen
thyroid

Cy v
CR VIl

Gl IX
CH XX
I ~-
Iaspection
R
deviation
Palpatien
crepitun
tendernegs

45

S8

40
40
70
70

C YITX (nystagmus)

chin to laeymn

ebis te stormun

£ezchend parnllo}-
te £leer

Plexn,
b.Ret.
L.Lat.
£loxg,
Bk,

carotid arteries (thzil&s, bruit)

&013@%0

R.lot,
£log.




Heurelogical:
Dermnt omes
cs
cé
c7
c8
S O
Yonden roflonaen
biecps
triceps
brachioradialis
Musecle streagth
¢S
cé
€7
c8
Tl
Coordination:
point-to-point
dysdiadochokinegia
Thoraxz:
Chest:
Inspection:
skin
shape
respiratory distress
rhythm (zespiratory)

depth ®

effort »

intercostal/supraclavieular rotroeties
Palpation: B

tenderness

magses

gespiratory GRXpansion
tactile framitus
Percussgion: :
lungs (postecrior)
dinphragmatic excursien o
kidney punch
Auscul tation:
breath sounds
vesicularx
bronchial
adventitious gounds
exacklos (rasog)
vheeges (rhonchi)
voice soundg
broncophony
vhispered pectorilegquy
egophony

-




Cardiovagcular:
auscultation (nertic murmurg)
Allen's test

SUPINE EXAHINATION

Jyp
By
suscultation heart (L.lat.zecewmbopt)
gespisatery excursies
.- percussion chegt (amterier)
breast palpatien
The abdomen:
Ilngpeetion:
skin
umbilicus
contour
perigtalsis
pulsations
herniag (umbiliecal/imeisiemal)
Ruscultation:
bouel sounds
bruit
Pereussion:
general
liver
spleen
Palpation:
superficial reflexes
cough
light _
rebound tenderness
deep
liver
spleen
kidneys
aorta
intra-/retro-akdominal wall magp
shifting dullmaess
£luid wave
Aeute abdomen:
vhere pain began and pew
cough
tenderness
guarding/cigidity
£cbound tendernessg
Rovsing's gign
psoas sign
obturator sign
cutaneous byperoestboegin
rectal exam
Huephy's sigm.



o

Male gomitals omd bormias.
1ngpeetion:
gkin
prepuee
glans
E30tus
nits/lice
gerotum
inguinal /femoral bulgaes -
Palpatioen:
penis (tendetn@gs/znduzutiga)
testes
epididymis
inguinal eanal
£cmoral eamal
cremagsteric reflex
Dugcultation:
gserotnl mass.
‘Poripboral vageulatugos
inspection:
gkina
poil beds
pigmentatien
bair loss
Palpatien:
pulges - radial, brochial, fcmoral, peplitoal, pect.tibial,
dorsalis pedis '
lymph nodes - cpitrechlone, fceral (borisestal & vo%tical)
tomperature (foet & legs)
HMonual cempression tast :
Retrograde £illing (Tremdclemburg) toot
Arterial insuffieiemey toot

Mugeulogkeletal:

ROM

hip
flex. 90/120
est. 15

.. ..obd. .45 - o

add. 30 ' o
iot rot 40
ezt rot 45

kaee
flex. 130
ext. 0/15

apkle
plontar £loz 45
dorsiflex 20
inversion »
cversion 20

log leangth



"Neurelegical:
derntezes
Ll
L2
L3
L4
LS
81
muscle stremgth
bip £lexion
koee extension
ankle dorsiflexnien
plantag £lexion
tendon relezes
patellar
Achilles
plantar cefles
Reetal ezamination:
Ingpection
sacrococcygeal & periamal arens
Palpation
spbineter tone
tendegness
indurat”
podules
pEostate
seminal vesieles

Henta] gtatus
RAppearance and behavieur:
level of comseiousness
posturc and motor behavieur

dress, grooming, persema) hygiemo

facial expression
affect
Speech and language:
guantity
gate
volume
£lueney
aphasia (pra)
Heod .

Thought processes (legienl, gelovamt, ergnmincd)

Hemory and atteamtien:

orientation (tiza, plaee, persea)

remote memory

Eecent memory

pev learning ability
‘Bigher cognitive fumetiens:

information amd veeabulogy (gomoral

kaovlcdge)
abstraet thinking.

& opoeioliocd



ADDENDUM H

. PATIENT:

PILE & : DATE:Z

INTERK/RESIDENT: )

SUPERVISING CLIWNICIAN :

OBSERVATION :

Posture Shoulder position:
Swellings Left =

Scars Right =
Discoloration Muscle spasm

Hair Line Pacial expression

Bony and soft tissue contours
RBENGE OF MOTIOR:

Plexion = 45 degrees.

Ezxtension = 70 degrees.

L/R Rotation = 70 degrees.

L/R Lateral flexion = 45 degrees.

REY : / PAIRLESS LIMITATION.
// PAINFUL LIMITATION.

flexion.

left right
rotation. \ _ rotation.
left , ' . right
lateral lateral
flexion. - flexion.
extension.
P ION : lymph nodes.
: trachea.

thyroid gland.




; Tenderness
b Active MP Trigger Points :

r SCH.

Trapezius.

Scaleni.

i Levator Scapulaec.

' Posterior Cervical musculature.

Doorbell Sign Cervical Compression
Kemp's Test Lateral Compression
Cervical Distraction Adson's Test
Balstead’'s Test Costoclavicular Test
Hyperabduction Test (HWright's) BEden’'s (traction) Test
Shoulder abduction Test Shoulder depression Test.
Dizziness rotation Test Lhermitte’'s Sign
Brachial Plexzus Tension 0°’Donoghue Manoeuvre
Remarks :

NEUROLOGICAL EXAMINATION :

DERMATOMES: Left jRight. MYOTOMES: LeftjRight. REFLEIXES: Leftj{Right.
== (o T—
c2 | c1 cs
Cc3 c2 C6
C4 c3 c?

e o i —

cS C4

cé CS

Cc? o] 3

cs oy

" Tl cs

Tl




VASCULAR :

BLOOD PRESSURE.
CAROTIDS.

SUBCLAVIAN ARTERIES.
HWALLENBERG'S TEST.

S e

COMMENTS :

; MOTION PALPATIOR :

. Jt.play Left Right Jt.play
I= /3 Flelexs 1 _AR[PR | d Exrl XF 1T BR /Al _Tas
| T T [ co ~ — ~ T
A ' ) (5} [
] C2
) [ox
G4
CS
l (o 3
C7
[ T1 T T
l T2
* R | T3
T l T T4




ADDENDUM I

IRPORKMED CONSENT PORM
(To be completed in duplicate by patient/subject®) #Delete whichever is not applicable.

‘TITLE OF RESEARCH PROJECT

o

. NAME OF SUPERVISOR

NAME OP RESEARCH STUDENT

PLEASE CIRCLE THE APPROPRIATE ANSWER
1. Have you read the research information sheet? YES/NO

Have you had an opportunity to ask questions regarding this study?  YES/NO

Have you received satisfactory answers to your questions? YES/NO
4. Have you had an opportunity to discuss this study? YES/NO
5. Have you received enough information about this study? YES/XO.

6.  Who have you spoken to?

7. Do you understand the implications of your involvement in this study? YES/NO

§. Do you understand that you are free to withdraw from this study? YES/NO
a) at any time
b) without having to give a reason for withdrawing, and
c) without affecting your future health care.

9. Do you agree to voluntarily participate in this study? YES/NO

PATIENT/SUBJECT® Name ' _ Signature
(in block letters) '

PARENT/GUARDIAN® Name Signature
(in block letters) - -

WITNESS Name Signature
(in block letters)

RESEARCH STUDENT Name Signature
(in block letters)
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