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Editorial

Journal of Rehabilitatioms the journal of the Swami Vivekanand National Institute of
Rehabilitation Training and Researckhe missionof this journalis to publish significant
research which has important implications for téleabilitation of the physically challenged.
The Journal is committed to document the principles and practice of rehabilitation, and to
facilitate communication among educators, researchers and practitioners in thdHeeld.
fundamental goal of researdb to effect change anéxposure to new concept3he
knowledge through peer review and debate challenges prevailing otibedmd ultimately
brings thechange. Despite the rapid growth of training institutions and organizations
providing services to psons with disabilitiesiesearch in thé&eld is still a low priority area

and there is an acute shortage of published literature in the field of disability rehabilitation in
India. The journal of rehabilitation attempts to fill this vaaid bring a colasal knowledge
space to accumulate more technology and applicafibe current issubas a total oR0
articles, out of whichlL4 are based on empirical research studies, one articlisability

status in India, twaase and technical reparThe journalalso carries a special article about

the scope of neurmotor prosthesis in the field of rehabilitatidram sure these articles will

be of immense use to researchers, academicians, professionals and other stakeholders. |
compliment the contributors feneir greatefforts.

| solicit your thoughtful suggestions and the research articles which | am confident, would,
for sure, help making the journal more purposefappeal to all the experts, professionals
and others interested in the area of disabiléliabilitation to sendheir contributionfor
making it more comprehensive and timely.

Dr.P.P.Mohanty

Editori in-Chief
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Abstract

We studied retrospectively 33 hips in 26 children at an average of 9 years 5 months after
simultaneous open reduction, femoral shortening and Dega transiliac osteotomy for
developmental dislocation of the hip (DDH). All children westviieen 35 years of life at
surgery. At the latest followmp 89% of the clinical results and 72% of the radiographic
results were rated excellent or good. We attempted to identify factors influencing the final
result. Given the low complication rate (3%nd low reoperation rate (3%), we conclude that

the our surgical protocol is safe and effective in the treatment of DDH in young children.

KeyWords: Developmental dislocation of the hip, Surgical treatment, Femoral

shortening, Dega osteotomy



Introd uction

The treatment of developmental dislocation of the hip (DDH) has evolved considerably over
recent decades. The main objective of treatment remains an atraumatic relocation of the hip
as early as possible and maintenance of the reduction so thaiptican resume normal
development. In most instances, this can be accomplished by nonoperative methods if
patients report at the earliest. However, failure of conservative treatment and late presentation

are indications for operative treatment in DDH.

We began operating on children above 3 years of age in 2000 by the combined method. 26
cases were operated betweeb $ears of age. 7 cases were operated betwéegears of

age. Surgery is contraindicated above 8 years of age. So, retrospectively yzedmmalr

cases operated in that age. The aim of this study was to assess the clinical and radiographic
results of open reduction, femoral shortening combined with Dega transiliac osteotomy in
children with DDH . We attempted to determine the influence gé, anagnitude of
dislocation, ability to walk, previous conservative treatment, and absence of ossific nucleus

of the femoral head on the final result.

Materials and Methods

From 2000 to 2011, 63 cases of developmental dislocation of hip (DDH) werterepo

our Institute. 30 cases were below 3 years and 33 cases were above 3 years of age. 7 cases
were above 5 years of age. Chil dren | ess th
harness. Open reduction and capsuloplasty, or along with Degadigmtomy if required in

cases of failure in conservative management. Femoral osteotomy was not necessary in cases

with less than 3 years of age.



We reviewed the records of patients operated on for DDH who were abov8 yages of

age at surgery. Children who had follap shorter than 3 years or who had a neuromuscular
disease, infection of the hip, or teratologic dislocation were excluded, as were patients who
had had any

procedure on the hip other than open reduatmmbined with femoral shortening and Dega
transiliac osteotomy before or at the time of index surgery were excluded from our study.

Children above 8 years were managed by other methods.

Twenty-six children with 33 dislocated hips were available forgtugly. There were 18 girls

and 8 boys. In seven children dislocation was bilateral. Mean age at surgery was 48 months
(range 3660 months). Twelve hips were operated on in the third year of life, 21 hips in the
fourth year of life. Mean age at the latésliow-up was 7 years (rangé 13 years). Mean
follow-up was 6 years (rangelllyears).

Prior to the index surgery 7 children (12 hips) had documented conservative treatment like
POP casting and Pavli ko6s har nidsmontlgsfOthers me an

were not availed any treatment.

Surgical Technique

Surgery started with percutaneous adductor tenotomy. Then an extended anterolateral
incision is made starting 1 cm inferior and posterior to the anterior superior iliac spine and
extending disdlly over the proximal part of the femur, centered over the greater trochanter.
The interval between the tensor fasciae latae muscle and the sartorius muscle is developed.
Part of the abductor muscles and the periosteum are separated from the iliunst@uso d

the iliac apophysis) and from the hip capsule back to the sciatic notch. The capsule is opened



1.5 cm parallel to its attachment; the cavity of the acetabulum is inspected and cleared of soft
tissue, including the ligamentum teres. The transvigsenent is divided. The labrum is
preserved. The tendinous portion of the iliopsoas muscle is isolated from the capsule and
transected. At this stage the femoral head is gently reduced into the acetabulum anfl a test
stability is carried out. If flexiorand abduction is necessagd sufficient for hip stability,
femoral shortening derotation varus osteotomy is performed by a lateral incision. Cut femoral
pieces were preserved. The osteotomy was fixed with recon plate and screw. Then Dega
osteotomy is p#ormed to decrease acetabular dysplasia and to enhance containment of the
femoral head. The osteotomy is curvilinear, starting just above the anterior inferior iliac
spine, curving gently approximately 1 cm above the acetabular rim, and then continuing
posteriorly to end in front of the sciatic notch. The uncut inner cortex around the sciatic notch
is the pivot point for the acetabular roof that is repositioned in a manner reflecting the
existing deficit. The new position of the roof is secured with twoectly sized femoral bone

grafts. The stability of the reduction isegaluated; if it is satisfactory, closure and spica cast

is applied with the hip in slight flexion, approximately 10 degrees of internal rotation, and 20
to 30 degrees of abduction. rEle weeks later the stitches are removed and cast applied. The
cast is worn for 6 weeks, and after radiographic assessment progressive exercises are begun.

Walking is allowed 3 to 4 months after surgery.

Preoperative radiographs served to establish the of dislocation according to Tonnisl
(Table 1) (Fig. 1,3) and values of the acetabular index,iséelt angle, and anteversion
angle according to Rippsteifh955. The presence or absence of avascular necrosis (AVN) of
the femoral head was determineding the criteria of Saltey 1969 and later classified
according to the TonniKohlman classification(Tonnis 1987) (Table 2). At the latest

follow-up, clinical data were recorded and results evaluated with modified M(¥C84)



criteria (Table 3), whilethe radiographs (AP and Rippstein views) were used to assess
radiographic results. The ceritedge (CE) angle of Wiberg was measured for every hip. The
acetabular index in hips with open triradiate cartilage and the Sharp angle in all hips were
determined The true nedkshaft angle and true anteversion angle were calculated and
femoral head sphericity was evaluated according to Mose to assess the proximal end of the
femur. The size of the femoral head on the involved side was related to the contratigeral s
for evalwuation of Severinbs <classification
using the criteria of Salter et al; its magnitude was graded according to the classification of

Bucholtz and Ogden(Table 5).

Results

Preoperative radiologic assesent revealed grade Il dislocation in 18 hips and grade IV in

15 hips. The acetabular index ranged from 23 to 50 degrees (mean 36.1 degrees). The true
neck shaft angle ranged from 110 to 143 degrees (mean 127.3 degrees). The true anteversion
angle rangedrom 46 to 83 degrees (mean 62.6 degrees). In 5 hips the ossific nucleus was not

visible on the preoperative radiographs .

AVN was observed in 15 hips (10 hips grade |, 1 hip grade Il, 4 hips grade IV according to
the TonnisKuhlman classification). Allhips were operated on with the method described
above. The postoperative course was uneventful, with no early or late infection being
observed. One hip (3%) redislocated 5 months after surgery, but revision surgery resulted in

stable, concentric, and perneat reduction.



Clinical Evaluation

At the latest followup no patient reported hip pain; a positive Trendelenburg sign was
recorded in one patient and significant limp in one patient. A minor decrease in the range of
motion was noted in 11 hips; leg tgh discrepancy exceeding 1 cm was found in one
patient. Ten children had equal length of lower extremities. Eigimg percent of the hips

were rated as excellent or good by the McKay criteria. Tlwere no poor results. (Fig. 6,7)

Radiographic Evaluation

The Wiberg angle ranged from 18 to 50 degrees (mean 33 degrees). The only hip with a
Wiberg angle below 20 degrees was found in a patient less than 13 years of age. The
acetabular index ranged from 3 to 22 degrees (mean 11 degrees). The Sharpngedle ra
from 31 to 50 degrees (mean 41 degrees). The reorientation of the acetabulaasoof
maintained in all operated hips, and no graft was dislodged. No injury to the lateral acetabular
epiphysis or triradiate cartilage occurred; further developmenthef a@cetabulum was

undisturbed in all cases.

The true neckshaft angle ranged from 115 to 156 degrees (mean 130 degrees); compared
with preoperative assessment, it remained practically unchanged. There was no non union in
the femoral osteotomy site.The éranteversion angle ranged from 24 to 69 degrees (mean 46
degrees); compared with preoperative evaluation, it decreased by 17 degrees but in nine hips
exceeded 50 degrees. The Shenton line was markedly broken in three hips. Nine hips (48%)
werein coxa maga according to the criteria of Gamplf85 Shenton line was evaluated to

assess the femoral head/acetabulum relationship. Radiologic results were evaluated according



toSeverindés classification (Table 4)eraThe pr
of Salter et al; its magnitude was graded according to the classification of Bucholtz and

Ogden (Table 5).

All hips were subdivided into the following categories: treated and not treated conservatively,

with grade 11l and IV of dislocation, operated on in the third and in the fourth year of life.

The correlation between the final result and the variableg wealuated with the Mann
Whitney test. Qualitative variables are dichotomous; the result is quantitative but presented in
ordinal scale, which along with relatively small number of the hips in the subgroups justifies

the use of the MankVhitney test for wtistical evaluation of the results.

Discussion

Our resultd 92% excellent and good clinical results and no poor clinical résulese
comparable with other investigatiofBerkeley 1984) (Haidar 1996) (Zadeh 2000} our
radiographic results were alsas good as those noted by other auti{Berkeley 1984)
(Gulman et al, 1994) (Puchar et al, 199Bkga transiliac osteotomy virtually eliminated
acetabular dysplasia in all cases and allowed further undisturbed acetabular development. The
femoral head carage was excellent, with the CE angle of Wiberg alone qualifying all hips

as Severin class | ( Figs. 2,4 and 5). We are aware that the rationale behind doing any pelvic
osteotomy after 36 months of age. Femoral osteotomy was necessary in all casemesince
stage procedures render better results than multistage ones, it seems justified to supplement
open reduction , femoral osteotomy and Dega osteotomy at a go . Moreover, the risk of AVN
is decreased since the hip is more stable and immobilization dasstadical. Similar views

were offered before by othefslaidaret al, 1996) Zadehet al,2000(Koizumi et al, 1996)



(Morcuendeet al 1997 (Ferguson 1973 (MardamBey and MacEwen198p ( Wierusz

Kozlowskaet al,2004)

Since all hips included in thistudy proved unstable at the intraoperative test, transiliac
osteotomy was performed in all cases. The deformity of the proximal end of the femur, which
we attribute to AVN existing already prior to surgery in 15 hips, was responsible for lower
radiograplc rating (Severin class Il and IIl) . Femoral osteotomy could not be avoided in any
case due to the result of intraoperative stability test but also due to the fact that all our
patients were above 3 years of age, so the risk of developing AVN waselgldtigh. In

some hips excessive anteversion of the femoral neck in combination with high value of the
neck shaft angle resulted in breaking of the Shenton line on AP radiographs and a worse

radiographic rating (Severin class IV) despite a satisfactonewa the Wiberg angle.

Coxa magna, although it developed in 32% of hips, did not interfere with the sphericity and
did not worsen the final result. It was also not directly related to AVN. Similar observations
have been presented by othdGamble 1985)( O6 Br i &alter188% dPucherand
Piskorskj

1992).

AVN that we attribute to surgery appeared in one hip (3%); this rate compares favorably to
other reports. However, the total number of hips with AVN regardless of its origin remains a
concern. We i@ aware that our assessment may overestimate the proportion of good

radiologic results, since we agree with other autt{desleh 2000) luhmannet al1998



(Weinstein 200D that radiographic assessment of the hip with AVN before termination of
growth ispreliminary. That was true for the majority of hips in our study. The reoperation
rate for redislocation in our series (3%) also compares favorably with other r@gfadeamnchi

et al, 1982 (Mau et aJ 1971) Roose et al1979 ( Gibson & Benson 198pSine no
subgroup had significantly better results than the others, we conclude that the grade of
dislocation, walking prior to surgery, age, and earlier conservative treatment did not matter in
this study. Also, the absence of the ossific nucleuhi®ffemoal head prior to surgery did

not seem to pose any additional risk for the operated hip joint, and we do not advise
postponing surgery because of that. This finding also confirms the results of(Btharst

al, 1990) (Luhmann et al, 1998)

Recent develpments in DDH surgery have resulted in several protocols. The number of
advocates of open reduction alone seem to decrease, as the reoperation rate is unacceptably
high (Kalamchiet al,1982 (Mau et aJ 1971) An intraoperative test of hip stability alng

for the choice of procedure supplementing open reduction should probably be considered a
gold standard. The choice of pelvic osteotomy type is still debatable. Dega osteotomy seems
to combine the advantages of Salter osteotomy (reorientation of #tabatum) and

Pemberton osteotomy (reshaping of the acetabulGmidziak &Ward 2001)

In 2001 Grudziak presented a detailed description of the Dega transiliac osteotomy in English
literature(Grudziak &Ward, 2001), but it had already been reportedeasly as 1964 in the
German literature. The procedure gained great popularity in P¢Emubak& Napiontek

1995 (Dega 1963 ( Sengeret al, 1988 ( Reichelet al, 1996 (Grill 1984) and to some extent

in the neighboring countrigsReichelet al,1996 (Grill 1984).



Femoral shortening effectively lengthens the muscles surrounding the hip, thereby reducing

the force required to achieve concentric reduc{@alpin et al, 1989)The use of femoral
shortening has been shown to decrease the complicatsseiated with open reduction,
particularly redislocation and avascular necrosis (AYBohoenecker &treckey 1984)lt is
generally accepted that Ahi gho dislocations

from a femoral osteotomy.

Our overall results appear to be comparable with other series, but we did not attempt any
direct comparison with other series since there are too many differences in patient selection,
operative techniques, length of follewp, criteria for secondargurgery, and classification
systems used among the reported series, as noted pre\iwaddh, 200Q)We are also aware

of thedrawbacks of all classification systems, including the most popular system of Severin,

as noted previouslfwwardet al, 1997)

However, the results of our series show open reduction combined with femoral and Dega
transiliac osteotomy to be a safe and efficient method for the surgical treatment of DDH in
selected patients between 3 to 5 years of life. Now we are confident ofioperases of

more than 5 years with low complication rate which will betopic offuture research.
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Appendix

TABLE 1.

DDH Types Accordingto Tonnis Grade Criteria
| Capital femoral epiphysis medial to Perkins line

Il Capital femoral epiphysis medial to Perkins line, but below the level of the superior
acetabular rim

[Il Capital femoral epiphysis at the level of the superior acetabular rim

IV Capital femoral epiphysis above the level of the superior acetabular rim



TABLE 2.
Tonnis and Kuhlmann Classification of AVN of the Proximal End of the Femur

Grade Description

1 The mildest grade of pathology; the structure of the capital ossific nucleus is slightly
granular and somewhat irregular, and its margins are somewhat indistinct. Generally this
condition is seHimiting and without sequelae.

2 The margins of the ossifinucleus are more irregular, and its structure shows greater
mottling and granularity than in grade 1 cases; cystic changes may be present within the
ossific nucleus. This category also includes the presence of puaghddfects, which often
appear as amall lateral notch in the surface of the head. These changes tend to regress with
time, sometimes leaving a mild flattening of the head.

3 The ossific nucleus as a whole is fragmented or appears as a flat strip. Very small ossific
nuclei may become cortgiely disintegrated. This grade may develop even before the ossific
nucleus has appeared, in which case the necrosis will not

become manifest for some months. Deformity of the femoral head and neck is apparent
initially but may resolve if the physis is damaged.

4 There is involvement of the physis, leading to serious growth. Irregulaties may be seen
along both edges of the physis, though in some cases metaphyseal involvement is not

apparent until valgus or variigpe growth disturbances and shortenif¢he femoral neck
have occurred.

TABLE 3.

McKayodos Criteria Modified by Berkeley et al
Grade Rating Decription

| Excellent Painless, stable hip; no limp; more than 15 degrees of internal rotation

IlGood Painless, stable hip; slight | imp or d

N Fair Minimum pain; moderate stiffness; posi

IV Poor Significant pain

TABLE 4.
Severin Criteria for Evaluation of Radiographic ResultsClass Description

Centeri Edge Angle (degrees)
| Normal appearance >15i(83 yrs) ,>20 (>14 years)

Il Mild deformity of the femoral head and neck or the acetabulum 1E3(%rs), >20 (>14
yrs)



[Il Dysplasia or moderate deformity of the femadnald and neck or the acetabulum, or both ,
<15 (513 yrs) <20 (14 yrs)

IV Subluxation of the femoral head
V Articulation of the femoral head with a false acetabulum

VI Redislocation

TABLE 5.
BucholzOgden Classification System of AVN of the Praral Femur
Type Description

| Changes limited to femoral head; metaphysis not involved; hips usually heal without
significant growth disturbance; outcome not compromised. Irregular ossification of the
femoral head with no abnormalities of ossificationh& metaphysis is the hallmark of type |
AVN.

Il Lateral metaphysis shows evidence of injury; femoral head grows into valgus deformity
following premature lateral epiphyseal closure; relative overgrowth of greater trochanter

[l Entire metaphysis affected; femoral neck extremely short, with marked trochanteric
overgrowth

IV Lucent defect along medial metaphysis indicates growth disturbance of medial growth
plate, which causes femoralhead to grow into varus deformity; relatergrowth of greater
trochanter

FIG 1- A CASE WITH UNILATERAL DISLOCATION



FIG 2- POST OPERATIVE FIVE YEAR FOLLOW UP

FIG 3- A CASE WITH BILATERAL DISLOCATION



FIG 4 POST OPERATIVE XRAY LEFT HIP WITH 7 YEARS FOLLOW UP

FIG 5 POST OPERATIVE XRAY RIGHT HIP WITH 7 YEARS FOLLOW UP



FIG 6- POST OPERATIVE CLINICAL PHOTO WITH 6 YEARS FOLLOW UP OF
UNILATERAL DISLOCATION

FIG 7- POST OPERATIVE CLINICAL PHOTO WITH 6 YEARS FOLLOW UP

The first author can be contactedakti2663@yahoo.comnd 99437742303



mailto:sakti2663@yahoo.com

Effect of HANDLE technique and Sl intervention on children with Autism: A
comparative study

Anurupa Senapati, Assistant Profes&stOD.

Department of Occupational Therapy

Abstract:

Children with Autistic Disorder can demonstratgreat deal of variability in their abilities

and reactions to sensory experience and sensory stinidasroversieexist regardingthe
efficaciessensorytherapy.The objective of this study i® find out the effectiveness of S |

and HANDLE approach independently and in combination on children with au@iém
autistic children with scores above 30 on CARS were randomized in to 3 groups: one
receiving S.I and HANDLE techniques, the second graegeiving S.| only and the'3
receiving HANDLE only. émonths after the interventiahere is a significant trend in the
development of all four factors of ATEC on children with Autism in grdupfollowed by
Groupi B andC.

Keywords: Autism spectrundisorders, sensory integration

Introduction: Children with Autistic Disorder can demonstratgreat deal of variability in

their abilities and reactions to sensory experience and sensory stin@ilidren diagnosed

with Autism are usually more suscdpé to Anxiety Disorders, Stress and feelings of Anger.
Autism and anxiety go hard-hand.Chronic oversecretion of stress hormones adversely
affects brain function, especially in laying down a new memory, or from accessing already
existing memories.

The sustained stress can damage the hippocampus , the part of the limbic brain which is

central to learning and memory.

Clinician frequently combine play and developmentally based approach with sensory
integration theory in a complimentary manner to asses$ treat the child with autistic
disorder such as HANDLE(Judith2005).The treatment approaches vary from biomedical to
behavioural from working with splinter sensory mechanism to sensory integration. The array

of approaches knows no boundary.



Idiosyncitic response to sensory stimuli and unusual motor pattern has been reported
clinically in young children with autism. The aetiology of this behaviour features is the
subject of much speculation. Many sensory and motor based intervention has evolged for u
for children with autism to address such issue. However much controversy exist about the
efficacy of such therapyBaranek G).Therefore irthis study attempt has been made to find

out the effectiveness of S | and HANDLE approach independently and in combination on

children with autism.

Aim & objective:

Aim of the study: To find out the effect of Sl intervention and HANDLE approach alote
combining on children with autisrithe djectivewasto develop the evidence based practice
of HANDLE approach combine with Sl intervention on Children with autism.

Hypothesis: There is a difference in the development of children with autism in regeivi
both of SI and HANDLE intervention than S.I intervention only, who in turn report higher
development than HANDLE intervention only.

Null hypothesis: There is no difference in the development of children with autism receiving

both S| and HANDLE intervdion than S.I and Handle intervention alone.

Literature review:

James A.Griffin, PH. D of the child development and behaviour branch at the Eunice
Kennedy Shriver National Institute of child health and Human development August 2012
done a study stress snanpair learning ability in young children. They concluded in their
study that working to reduce inappropriate environmental stresses facing young children
would not only improve their overall well being also improve their ability to learn in the

school

Dr. Theohari des in 2012 stated in his pape
that the children with Autism could be suffering from poor adrenal function sometimes called

adrenal fatgue adrenal exhaustion.

Resources from science leamiim Frankline institute in 2004 stated th@ahronic over

secretion of stress hormones adversely affects brain function, especially memory. Too much


http://www.ncbi.nlm.nih.gov/pubmed?term=Baranek%20GT%5BAuthor%5D&cauthor=true&cauthor_uid=12463517

cortisol can prevent the brain from laying down a new memory, or from accessing already

existing memories.

The renowned brain researcher, Robert M. Sapolsky, has shown that sustained stress can
damage the hippocampus , the part of the limbic brain which is central to learning and
memory Roseann C. Schaafl, Teal Benevides, Erna Imperatore Blanche et altisaited
there is preliminary evidence that the children who demonstrate severe sensory modulation
disorder demonstrated a trend for low base line parasympathetic activity.

Schaaf, Miller,Seawell 8O0 keef e in 2003 stated that the
modulates the visceral and neuroendocrine system to maintain homeostasis and self
regulation as well as recovery from a stresser or challenge, it is an important factor for

behavioural adaptatn to stimuli).

(Reynold 2009)Children with over responsiveness likely to have clinically significant
anxiety

Dr. Ayres stated that the objective of therapy for autistic child is to improve the sensory
processing so that more sensation is effectivetystered and modulated and to encourage
the child to form the simple adoptive responses as a means of helping him to learn and to
organise his behaviour.

David H. Lewis, Judith P. Bluestone, in 2006 had done a study in head injury. The subjects
were implemented a program of activities specifically designed to strengthen weak areas of
their sensory motor processing in the same manner as HANDLE activitiesreshlts
showed that all five subjects reported improvements at their monthly visits with their
HANDLE practitioner.

Methodology: The study was conducted in the department of Occupational therapy,
SVNIRTAR from July 2009 to July 2012.

Study design:Different subject non parametric experimental study design.

Inclusion Criteria:

Age: 3 to 6 years of both gender

Diagnosed to have autism based on CARS

Having a rating above 30 in the CARS



Exclusion criteria:

Mental Retarders

Other congenital DevelopmertDisorder

Epilepsy

Any surgical procedure for correction of deformity, soft tissue release etc.

Instrumentation:

Screening tools

Child hood autism rating scale(CARS)

Sensory profile

Outcome measures Autism treatment evaluation checklist (ATEC)

Procedure: All the subjects were screened to confirm having Autism by using CARS. 90
subjects were selected those full filing the inclusion criteria .The subjects were conveniently
devided in to three group, All the subjects were undergone structured and tunstiuc
evaluation. Sensory profile was also done for all the children to find out the stereotypical
behaviour and level of sensory processing disorder, based on these individualised activities
of gentle enhancement and S.I intervention were planed. Bas#dita were obtained by
using ATEC before the treatment. All the subjects were undergone for six month of
treatment. The subjects of Group A had undergone for S. | and HANDLE interventions
together. The subjects of Group B had undergone for S.I intermentily. The subjects of
Group ¢ had undergone for HANDLE intervention only. At the end of six month of
intervention the post treatment data were obtained. Pre and post treatment score of ATEC

were taken for statistical analysis.

Data analysis:

All the four component of ATEC such as speech/ language/ communication, Sociability,
cognitive/ sensory awareness, Health/physic/ behaviour were analysed separately.The test
parameters were compared before and after the therapy. The null hypothesisedasites

level of significance at P< 0.01.Janckheere Trend test was used to find out the difference
between the groups and group A will do better result than group B and group C.

Result:

The analysis of the data gives the following descriptive statiand the test results

Tablel shows the descriptive characteristics of the data.



SI No | Baseline data GroupA GroupB GroupC

1. No of subjects 30 30 30

2. Age range 3to.6 years | 3t0.6 years | 310.6 years
3. Mean age 4.5 4.2 4.3

4. GenderM/F 25/05 28/02 26/04

Table2 Shows the mean difference Score of all four component of ATEC in all three group.

Variables GroupA Mean diff | GroupB  Mean| GroupC Mean diff
diff

Speech/ languagg¢ 8.3 4.8 4.3

communication,

Sociability 9.5 6.2 4.2

Cognitive/ sensory| 8.8 6.6 4.7

awareness

Behaviour were analyse 8.2 6.6 5

separately

Table3 shows S value of Janckheere Trend test in all the four component of ATEC

Variables A value B value S value P value
Speech/ 1418 2700 136 0.01
language/

communication,

Sociability 1422 2700 144 0.01
Cognitive/ 1435 2700 170 0.01
sensory

awareness

Behaviour 145 2700 190 0.01

The above result reveals that all the four components of ATEC were significant at p<0.01.
This means that there is a significant differemteahe development of all four factors of
ATEC such as speech/ language/ communication, Sociability, cognitive/ sensory awareness,

Health/physic/ behaviour in all three groups. It also suggest that there is a significant trend in



the development of all faufactors of ATEC on children with Autism in group reporting
most satisfactory development followed by Gréipand the grow& result the lowest.

Graphl shows the mean difference of all four component of ATEC in all three group.
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Discussion:Group A subjects would have shown better result due to the improvement in
self regulatory behaviour due to Sl intervention the statement may be suppoRethdrys
JE, King-Thomas I, Boccia ML.2007 who stated that Classical sensory integration therapy

may be associated with improved sel§ulatory behaviours, as the S.I inemion focuses
on processing of information and emphasises planning abilities in novel circumstances to

develop a wider repertoire of capabilities in a variety of situations.

The subjects of group A also had received gentle enhancexagrdr HANILE activities.

There may be reduction of stress due to implementation of HANDLE acvities which would
have enhance the efficiency of learning. The above statement may be substantiated by
Marlene Suliteanu, 2005 she had concluded in her study that Anyonadsgpdis and her

life challenges according to the neurodevelopmental integration that determines capability to

function, whether the life challenge is considered emotional, physical, academic or social.


http://www.ncbi.nlm.nih.gov/pubmed?term=Roberts%20JE%5BAuthor%5D&cauthor=true&cauthor_uid=17944293
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http://www.ncbi.nlm.nih.gov/pubmed?term=Boccia%20ML%5BAuthor%5D&cauthor=true&cauthor_uid=17944293

Since HANDLE programs address neurodevelopmantagration, they affect all areas of
function. As HANDLE views all behavior as communication, rather than symptoms to be
masked or controlled. The human behaviors can be seen as expressions of the functioning of
the various parts of the body, especiaifythe nervous systems and the brain. These systems
interact with each other dynamically, and when one is stressed or disabled, another may
reflect the stress. Handle understand that stressed systems do not get stronger there for
through skillful observidon and analysis the therapist can decided which systems need to be
protected to reduce stress and gently enhanced to reduce symptomatic behaviours.

The focus of both approaches is to stimulate parts of the brain that research has shown to
have some staiural abnormalities. These approaches attempt to increase function in those
parts of the brain that manage novelty or encourage other structure within the nervous system
to develop this function.

Conclusion: From the above studyt can be concluded th#éthe simplest way of handling

such children will emerge once we understand how to unravel the tangled threads of
behaviour gently through gentle enhancement and reweaves them into a more supple fabric
through Sl intervention. Compromise and cross educatitinoften help professional to
develop broader view and collaborate to create effective strategy in their intervention

planning for autism.

Limitation and Recommendation:
Follow up assessment has not been done.

Further study with diffe¥nt approaches can be done.
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Abstract:

Background and Purpose:Mechanical neck pain is characterized by restrictioranfie of

motion and functional limitations and is an importsotioeconomic burden to society,

affecting 10% to 20% of thgopulation at any given time. Clinical practice guidelines
recommendhe use of manual therapy for managing mechanical neck disorders. The purpose
of the study was to compare the effectiveness of Maithaolilization and Mulligg n 6 s
mobilization along with exercises on paiange of motion and functional ability in subjects

with mechanicaheck pain.

Methods:

Design: Experimental. Double Blind study

Sample:30 subjects (18nales and 11 females) were recruited from the outpatient

department o0SVNIRTAR.
Sampling: Random

Inclusion criteria: Subjects in 21 45years of age, complaint of insidious onset of pain that
has lastedor less than 12 weeks and reduced range of motion in extensiofiegida and

rotation to one or bothkides.



OutcomeMeasures:Pain (Visual Analog Scale), Range of motion (180 degoee@ometer)

and Neck Disability index

Procedure: After the subjectsad fulfilled the criteria and signed the informed consent,
subjectsvere randomly assigned to one of thgroups and assessed d@pendant variables
by an examiner blinded to group allocation. Rosaisurement readings were taken after 2
weeks of therapy. Groupréceived Maitland (Central and Unilateral PA) and strengthening
exercises. Group Il receivedulligan SNAGS and strengtheniegercises. Both groups

received therapy intervention for a period afi@eks. (5 days a week, one session per day).

Data analysis:Thedependant variables were analyzed using repeated measures ANOVA.
All pair wise, post hoc comparisons was done using a .05 levslgfificance.

Results:

Repeated ANOVA tests yielded no statistically significant resul®M, pain & NDI
(P>0.05) between groupdowever, significant within group differences were observed in
ROM pain & NDI (P=0.00)

Conclusion and Clinical significance:

Mulligan mobilization is as effective as Maitland mobilizatiomeducing pain, improving
ROM and disability, when combined wiéxercise. Multimodal approach including manual
therapy and exercise is

a pdentially useful intervention in the management of mechanical disokders.

Keywords:

Mechanical neck pain, Maitland, Mulligan, Exercises



INTRODUCTION

Neck pain contributes significantly to individual suffering and it is one of the most common
problems in primary health care. Neck pain and its related disability cause an important
socioeconomic burden to society. (Cote P, Cassidy JD, & Carroll L. 20@9}He second
largest cause of time off work, after low back pain (Wells GA, Tugwell P, et al. 2001;
Kvarstrom S. 1983).The number of individuals with cervical dysfunction has markedly

increased in recent years.

Neck pain is defined as the pain pereeias arising in a region bounded superiorly by the
superior nuchal line, laterally by the lateral margins of the neck, and inferiorly by the
imaginary transverse line through T1 spinous process (Merskey & Bogduk, 1994). The main
feature of neck pain is pain the cervical region, often accompanied by restriction of range
of motion and functional limitations (Ariens et al, 1999). Because most neck pain has no

specific, identifiable cause, it is diagnosed as mechanical neck pain (Bogduk N, 1984).

Wolsko et al conducted a telephone survey in the US involving 2055 Engpshking
adults. This study demonstrated that 54% of participants in the survey who were suffering
from neck or back pain sought treatment from complementary health practitioners, mcludin
manual therapistdvlanual Therapy applied to patients with rgpecific neck pain has been
investigated several times with no concrete restilierefore, determining the effectiveness

of manual therapy for the treatment of neck pain is important.

Maitland mobilization is one of the most common manual therapy approaches in cervical or
cervicobrachial pain. This method attempts to evaluate the effectiveness of treatment by
assessing the segment al movement t hrethodi s | i
would seem to have face validity (Tuttle, 2005). Reduced segmental movement is assumed to

be associated with patientds symptoms and tF
Within session changes are presumed to occur and severaksiistiehave confirmed that
immediate changes do occur following manual therapy of the cervical spine (Cassidy et al,
1992a, 1992 b, Whittingham et al, 2001). A more important assumption is that within session
changes are valid predictors of between sesgianges. In other words there is some lasting

changes associated with the immediate change (Tuttle N, 2005).



The Mulligan <concept i's now an integral co
clinical practice. The concept has its foundation built onekaltb or nés ( 1989) pr
restoring the accessory component of physiological joint movement. Unique to this concept is

the mobilization of the spine whilst the spine is in a weight bearing position and directing the
mobilisation parallel to the spintdcet planes (Mulligan 1999). Mulligan proposed that when

an increase in paifree range of movement occurs with a SNAG (sustained natural
apophyseal glide) it is primarily the correction of a positional fault at the zygapophyseal joint,
although a SNAG ab influences the entire spinal functional unit (SFU).

Despite claims of miraculous results using cervical SNAGs (Mulligan 1994b, 1999), an
English language search of Medline (1886ptember 1999) and CINAHL (1982eptember

1999) online databases, appgmoate texts (Petty & Moore 1998; Mulligan 1999), and cross
referencing ofretrieved literature found no empirical evidence for the efficacy of cervical
SNAGs Literature on the efficacy of Mul | i gan
descriptive or ase report publications (Wilson 1994, 1997, 2001; Exelby 1995,1996, 2001;
Vicenzino & Wright 1995; Het herington 1996;
Miller 2000).

However, while studies have looked at the effects of Maitland mobilization on sympto
relief, to date no work has specifically looked at the effects of Mulligan mobilization. This

provided the focus for the present work.

METHODOLOGY

Design: Experimental. Double Blind studpample: 30 subjects (19 males and 11 females)
(age range: 21 45).Inclusion Criteria: history of insidious onset of pain that has lasted for
less than 12 weeks and reduced range of motion in extension, side flexion and rotation to
both sides and were assessed by a Physiotherapist as having neck pain that is rigchanica
nature. Exclusion criteria: contra indications to manual therapy and radiculopathy.

Sampling: Random .

The institutional ethical committee of SVNIRTAR provided ethical clearance for this study.

All subjects provided written consent before entethegstudy.



OUTCOME MEASURES

Pain:

Horizontal visual analog scale (VAS) was used . It is shown to be valid and sensitive (Murin
and Rosen 1985, Kramer et al 1981) and has a reasonable degree of reproducibility ( Revil et
al 1976).

Range of Motion

Goniometry was performed using a universal goniomé&wren cervical range of motion
measurements on cervical spine is made by the same examiner, it has good to high reliability
(Youdas et al, 1991).

Functional outcome measure by Neck Disability index (ND

It is composed of 10 functional activities. Each section has got 6 options. Subjects marked in
only one box that applied them. This test has been shown to be reliable, valid and responsive
functional outcome measure for evaluation of patients with carnpain with associated

problems (Vernon et al 1991).

PROCEDURE

After the subjects fulfilled the criteria and signed the informed conseijects were

randomly assigned to any one of the 2 groups. The allocation ratio was 1:1. Each treatment
allocation was placed in a sealed, sequentially numbered envelope. Envelope given to
patients was opened by an individual blinded to upcoming treatment assignbetaited

examination was done and then the subjects were assessed for dependant variables.

1 Group | reeived Maitland mobilization and strengthening exercises. Maitland
mobilization techniques chosen were central PA.
Parameters:
Ratei 2-3 oscillations per second
Intensityi grade 1IV. Depending upon the indication
Frequency 3-4 mobilization of the jait lasting approximately 30 seconds each.

1 The Il group subjects received Mulligan mobilization and strengthening exercises.
The point of application of glide was on the spinous process. The accessory glide is
always applied in a superoanterior directiparallel to the facet plane. All

mobilizations were repeated for 6 times.



Both groups received therapy intervention for a period of 2 weeks. (5 days a week, one

session per day).

Exercises were advised to the patient with a dosage of one seteyfetlion with 6 seconds
hold, 10 seconds rest between the repetitions :Isometric exercises for neck flexors, extensors,
side flexors (both sides) and rotators (both sides); gravity strengthening to Rhombois,

middle and lower trapezi.

DATA ANALYS IS

The dependant variables were analyzed using repeated measures ANOVA. There was one

between factor with two levels (Group), and one within factor (time). All pair wisej post

comparisons was done using a .05 level of significance.
RESULTS

There was amain effect for the time but the main effect for the group did not achieve
significant level. This main effect did not attain significant for the group x time interaction

for all the movements.

Dependent Effect for Time Effect for Group GroupxTine
variable interaction
Pain (VAS) F(1,28,0.05)=310 | F(1,28,0.05)=2.703 | F(1,28,0.05)=.481,
.173,P=.000 ,P=0.111 P=0.494
Extension F(1,28,0.05)=88. F(1,28,0.05)=1.245 | F(1,28,0.05)=1.711
914,P=0.000 , ,
P=0.274 P=0.201
Side F(1,28,0.05)=50. F(1,28,0.05)=0.150 | F(1,28,0.05)=0.766
Flexion to 716,P=.000 , ,




R | Left P=0.701 P=0.389
o
M
Side F(1,28,0.05)=33. | F(1,28,0.05) F(1,28,0.05)=1.531
Flexion to | 777,P=0.000 ~0.065,P=0.801 ,
Right P=0.226
Rotation to | F(1,28,0.05)=52. | F(1,28,0.05)=0.102 | F(1,28,0.05)=0.000
Left 090,P=0.000 , ,
P=0.751 P=0.984
Rotation to | F(1,28,0.05)=73. | F(1,28,0.05)=0.023 | F(1,28,0.05)=0.124
Right 673.P=0.000 , ,
P=0.879 P=0.727
Neck  Disability | F(1,28,0.05)=99. | F(1,28,0.05)=0.007 | F(1,28,0.05)=2.182
Index 685.P=0.000 P=0.935 P=0.151
DISCUSSION
Pain

The facet joint capsule consists of 4 types of mechanorecef@oitsof these type | and type

Il mechanoreceptors are involved in the pain modulation. These receptors get stimulated as a
consequence of stretch of the capsule brought about by spinal mobilization. An afferent
impulse is sent to higher centers through thege diameter myelinated neurons which
modulates and inhibits the incoming nociceptive information. Passive joint mobilisation may
therefore provide pain relief by activating this spinal gate control mechanism (Melzac & Wall
,1965).

Another mechanism byvhich mobilization inhibits pain is the activation of the the
sympathetic nervous system and in turn, the dorsal periaqueductal grey region (dPAG) of the

brain. Stimulation of the dPAG produces a profound and selective analgesia, (Kandel ,



Schwartz, & Jesell ,2000) and it has been implicated that spinal mobilization therapy may

exert its initial effects by activating this region.

Pain is also an emotional disturbance, which have some psychological influence . The laying
on of hands has strong psycholadieffects for a patient (Coulehon, 1985).This may occur
directly or indirectly via the neuromuscular system (through muscle tension reduction) (Gross
et al, 1996)

The reduction in pain seen in the Mulligan group may be to the fact that the accestory gli
component of a cervicNAG could ameliorate pain by either separating the facet surfaces
and releasing the entrapped meniscoid, or by allowing the entrapped meniscoid to return to its
intra articular position, or perhaps by stretching adhesions. fHaal, 2002)The Mulligan
Concept combines passive joint mobilization with active patient movement to diagnose and

correct positional faults, and restore patients to normal pain free function.

McConnell has biomechanicaly explained that, due to trawmanuscle recruitment
imbalance, the patella may develop a "tracking mechanism problem" (McConnell 1996). It is

suggested that such a phenomenon may equally occur with the spinal apophyseal joints.

MacNab put forward concept of the spinal motion segnas being equivocal to a three
legged stool (MacNab,1977).0ne cannot move one leg without affecting all legs in some
manner. Failure of the posterior column joints to glide properly may result in an altered
instantaneous axis of rotation and increasddranm column stress (White & Panjabi,1978)(
White & Sahrmann ,1994)(Gertzbein,1985)

It may be this intimate relationship that can best explain why SNAGS which would appear to
principally affect apophyseal joint function are often dramatically effedirepatients
suffering from comparable signs consistent with anterior column pathology (Bobduk &
Twomey,1991)

In the spine, particularly in the acute pawontrol stage of recovery, it seems that
Physiotherapists generally follow an "avoidance strate§NAGS mobilizations allow the
therapist to directly "attack” the painfully restricted movement, by using a movement that

would centralize the pain through the successful application of a SNAG.



The technique of SNAGs is guided by centralization (McKeRzié., 1981) (Donalson et al,
1990) (Long,1995) .A physiological movement that peripheralizes symptoms may in fact
centralize pain when combined with the appropriate SNAG to the correct segment.

Range of Motion

Mechanisms by which Maitland mobilizatiomproved ROM can be to its mechanical and

neurophysiological effects (Zusman ,1986 ).

Mechanical effects could involve a permanent or temporary change in length of connective
tissues structure such as joint capsule of the zygoapophysial joints, ligaandntsuscle.

Neuro physiological mechanisms have also been postulated to account for changes in
mobility observed in response to application of PA forces. One of the reasons may be

modulation of afferent input such that perception of pain is diminishean@u4986).

While the mechanisms are not fully understood, there is growing evidence to support the
notion that reduction of pain following mobilization is due at least in part to activation of
descending inhibition system (Wright 1995). Muscle activitthught to occur in response

to pain (Mennel 1960, Travel and Simmons 1983) and increased muscle excitability in
response to joint pathology or pain provocation has been demonstrated in animal models
(Ferrell et al, 1988, Qing Ping & Woolff, 1995). If hcreased muscle activity occurs in
response to pain, then it would be expected that muscle activity might reduce if the level of
pain reduces (Katavich 1998). As it is a common belief that muscle activity contributes to
stiffness detected by applied PA des, reducing pain and subsequently associated muscle

activity, may lead to a decrease in PA stiffness.

During a SNAG the superimposition of an acc
physiological movement oveides the obstruction and-establiskes correct alignment. The
pre-injury joint trackingisree st abl i shed reasserting the 0j oi

of the healthy joint.



NDI

Normal pain free range of motion is essential for normal function. The components of NDI

are directlyrelbed to the patientso6é pain. The reduct
may be due to the reduction of pain and improvement in range of motion. Vernon and Mior
declared that the NDI seemed sensitive to change and correlated significantly wigugie v

analogue scale (VAS) of pain intensity.

The significant improvement in both the groups may also be attributed to the strengthening
program incorporated in both the groups. Cervical muscles need to be strengthened as they
hold up the head and neck. éltcervical musculature as well as the scapula muscles
strengthening may have also increased proximal stability to the head and neck region
(Gebhard, 1994)

The results of the study are consistent with the results of systematic review ddoenlity
et al, which concluded that theebt evidence synthesis suggests that therapies involving
manual therapy and exercise are more effective for patients with neckHaimitz et al,
2008) Other high quality reviews (Bogduk 2000; Brgnfort 1997; Spitzer 1995) chgvite

these findings.

CONCLUSION

The results of the study suggest that Mulligan mobilization is as effective as Maitland

mobilization in and multimodal approach including manual therapy and exercise is a

potentially useful intervention in the managemaimechanical neck disorders.

LIMITATIONS

We have identified the following limitations with the study:

1. Sample size was small
2. No Followup

3. No control group

4

More reliable instrument like CROM could have been used.
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IDENTIFICATION OF ASPECTS OF FUNCTIONING, DISABILITY AND HEALTH
RELEVANT TO PATIENTS EXPERIENCING LOW BACK PAIN: AQUALITATIVE
STUDY USING THE INTERNATIONAL CLASSIFICATION OF FUNCTIONING,
DISABILITY AND HEALTH

Nitika Kumari. MPT student (201-13)
Department of Physiotherapy.
ABSTRACT:

BACKGROUND AND PURPOSE : The extent to which thiternational Classification of
Functioning, Disability and Health (ICFjore set for bw Back Pain covers the relevant
problems need to be investigated in different patient populations and cultures to discover
whether the included International Classification of Functioning, Disalitity Health (ICF)
categories are relevant.

METHODS: DesignA series of qualitative serstructured faceo-face interviews using a
descriptive approach was conduct&etting Individual interviews took place in a quiet
room in order to ensure privacy atal prevent possible interruptions or noise which could
damage the data otme tape.ParticipantsParticipants were patients diagnosed with Low
Back Pain with or without radiation to legs, being treated in the Outpatient Physiotherapy
Department of SV NIRTR. Procedure5 Openendedquestionson possible problems in

each of the life areas that the ICF chapters represent were &sioddIindividual Interview

was digitally recorded andranscribed verbatim manuallypata Aalysis The meaning
condensation procedure was used for the analysis of data content identified concepts were
linked to the categories of th€F by two health professionals.

RESULTS: Two hundred and eighty nine single concepts were extracted from the
interviews. Those identified concepts were linked to 77 differentd&€gories describing
relevant aspects of functioning in our patie®3.ICF categories out of 78 categorashe
Comprehensive ICF Core Set aBd ICF categories out of 35 categor@she Brief Core

set for Low Back pain was reported by the patients. 11 Additional sdewved ICF
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categories not included in the current version of the Comprehensive ICFS€ofer LBP
identified. The percentage proportion for the agreement between the two investigators for 6
full interviews was 70.25. The 95%ootstrapped confidence interval, which indicates the

precision of the estimated percentage proportion, was 55.63.88

CONCLUSION: The problems mentioned by patients with Low Back Pain were adequately
covered within both the Core Sets. The items in Brief Core set is more apt for clinical setup
as it covers the minimum functions with which patients are affetiéxipeing reflected in

the problems reported by participanBut a few ICF categories which are not there in the
Comprehensive Core Set but important in Low Back Pain assessment should be considered

during assessment of Low Back Patients

KEYWORDS: Intermational Classification of Functioning, Disability and Health (ICF),

Qualitative Research, Outcome Assessment, Low Back Pain.

INTRODUCTION: Low back pain (LBP) has reached epidemic proportions, 75% percent of
people with LBP are between 30 and 5@rgeof age, i.e. in their most productive yeé#ns.

India, occurrence of low back pain is also alarming; nearly 60 per cent of the people in India
have significant back pain at some timeha other in lives (Suryapahb96). Functioning is

recognized asan important study outcome in LBfDeyo and Battie 1998 ). Many



instruments have therefore been to address functioning according to medical perspective. The
individual influence of the ensonment and personal factors lmwever hardly ever taken

into acount. However, the patientsd experience of
interaction with the environment and their own personal characteristicsoamhly by the

health condition.In addition, widely used LBRpecific health status measures address
activities, and few factors are related to participation. The comprehensive approach required
to capture the health problems in LBP is not included.

Therefore, different recommendations have been proposed recently regarding the outcome
measures to be uen studies with patients with LB@BautzHolter,Sveen et al. 2008Y.0

achieve this goal, we need a comprehensive framework and classification, which can serve as
a universal language understood by health professionals, researchers, policypadiests,

and patient organizations.

The BioPsycheSocial view guided the development of the International Classification of
Functioning, Disability and Health (ICF),which was approved by the World Health
Assembly(WHA) in May,2001. This Bi®sycheSocialModel of Functioning, Disability and

Health of the World Health Organisation (WHO) establishes the basis for more
comprehensive description of the experience of patients suffering from a disease. To define
what should be measured to comprehensively repirése experience of patients based on

an extensive framework that can serve as a universal language, the ICF Core Set was
developed to link typical spectrum of problems in functioning with Chronic Low Back Pain.
The profile of problems scored in the preSECF Core Set for LBP is in accordance with the

type of problems reflected in the established outcome measurements for LBP . However, the
phenomenon covered by ICF are broader than what is generally measured by Generic or LBP
specific outcome measuremsiike SF36 and ODI(Stucki Ewertand Cieza2002) In this

respect the more comprehensive registration of problems in the Comprehensive ICF Core Set



for LBP represents a supplement to the existing outcome méaauteHolter,Sveen et al.
2008).

The extat to which the ICF core set for LBP covers the relevant problems need to be
investigated in different patient populations and cultures to discover whether the included
ICF categories are relevant.

Thus the present study would be undertakeninvestigatewhether the International
Classification of Functioning Disability and Health (ICF) Core Sets for low back pain
encompass the key functional problems of patients from an Indian Perspective.

AIM:-To examine the frequency with which LBP p
Comprehensive and Brief core set for Low Back Pain and to identify potential relevant
categories that are not included.

LITERATURE REVIEW

Tanja A. Stamm et al, 2005 validated the International Classification of Functioning,
Disability and Health (ICF) Comprehensive Core Set for Rheumatoid Arthritis (RA) from the
patient perspective using a qualitative approach. 2 different types of interviews were
performed. Interview typ 1 included opeended questions that were formulated around
functioning in daily life .In interview type 2, patients were presented titles and definitions of
all the ICF chapters of which the categories are included in the ICF RA Core Set, the patients
were asked opeended questions to describe in their own words any problems they
personally experienced related to each specific ICF chapter. The results showed that open
ended questions in tygeinterviews facilitated the patients to focus on their I¥pegiences

and reveal concepts not covered by the ICF whereagtyperviews facilitated the patients

to talk about their problems in daily life. From a methodologic perspective, this study may
serve as a model for further validation studies and oggdavelopment of other ICF Core

Sets in other countries and in other dise§Semmm Cieza et al. 2005).



Studied 8 articles from 2007 to 2012 based on ICF and Low Back Pain:

Ricky Mullis et al 2007, in a Crosssectional study of 402 patients with acute or sub acute

low back pain investigated whether the International Classification of Functioning Disability

and Health (ICF) Core Sets for low back pain encompass the key functional problems of the
pate nt s . The patients were asked to identify
and fisomething they wusually enjoyed but wer e
examining the response categories for inclusion within the Core Sed#iomdf codes d
920ARecreation and | eisureo and d 650 ACarir
the subsequent loss of enjoyment experienced through inability to take part in such activities

is likely to have a detrimmal effect on quality of fe (Mullis, Barber et al. 2007).

E.Bautz-Holter et al 2008in a multicentre, cross sectional study evaluated the Norwegian

form of the ICF Core Set for Low Back Pain patients and investigated the feasibility of the

core set in clinical practice. The IClded data was collected using the Comprehensive ICF

Core Set for Low Back Pain with Generic Qualifier Scale to evaluate the extent of the
patientds problem in each categories. Accorc
in the present ICF Cor8et is in accordance with the type of problems reflected in the
established outcome measurements for LBP. However, the phenomena covered by ICF are
broader than what is generally measured by generic or LBP specific outcome measurements

like SF36 and ODIBautzHolter,Sveen et al. 2008)

M .Weigl et al,2008 identified environmental factors and personal factors to be determinants
of disability. Their literature review confirmed that many Personal and Environmental
Factors included in the ICF Core Set acteptial determinants of disability with following

risk factors-obesity for both the occurrence and chronicity of LBP(products for personal

consumption:e110), car driving for higher rates of sickness absence due to LBP(products of



technology for personahdoor and outdoor mobility and transportation:e120), lack of light

duty in work place for chronicity(products of technology for employment:e 135), low
temperature for higher pain scores(climate:e225), spouses and significant others with
solicitousrespome s ( si gni fi cant others who are sympat
status) for greater pain behaviours, disability and poor prognosis of patients with LBP
(Immediate Familye310). In personal factors ,praying/hoping and catastrophizing wrech ar

both passive coping strategies were cognitive risk factors for disability in LBP patients, and
patients with depressive symptoms were at higher risk of disability with significant
correlation between mental stress and LBP. Smoking, Low Levels of $itaskers with

LBP and comorbidity , poor general health and low job satisfaction were also risk factors of

back pain disabilityWeigl, Cieza et al2008)

M. Kirschneck et al 2011 in a threeound survey using the Delphi technique asked about
the patientsd probl ems, patientsd resources
therapists to validate the Comprehensive ICF Core Set for low back pain from the

perspective of pysical therapists.

Fourteen ICF categories were not represented in the Comprehensive ICF Core Set for LBP
although at least 75% of the participants have rated them as important. Most of them
bel onged to the | CF componenties &dBressing badfance ct i or
and coordination (e.g. b755 Involuntary movement reaction functions and b760 Control of
voluntary movement), as well as perceptual functions (b156 Perceptual functions), that
influence the peripheral proprioceptive system and aeetbre essential intervention goals

for physical therapists. Within the component Body Structures the only category not
represented in the Comprehensive ICF Core Set for LBP was s4302 Thoracic cage and in the
ICF component Activities and Participation prihe ICF category d230 Carrying out daily

routine was not included. I n addition, the r



interventions are almost not targeting on Environmental fadiéhschneck Kirchberger et

al. 2011).

METHODS:

SUBJECTS: Participants were patients diagnosed with Low Back Pain with or without
radiation to legs, being treated in the Outpatient Physiotherapy Department of SV NIRTAR
and were selected by purposive and snowball samplimg.sample size was determinag

saturation of data

PROCEDURE: STER1.)The procedure of the session and Time taken explained

STER2.)Conceptof the ICF presented in lay terms to all participants.

STER3.)Eachtitle of the ICF chapters included in the Comprehensive ICF Core Set for low

back pain presented to the patients.

STER4.)Openendedquestions on possible problems in each of the life areas that the ICF

chapters represent were asked

STERS5.)Asked if they think anything is missing or they would like to add

STERG6.) A summary of the main results given to enable them to make changes riédequi

STER7.) Each Individual Interview was digitally recorded and transcribed verbatim

manually.

DATA COLLECTION:

Study design :A series of qualitative senstructured facéo-face interviews using a

descriptive approach

Frequency of data collection: ©m
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Time Frame: A time frame of up to 30 minutes was considered for an individual interview

Sample size: 30 (M=23,FF

Average Age: 39.83 yrs.

Gender Males76.67 %

Females23.33%

Employement Status:

Student 6.66 %

Housewife 10 %

Working in Paid Job50 %

Self Business26.66 %

Unemployed 33.33 %

Retired 33.33 %

Duration: Acute 6.66 % , Sufcute 13.33 % , Chronik80%

DATA ANALYSIS: Qualitative data analysis

¥ The meaning condensation procedure was used for the analysis oblztat

% the interview transcripts were read through to get an overview of incorporated

meaningful concepts

¥ the text was divided into meaning units, and the dominating theme for this unit was

determined



¥ the specific concepts contained in the meaning wetg identified

¥ identified concepts were linked to the categories of IB& by two health

professionals.

Frequency of responses collected

RESULTS: Besi des the most promi nent a s p eycot Apali
which was reported by all participants, most participants reported problems itbngy

and drive functiong&Temperament and personality functions

25 participants reported problems related to mobility (including walking and related functions

and drivng motorized vehicles) and carrying out the daily routine. In addition, almost all
participants reported Al mmediate family (e3
factor . The next mo st frequent environment
mertioned by seven participants. The results of the analysis of all inter@ewvshown in

Tables Il and GraphsXIIl.

DISCUSSION: Overall aspects from the component Activities and Participation were most
prominently captured, followed by aspects cowgriBody Structure with least captured
components in environmental factors where codes had zero frequency.The most affected
component structure of trunk and sensation of pain is consistent with similar studies done in
NorwayBrazil.New codesattention and memory functions can be supported by following
studies:According to Ling Campbellet d. (2007): significant association between chronic

pain and short term prospective memory lo&pkarian Sosaet al (2004).foundassociation
between chronic pain and cognitive deficits leading to problems with retention of
information, LupienGaudreatet al (1997) and Saurdorgenseret al (2003)supported link

between stress related cortisol levels and memory impairment
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i . dard hone se jo kaam karna hai woh theek se nahi hota hai ,kissi ne kuch kaam diya toh

bhool | ¢ tl4d Mémory Functioiis, Patient No.14)

Furthermore feelings of anxiousness ,sorrow ,fear and anger is consistent with the
association between psydbgical factors and LBP that have been found in
aphenomenological analysis of personal experience of chronic benign lower back pain
patients done by Osborand Smith (1998) who found that patients with depressive

symptoms are at a higher risk of disalili

1]

I f there is a challenge | feel I do not

conf i denc bl5k2nRanygg sf enhofions( Patient No.30)

ot

¢ khott beaton mein gussa zyada aata hai nahi toh mein roh padti hu.....agar mein kissi

ko kuch bol nahi pat.i hu t ¢bH52h Rande afrerdotidne up ar

Patient N0.23)

AC. . .) kol kuch bol ega t o h u.bakut nmatlab chidchidaehotk e
hai dimag mein,koi kuch baar baar poochega toh mere ko accha nahi lagta ha(...)koi close
friend ka phone ayaga toh mein isko avoid kar deta hu kyunki is time pe phone pe bhi baat
kar ne k e l i ye ac(cdh3®0 Comersation |, HX P66 Aempgeramentoand

personality functions :Patient No. 7)

The most affected component of maintaining body position in activity and participation is
consistent with study done Morway.The new code CARRYING OT DAILY ROUTINE

is in line with the work ofMullis, Barber et al(2007) who asked 402 patients with LBP to
identify activities they find most difficult or were unable to do because of their back pain
showed that d230 Carrying out daily routine was nepresented although reported by most

of the patients . This category is further

i v

S

L
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treating Low Back Pain Patients in study Kiyschneck Kirchberger et al(2011). Products

of personal consumption and nmediate family members are the biggest facilitators while
vibration i.e to and fro motion caused by travelling on uneven roads was the biggest
barrietMany of the facilitators like the use of hard mattress, ayurvedic gkagehome

traction devices, topical ointments reported by most of the patients is notegpecifier the
category Productand technologydr personal use in daily livingrhe ICF category el1151
Assistive products for personal use in daily living thatludes orthotic devices such as
corsets is not covered by the ICF Core Set for LBP. This finding is supported by study of
Kirschneck Kirchberger et al(2011) whofound an agreement of more than 75% in this
category.The frequency count of zero in chaptd services, systems and policies can be
explained by the fact that there is no such provision of services and policies under the Indian
Government addressing the probl ems of c h:
construction and building productsa t echnol ogy of buil dings fc
of reviews and clinical studies that have investigated their relevance to disability, the
empirical data about the impact of this ICF category on participation are scarce and limited to
wheelchair uers. The ICF categorg 36 0 6 ot her, whichonfeans alliservica | s 6
providers working outside the health systdike lawyers, teachers, architects, and designers,
seems to have no relevance for pla¢ients with Low Back Pain in their daily livingnother
explanation being thatatients with LBP have no experiences with this kind of support and
relationships,because supporting structures exist exclusively within the health system. A
criticism to this study is the fact that subjects may not reprdsam Back Pain patients in
general because they were selected from one National Institute in Odisha. Thus-a Multi
Centre study is needed using the same methodology to establish estatgeperspective
representing the whole of the Indian populatidacondly, the linking process was performed

by two health professionals from the same field .Thus, it remains unclear whether other
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health professionals would have decided differently ,also this type of qualitative study was
undertaken for the first timéy both the professionals which could have limited the

perception of identifying more meaning concepts from the data.

CLINICAL IMPLICATION:

By knowing the patient perspective the focus of intervention plans could be directed towards

the overall BiePs/chosocial rehabilitation of the patient with low back pain.

The knowledge of Patients Perspective can be used in developing a New Scale for Low Back
Pain in the Indian setup as it covers all aspects of functioning with respect to the

environmental facilators and barriers.

CONCLUSION: The ICF categories in the Comprehensive Core Set for Low Back Pain
potentially facilitate the description and classification of all aspects of function and health in
individuals with low back pain. . But a few ICF categories which are not there in the
Conmprehensive Core Set but important in Low Back Pain assessmeriiliieAttention
Function b148(Psychomotor contrgl)b144Memory Function),b265(Touch Function),
b76(QControl of Voluntary Movement Functionp840 Sensation related to the Skin
d230(Carrying out daily routine), d350(Conversation), el15(General products &technology
for personal use in daily living), e415(Extended Family members), e250(Soand )

personal factorshould be considered during assessment of Low Back Patients .
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TABLES AND GRAPHS:

TABLE- I:

NEW CODES(BODY FUCNTION) FREQUENCY (%)
Attention Function 70

Psychomotor control 80

Memory Function 56.66

Touch Function 50

Sensation related to the Skin 83.33

TABLE: Il

CODE(ACTIVITY AND | DESCRIPTION FREQUENCY (%)

PARTICIPATON)

d230 Carrying out daily routine 53.33

d350 Conversation 33.33

TABLE: llI

CODE(ENVIRONMENTAL | DESCRIPTION FREQUENCY (%)

FACTORS)

ell5 General products &technology for | 83.33+
personal use in daily living 10-

e415 Extended Family members 20-

e250 Sound 16.66




GRAPHI| : FREQUENCY OF PROBLEMS REPORTED IN BODY STRUCTURE:
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GRAPHII: FREQUENCY OF PROBLEMS REPORTED IN BODY FUNCTION
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GRAPHIIl: FREQUENCY OF PROBLEMS REPORTED IN ACTIVITY AND

PARTICIPATION
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GRAPHIV: FREQUENCY OF ENVIRONMENTAL FACILITATORS
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GRAPHV: FREQUENCY OF ENVIRONMENTAL BARRIERS
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GRAPHVI: COMPARISON IN BODY STRUCTURE COMPONENT
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GRAPHVII: COMPARISON IN BODY FUNCTION COMPONENT
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IN CHAPTER2 & 4 GENERAL TASKS AND

COMPARISON
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GRAPH- IX: COMPARISON IN CHAPTERS SELF CARE
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GRAPHX: COMPARSION IN CHAPTER6 DOMESTIC LIFE
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GRAPHXI: COMPARISON IN CHAPTER?7,8,9: INTERPERSONAL INTERACTION

AND RELATIONSHIPS;MAJOR LIFEAREAS;COMMUNITY;SOCIAL;CIVIC LIFE
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GRAPH-XIl: COMPARISON IN ENVIRONMENTAL FACILITATORS
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GRAPH-XIIl: COMPARISON IN ENVIRONMENTAL BARRIERS
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The first author can be contactech&infiniti@gmail.comand 08763838843
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