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Abstract

Purpose: The purpose of the study was to explore the behaviour pain among the low
back pain. Objective: To identify the socio-demography information, pain nature,
aggravating and relives factors, response of medication and previous intervention
before receiving physiotherapy treatment. Methodology: A cross sectional study was
conducted with a structured and close ended interviewer administered questionnaire to
collect information from 130 low back pain patients in respects through convenience
sampling technique. Data was numerically coded and captured in Microsoft excel,
using an SPSS 16.0 version software program. Results: This study was found that,
this survey showed female participants about 60% and 40% was male. Females are
more affected and 46.2% were house wives. The vulnerable age range is 30 to 49
years for low back pain. Most of the patients were less educated about primary level
were 34%, in this study shows that the 78% patients had intermittent and moderate
pain. Pain is aggravated by flexion movement 97%, relief 91% low back pain by
taking rest, about 64% patients have gradual symptom, pain radiates 43.8% are leg,
for which 89.2% people were affected on ADL due to pain, medication was response
in 95% and 81% patients were take previous intervention. 44.6% were goes to general
practitionar and 42.3% were partially effective. Conclusion: Thisresult of the current
study would help to know the nature of pain, severity of pain, relevant symptom of
pain for low back pain. It is serioudly affecting the quality of their social and working
lives. Very few were managed by pain specialists and nearly half received inadequate
pain management.

Key word: Pain, Behaviour of pain, Low back pain patients.
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CHAPTER-I INTRODUCTION

1.1Background

Pain is an unpleasant sensory and emotional stdeeling or discomfort associated
with actual or potential tissue damage that fethim mind which is arising in a part of
the body. In other words, it is a subjective sengsand defense mechanism designed
to make the subject protect an injured part from ftirther damage. More than 98%
of patient have identifiable pattern of pain the¢ diagnosed as uncomplicated pain
problem in back. The mechanical pain usually respdo movement or position and

typically it is intermittent in nature (Hall et @994).

Many studies shows that the high frequency of bamkplaints in society and 70—
85% of all people have back pain at some timefe In the USA, back pain is the
most common cause of the limitation in younger pedpan 45 years, and second
most important reason is going to the physiciaa,fifth-ranking cause of admission
to hospital, and the third causes of surgical ptaoes. Each year about 2% of the US
workforce is compensated for back injuries (Gunfakndersson, 1999). Low back
pain is the most common health problem in SouthcAfand its prevalence rate is
35.8% and a lifetime prevalence rate is 63.9%. bawk pain was also proclaimed as
the most common disabling disease in the UK, eaflfg@ommonly in working aged
people (Naude, 2008).

Among two thirds of the adults low back pain is ajon health problem
(Janwantanakul et al, 20118.European study also shows that, 66% patient sadfe
by moderate pain, 34% suffered by severe pain Yiret al, 2006). Low back pain is
one of the most common symptoms experienced by aidke people throughout the
world (Kerssens et al, 1999). It is estimated #tato 80% of the world’s population
has been suffered at least one group of eventsaok Ipain in their lifetime
(Nourbakhsh & Arab, 2002). This condition may dase the quality of life of
individuals and also become worse in daily livingivaty. Usually the happening of
back pain is simply occur between ages 25 and &k¢dn et al, 1998)n a chainis

study claimed that the 1-year prevalence of LBP w4% (Barrero et al, 2006).



Another research in UK shows that 75% people sedfevith low back pain in every
year (Webb et al, 2003).

Low back pain is a very common problem with ubiqug distribution. About 85% of
the populations are affected by this symptom atetone in their life (Ebnezar,
2003). There are 8 out of 10 people will experiebaek pain in their full life (Carol
et al, 2002)In every year low back pain normally affects arooneé third of the adult
population in UK. So, about 20% (1 in 15 of the plagion) patient will consult with
GP for their back pain. In the UK every year 2.Glion people were take advice
about back pain related information from their GMaéfarlane et al, 2006).
Approximately, for the adult population attack direnic back pain include; 11% for
disabling back pain in the last three months, 28f4ow back pain lasting more than
three months and, 18% for at least moderately tesaione pain in the previous month
(Andersson et al, 1999).



1.2 Rationale

Low back pain is a common condition comprising gamaealth problem worldwide.
It is eventually affect almost everyone in life, mand women equallyThe annual
incidence of back pain is estimated between 10%-158a/ back pain is a self
limiting condition and affects the vast majoritymdpulation (Blom et al, 2002). Low
back pain is a common disorder. Most of the peepleerienced low back pain in
any time of their life span. A chronic pain hamp#re quality of life that causes
physical limitation and psychological distress, stimes may develop disability and
(Savigny et al, 2009).

It is the most common cause of pain at lumber tteises joint dysfunction,
derangement muscle spasm, immobility etc. It i® #i& cause of activity limitation
thus decrease the quality of life. For this regi@msearcher interested to conduct this
research to find out new things. If the behaviotBP is find out, it is very helpful to
information about the nature of pain of LBP, typépain of LBP, duration of pain of
LBP, pain associated symptoms of LBP, severityah of LBP, aggravating factors
and relieving factors of LBP, clinical represerdatiof LBP, response of the
medication and response of previous interventioforbereceiving physiotherapy
treatment. As a Physiotherapist it is help to desgnlow back pain easily and give
details information to the patient about LBP sd fieople can modify their life style
regarding LBP and know the percentage of acutecénonic LBP. And also know
which type of intervention patient receive befoleysiotherapy treatment and their
response. So physiotherapist can provide bettatnient as well as essential advice
to the patients. As a health professional it impswur knowledge. Research makes
the profession strongest. So there is no altermatiption to do research as a

professional to develop the profession.



1.3Research question

What is the behavior of pain among the low back patient?

1.4Aim

The aim of the research is to know the behavigrami among low back patient.

1.50bjectives

1.5.1 General objective

To determine the behavior of pain amthreglow back pain patient.

1.5.2 Specific objectives

To explore the socio-demographic characteristidewfback pain.

To find out the nature of pain.

To determine the aggravating movement and reliefantprs of pain.

To get information the response of medication for patients with low
back pain.

To know various previous intervention before reowvphysiotherapy

treatment.



1.6 Conceptual Framework

Dependent variable Independent variable

Socio-demographic factor

(age, sex, occupation) \

[92)

Nature of pain

Aggravating movement

Reliving factor

Radiation of pain

Low back pain

Associated symptom

Response of medication

Affects activity of daily

living

Previous intervention

Response of previous
intervention




1.7 Operational definition
Pain: Feeling of suffering or discomfort in a particugart of the body.

Low back pain: Low back pain refers to pain felt in lower backmay also have
back stiffness, decrease movement of lower baclddhdulty standing straight.

Socio-demography:A study of both qualitative and quantitative aspeat human

populations that broken down by age, sex, etc.
Area: A rather small part of a geographical unit.
Activity of daily living: Task that enable individual to meet basic needsyie.

Symptom: Normal function or feeling which is noticed by atient indicating the

presence of disease or abnormally.



CHAPTER-II LITERATURE REVIEW

The International Association for the Study of P&iASP) defines pain as “an
unpleasant sensory and emotional experience whecprimarily associate with tissue
damage or describe in terms of such damage, or”bitis definition recognizes that
pain is a perception and not a sensation. Paisually described as severe, sharp and
having an unpleasant nagging quality with sensbgnges such as pins and needles
or numbness (Corrigan & Maitland, 1983). Pain may derceived via any pain
sensitive nerve endings known as nociceptive nezmeling that are present
throughout the body and stimulation of these ngatige nerve endings will result in

an individual perceiving pain (Brukner & Khan, 1993

Pain is very frequent problem in any medical pcactin the world including our

country rather associated with advanced illnesacoite or chronic conditions. It is
also a physical symptom that patients and famfié@s most (Emanuel et al, 1999).
Chronic pain is the most common condition in priynaare, and it is very most
costly. In general population 5-15% people areeseft from severe chronic pain.
Another study found that 38% patient was reporéind received treatment of chronic

pain in primary care, where the acute pain wasaeséssed (Smith et al, 2004).

The pain is a simple sensory response to nocieeiput from injured siteln the
Pain Gate Control Theory, pain is divided into te@mponent those are- experience
of sensory, affective (emotional), and cognitiveeéming) part of the central nervous
system (Feuerstein & Beattio, 1995). The most casanusculoskeletal injury the
nociceptive nerve endings are stimulated one orenstructures (Brukner & Khan,
1993). In pain pathophysiologymay be acute or chronic. Acute pain is very easy
identify with their event or condition and its r&gwon is dependent within a period of
days or weeks. Chronic pain may or may not be edlab an easily identified
pathophysiological phenomenon and may be presentfioindeterminate period
(Emanuel et al, 1999).

Low back pain is common problem in our country #@ns very costly health problem
(Wand & Hanter, 2009). One study found that 10%ppeof low back pain suffered



from chronic pain accounted for about 79% of thetg€aevhich would make this group
of chronic patients. Comparatively another studynfib that 5% of chronic back pain
cases counted for about 85% of all medical costthie condition (Frymoyer & Cats-
Baril, 1991). Chronic pain is expensive and it is a classicalngla of a

biopsychosocial disorder (Wand & Hanter, 2009).

Low back pain is the important and known muscultetké disorder in developing
and undeveloping nations. It also a common megicallem and 50-70% people will
have to chance developing low back pain in théér fime with prevalence is 18%
(Panjabi, 2003). In African continent the pointyakence low back pain in adults was
32%, where the one year prevalence was 50%, anlifétime prevalence was 62%
(Naude, 2008). The frequency of low back pain & thmited States almost 7 million
and people were off work because of it. In the Wi§wg that 1.1 million people with
fifteen years and over consulting with the physicammon in every year due to low
back pain (McKenzie, 1981). LBP point prevalenceseatimated that 6.8% North
America, 12% Sweden, 13.7% Denmark, 14% Unitethom, 28.4% Canada and
33% Belgium. Australia the prevalence of LBP is52b.(Kent & Keating, 2005).

The lifetime prevalence of low back pain is repdrtes over 70% in industrialized
countries. One-year prevalence is 15% to 45% whdtdt incidence rate is 5% per
year. Peak prevalence occurs ages between 35 agpdab® (Andersson, 1999). An
epidemiology community health study stated thaintlest affecting age group was 30
to 39 aged people where men were 39.9% and womea 38&9% (Ozguler et al,
2000). A Swedish studies showed that, among 41%hefparticipants reported
having low back pain and of these 55% were womeh4&% were men (Dijken et al,
2008). In the US the lifetime prevalence of LBP is 60996%6. The measurement of
life-time prevalence of low back pain varies betwet9% and 90% in western
countries and the lifetime prevalence of LBP in t@as countries to be between 25%
and 30%. The yearly prevalence of LBP in westetumtges varies between 30% and
40% and the point prevalence varies between 12%3@86.The LBP world-wide
prevalence time is between 15% and 30% (Naidoo9R00

Low back pain was defined by Kravitz and Andrew$(Q®) as pain in the

lumbosacral area of the spine encompassing thendistfrom the first lumbar
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vertebra to the first sacral vertebra. This defmitcovers a small area of the lower
back and might exclude a vast number of casesnihgtpresent symptoms higher or
lower than the area specified (Kravitz & Andrew802). Low back pain (LBP) is

posterior trunk pain between the ribcage and theegl folds. It also includes lower
extremity pain that results from low back disoréesiatica/radiating low back pain),
whether there is trunk pain or not. Sciatica isatdg, lowers extremity pain and may
not be associated with back pain. Sciatica shoaldlearly distinguished from axial
low back pain. Low back pain is a symptom and ndisease. The low back pain is
considered to include dorsal pain located anywhmwveen the twelve thoracic

vertebrae and lower buttock up to glutial fold ausa (Sarker & Rahman, 2011).

Acute low back pain is usually defined as the darabf an episode of low back pain

persisting for less than 6 weeks; sub-acute lovk lpeain persists between 6 and 12
weeks; chronic low back pain as low back pain gérg] for 12 weeks or more. In

this guideline, recommendations are related to bothe and sub-acute low back pain
unless specifically stated otherwise. Recurrent b@ek pain is a current bout of pain
of less than three months, having experienced puevattacks (Tulder et al, 2004).
Chronic low back pain is a continuous pain thasiss for more than three months it

may cause pain and disability that persists foreriban three months (Naidoo, 2009).

Establishing the source of pain is important tocgpeinterventions for low back pain
is to be developed. Sources of chronic low back panfirmed by controlled studies
include the zygapophysial joints, the intervertéliscs and the sacro-iliac joints.
Both local and referred pain have different pageshsymptom. Patterns of local and
referred pain have also been recorded includingection of 6% saline into the
lumbar interspinous ligaments and interspinous epathe lumbar back muscles are
very important source of pain. The characterisficeferred pain pattern is varied
from each to other. Muscles are sometimes crediegnost valuable signal source
which is informed and identify the muscular origih pain. Each lumbar muscle
therefore has a specific pattern of local and retempain that may be used for

diagnosis (Cornwall et al, 2006).

Robin McKenzie has described mechanical LBP hasthelatively simple categories

as follow as postural, dysfunction and derangersgntirome. Few patients feel pain

9



or discomfort and different sign-symptoms related pain that suggest a more
ominous source of pain also suggest which typdaseatment are applied. McKenzie
has categorized mechanical back pain into sevesilgesderangements based upon
the clinical presentation (McKenzie, 1981). The &#an back institute based initial
treatment direction on five distinct pattern ofrpdn this system it is recognized that

the dominant pattern determines the appropriataplygHall et al, 1994).

The first four patterns are physical; the fifthaspattern of abnormal, pain-focused
behavior. Two of the physical patterns are backidant which means regardless on
any peripheral referral, pain is most severe inbdek and on buttock. Pattern | and Il
and their variants account for 90% of pattern redgomn. The remaining 10%, pattern
[l and 1V have leg dominant pain. Leg dominantrpaith signs of root irritation and
or a conduction deficit is indicative of disc prsion with nerve root compromise
(Hall, 1992).

Pattern-I: is a pain distribution felt most sigo&ntly in the back and/or buttocks. The
symptoms are aggravated by lumber flexion and sitgrwith repeated forward
bending on a sustained forward flexion posture r@lvan be pain radiation to the leg
and ankle. Pattern Il: the dominant pain in patteragain in the back and on buttock.
Leg symptoms are common but secondary complaintasgted by the lumber
extension. Pattern Ill: Leg dominant pain assodiatéh back pain is unusual. The
leg symptoms are clearly pre dominant. PatternA%in or discomfort felt primarily
in the legs is also the mark of pattern IV. Symptoane produced with activity,
classically by walking and occur within minutes. ejhare relieved by rest and
subside as rapidly as they appear. Pattern V: &sfln abnormal pattern of behavior
(Hall et al, 1994).

The causes of low back pain can be occurred dwarious pathological conditions
such as lumbar disc herniations, spondylolisthasigtica, spondylosis etc. trauma is
also cause of LBP. It has been found that a laugeber of patients present with non-
specific low back pain, that is pain due to unknawigin. One research reported
that 85% of the populations are classified as fgamion-specific low back pain. This
was mainly due to inability to reach a definitiveghosis via radiological methods.

Various authors agree that the cause of chronicdaek pain remains unknown or

10



non-specific in origin there is underlying pathopimjogical or anatomical defect can
be attributed to the pain (Naidoo, 2009). Clinicedtability is an important cause of
low back pain (Panjabi, 2003).

The predisposing factors for low back pain andétsurrences are mostly related to
position and the short and long term consequentesamtaining them. Movement
and activity may precipitate low back pain and éfi@re contribute to its incidence
and recurrence. It is often the unexpected and andgad ‘movement’, that causes a
sudden episode of low back pain. Lifting producesstain, which is often a
precipitation factor, especially when heavy, prg®nand repeated ‘lifting’, is
involved (McKenzie, 1981). Low back pain is the mosommon disabling
musculoskeletal symptoms and there is little urtdading of regarding risk factors
of low back pain. The most common risk factors t@P are heavy physical
workload including lifting, awkward posture and lyodibration. Life style factors
including smoking behavior, lack of physical exeecand short sleep hours are also
increases LBP. Working period less than 8 hours dkk population of LBP and

common ages of affected over 40 years (Tomita, &04I0).

Low back pain is associated with physical actiatywork and leisure time, certain
lifestyle factors and demographic characteristidgigkén et al, 2008). Mechanical low
back pain starts suddenly and it may be associatédoccupations that involved
heavy weight lifting, bending or twisting forces yiar & Clark, 2002) and heavy
physical work, static work posture, pushing andipgl(Cox, 1999). The severity of
low back pain sometimes depends on the gender. iBat and female may have to
chance for developing low back pain. Ratio fourat tow back pain is more common
6% of female within 4% of male (Ozguler et al, 2DdBemale have equal generalized

low back pain complains when compared with malealé@kga et al, 2003).

Maximum people are experience acute low back paitheir whole life. The first

attack of low back pain usually occurs between 2@ 40 years of age. For an adult
acute low back pain may be the first reason to seeklical care. Pain may be
moderate to severe, debilitating and causing anxiédwever, 31 percent low back

pain will not fully recover within six months butwill improve. Recurrent back pain
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occurs in 25 to 62 percent of patients within oméwo years, when 33 percent is

moderate and 15 percent is severe pain (Brian &zas 2012).

Usually disability seems to be one of the most irtggd determinants for seeking
healthcare in patients with chronic LBR.1980, the WHO defined disability as ‘any
restriction is performing an activity in the manrar within the range considered
normal for a human beingrhe International Classification of Functioning sBiility
and Health (ICF)a bio psychosocial model currently used in rehtbitn and
disability perspectives. In this classificationsalility is defined as an umbrella term
for impairments, activity limitations and partictgan restrictions. It denotes the
negative aspects of the interaction between awiohehl (with a health condition) and
that individual’'s contextual factors (environmerdald personal factor$}atients with
CLBP may be impaired in body functions and struesurlimited in performing

activities and restricted in participation (Geente al, 2006).

The point prevalence of low back pain 33%, 1- y@&valence is 65% and 84% for
lifetime prevalence (Walker, 2000). Age may afféet prevalence of back pain but
there is no accurate observation. Low back paimllysoccur around one-third of the
UK adult population in every year. Of these, aro@0db (1 in 15 of the population)
will consult their GP about their back pain (Matdae et al, 2006). These results in
2.6 million people in the UK, seeking advice abbatk pain from their GP each year.
Patients with persistent or fluctuating pain thadt$ longer than three months are
defined as having chronic low back pain. Patienith whronic low back pain are
more likely to see a family physician (65.0%) fdreir pain compared with
orthopedists (55.9%), physical therapists (50.5%hd chiropractors (46.%)
(Haldeman & Dagenais, 2008). Acute low back pairong of the most common
reasons for adults to see a family physician andtrpatients improve quickly with
treatment but proper evaluation is important tontdg the rare and severe cases
(Brian & Casazza, 2012)The economic impact of chronic low back pain cansea
loss of function, loss of working activity, treatmecosts, and disability payments so

the estimates costs range is from $12.2 to $9WUi6rbper year (Allen et al, 2009).

Literature shows that 90% of low back pain resohsgbntaneously within one

month. One year after a first episode of back B&% of people still have pain and
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16% of those initially unable to do work after ogear (Hestbaek et al, 2003).
Patients presenting with a new episode or exaderbaf low back pain considerately
they have a specific cause for their pdihe objective of the early management of
non-specific low back pain is to ensure that amela of low back pain does not
result in long-term withdrawal from normal actiesi; including sickness does not
from paid employment. It is improving by faces paiisability and distress that are
the focus for the prevention of non-specific lowckhgain and thus the focus of this
guideline. More severe pain and back pain occusahility, and psychological
distress shows a poor long term results for pewafile non-specific back pain (Pincus
et al, 2008).

The chronic pain is very complex in nature so thgle medical treatment may not be
effective, and multidisciplinary treatment is muaknefited (Wand & Hanter, 2009).
There is no specific treat in low back pain. Marnytlee individual applies the
different treatment approaches which have goodapertic benefit. The result of
both the specific treatments varied from each tbeist Broadly speaking the
treatments that have been used for low back pan Bducation or information,
posture correction. Exercise Including group ardividual supervised exercise both
land and water based. Manual therapies includin@nipulation, massage,
mobilization. Other non-pharmacological intervenso Including, interferential,
laser, lumbar supports, transcutaneous electricatven stimulation, traction,
ultrasound. Pharmacological interventions: Inclgdentidepressants, non-steroidal

anti-inflammatory drugs (NSAIDs), opioids, and paatamol (Savigny et al, 2009).

The treatment of low back pain remains controvetbiaugh a developing number of
treatments to evaluate various numbers of interwestand clinical guidelines

(Andersson et al, 1999). In acute low back paintteatment is only for relieving

pain, but also improve functional ability, and toeyent recurrence and chronicity.
The outcome of acute low back pain are pain intgnsiverall improvement, and

back pain specific functional status, impact on Eypent, generic functional status,
and medication use. Intervention-specific resulesyralso be relevant, for example
coping and pain behavior for behavioral treatmstngngth and flexibility for exercise
therapy, depression for antidepressants, and musgmdsm for muscle relaxants
(Tulder et al, 2004).

13



In medical management many type of medicationsisee such as non-steroidal anti-
inflammatory drugs (NSAIDs) that can be helpful foelieve pain and reduce
associated inflammation. Narcotic pain medicatiand muscle relaxants are often
used to lead solved the symptoms of low back paonsidering the above things a
physiotherapist uses an active approach towardsnpatith low back pain. The most
important intervention is patient’'s education anereise therapy. Bed rest is not
useful in acute LBP (Bekkering et al, 2003). Acatasphen and non steroidal anti-
inflammatory drugs are first-line medications fdmranic low back pain. Tramadol,
opioids, and other medications are also importantsome patients who do not
respond to non steroidal anti-inflammatory drugsupuncture, exercise therapy,
multidisciplinary rehabilitation programs, massadmehavior therapy, and spinal
manipulation are effective in certain clinical sitions. Patients with radicular
symptoms may benefit from epidural steroid injeasiobut studies got mixed results.
Normally chronic low back pain will not benefit fro surgery. Surgery may be
considered for select patients with functional biki@es or refractory pain despite

multiple nonsurgical treatments (Allen et al, 2009)

Physiotherapist plays an important role in thetimemt of low back pain. Postural
correction is the common treatment for all syndreme allows the release of end
stress loading in posture and dysfunction syndramemaintenance for reduction in
a derangement syndrome (Poulter, 1996). For impgopain restoration motion and
strength to a painful lumbar spinal muscle is vienportant. It is true that exercise
should be both aerobic as well as specific to thees Aerobic exercise are walking,
jogging, swimming, bicycling etc. physiotherapiseumobilization, ultrasound, laser,
or heat treatment (Wand &Hunter, 2009). Exercise therapy, focusing on
strengthening and stabilizing the core muscle gsoap the abdomen and back,
appears to produce small improvements in pain amdtioning in patients with
chronic low back pain (Tulder et al, 2004). Acupwme massage and pressure point
massage are mildly helpful for reducing chronic lback pain, and the benefits last
for up to one year. Massage appears to be mosttiglewhen combined with
exercise, stretching, and education. Spinal maatjon prevents short- and long-term
of back pain, helps in psychologically, and incesaunctioning. Behavior therapy is

effective as like as exercise therapy for shomateelief of chronic low back pain.
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Cognitive behavior therapy and progressive relaxativorked for short-term
improvement, whereas biofeedback techniques haddupeal mixed results.
Combining behavior therapy with other modalities nat any additive effect (Allen
et al, 2009).

Treatment also can be including electrotherapy arahual therapy and postural
advice. In manual therapy mobilization, manipulationassage can be applied.
Mobilization is a gentle form of physical treatmevitere the joint is moved as much
as possible within the existing range of motion.nipalation is a more forceful

movement of a joint, possibly beyond what it contrmally do. Both of these can
help to improve the range of movement and reduag pdowing increased exercise
and activity. Massage is a gentle, hands-on traatmbich can help muscles to relax
and can distract you from the pain. The effectsnasage may only be short term,

but may help you get over a difficult period (Brekr& Khan, 1993).
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CHAPTER-III METHODOLOGY

The major aim of the study was to answer the qoestf ‘behavior of pain among the
low back pain patients attending at the CRP. Tésearch setting in which the study
was carried out including research methods usedhe study design, study

population, sampling method, instrumentation artd dallection etc.

3.1 Study design
A quantitative cross sectional design was usedpboee the behavior of pain among
low back pain. A quantitative research design weeduso that there were used large

number of participants and therefore to collecadat

The cross sectional survey study carried out anpatignts who were suffering from
mechanical low back pain in Centre for the Rehtgtibn of the Paralyzed (CRP) at
musculoskeletal unit. This study was conductedeterinine the extent of behavior of
pain with LBP. The study questionnaire includedngeabout the subject’s socio
demographic feature and pain related feature.

3.2 Study area
Data were collected from the outdoor and indoor ddisskeletal Physiotherapy unit
of Centre for the Rehabilitation of the Paralyz€RP). The researcher thought that it

is the most suitable place because there has #ilalaity of the desired sample.

3.3 Study sampling and population

The study populations were patient with low backnpaho attended in CRP for

treatment. The sample was chosen convenience samatid developed a mixed

structured questionnaire for identifying the inchasbehavior of pain of subjects and
then used to purify the members of the populagspgecially those subjects who were
suffering from low back pain with considering theclusion and exclusion criteria

according to close guidance of respected supenssio
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3.4 Sample size

The equation of sample size calculation are givedov-

. {2(1—%)}2 X pq
da
Here,
Z(1—- g): 1.96
P=0.65 (Here P=Prevalence and P=65%)
q=1-p
=1-0.65
=0.35
d=0.05

According to this equation the sample would be ntbam 350 people but due to lack
of opportunity the study was conducted with 130gmas attending at physiotherapy
department.

3.5 Inclusion criteria
* Both male and female were included.

* Medically diagnosed low back pain.

3.6 Exclusion criteria
» Patients who were medically unstable.

» Patients who are not diagnosed low back pain bgiplan.

3.7 Sampling technique

One-thirty participants with low back pain were emtéd through convenience
sampling technique due to the time limitation asditawas the one of the easiest,
cheapest and quicker method of the sample selechaa was collected from

outdoor and indoor musculoskeletal Physiotherapy oh CRP. Participants were

selected from CRP because they were easily acteg$sibthe researcher. Data was
taken from the patients (medically diagnosed loekh@ain) who came at CRP to take
Physiotherapy treatment or continuing their treatime
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3.8 Materials of data collection

Data was collected by using a mixed questionnaapep set, developed by the
investigators and validated by a jury of expertgolwed in the management of LBP
(clinical physiotherapists), by conducting a face face interview to collect

information. The questionnaire included into idéadition demographic information

and pain behavior related information. For the daddection tools were pen and

pencils, approved forms and consent forms, refiek.s

3.9 Data collection procedure

All patients who diagnosed as low back pain by Rtsician and came at CRP for
first time or continuing their Physiotherapy treatmhwere asked to participate in the
study. There was a developed mixed type questionmdier reviewing literature for
asking to the participants. In the questionnaingigpant’'s demographic information
including age, sex, marital status, level of ediocatoccupational history including

types of job, and low back pain related informaticas asked.

3.10 Questionnaire

The question types were mixed (structured and blatbed ended and open ended) to
purify the participants and for collecting the ddite the findings of the study,
therefore the researchers was not predict or inflaeesults with the research.

3.11 Data Analysis

Descriptive Quantitative data were analyzed by guSR®RSS 16 software. Descriptive
statistics was used for data analysis. The codggbreses on the questionnaire were
then entered on the computer general coding foriley were analyzed using
Statistical Package for the Social Science (SPS&Jows version 16.0. The results
were presented with the use of simple percentage e collected data was
illustrated with tables, bar charts and pie chalds.
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3.12 Ethical issues

The proper guidelines were followed in researchcWwhis given by local ethical
review committee according to rules and guideliodésWHO and BMRC. The
permission was taken from the academic authomtiesthen got permission from the
research supervisor to conduct this study. Thetouesire with consent form was
developed and approved by supervisors of the relsearEach copy was filled by
researcher himself with respondents’ signatureinvgly. All the data was reviewed in

strict secure and maintained confidentiality.

3.13 Informed consent

Written consent (appendix) was given to all pgpaeits prior to completion of the

guestionnaire. That was explained to the partidgabout his or her role in this study
and received a written consent form every partitipancluding signature. So the
participant assured that they could understand tabw consent form and their
participation was on voluntary basis. The partinisavere informed clearly that their
information would be kept confidential and harmdgtur. It was explained that there
might not a direct benefit from the study for thertgcipants but in the future cases
like them might get benefit from it. The participgarhad the rights to withdraw

consent and discontinue participation at any timghaut prejudice to present or

future treatment at the musculoskeletal (MS) uhiCBP. Information from this study

was anonymously coded to ensure confidentiality\aasl not personally identified in

any publication containing the result of this study

3.14Rigor

This study was conducted in systemic way. All ttegos of research were followed by
the researcher sequent. It is ensured that duatayabllection and analysis the values
and biasness were avoided. When conducting the siedresearcher took help from
the supervisors and physiotherapists. The reseangver influenced the participants
by her own perception during data collection. Astful relationship with participants
was always maintained and the documents were kepfidential. Biasness was

avoided during data analysis.
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3.15Limitation of the study

This was a small study which needs to be replicatdtth larger numbers of

participants. The sample size was limited due &csty of length of research project
and major problems with recruitment and retentibthe sample on a given period of
research project. Moreover there was a major pnoblath same sample who

received physiotherapy treatment as a regularmiatie a given time. The shortage of
selective patients’ attendance resulted in a rénluaf statistical power to estimate

the empowerment of the research results.

With regard to the questionnaires used, ethicalsidemations and a lengthy
guestionnaire led to researcher using a single sitemeasurement procedure that
placed limitations on this finding. The questiomeaitook approximately 20 to 25
minutes to complete. Time taken to complete thestjpmnaires was affected by
factors such as explanation, asking relevant questin case of unable to realize the
guestions, there is brief explanations, measuresretnt
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CHAPTER-IV RESULTS

All relevant information wasanalyzed by SPSS v.16 sefire. In this survey
variables were socidemographic, nature of pa aggravatingmovement, relive,

radiation,associated symptc ,response of medication, affects activity of dding,

previous intervention, Response previous. The socidemographic viables
include the information about age, gender, mastatus, religion, education stat
living area, andoccupatior The researcher collected the descrif data and
calculatedas percentages by using tMicrosoft excel SPSS 16.0 version softwi
programmednd presented by usinable, bar charts and pie ch..

4.1 Sex

Among all participantsthe number of female was 78 (60%) ahd number of mal
was 52 (40%). Result shows that female are more affiebie Low back pain than
male.

Figure-1: Sex
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4.2 Age range
Ages are grouped into 3 categories that founthis study such as -29 were 36
(27.7%) and 3G9 were 78 (60%), -60 were 16 (12.3%).

2029yt 30-49yr 50-60yr

Figure-2: Age range
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4.3 Occupation

The result otthe study focused that 46% (n=60) were house v 19% (n=24) were
service, 4 (n=5) were unemployed, workBusiness, farmeaind students vre each
of 6% (n=8), %6 (n=9)and 12% (n=16)There is a equal parcentage of worker

Business.

50% 46%
45%
40%
35%
30%
25%
20%
15%
10%

5%

0% -

19%

12%

470

Figure-3: Occupation

23



4 4 Education level
In this study, it was foud that illiterate level were 7%, primalgvel were 34%, SS
werel8%, HSC were %, and bachelor or above were 19%.

Bachalor or llliterate

Figure-4: Educational level
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Demographic characteristic

In the table represent that the more affected agepgis 30-49 year were 78 (60%).
Female were 78(60%) and male were 52(40%). Mawiexk 106(81.5%), unmarried
were 21(16.2%).

Number (%)

Age Group
20-29 36 (27.7%)
30-49 78 (60%)
50-60 16 (12.3%).
Sex
Male 52 (40%)
Female 78 (60%)

Marital status

Married 106(81.5%)
Unmarried 21(16.2%)
Divorced 2(1.5%)

Educational Status

lliterate 9(7%)

primary level 44(34%)
SSC 23(18%)
HSC 29(22%)
Bachelor or above 25(19%)

Table-1: Demographic characteristic of the participants
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4.5 Onset of pain
The chart showthe result that sugg¢, 64% (83) patients wergradual pai and 36%
(47) were sudden pain

Sudden
36%

Figure-5: Onset of pain
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4.6 Sverity of Pain
Among all participants2 (2%) patients pain was mild paih02 (7(6) patients pain
was moderate and 26 (20%) was sev

80% -

70% -

60% -

50% -

40% -

30% -

20% -

10% - 2%

0% 1 T 1
Mild Morderate Severe

Figure-6: Severity of pain
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4.7 Nature of pain
In this study, it was four that n=28 (22%) were sufferoim constant pain and n=1
(78%) were suffered from intermittent pa

Constant
22%

Figure-7: Nature of pain
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4.8 Radiation of pain

Among 130 perticipantthe radiation on pain 57 (44%) were leg, 28 (22%je.
thigh, 23 (186) were back. There was equal percenta buttock an no radiation
were (8%).

45% -
40% -
35% -
30% -
25% -
20% -
15% -
10% -

5% -

0% . . . .

Back Buttock Thigh Leg

Figure-8: Radiation of pain
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4.9 Relevant sympton

Out of 130 participani 55.4% of had pasthesia, 10.8% of patients had numbr
16.2% of hadingling pain, 10% of ad pins and @edles and 7.7% of patients no
relevant symptoms.

Figure-9: Relevant symptom
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4.10Aggravating movemen
Among 130 participants ‘% (126) ¢ patients with low back pain w aggravated by
flexion movement, % (3) were rotation movement, andol(l) were extension

movement.

100% -

90% -
80% -
70% -

60% -
50% -

40% -
30% -
20% -

10% - '""‘b i oi

0% . . .
Flexior Rotation Extensiol

Figure-10: Aggravating movement.
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4.11Relives of pair
About 9% of patients with low back parelieved fran symptom by taking rest ai

9% were relievethy movemen

Figure-11: Relives of pain.
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4.12 Affect ADL
The findings of the udy represented that 116 8 people were affectecn ADL
due to pain and 14 (%) people were not affected due to pain.

Figure-12: Affect ADL
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4.13Response of medicatio
The results of the study focused that 100%ents were take medication.%
(n=124) wee response to medication ar%(n=6) were not respose to medicat

Figure-13: Response of medication
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4.14 Intervention
Among the 130 participants n=105 (%) patients were take prious intervention
and n=25 (1%) patients were not take any previous interver.

Figure-14: Previous intervention
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Interventions before Physiotherapy

The results of the study focused that Among the da@@icipant with low back pain,
44.6% were goes to general practitionar, 27.7% \gees to Orthopedics, 6.2 % were
goes to physiotherapy, 2.3% were goes to traditiboler and 19.2% patient were

not take any previous treatment.

Treatment take Type of treatment | Number percent total
or not
Yes GP 58 44.6
Orthopedic 36 27.7
Physiotherapy 8 6.2 81.8%
Traditional- holder | 3 2.3
No 25 19.2 19.2%

Table-2: Various interventions
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4.16 Relationshipbetween sex and nature of pa
Among the total participants it was found in feméle has intermtent pain and 17
had onstant pain, and in male 41 | intermittent pain and 11 hanstant pain.

Figure-16: Relationship between sex and natof@air
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CHAPTER-V DISCUSSION

The aim of the study was to explore the behaviopafh among the low back pain

patients attending at the centre for the rehabimaof the paralyzed (CRP). A variety

of behavior had been found from the selected sawahether it is acute, sub acute or
chronic type mechanical low back pain by a categarivariable outcome that are
socio demographic and pain behavior related.

The study based on data gathered from low back getients who came to CRP for
receive treatment. This was a prospective typeiofey on 130 participants who were
complained of mechanical low back pain where 78{6Was female and 52 (40%)
was male. A Swedish studies showed that, among dfl®e participants reported
having low back pain and of these 55% were womer4&% were men (Dijken et al,
2008). Taucer et al (2009) found that 39.9% femadee suffered from low back pain
where man were 34.9%. In research highest age grmeup 30-49 years that is 60%
of the participants, and most commonly affectedugravere 20-29 that is 27.7% and
50-60 age group were 12.3%. An epidemiology comigumealth study stated that
the most affecting age group was 30 to 39 agedlpempere men were 39.9% and
women were 38.9% (Ozguler et al, 2000).

In recent study the percentage of various occupatd6% were house wives, 19%
were service, 4% were unemployed, worker, farmer stadents were each of 6%,
7% and 12%. So its indicated that housewives ane raffected in low back pain. A

turkish study claimed that about 31.2% housewives sauffered by lumber pain

(Taucer et al, 2009). The researcher found thatt miothe LBP patients were less
educated about primary level were 34%, SSC wereH8&, were 22%, and bachelor
or above were 19%. A Thai study stated that 46.¥xevat educated as primary level
(Tomita et al., 2010). In this study recommend theist participants are married
about 81.5% where a French study claimed that aB@#% married people are

suffered by low back pain (Perrot et al, 2009).

Out of 130 participants intermittent pain had (J8%nd constant pain had (22%).
The findings in this study most of the patient exgeced moderate type of pain at
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back in case of low back pain.1.5% patients suffédrem mild pain, 78.5% patients
suffered from moderate pain and 20% patient’s pais severe. A Survey of chronic
pain in Europe claimed that 46% had constant @#% had intermittent pain. And
also shows that, 66% patient suffered by moderaite, 34% suffered by severe pain
(Breivik et al, 2006). The study recommended thatpong 130 participants 97% of
patients with low back pain was aggravated by @exnovement, 2% were rotation
movement, and 1% were aggravated by extension menverAn Australian study,
The self reported aggravating activities of chrama specific low back pain patients
do not demonstrate a consistent directional paterrobservational study shows that
pain was aggravated on flexion (69.6%), extensB$50%) and unilateral directed
(0.9%). That means flexion movement was more aggeavthe pain (Wand &
Hunter, 2009). The study also shows that 90.8%atkpts with low back pain relief

from symptom by taking rest and 9.2% were reliefripvement.

In this study about 95.4% were response to medicand 4.6% were not respose to
medication. A European study also shows tletost half were taking non-
prescription analgesics, NSAIDs (55%), paraceta(d@Po), weak opioids (13%).
Two-thirds were taking prescription medicines, NBAI(44%), weak opioids (23%),
paracetamol (18%). Medication was response in ntajamf people. 40% had
inadequate management of their pain (Breivik e2@06).

In present study shows 80.8% patients were takeiqu® intervention and 19.2%
patients were not take any previous interventiono# patients with low back pain
44.6% were goes to general practitionar, 27.7% \wess to orthopedics, 6.2 % were
goes to physiotherapy,2.3% were goes to traditibwéder and 19.2% patient were
not take any previous treatment. Literature shdwas Patients with chronic low back
pain are more likely to see a family physician €b.tor their pain compared with
orthopedists 55.9%, physical therapists 50.5%, cdmibpractors 46.7 % (Savigny et
al, 2009). The result is varied due to differentéhe sample size. In this study also
shows that, in previous treatment 4.6% were effecd2.3% were partially effective,

and 32.3% were not effective.

In this study, about 64% patients had gradual sgmptand 36% had sudden

symptom. Location of pain present, 91% was in bd@@k, was in buttock, and both
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leg and thigh were in 1%. It was also suggest tifatocation of pain commonly in
back. Pain radiates 43.8% was leg, 21.5% are tfighd was back, 8.7% was
buttock. And 8.7% was no radiation. In this stutlpwed that the radiation on pain
commonly in leg. And relevant symptoms of pain lo¢ fparticipants are  55.4%
patients had parasthesia, 10.8% of patients hadness, 16.2% of had tingling pain,
10% of had pins and needles and 7.7% of patierdsnioarelevant symptoms. For
which 89.2% people were affected on ADL due to @d 10.8% people were not
affected.
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CHAPTER-VI CONCLUSION

Low back pain is a very common musculoskeletal @amrdin the developing country
where Bangladesh is not out of range. Most of thmrffered from mechanical
deformation of the spinal musculoskeletal strucaed complain about pain. In this
study the researcher explored the behavior of paiong the low back pain among
the low back pain. So the results of the study shthat female are most vulnerable
than male. From the study it can be concluded ttiteimost vulnerable age range is
30 to 49 years for low back pain. Household anddrenactivities are aggravating
factors to develop low back pain and relief by .radature of pain is mostly
intermittent in low back pain patient. Most of tRatient experienced moderate type
of pain at back in case of low back pain and gasponse to medication. The onset
of pain is more gradual than intermittent. Locatajrpain is back, buttock, and both
leg and thigh. In this study showed that the raalabn pain commonly in leg and.
The relevant symptoms of pain are parasthesia, nass) tingling pain, pins and
needles. Study shows maximum patients were takeou® intervention. Maximum
patient were goes to general practitionar at farsdl it was pertially effective. The
researcher gratefully acknowledges the participatio this survey study of all the
staff and patients who took part. Finally praisertp merciful Allah, as | completed

my research project successfully in time.

The recommendation evolves out of the content iichvthe study was conducted.
The aim of the study was to find out the behaviopan among the low back pain,

therefore main recommendation would be made. Funtdgearch of the different

perspectives emerged from the study, is recommenide®angladesh, as a new
profession physiotherapy practice should be stremglenced based so that can
develop a interrelationship with other professishatandard in comparison with the
support of the global evidence of rigorous. Thigetyof study should be considered
that need to be collected adequate resources tatlédge on this area could be
extended and later result can obtain to generatizéne population. During further

research it is recommended to take more samplds adéquate time to solve the

recent problems areas for better result and petispec
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APPENDIX

+gSwWLK AbygwZ ci

Avmmvjvgy AvjvBKzg / bg «i Avgvi bvg gvwROqv dviyK| Avwg GB
MztelYvwU evsjvt'k tnj_ cOfdkbm& Bbw+wUDU (we GBRc AvB) G KiwQ hv
Avgvi we Gmwm Bb wdwRIE_ivex $Kvim®©i Awafy3| hvi wikvbvg nj Owm. Avi.
we. tZ Avmv TKvgtii € v RwbZ tivMx$'i e vi aiYOAvwg GiTil wKQz
e"'Ww3MZ Ges Avbylw%2K cOkce RvbiZ Pvw"Q| hv Avbygvwi0-30 wgwbU mgq
wbie|

Avwg AvcbviK AeMZ KiwQ th, GUv Avgvi Aa’'qtbi Ask GeAb” tKvb Diltk”
GUv e’elZ nte bv| MtelK mivmwi GB Aa’qibi mvi_ ASZR bq| ZvB GB
MztelYvg AskMONnY Avcbvi eZO©gvb Ges fwel r wPwWKrmviKvb cOfve tdjte by|
Avewb th me Z_ " cO'vb Kiteb Zvi tMvcbxgqZv eRvq _v&iGes Avcbvi
cOwzte tbi NUbvcOevin GUv wbwdZ Kiv nte th, GB ZitDrm AcOKvwkZ

_vKte| GB Aa'gtb Avcbvi AskMOnY 1 ~"QvcOtbvw'Z Gascwb th tKvb mgq
GB Aa’'gb t_1K tKvb tbwZevPK djvdj QvovB wbiR1K cQ#vi KitZ cviib|

GQvov tKvb wbhw'©6 cOkee AcQ>" nij DEi bv t'Igv Ges/ferKviii mgq tKvb
DEi bv w'tZ Pviqvi AwaKvi Avcbvi AviQ)|

GB Aa’qfb AskMOnbKvix wnimie hw' Avcbvi TKvb cOkowiK Zvnij Avewb
MtelK gvwR©Oqv dviyKx A _ev Fgvt mwdKzj Bmijvg, cOfvIK wdwRlIE ivex
wefvM, evsjvik tnj_ cOtdmY Bbw+wUDU, wm Avi wc, nfwi, XvKv-1343 G
thvMvihvM KitZ cviib|

GUVv iiy Kivi AvEM Avcbvi tKvb cOkae AviQ?

Avwg Avcbvi AbygwZ wbigq GB mvivrKvi iiy KitZ hvw"Q?

n'vu bv

ASKMONYKVIXE ~ MW e
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MVIVIMONYKVIXT ~ AT e,

COBRST STATEMENT

Assalamualaikum / Namasker, my nameMiarzia Faruki, | am conducting
this study for a Bachelor project study titled “Befour of pain among the
low back pain patient attended at CRP.” from Badgth Health Professions
Institute (BHPI), University of Dhaka. | would likeo know about some
personal and other related questions about low lpatk. This will take
approximately 10 - 15 minutes.

I would like to inform you that this is a purelgademic study and will not be
used for any other purpose. The researcher is mettly related with
Musculoskeletal area, so your participation inrdgsearch will have no impact
on your present or future treatment in Musculodkélarea. All information
provided by you will be treated as confidential andhe event of any report
or publication it will be ensured that the sourdeimformation remains
anonymous. Your participation in this study is wvdhry and you may
withdraw yourself at any time during this study latut any negative
consequences. You also have the right not to anagwearticular question that

you don’t like or do not want to answer during mtew.

If you have any query about the study or your righta participant, you may
contact withMarzia Faruki, researcher and/ Md. Shofiqul Islam, Lecturer,
BHPI, CRP, Savar, Dhaka-1343.

Do you have any questions before | start?

So may | have your consent to proceed with theviee?

YES

a7



Identification no:

Name of the Patient:

Date:

Consent Taken :

Yes

No

NO

Signature of the Patient/Respondent

Signature of the Interviewer

Questionnaire

“Behavior of pain among the low back pain patient #ended at CRP”

Section 1: Socio demography Information

1. Age

|_llyrs

2. Sex [ Gender

Female =1
Male =2

3. Marital status

Married/living with partner =1
Unmarried/single =2
Divorced =3
Separated =4
Widow =5

4. Religion

Islam =1
Hindu =2
Christianity =3
Buddhist =4

5. Living area

Rural =1
Urban =2

0. Educational status

llliterate =1
Primary level =2
SSC =3
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HSC =4

Bachelor or above =5

Occupation

Daily Labor =1

Farmer =2

Housewife =3

Business =4

Driver =5

Van/ Rickshaw Puller =6
Service =7

Student =8

Electrician =9
Unemployed =10

Helper of Motor Vehicle =11
Tailor =12

Job at Abroad =13
Carpenter =14

Boat Man =15

House maid =16

Other (Specify):

L7

Section 2: pain related question

Onset of pain

Gradual =1
Sudden =2

Duration of pain

DD/MM/YY

10.

Number of episode

Times

11.

Location of pain (present)

Back =1
Buttock =2
Thigh =3
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Leg =4
Other =5

12.

Severity of pain

Mild =1
Moderate =2
Severe =3

13.

Affected limb

Right =1
Left =2

Both side =3
Other =4

14.

Nature of pain

Constant =1

Intermittent =2

15.

Radiation

No =1
Back =2
Buttock =3
Thigh =4
Leg =5

16.

Relevant symptom

Parasthesia =1
Anesthesia =2
Numbness =3
Tingling =4

Pins and needles =5

17.

Sensory loss

No =1
Yes =2

18.

If yes

Level

19.

Motor loss

No =1
Yes =2

20.

If yes

Level

21.

Reflex

Present =1
Absent =2

Diminish =3

22.

Effects of pain on reflexive work

Cough =1

50




Sneeze =2

Swallow =3

23.

Aggravating factor

Flexion =1
Extension =2
Rotation =3
Left side bending =4
Right side bending =5

24.

Reliving factor

Movement =1
Rest =2

25.

Progression

Worsening =1
Improving =2

Remain unchanging =3

26.

Affect activity of daily living

Yes =1
No =2

27.

Level of disability
(Personal care, social life,
travelling, employment /
homemaking)

No pain in activity =0
Pain in activity but no restrictior
=1
Pain and unable to continue lor

term activity (1 hour ) =2

Pain and unable to continue
short term activity (1/2 hour-10

min ) =3

Pain and full restriction in any

activity =4

N

28.

Response of medication

Yes =1
No =2

29.

Previous intervention

Yes =1
No =2
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30.

If yes

Traditional holder =1
GP =2
Orthopedic =3
Physiotherapy =4
Surgery =5
Other =6

31.

Response of previous treatment

Effective =1
Strongly effective =2
Partially effective =3

Not effective =4
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