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Abstract

Background and Purpose: The purpose of this study was to determine the prevalence
of low back pain (LBP) among physical therapy professionals and to study the risk
factors related to it. Also to determine the severity of LBP and to know the physical
therapy suggestions and recommendations to reduce the occurrence of LBP.

Study design and methodology: The study used a cross-sectional design. It included
130 physiotherapy professionals, 69 males and 61 females working in different placesin
GS. The researcher used non-probability convenience sampling. The data collected
using a structured self-administered questionnaire in the period from 17 February to 20
March 2008. The study covered different health institutions in GS including
governmental, Non-Governmental, UNRWA clinics and primary health centers.
Collected data was entered and analyzed using SPSS (for significance testing, Chi-
Square statistical test was used).

Results: Almost Fifty seven percent of interviewees reported having LBP at the time of
conducting the study and 56.2% suffered from LBP within 3 months prior to filling the
guestionnaire. In addition, 56.9% suffered from LBP more than 6 months but only
4.6% reported that they used to suffer from LBP before working in physiotherapy field.
Additionally, 30.8 % of the study sample had a sick leave due to LBP. The age groups
between 26-39 years old were the highest group of LBP suffers with no significant
differences between both sexes, level of education, place of work and prevalence of
LBP. Surprisingly, 52.7% of those who suffered LBP had more than 7 years of
experience, 33.8% had 4-6 years of experience and 13.5% had 1-3 years of experience.
The majority of LBP complainers (36.2%) described their pain as throbbing in nature,
and 15.4% described LBP as dull pain and as electric among 12.3% however, 11.5% of
LBP suffers noted their pain as burning and the remaining 9.2% of the sample described
it as numbness in nature. For the degree of LBP severity the majority of Interviewees
(60%) labeled their pain as mild or minimal pain, however 20.8% graded their pain as
moderate pain and 6.9% said that, they are having severe LBP. Interestingly, about 80%
of the study sample improved with treatments of LBP. Furthermore, the results
indicated that uncomfortable position among 52.3% of participants, big number of
patients (46.1%), prolonged standing (43.1%), bending and twisting (29.2%) were
viewed as risk factors for LBP. The results showed that certain occupational factors like
lifting, pushing, twisting, sitting, standing or walking long distances also pose risk
factors for LBP. The suggested recommendations and advices given by physiotherapy
professionals included mainly changing working position frequently and controlling
patient's number during daily work (98.5%). Followed by wearing comfortable shoes
and avoiding heavy lifting (97.7%) can reduce the occurrence of LBP. also 96.9%
reported that adjusting the heights of beds and stools and using patient lifters,
practicing daily sports can also reduce the occurrence of LBP, 96% agreed that LBP
will probably influence their occupation, 94.6% reported that, taking more rests in
between sessions will reduce the occurrence of LBP, 93.8% thought that assistance
from others if needed will reduce LBP. The same percentage of interviewees said that
sticking to proper praying movements will decrease LBP. Finally, 89.2% recommend
that increasing the numbers of physical therapy professional can also minimize the
chance of having LBP.



Conclusion: The study concluded that most of the physiotherapy professionals had LBP
prior and at the time of conducting study, and there were no significant differences
between both sexes, level of education, place of work and prevalence of LBP. It aso
showed that the years in work, the higher the chance of LBP development.
Uncomfortable position, big patient numbers, prolonged standing, bending, and twisting
were viewed asrisk factors for LBP. The findings indicated that there is a clear need for
the following modifications inside the working place: proper beds with specific highs;
stools and lifters; wearing comfortable shoes during work; practicing daily sport;
avoiding heavy lifting and fair distribution of patient load during work. The study also
reported that proper movements during prayers may decrease LBP.
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Chapter One
Introduction



Chapter one
1.1. Introduction

Low back pain (LBP) is pain, muscle tension, or stiffness localized below the
costal margin and above the inferior gluteal folds, with or without leg pain; It may be
acute or chronic; persisting for 12 weeks or more (Bigos et al, 1994).

LBP afflicts large sectors of the population and is the number one cause of lost
time in industry, hospitals and schools. Most episodes of pain are self limited in nature,
although it is common to find recurrences, in industrialized countries, up to 80% of the
population will experience LBP at some stage in their life. During any one year, up to
half of adult population (15%-49%) will have LBP (Pamer et a, 2000).

Virtually speaking, everyone will experience LBP at some time in their life. The
number of people with LBP increases with advancing age, starting in school going
children and peaking in adults of 35 to 55 years of age. LBP is just as common in
adolescents as in adults (Burton et al, 2006).

Fortunately, LBP is typically a benign, self-limiting problem. Swezey (1998)
reported that 90% of LBP patients recover over 3 to 4 weeks period and many recover
inonly afew days. For those reasons it seems unnecessary to make a specific diagnosis.
Although the course of LBP for most patients is benign, it is important not to miss the
few dangerous underlying conditions that present with LBP among its symptoms. These
important diagnoses are usually distinguished by signs and symptoms, therefore other
tests are needed for some patient.

LBP is common among physiotherapists in Gaza strip, about 93% of the
physiotherapists who are working in UNRWA complained of low back pain (Abu-
Rayya, 1999). Also LBP iscommon inthe United States of America (USA) about 80%
of the population will experience LBP during adulthood, and 1% of the affected patients
will also experience sciatica, the annual incidence of LBP is 15-20%. Males are
affected as females and the pain is usually self-limiting, with 50% of affected patients
recovering by 2 weeks and 90 % recovering by 6 weeks, also only 1% of the population
in USA is chronically disabled by back symptoms and in an interesting study, it
concluded that, if a patient stays off work for more than 2 years because of problems
of the lower back, he or she will unlikely to return to work at all (Skinner, 1996).

LBP is one of humanity's most frequent complaints, in the USA acute LBP isthe
fifth most common reason for al physician visits. About nine out of ten adults
experience LBP at some point in their life and five out of ten working adults have LBP
every year (Patel, 2007).

The risk factors, pathology and radiologic appearance are poorly correlated. Pain
is nonspecific in about 85% of people (Anderson, 1997).
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An interesting study was done by, Michel et al (2008), reported that direct patient
contact that includes lifting and transferring patients may be an important risk factor for
LBPamong health professionals working in a Kuwait hospital .

Also, risk factors for the development of LBP include heavy physical work,
frequent bending, twisting, lifting and prolonged static postures. Psychosocial risk
factors include anxiety, depression and mental stress at work (Bongers et a. 1993).

The socioeconomic impact of back problems are enormous. LBP is the most
common reason for visiting the Orthopedic surgeon. Cods are estimated to range from
20-50 $ billion annually, with 10% of the patients accounting for 85-90% of the costs.
The National Health Service spends per year more than £1 billion on LBP related costs
(Maniadakis, 2000). Other European countries report similar high costs, LBP related
costs in the Netherlands in 1991 were more than 4 billion Euro. For Sweden in 1995 this
was more than 2 billion Euro (Van, 2006).

Surprising, Investigator have shown that patients with chronic LBP tend to be
dissatisfied with their vocation, viewing it as boring and repetitious, they also have an
increased divorce rate, more problems with headaches and gastrointestinal ulcers and a
higher rate of alcoholism than the average population (Skinner, 1996).

Finally, most patients are visiting orthopedic clinics and orthopedic surgeon to
solve LBP problems, but the patients often referred by orthopedic doctors for physical
therapy treatment, to reduced pain, to strength weak muscles around back, to improve
function and correct walking and these patients then return to his work and jobs
(Thomson, 1991).



1.2. Significance of the study:

From the researcher's experience in the work of physiotherapy field for thirteen
years, he noticed that, most physical therapists and other team members at El-Wafa
medical rehabilitation hospital and several physiotherapy departments in Gaza strip
(GS) were frequently referred to the out-patient physiotherapy clinics by their doctors
for treatment of LBP.

Surprising, a study had done outside GS, which reported that an increased family
problems and fear about future due to LBP, and according to that study, most of the
physiotherapists and physiotherapists assistants thought to modify their working field if
possible. In addition to that work, the researcher made a study to determine the risk
factors of LBP, to reassure the physiotherapists and physiotherapists assistants that LBP
could be prevented. And an earlier study which was done in GS related to LBP among
health professionals a8 UNRWA health department, also the physiotherapists included
in this study were small sample size and the real results supported the occurrence of
LBP, which reported that about 93% of physiotherapists suffered from LBP.

However, according to the researcher knowledge, there were no more other
studies related to this field, the researcher made his study in GS to assert this problem.
This study considered to be the first study to cover LBP among all physical therapy
professionals practicing in GS.

1.3. Objectivesof the study:
General Objectives of the study:

- To determine the prevalence and the risk factors the LBP among physical among
physical therapy professionalsin GS.

Specific objectives:

- To know the prevalence of LBP among physical therapy professionals in GS.
- To determine the risk factors related to the LBP among physical therapy

professionalsin GS.

- To describe the type of pain at lower back that physical therapy professionals
complains.

- Todetermine the severity of LBP among physical therapy professionalsin GS.

- To reach the physical therapy professionals suggestions and recommendation to
reduce the occurrence of LBP.



1.4. Operational definitions of terms:

- Physical therapy professionals. Physiotherapists and physiotherapist assistants
whom they are working in this field.

- Low back pain: The pain extend from below both scapulas and to both legs at any
time of their life.

- Working environmental: The Governmental, Nongovernmental and UNRWA,
physical therapy departmentsin GS.

- Experience: At least one year working experience in physical therapy.

- Others: Physical therapy professionals were excluded if they would work in another
field beside physiotherapy.

1.5. Context of the study:

This study was conducted in GS in Palestine; therefore, the researcher presents
some background information about the geographical context, Palestine population,
Palestinian economy, health situation and health care services that influences by them,
in addition some of information about place of the study that represented in all
governmental and nongovernmental hospitals and clinics in GS.

1.6. Demography and population:
Palestine History:

Palestine was known in ancient history as the land of Canaan, when Abraham
migrated to the land of Canaan it was a well-developed country. The philistines
(residents of ancient Palestine) entered the land of Canaan from Crete about 1250 before
century (B.C.) and settled in the coastal areas. They were the people who gave Palestine
its name, and the land of Canaan since roman times has been known as Palestine. About
1100 (B.C.) Isradlite tribes entered the land of Canaan at Jericho. The Palestinians of
today, who call themselves Palestinians Arabs, are Muslims and Christians. They are
the descendants of all the races and nations which have lived in and conquered Palestine
from the times of the Canaanites to the British mandate of Palestine in 1918. Under the
ottoman Turks in 1914, Palestine's population composed of 634,000 Muslim and
Christian Arabs and 55,000 Jews who had emigrated from Europe, mainly from Russia.
Immediately after the publication of the Belfour declaration in 1918, disturbances took
place between Jews and Arabs in Palestine. In 1967, Israel launched a war against
Egypt, Jordan and Syria and occupied the West bank (WB), Gaza the Golan Heights
and Sinai Peninsula. The entire area of Palestine is about 27,000 (sg.km), including
Tabariya, El-Hoola lakes and half of the area of Dead Sea. Now, Palestinian territories
are comprised of two areas separated geographically, the WB and GS. The total areais
6,020 (sg.km.), with a total population of in 3,762,005 individuals living in these areas
in 2005. (See annexl)



Gaza strip:

GS is a narrow piece of land lying on the coast of the Mediterranean Sea. Its
position on the crossroads from Africa to Asia made it a target for occupiers and
conquerors over the centuries. The last of these was Israel who occupied the GS from
Egyptians in 1967. GS is very crowded place with area 365 sg.km and constitutes only
6.1% of total area of Palestinian land. In year of 2005, the total population in GS was
1,389,789 mainly concentrated in the cities, small village, and eight refugee camps that
contain two thirds of the population of GS (See annex 2).

In GS, the population density is 3.808 inhabitants’km? that comprises the
following main five governorates.

1. North of Gaza congtituted 17% of the total area of GS and 1.0% of total area of
Palestinian territory area with area 61 sg. km. The total number of population living
in north Gaza was 265,932 individuals in 2005.

2. Gaza city constituted 20.3% of the total areas of GS and 1.2% of total area of
Palestinian territory areawith area 74 sg. Km. The total number of population living
in Gaza City was 487,904 individuals in 2005.

3. Mid-Zone congtituted about 15% of the total area of GS and 1.0% of total area of
Palestinian territory area with area 58 sq. Km the total number of population living
in Mid-Zone was 201,112 individuals in 2005.

4. Khan-Younis constituted about 30.5% of the total area of GS and 1.8% of total area
of Palestinian territory area with area 108 sg. Km. The total number of population in
Khan-Y ounis was 269,601 individuals in 2005.

5. Rafah congtituted about 16.2% the total area of GS and 1.1% of total area of
Palestinian territory area with area 64 sgq. Km The total number of population in
Rafah was 165,240 individuals in 2005.

Demogr aphy of Palestine:

The total population living in Palestine territories was estimated at 3.6 million at
the end of year 2004. About 2.3 million live in the West Bank (63.2%) and 1.3 million
in Gaza Strip (38.8%) (MOH, 2005).

The majority of GS population is refugees (75%) and 40% of them live in the
camps. In GS the population density in the refugees’ camps is one of the highest in the
world (UNRWA, 2006).

In the population pyramid the age group 15-60 years (the working age) represents
about 49.6%, the annual growth rate of GS was 2.8%, and life expectancy at birth was
70.7 years for males and 73.8 years for females (MOH, 2004).



1.7. Socioeconomic status:

The Palestinian economy refers to the economy of the Palestinian territory;
including GS, WB and East Jerusalem. Current political events have severely damaged
the Palestinian economy due to halting the international aid.

MOH (2004) reported that, the GS is considered one of the lowest incomes in the
Middle East area. The majority of the income comes from salary of the employees and
security persons, while the agriculture products share by reasonable portion in the
economy. The economy nowadays mainly depends on international donors that are
suspended. International aids were funding some projects and paid the salaries. The
economic situation is usually especially after Al-Agsa Intifada because of frequent
closure and restriction of trade. The deteriorating economic situation, limited income
and lack of work opportunities lead to low standard of living and inadequate health
facilities. Despite poverty the Palestinians are eager to learn, adult literacy ratio among
those aged 15 years and more is 91% (MOH, 2004) which is considered among the high
percentage literacy rates of Arab countries.

1.8. Palitical background

Palestine was occupied and controlled since a long time, Ottoman Empire (1517-
1917), followed by British mandates since 1917 until the 1948. The illegal creation of
the state of Israel, after the Arabic-Israeli war at 1948, all Palestine become under the
Israeli control except WB includes Jerusalem which controlled by Jordan government
and GS which controlled by Egyptian government, thousands of Palestinian scattered in
many Arabic countries as a refugees. After the war of year 1967, Israel army occupied
the rest of whole Palestinian territory WB and GS and continued to rule them, until
1993 when peace accord (Odo) was signed between Palestinian liberation
organization's (PLO) and Israelis after the first intifada which started in December 1987.

GS become under the control of Palestinian national authority (PNA), now GS
one peace from the northern borders up to Egyptians borders on the south, still it isvery
difficult to Palestinian people from GS to move to WB, and inside it because of Israeli
military procedures on the military points. Due to the current situation (Al-Agsa
intifada) which started in September 2000, the Palestinian are exposed to various kinds
of Israeli aggression and collective punishment as dividing Palestinian regions and
separate and isolate cities and villages and limiting movements and transportation
between Palestinian cities. In addition to murdering and destruction of homes, land and
agriculture. All of these political, economical, social, health situations affect the ability
of the Palestinian citizens to deal or communicate with each other's correctly. The
physiotherapists themselves were a very strong witness on all Israelis terrorism; they are
the members of health professional who deal with the intifada victims in adaily basis on
the field.



1.9. Palestinian health care system:
1.9.1. Primary health care ( PHC)

PHC centers. PHC is a major component of Palestinian health care system;
this system has provided health care to all Palestinian people especially for children and
other venerable groups. PHC centers in Palestine provide primary and secondary health
care services as well as tertiary services. In the last five years and after the uprising of
second intifada (Al Agsa), PHC centers in Palestine have been developed in a dynamic
way to face the instability of Palestinian situation were Isragli occupied forces tends to
divide Palestinian localities into isolated geographical areas. PHC centers try to offer
accessible and affordable health services for all Palestinians regardless the geographical
locations. According to MOH policy, PHC centers classified from level 1 to level 2.
They offer different health services according to clinic level, these services include
maternal and child health, care of chronic diseases, daily care, family planning, dental,
mental services and other services according to center level.

1.9.2. Primary health care servicesin Palestine:

The MOH are working with other health sectors in providing the primary health
services mainly with UNRWA, and NGOs sector. At the end of 2005, there are 654
PHC centers in Palestine; these centers are cared for about 3.7 million people (129
centers in GS and 525 centers in WB). Classification of PHC according to providers
shows that, the MOH is considered the main provider with 63.6% from the total PHC
centers, followed by the NGOs with 28.3%, then UNRWA with 8.1%. It is worth to
mention that, Private sector plays an important role in providing PHC services to
Palestinian people but, there is limited information about these centers. The average
ratio of persons per center was 5.752 (10.774 in GS and 4.519 in WB). The Number of
PHC centers per 10.000 persons was 1.7 in 2005 while it was 1.9 in 2000 (Ministry of
Health, 2006).

Classification of PHC according to Provider in GS
1. MOH:

Distribution of MOH-PHC shows that, there are 416 centers owned and
supervised by the MOH with 63.6% from the total centers, these centers distribute as 56
centersin GS and 360 centers in the WB. The tota number of PHC centersin GS is 56
in comparison with 43 centers in 2000, with an increase of 30.2%. The highest ratio of
population per center was recorded in Rafah with 41.310 persons per centre and the
lowest ratio in Mid-Zone with 12.570. The number of MOH-PHC centers per 10.000
persons was 0.40. PHC system in GS is well established and functioning despite the
high population density and the overcrowdings of population. Classification of PHC
according to center level illustrated that 30 centers are classified as level 11, 19 centers
as level 111 and, 7 of as level 1V. In general, there are 6 centers working 2 shifts and 38
centers working only one shift. One of which has a delivery unit in Gaza City. The
PHC centers provide special health care services in different aspects, 42 centers provide
immunization and antenatal care and family planning services, in addition to 107
specialized clinics and 30 dental and oral clinics. About 35 centers have laboratories
and 13 centers have x-ray units.



2. NON-MOH PHC Centers:

The total number of NON MOH-PHC centers in the GS is 81 centers, distributed
as 55 centers owned and supervised by NGOs (67.9%). Eighteen centers owed and
supervised by UNRWA (22.2%) and 8 centers own and supervised by Medical Services
for police (MSP) and general security (9.9%). The number of NON MOH-PHC centers
per 10.000 persons was 0.58 in 2005 while it was 0.61 in 2004.

1. UNRWA Services:

UNRWA is the second main health provider for primary health care services to
population at different districts. UNRWA health program focuses on comprehensive
preventive and primary health care. Services are covering medical care, family health,
disease control and prevention, and health education. These services are provided
directly and at no cost to Palestinian refugees through the agency's network of 53
primary health care facilities which are located both inside and outside refugee camps
(18 in GS and 35 in the WB). Furthermore, all refugeesin GS and WB have the right of
accessibility to the governmental health care services. In GS: in 2005, 2,761,256 visits
were reported to general UNRWA clinics and about 131,021 visits to specialized
clinics. The total number of UNRWA staff health services is 560 members of the
following categories doctors, nurses, physiotherapists, pharmacists, dentists, laboratory
technicians, cleaners, drivers and clerks. UNRWA physiotherapy services are
distributed in all Gaza strip, clinics are localized at (Jabalia, Gaza, Nuseirat, Buriej,
Khan-Y unois and Rafah) (Annual report of the department of health 2005).

2. Medical Servicesfor police (M SP) Services:

In Palestine, MSP provides preventive and curative services to Palestinian people
through a network of PHC centers, medical points and medical units, by the end of
2005, there are 13 PHC centers (5 in the WB and 8 in GS, also there are 18 medical
units (11 in the WB and 7 in GS) and 21 medical point (16 in GS and 5 in the WB) they
provide medical services for policemen general security persons and their families in
addition to the general population.

1.9.3. Secondary and tertiary healthcare services:

The MOH is responsible for a significant portion of the secondary and tertiary
healthcare delivery system (60-70% of general and specialized hospital beds) and more
than this proportion in hospital services (about 70% of hospital services). In 2005, there
are 43 general hospitals with 3,726 beds, 10 specialized hospitals with a total bed
capacity of 812 beds, 19 maternity hospitals at atotal bed capacity of 322 beds and four
rehabilitation centers with atotal bed capacity of 165 beds (51 in GS, 99 in WB, and 5
in Jerusalem), and all of the rehabilitation hospitals are owned and operated by the
NGOs. Rehabilitation hospitals provided services for 2,132 inpatients through 49,800
hospitalization days. The average bed occupancy rate at the four rehabilitation NGOs
hospitals in Palestine was 86.9%. The average length of stay was 23.4 days.



1.10. Physiotherapy:

History: Physicians like Hippocrates and Hector are believed to have been the
first practitioners of a primitive physical therapy, advocating massage and hydrotherapy
to treat patients in 460 B.C. The earliest documented origins of actual physical therapy
as a professional group, however, date back to 1894 when four nurses in England
formed the Chartered Society of Physiotherapy. Other countries soon followed and
started formal training programs, such as the School of Physiotherapy at the University
of Otego in New Zealand in 1913, and the United States 1914 Reed College in
Portland, Oregon, which graduated reconstruction aides. Research catalyzed the
physical therapy movement. In 1924, the Georgia Warm Springs Foundation promoted
the field by touting physical therapy as a treatment for Polio. Treatment through the
1940's primarily consisted of exercise, massage, and traction. Manipulative procedures
to the spine and extremity joints began to be practiced, especially in the British
Commonwealth countries, in the early 1950's. Later that decade, physical therapists
(PTs) started to move beyond hospital based practice, to outpatient orthopedic clinics,
public schools, college/universities, geriatric settings (skilled nursing facilities),
rehabilitation centers, hospitals, and medical centers. (Wharton, 1991).

Physical therapist (PT):

PTs are health care professionals who evaluate and treat individuals of all ages,
from newborns to the very oldest, which have medical problems or other health-related
conditions that limit their abilities to move and perform functional activities in their
daily lives. PTs examine each individual and develop a plan using treatment techniques
to promote the ability to move, reduce pain, restore function, and prevent disability. In
addition, PTs work with individuals to prevent the loss of mobility before it occurs by
developing fitnesss and wellness-oriented programs for healthier and more active
lifestyles. PTs provide care for people in a variety of settings, including hospitals,
private practices, outpatient clinics, home health agencies, schools, sports and fitness
facilities, work settings, and nursing homes. State licensure is required in each state in
which a physical therapist practices (APTA Background Sheet, 2008)

The typical work activities include (Prospects.ac, 2007):

- Supervising physiotherapy assistants.

- Writing patient case notes and reports.

- Collecting patient statistics.

- Educating and advising patients and their careers about how to prevent and/or
improve conditions.

- Keeping up to date with new techniques and technologies available for treating
patients.

- Liaising with other healthcare personnel to supply and receive relevant information
about the background and progress of patients, as well as to refer patients who
reguire other specific medical attention.
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Physiotherapist Assistant (PTA). (Rabinovich, 2008)

PTA is a health care worker who helps to teach clients to effectively cope with

their limitations in movement, daily functioning and activity. A PTA works under the
supervision of licensed PTs and the A PTA's duties may include:

u
i

Providing clinical care for assigned patients.

Providing patient/family education and support to address physical, emotional and
self-care needs as assigned.

Providing timely and smart information to relevant team members about the
patient's performance and participating in program planning.

Implementing the components of the treatment plan as directed by the
physiotherapist

Assisting with walking, transfers and safe mobility, etc.

Assisting the patient with his/her individual cognitive, perceptual, physical
programs and assisting in or conducting group activities/ exercise programs.
Monitoring and reporting changes in health status to the supervisor.

Ordering prescribed assistive or adaptive equipment.

Maintaining equipment inventories.
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Chapter two
The Theoretical Background
2.1. Introduction:

LBP is very common worldwide, according to a survey published in 2000, almost
half the adult population of the United Kingdom (UK) (49%) reported LBP lasting for
at least 24 hours at some time in ayear ( Palmer, 2000).

It is estimated that four out of every five adults (80%) will experience LBP at
some stage in their life (Maniadakis, 2000).

Fifteen percent to twenty percent incidence in the population, majority of acute
and chronic LBP are benign and lifetime prevalence 80%; most last less than 6 weeks
and each year 3% to 4% of the population is temporarily disabled, and 1% of the
working-age population is totally disabled from low back problem. Natural history of
the benign self limited LBP, 90% recover spontaneously in 4-6 weeks, tendency to recur
and factors promoting transition to chronic pain not clear (Swenson, 1999).

2.2. Anatomy of the back: teren ot rosterior c0ers

The vertebrae are stacked on top of each other
group into four regions:
7 Cervical, 12 Thoracic, 5 Lumbar, 5 (fused) Sacrum
and 3 Coccyxes (Rodts, 2007).

J:”"’*""‘"W The lumbar vertebrae graduate in size from L1

\ O - through L5. The pedicles are longer and wider than those
;:"" o in the thoracic spine. The spinous processes are

gt ’”f" o horizontal and more squared in shape. The intervertebral
b W Vs B ' foramen (neural passageways) is relatively large but

C"‘T ' J} _'?."L____j nerve root compression is more common than in the
4 thoracic spine
(Belenir, 2008)

The intervertebral discs make up one fourth of the spinal column's length.
The Intervertebral discs are fibro cartilaginous cushions
serving as the spine's shock absorbing system, which
protect the vertebrae. The discs allow some vertebral
motion: extension and flexion. The Intervertebral discs are
composed of an annulus fibrosus and a nucleus Pulposus.
Both the annulus fibrosus and nucleus Pulposus are
composed of water, collagen, and proteoglycans
(SpineUniverse, 2008)

=T
Insgnigrinhral isc i,
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The joints in the spine are commonly called Facet Joints. Each vertebra has two
sets of facet joints. One pair faces upward and one downward, these joints allow
flexion, extension and twisting motion (Bridwell, 2007)

Facet Joints in Motion Posterior Spinal Segment
vertehral Body
- -b- ‘-I k. // .l
&y Y S8
WA | ]
D e | a1 Disc
= ia w .
h—"‘f =3 Dige 're-“x.f'. —
Flexint: (B eielie Forwand Exlension H ety B sk Facet Joint

The ligaments in the spine provide stability to a joint during rest and movement.
Excessive movements such as hyper—extension or hyper—flexion may be restricted by
ligaments. The more important ligaments in the spine are the Ligamentum Flavum,
Anterior Longitudinal Ligament and the Posterior Longitudinal Ligament. And the
Lumbar muscles included: Psoas Mgjor, Quadratus Lumborum, Intertransversarii
Lateralis, Interspinales, Intertransversarii Mediales, Multifidus and Longissimus
Lumborum (D'O Rrazio, 1999).

. The spinal nerves included:
il i -—,L_;_,._-‘-.i;;}ﬁ“.,‘,’;?' Motor: Anterior roots and ventral roots and
P 2R~ Sensory: Posterior roots and dorsal roots

The Cerebrospinal fluid is a clear fluid found
in the brain chambers (Ventricles), spinal canal, and
spinal cord.

Meninges: Meninges are membranes that
cover and protect the brain and spinal cord. There are
three primary types: Dura mater, Arachnoids mater, and Pia mater.

HNerve
Root

Meuroforamen

U

Dermatomes. A dermatome is an area of skin supplied by fibers from a single
spinal nerve root (Bridwell, 2007)

2.3. Purpose and functions of the vertebr ae:

The functions of the vertebral include: (Spine institute, 2008)

- Protection: Spinal cord and nerve roots.

- Basefor Attachment: Ligaments, tendons and muscles.

- Structural Support: Head, shoulders and chest also connects upper and lower body
and balance and weight distribution.

- Flexibility and Mobility: Flexion, Extension, Side bending, Rotation and
combination of above.

- Other: Bones produce red blood cells and mineral storage.
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2.4. Kinesiology of the lumbar spine:

In normal posture, the line of gravity passes from Cl to C7 vertebral bodiesto T10
and the lumbosacral junction and passes through the common axis of the hip joint or
slightly behind it. It passes in front of the sacroiliac articulation and knee joint and then
in front of the ankle joint. An increase in lumbar lordosis causes an increase, in pelvic
inclination, which can produce a protrusion of the abdominal wall. If pelvic inclination
is reduced through flattening of the lumbar curve, the line of gravity is shifted forward.

Any shift from standard alignment of the spine requires increased muscular
activity to maintain posture as close to the line of gravity as possible. Posture is
maintained through backward and forward swaying of the line of gravity. Normally, this
sway has only a limited range. Therefore, in comparison with other postural changes,
normal posture requires the least amount of Para spinal muscular recruitment (Steindler,
1965).

Abnor mal stresson a normal low back:

An excessive weight-bearing stress on a person who must stand or sit flexed for
long periods of time may pose an abnormal stress on a normal back. Unfortunately,
such a situation occurs frequently in today's society professionally, recreationally, and
in many activities of daily living. This stressful situation can be considered a cause of
static LBP. Prolonged standing in a forward flexed posture imposes excessive loading
on the posterior spinal tissues as well as on the intervertebral disks. If only the weight of
the arms or if a weight is held in the arms ahead of the body, the weight stress is
increased. the posture of leaning forward ahead of the center of gravity, in either
standing or sitting positions, greatly increases the intra-diskal pressure (Cailliet, 1988)

Mackenzie (1980) claims that this flexed posture has an adverse effect on the
posterior ligamentous, muscular, and fascial tissue. He actually postulates that this
prolonged flexed posture adversely affects the disk nucleus by causing the nucleus to
migrate pogeriorly. Prolonged flexed postures can initiate a sustained isometric
muscular tonus of the erector spinae muscles. This sustained isometric muscular
contraction causes a vascular compression with resultant ischemia and an accumulation
of muscle metabolites. These metabolites are nociceptive tissue irritants that further
intensify the muscle contraction. Pain results that prolongs the sustained isometric
muscular contraction. When the muscles become "overwhelmed" they fatigue and no
longer maintain their antigravity function. The ligaments now bear the brunt of the
posture and become another site of nociception. Emotional anxiety places a similar
stress on the tissue of the low back by causing the erector spine muscles to assume a
sustained isometric contraction. The term tension myositis syndrome (TMS) has been
applied to this emotionally induced LBP by sarno (1984) and others. TMS indicates the
production of LBP predominantly caused by sustained muscle contraction of the low
back extensor muscles from deep-seated anxiety. This condition undoubtedly occurs
frequently and must be accepted as a diagnosis and never as an accusation.

Kraus (1905) also has been a strong advocate of tension as causing LBP and
dysfunction. TMS is an example of an abnormal stress on a normal spine, which affects
the static LBP but may affect the kinetic spine, resulting in pain and impairment. In
movement such as bending forward or the process of lifting, the erector spine muscles
must elongate eccentrically in a slow and gradual manner. Muscles that are tense, albeit
from an emotional cause, fail to relax adequately, or if they do relax, do so in an erratic
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manner. Tissue irritation and inflammation result. A weight bearing lifted, which
normally can be considered acceptable to a normal back, if lifted repeatedly to an
excessive degree can result in fatigue. Fatigue, per se, can cause undesirable muscular
reaction with accumulation of metabolites or can lead to failure to perform the needed
function. Strain and sprain result (Cailliet, 1988).

2.5. Definitionsof LBP are:

LBP is pain, muscle tension, or siffness localized below the costal margin and
above the inferior gluteal folds, with or without leg pain; It may be acute or chronic;
persisting for 12 weeks or more (Bigos et al, 1994).

It may refer to pain in the lumbosacral area of the spine encompassing the
distance from the 1% lumbar vertebrato the 1% sacral vertebra. The most frequent site
of LBPisinthe 4™ and 5" lumbar segment (Richard, 2007)

2.6. Classification of LBP:
LBP can be classified based on the cause of pain into:

1. Nonspecific low back pain: In most cases it is very difficult to identify a single
cause for LBP. About 85% of the LBP sufferers no clear pathology can be
identified.

2. Mechanical type of LBP: result from inflammation caused by irritation or injury to
the disk, the facet joints, the ligaments, or the muscles of the back. A common cause
of mechanical pain is disk degeneration. A typical muscle strain, or lumbar strain,
can also be the cause of mechanical type's symptoms.

- 98% of LBP, sitting produces the highest load on the spine, typically worsens the pain.

- Lumbar spinal stenosis. spinal stenosis is caused by a narrowed spinal canal.

- Sacroiliac joint: Pain isworsened by extensive use of the leg, such as walking.

- Spondylolysis/Spondylolisthesis:

3. Compressive or neurogenic type pain: A common cause of compressive pain is a
herniated disk. The nerve that leave the lower lumbar spine joint to form the sciatic
nerve. This nerve provides sensation and controls the muscles of the lower leg.
Pressure or irritation on the nerve roots of the lumbar spine that come together to
form the sciatic nerve can interferes with the normal function of the sciatic nerve.
One of the earliest signs of pressure on a nerve root is numbness in the area supplied
by the nerve (Sendra, 1996).

L BP can be classified based on acuteness of pain: (Asher, 2007)

1. Acute LBP is. Activity intolerance due to lower back or back and leg symptoms
lasting less than 3 months. Most people gain relief within 4 to 6 weeks of home
treatment. Best managed by good assessment, explanation (and reassurance), advice
about saying active and expecting recovery, with simple analgesics and/or
manipulation and advice against bed rest for more than 2 days
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2. Recurrent LBP is. Episodes of acute low back problems lasting less than 3 months

but which recur after an interval free of low back symptoms sufficient to restrict
activity or function fairly common, a repeat episode of acute symptoms. Most
people have at least one episode of recurrent LBP. Keeping the abdominal, back,
and leg muscles strong helps protect the back from recurring injury and probably
best treated in asimilar way to acute L BP episodes

3. Chronic LBP is: It is defined as pain that persists longer than 12 weeks and is often

attributed to degenerative or traumatic conditions of the spine, a major cause of
disability that can leave a person miserable and unemployable. Chronic LBP is very
difficult to treat, amost certainly easier to prevent than treat, often associated with
psychosocial risk factors and a combination of exercises, pain medication, and
developing skills for managing and coping with chronic pain is the recommended
treatment for chronic LBP (Wheeler, 2007)

2.7. Causesof LBP;

A7

- In most cases it is very difficult to identify
,,? L . a single cause for LBP. About 85% of the LBP
S sufferers no clear pathology can be identified.
LBP in aprimary care setting, causes other than a
benign self limited LBP, 4% compression
fracture, 3% from spondylolisthesis, 0.7% from
malignancy, 0.3% from ankylosing spondylitis
and 0.1% from vertebral  osteomyelitis
(Nachemson et al, 2000).

¥ —Ligament

J&{_‘f --.‘-

Thefollowing factors could contribute to L BP:

The patient having had back pain in the past, smoking and obesity (Burton et al,
2006).

Physical factors such as heavy physical work, frequent bending, twisting, lifting,
pulling and pushing, repetitive work, static postures and vibrations
(Anderson, 1997).

The causes of LBP included: (Richard, 2007)

Rheumatologic:

Seronegative spondyloarthropathies, Ankylosing spondylitis, Psoriatic arthritis and
Reactive spondyloarthropathies, Reiter's syndrome, Rheumatoid arthritis,
Nonarticular rheumatic disorders and Myofascial pain and Fibromyalgia syndrome.

Neoplastic Disease:
Cartilage tumor, primary tumors of the spin and metastatic spinal disease.

Infections; Acuteor chronic
Osteomyelitis or Discitis.

Endocrine/M etaboalic:
Osteoporosis or Paget's disease.
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5. Referred pain:
- Pelvic disorders, Pelvic inflammatory disease, Prodatitis, Cydtitis, Pogerior
duodenal ulcers and Renal (Swenson, 1999).

8. Psychological factors:
Psychosocial factors such as stress, anxiety, depression, job satisfaction and
mental stress (Burton et al, 2006).

9. Functional defects:
Scoliosis, work or posture attitude (Jensen et al, 1994),

2.8. Pathophysiology of L BP:

Acute mechanical back disorders of the lumbar spine result from overuse of normal
musculoskeletal structures or from injury or deformity of an anatomical structure.

1. Acute low back strain is usually related to a specific traumatic episode (e.g., heavy
weight lifting), or continuous mechanical stress on the ligamentous or muscular
support of the LS. This type of pain also may be related to the posture of a patient
with accentuated lumbar lordosis caused by weak abdominal musculature, tightened
hamstring muscles, or the use of high heeled shoes.

2. A herniated disk is often preceded by years of intermittent episodes of localized
LBP corresponding to repested damage to the annular fibers of the disk.
Approximately 98% of disk herniation occur at the L5-S1 (Involving the first sacral
nerve) or the L4-5 (Involving the fifth lumbar nerve) levels. Herinations at the L2-3
and L3-4 levels are relatively uncommon. Only about 35% of patients with disk
herniation actually develop true sciatica caused by mechanical pressure and
inflammation of nerve roots.

3. Osteoarthritis of the LS primarily affects the articulator processes of the facet joint.
Degenerative changes can result in a decrease in the size of the spinal canal, causing
claudicating like symptoms of the lower extremities through mechanical pressure on
neural structures (spinal stenosis) (Warren, 1997).

2.9. Risk factorsfor developing LBP:

Risk Factors Symptoms, pathology, and radiologic appearances are poorly
correlated. Pain is nonspecific in about 85% of people (Anderson, 1997).

Ankylosing spondylitis and spinal infections are less common (Deyo et al, 1992).
Risk factors for the development of LBP include heavy physical work, frequent
bending, twisting, lifting, and prolonged static postures. Psychosocial risk factors
include anxiety, depression, and mental stress at work (Bongers et al. 1993).

Epidemiological studies also point to certain risk factors that influence the

incidence or prevalence of LBP (Pope, 1989) These can be divided into two major
groups.
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1.

A.

M odifiablerisk factors:

Occupational factors:
Hard labor and heavy exertions have been claimed as the cause of pain by more

than 60% of patients with LBP (Boden, 1990, Pope 1989 and Riihimaki1989).

Lifting, pulling and pushing, twisting, slipping, sitting for an extended period, and

exposure to prolonged vibration, in isolation or in various combinations, have been
attributed to development of LBP. Persons who view their occupations as boring,
repetitious, or dissatisfying might also report a higher rate of LBP (Anderson, 1983 &
Vallfors, 1985).

B.

Postural factors:

The effect of scoliosis on spine pain and other postural changes such as
kyphosis, increased or decreased lumbar lordosis and discrepancy in the length of
the lower limbs in the production of LBP is controversial. Although these factors
might contribute to LBP in some patients, no generally accepted hard evidence
exists of atrue association.

Spine mobility:

Most subjects with LBP have at least some limitation of range of motion of the
lumbar spine. One study done by, Biering (1982) found that, more pronounced
reduction of flexibility of the lumbar spine in subjects who went on to experience
recurrence of LBP during the year after the examination.

. Muscle strength:

Several studies done by Addison (1980), Alston (1966), Bergquist (1977) and
Berkson (1977) have shown decreased strength of abdominal and spinal muscles in
patients with LBP. Studies Schultus (1982) have shown comparatively weaker
extensors, whereas others Biering (1982) and Pope (1989) have shown
comparatively weaker flexors.

Physical fitness:

A study conducted in Los Angeles, firefighters found that physical fitness and
conditioning had a preventive effect on LBP injuries. Another study done by
Bergquist (1977) found, no difference in the rate of recovery from acute LBP with
improved physical fitness. One study also done by Petrie(1993) found no correlation
between cardiovascular physical fitness and back strength in a group of healthy,
normal women aged 29 to 40 years.

Smoking:

Person who smoke seems to have an increased likelihood of developing LBP.
Smoking is also known to increases the incidence of osteoporosis (Deyo, 1989) &
(Heliovara, 1989).

. Psychosocial factors:

Depression, anxiety, hypochondriasis, hysteria, alcoholism, divorce, chronic
headaches and other factors have been reported with higher frequency in patients
with chronic LBP. Whether these are the cause or the result of the LBP isunclear.
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2. Non modifiablerisk factors:

A. Age
The likelihood of developing LBP gradually increases up until approximately 55
years of age (Battie, 1990 & Biering, 1982).

B. Gender:
Men and women have similar risks of LBP up until age 60 years. Thereafter,
women are at greater risk, probably because of the development of osteoporosis.

C. Anthropometric factors:

There are no strong correlations between height, weight, or body build and LBP.
However, there is a higher risk of LBP in very obese persons (Ikata, 1965) and
possibly in tall persons (Biering 1982, Kelsey 1975, Lawrence 1966 & Tauber
1970).

D. Others
- Having afamily history of LBP.
- Having had a previous back injury.
- Being pregnant. A woman's back is significantly stressed by carrying a baby.
- Having had compression fractures of the spine.
- Having had previous back surgery.
- Having spine problems since birth (congenital spine problems).

2.10. Thecosts of LBP:
The National Health Service spends per year more than £10 billion on LBP

related costs, this includes:

- This brings the health care costs for LBP to a total of £1.6 hillion per year.
(Maniadakis, 2000)

- In addition there are other (indirect) costs. The Health and Safety Executive
estimates that musculoskeletal disorders, which includes LBP costs UK employers
between £590 million and £624 million per year ( Her majesty's stationery office
(HMSO), 1997)

- Thetotal cost of LBP corresponds to between 1% and 2% of Gross National Product
(GNP). (Norlund & Waddell, 2000).

- In USA the costs are estimated to range from $20 billion to $50 billion annually
(Skinner, 1996).

- Other European countries report similar high costs (Van, 2006).

2.11. Prognosis:

Acute LBP is usually self-limiting (90% of people recover within 6 weeks),
although 2 to 7% develop chronic pain. One study found that recurrent pain accounted
for 75% to 85% of absenteeism from work (Frymoyer, 1988).
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2.12. Signsand Symptoms:

Pain can be constant or intermittent. Intensity can vary from a dull ache to searing

agony. The onset may be sudden, with or without apparent reason, or gradual.

Most LBP resolves in a few days or weeks with or without treatment. However, some
people have chronic pain that lasts months or years.

3.

4.

Severe pain: lasting more than a few days without improvement may require
medical attention.

Localized pain: Is often described as aching, tight, stiff, sore, burning, throbbing, or
pulling.

Pinched nerves. Produce numbness or tingling, warm or cold sensations, and
burning or stabbing pain that begins in the back and radiates down the leg (e.g.,
sciatica).

Compressed nerves. Cause numbness and weakness in the muscle associated with
the nerve. The muscle may atrophy if the compression is not relieved. (Eric et al,
2007)

Pain caused by mechanical disorders typically improves with recumbence and
worsens with activity (Davide, 1993).

2.13. Evaluation and diagnosis of L BP:

2.13.1. Clinical Evaluation:

1.

History:

A good history must be taken like mode of onset of LBP (abrupt or insidious).
Provoking, aggravating, and relieving factors, history of lumbar surgery, types
of treatments implemented, medications used and the effects of these
medications on the symptoms.

- Red Flags. Features of Cauda Equina syndrome (especially urinary retention,
bilateral neurological symptoms and signs, saddle anesthesia).

Yellow Flags: Any factors that might limit an early return to usual activities,
including work, clinical assessment of yellow flags may identify the risk of
long-term disability, distress and work loss due to: Attitudes and beliefs about
back pain, emotions, behaviors, family, compensation issues, work, diagnostic
and treatment issues, should be investigated appropriately and referred if
investigations are abnormal.

No Red Flags, normal investigations and persistent symptoms should be referred
to a specialist or specialist team if available.

Significant trauma, Weight loss, History of cancer, Fever or intravenous drug use.
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. Examination:

Inspection: back deformities, Para-spinal spasm, birthmarks, unusual hair
growth, listing to one side, corkscrew deformity, decrease or increase in
lordosis, presence of scoliosis, muscular atrophy, or asymmetries.

Palpation and Percussion: Determine whether there are tender or trigger
points, local tenderness or pain on percussion, spasm, or tightness of the Para-
spinal muscles.

Range of Motion: Range of motion should be determined. Values for normal
range of motion of the lumbar spine are as follows: flexion, 40 degrees,
extension, 15 degrees; lateral bending, 30 degrees; lateral rotation, 40 degrees to
each side, the ROM measured by Tape measure method (Helliwell, 1992) and
Inclinometers: for measuring spinal motions (Mayer et al, 1984).

Various electronic and computerized gadgets are available for measurement of
spinal range of motion, and measure muscle strength (Asmussen and Heeb,
1959),

Neurological Examination: This is a very important part of the evaluation of
patients with LBP (Department of Neurology, 1991).

Gait, Station, and Coordination:. Look for antalgic gait, foot drop, and
functional or hysterical features, toe-walking, heel-walking.

Muscle Stretch Reflexes: An increase, decrease, or absence of muscle stretch
reflexes should be recorded..

Muscle Bulk: Comparison of the circumference of the lower limbs, determined
with a tape measure, at different levels (such as mid-calf level) is sometimes
useful.

Muscle Strength: To determine the muscle weakness is genuine or whether it is
agiving-way as the result of pain, functional factors, or poor effort.

Sensory Examination: Outline areas of sensory loss, the nature of the sensory
tests should be carefully explained to the patient. Determine whether the
reported sensory changes are consistent and reproducible and whether they fol-
low anatomical dermatome patterns (although they may be noted in only part of
adermatome).

Straight Leg-Raising Test (Lasegue test): The patient is instructed to inform

the examiner when the pain occurs and also to report the location of the pain.
Thisis often areliable sign of root irritation.

Thefaberetest: Isdone to look for any associated hip disease. It is also known
as Patrick's test.
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2.13.2. Diagnosis of L BP:

Diagnosing the underlying cause of LBP can be difficult. A medical history is

taken and a complete physical examination, which may include a neurological
examination.

1. Laboratory Tests

2. X-rays: Show the alignment of the cervical, thoracic and lumbar spine; and may
reveal degenerative joint disease, fracture, or tumor.

3. Computerized tomography (CT scan): It isused to show abnormalities in bones
and soft tissue. CT scan can be used for patients who are unable to tolerate MRI.

4. Magnetic resonance imaging (MRI scan): Provides clear images of disc
deterioration, pathologies of the spinal cord, spinal stenosis, herniated discs, spinal
tumors and abnormalities in nerves and ligaments.

5. Myelography: To examine the spinal canal and cord. Contrast dye is injected into
the cerebrospinal fluid to outline the spinal cord and nerve roots, thus allowing
abnormal disc conditions or bone spursto be visualized with x-ray or CT scan.

6. Electromyogram (EMG): To test for abnormal electrical signals, which may
indicate that a nerve root is pinched or irritated at the spine.

7. Spinal tap: Drawing a sample of cerebrospinal fluid and analyzing it for elevated
pressure, infection, bleeding or tumor.

8. Bone scan: Locates problems (e.g., fracture, osteoporosis) in the vertebrae.
(Eric & Stanley, 2007)

2.14. Recovery from LBP:

90% of the people with acute LBP will recover within 6 weeks.

Up to 7% of the persons with acute LBP will develop chronic LBP. These chronic
patients have considerable discomfort and account for approximately 80% of the
social and health care costs (Nachemson et al, 2000).

Nearly 40% of back pain sufferers consulted a general practitioner (GP) for help;
10% visited a practitioner of complementary medicine (osteopaths, chiropractors
and acupuncturists) (Government Statistical Service, 1999).

When experiencing LBP it is very important to stay active. Bed rest will only
make the pain worse.

Physical exercise can be a very effective method to reduce the pain and
discomfort that long-term pain sufferer's experience (Airaksinen et al. 2006).
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2.15. Treatment and Prevention of L BP;
2.15.1. Treatment:

Most cases of LBP are treated conservatively. If pain persists or worsens, or
if other symptoms develop, a more aggressive approach is taken.

1. Homeremedies:
Applying ice immediately during the 48 hours after straining a muscle can reduce

pain. After spasms and acute pain subside, heat can be applied to loosen tight muscles.
(e.g. a hot bath or whirlpool or a heat wrap that stays warm for 4 to 6 hours). Cold
therapy (e.g. ice or cold pack application) may be effective at relieving LBP in some
cases (Rootberg, 2007).

2. Bed redt:
Two or three days of followed by a gradual return to normal activity is sometimes
recommended.

3. Medication:
Acetaminophen and ibuprofen are most commonly recommended for pain relief.

Anti-inflammatory drugs (e.g., Celebrex), non-narcotic pain relievers (e.g., Tramadol),
muscle relaxants (e.g., Flexeril), and narcotic pain relievers may be prescribed. An oral
steroid (e.g., prednisone)

Chronic LBP caused by nerve root damage is sometimes treated with tricyclic
antidepressants, such as amitriptyline (Elavil) and nortriptyline (Pamelor), for
numbness, burning, aching, throbbing, or stabbing pains that shoot down the limbs.
Anticonvulsant drugs, such as Gabapentin (Neurontin), may alleviate pain caused by
nerve degeneration and persistent leg pain after surgery.

4. Injections:
Steroid injections can significantly decrease inflammation and pain.

5. Physical Therapy:

The goals of physical therapy in LBP are to decrease pain, increase function,
restore normal movement, and prevent recurrences, it can be in the following forms:

a. Massage therapy:

May help to increase circulation to the affected area. There are several techniques
and devices used in massage therapy.
Acupressure or pressure point massage may be more beneficial than classic massage
(Hurwitz et al, 2003).

b. Electrotherapy:

To simulate muscular contraction, increase muscle strength, and increase the flow
of neurochemicalsto the area.
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C. Ultrasound:

Creating deep gentle heat that increases blood flow, relieves pain and
inflammation, and reduces muscle spasms.

d. Exercise

Exercises can be an effective approach. Generally, some form of consistent
stretching and exercise is believed to be an essential component of most back treatment
programs. However, one study found that exercise is also effective for chronic back
pain, but not for acute pain (Van et al, 2004). Another study found that back-mobilizing
exercises in acute settings are less effective than continuation of ordinary activities as
tolerated (Burton et al, 1995).

Exercise can correct current back problems, help prevent new ones, and relieve
back pain, particularly after an injury. Proper exercise strengthens back muscles that
support the spine and strengthens the abdomen, arms, and legs, reducing strain on the
back. Exercise also strengthens bones and reduces the risk of falls and injuries. Physical
therapy and exercise, including stretching and strengthening with specific focus on the
muscles which support the spine, often learned with the help of a health professional,
such as a physical therapist. It is essential to speak with a doctor or physical therapist
before starting an exercise regimen to ensure that it is appropriate.

€. Body Awareness Therapy:

An educational system centered on movement, aiming to expand and refine the
use of the self through awareness. It is intended for those who wish to improve their
movement repertoire (dancers, musicians, artists), as well as those wishing to reduce
pain or limitations in movement and many who want to improve their general well-
being and personal development (Dionne, 2005).

f. Manipulation:

Where there is stiffness of a lumbar segment, mobilization should used to
regain local mobility. Thisis an essentia adjunct to mobilizing exercise that will
work the mobile segments and not move the stiff segments. There may be atime,
therefore, when it is appropriate to give mobilizations and to instruct the patient
not to exercise between treatment sessions. Soft-tissue techniques of kneading
and skin rolling are often indicated to release tight paravertebral muscle,
supraspinous ligaments and fascia. If nerve root tethering is suspected, passive straight
leg rising is appropriate. If the problem is long-standing, hold-relax techniques may be
added to straight leg rising to lengthen tight paravertebral muscles. Rotation
mobilizations may be used for a patient whose clinical findings point to a small
protrusion. The theory is that the oscillatory nature of the technique reduces the bulge
and the nuclear material becomes central again (Thomson et al, 1991) (Council on
Chiropractic Education, 2007).

Traditionally, it is based on the premise that a vertebral subluxation or spinal joint
dysfunction can interfere with the nervous system and result in many different
conditions of diminished health (National Center for Complementary & Alternative
Medicine, 2007).
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g. Traction:

The force exerted by traction tends to separate vertebrae; therefore, nerve root
pressure can be relieved. Also, in exerting a longitudinal stretch on the annulus fibrous
plus anterior and posterior longitudinal ligaments, there is a centripetal force tending to
move the nucleus centrally. Given for half an hour daily for 3-4 days, traction is very
useful. The force applied should reduce the pain about 50% (no more, otherwise the
pain comes back more severely when the traction is taken off). A respectable working
theory is that blood and lymph flow are increased by reduction in nerve root
compression, bringing nutrition and removing inflammatory waste products. Therefore,
the leg pain is diminished at first and cleared by three or four trestments. The patient
must get off the traction bed with the lumbar spine in lordosis and thereafter maintain it.
It may be wise to put strapping or a corset on to remind the patient of this, otherwise the
weight of the upper trunk will compress the disc and the protrusion will gradually recur
(Thomson, 1991)

h. Acupuncture:

Inserts hair-thin needles under the skin, which remain in place for 15 to 30
minutes. The needles cause little or no pain. Pain relief may result from the release of
endorphins, the body's intrinsic painkillers. Generally, several sessions are needed. (lea,
2000)

i. Education and attitude adjustment:

To focus on psychological or emotional causes, respondent cognitive therapy
and progressive relaxation therapy can reduce chronic pain. It is the applied science of
equipment design intended to maximize productivity by reducing operator fatigue and
discomfort. Factors that may contribute to their back pain, such as improper lifting
technique, poor posture, or poor support from their bed or office chair, etc. Although
this recommendation has not been tested, this intervention is parts which do help
(Carragee et al, 2005).

6. Surgery:

Surgery may be indicated for progressive or severe neurological dysfunction
such as muscle weakness, spinal cord compression, or bowel, bladder or sexual
dysfunction and for cases of pain that is not easily relieved under surgery we have.

A. Discectomy:
Isthe removal of herniated disc material that is compressing nerves.

B. Laminectomy:
Removal of the lamina relieves compression on the spinal cord. Spinal instability
is corrected by using a bone graft to fuse adjacent vertebrae.

C. Implanted pumps:
Deliver a constant rate of pain-relieving medication to the spinal area. Surgically

implanted spinal cord stimulators modulate the pain response, so the patient experiences
less pain.
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2.15.2. Prevention of recurrence of L BP: (Thomson et al, 1991)

The predisposing factorsin the patient's lifestyle should be identified. If prolonged
sitting is necessary, then a 'lumbar roll' should be used to maintain the lordosis. Also,
every 20-30 minutes, the lumbar spine should be extended. For example, standing (hand
on back above pelvis) — bend back; or prone lying — push up on hands keeping pelvis
and legs steady. Every day, the spine should be moved through full range in every
direction. Two other important exercises are:

1. Sitting on floor-stretch trunk forwards to touch toes with fingers.
2. Star lying-carry right leg up and over so that right foot touches left hand, repeat
with left leg.

These exercises keep the nerve root and Dura mobile:

Lifting techniques must be corrected and common sense applied to make sure the
patient knows how much lifting to attempt and when to seek help.

General fitness is important; bicycle and swimming are suitable activities.

Excess weight causes excessive stress especially on the discs of L5-S1 and L4-5;
therefore diet control isimportant.

Protection with a broad belt during demanding physical activities is helpful.

The back must be kept warm wearing a vest in winter or a woolen band covering
T12-S2 is sensible in outdoor activates in cold weather.

There are things you can do to prevent LBP from happening or from becoming too
serious. Here is important ways to prevent LBP (See annex14)
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Chapter three
Literaturereview
3.1. Introduction:

This chapter reviews the literature about the prevalence and risk factors of LBP
among physical therapy professionals.

3.2. Epidemiology of LBP:

In the industrialized world, LBP is second only to headache as a cause of pain. It
is the leading cause of expenditure for workers compensation. Although it is often a
self-limiting symptom, it costs at least $16 billion a year (Grazier et a. 1984, Snook,
1982). And disables 5.4 million Americans (Feller 1981, Frymoyer, 1988). At some
time in their life, (60% to 80%) of the population will have LBP (Cailliet, 1988).
According to estimates of the united state (U.S.) Census Bureau, 1.8 million Americans
were unable to work at some time during 1984 to 1985 because of LBP.

One study reported that 2% of all U.S. workers have a compensable back injury
each year. Fifty percent to eighty percent of adults will have LBP at some time in their
lives (Biering, 1983).

Almost 10 million women - over 41% of women have LBP each year, 80% of the
women, their LBP started more than a year ago. All age groups are affected - a third of
16-24 year olds reported LBP in the last year, and nearly half among those aged 45-64
years. More women than men in the youngest and oldest age groups have LBP.
Women's LBP tends to last longer than men's pain. Men are much more likely to have a
short, sharp attack. Women are more likely than men to have restricted activity due to
LBP (Office for National Statistics, 1998). Another study was done by Taylor in (1985)
suggested that 25 million Americans lost 1 or more days of work annually because of
LBP. About 2% of workers each year submit claims for disability due to LBP.

LBP is a symptom that can be caused by various disease entities and can be
affected by various psychosocial factors. Furthermore, in the absence of specific
anatomical and pathological finding, the pain is not objectively verifiable. Thus,
applying the science of epidemiology to the subject of LBP is difficult. The available
survey studies have to be analyzed with attention to several factors, including the
presence or absence of specific anatomical change or pathological process, whether the
pain is severe or trivial, whether the report of pain is through questionnaires or through
direct evaluation of the patient, whether the patient is referring to LBP or to spine pain
in general, and the accuracy of the patient's report (a pre-employment health survey
typically does not reveal the same prevalence of LBP as does an anonymous survey).
Taylor & Curran (1985) reported in questionnaire was conducted through telephone
interviews of 1254 Americans, revealed that 56% of the adult population had some LBP
in the year preceding the survey, and 3% of them had LBP for more than one month.
The U.S. population in 1985 was approximately 180 million, and one can conclude
from this study that approximately 100 million people had some LBP and 6 million had
LBP for more than 1 month during that year (losser, 1991).
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In a study conducted in Finland by Heliovaara (1998) showed that, about 75% of
both men and women reported having had at least one episode of LBP, 45% recalled at
least six episodes of LBP, and 18% reported having LBP in the previous month.

Previous studied was done by Biering (1982), Frymoyer (1985), Pope (1989),
Spangfort (1972), and Svensson (1983) suggested that a lifetime rate of LBP of about
60% to 90% and an annual rate of about 5%.

The overall incidence LBP is equal in men and women, but women report more
LBP after age 60 years this difference is likely to be due to the development of
osteoporosis in women (Biering, 1982).

Only 1% of patients with acute LBP have lumbar radiculopathy. This rate is
probably even lower for those with chronic LBP. Lumbar radiculopathy often occur in
patients during the fourth and fifth decades of life. The average age of patients who
undergo lumbar Laminectomy and Discectomy is 42 years.

(Frymoyer1988 & Spangfort, 1972).

Prevalence More than 70 % of people in developed countries will experience LBP
at sometimein their lives. Each year, 15 to 45 percent of adults suffer LBP, and one in
20 people present to a hospital with a new episode. LBP is most common between 35
and 55 years of age (Andersson, 1997)

3.3. The local and global studies about the prevalence and risk factors of
LBP:

LBP is most common among physical therapy professionals in GS, related to
study done by Abu Rayya (1999), which showed that 71% of interviewers reported
having had LBP at some time of life, 32.7% period prevalence, 37.1% point prevalence
a the time of applying the questionnaire. The occurrence rate of LBP among health
professionals in UNRWA was high but in general population range prevalence of LBP
affects 60-80% of adults at some time during their lives, the highest rate was 93%
among PTS/PTA, Dentists/Tech. 80%, Laboratory Tech. 75%, Nurses 71.2%, Midwives
71%, Pharmacists/A. 68.6%, Doctors 60.6 %, and health education was 60%.

Michel et al (2008) who reported in his study aims, that investigate the prevalence
and factors associated with LBP among health professionals working in a Kuwait
hospital. A self-administered survey was conducted with health professionals in an
urban orthopedic hospital. The response rate was 60% (n = 344). And the results
showed that Lifetime prevalence of LBP in that sample was 70.9%, and point
prevalence of LBP was 21.5%. And the results suggested that direct patient contact that
includes lifting and transferring patients may be an important risk factor for LBP.

Another study was conducted in Kuwait was determined the point prevalence and
to study the characteristics of work-related and non-work-related of LBP among PTs in
Kuwait and its effect on their regular activities. Self-administered questionnaire were
distributed to 143 individual and the results showed that one hundred which represented
70% of the 143 physical therapists completed the questionnaire. The lifetime prevalence
of work-related LBP was 70% (31.6% in males and 68.4% in females) and the point
prevalence rate was 57% (31.6% in males and 68.4% in females). All the 100 therapists
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were college graduates who worked full-time and 82% were employed in general
hospitals and rehabilitation centers. The most common areas of specialty were
orthopedics (32%) and neurology (23%). Fifty percent reported that LBP affected their
regular activities, 28.6% reported limitation due to pain and 11.4% changed their work
settings because of LBP. The main site of pain was at low back and buttocks. Pain
intensity was scored similarly among male and female (Shehab, 2003).

LBP is one of humanity's most frequent complaints in the US; acute LBP is the
fifth most common reason for al physician visits. About nine out of ten adults
experience BP at some point in their life, and five out of ten working adults have BP
every year (Patel, 2007).

The objective of this study was to explore the prevalence of occupational low
back pain and assess work-related risk factors in Intensive Care Unit (ICU) nurses. The
subject was 477 ICU nurses working in other wards (control group) of the same
comprehensive hospital were investigated using OLBP Investigation Questionnaire for
nurses including working postures and related work activities. The results was, the
prevalence of OLBP 87%, frequency of OLBP (48%=1 per month) and OLBP related
work-absence (7%) of the ICU nurses were significantly higher than the control group
(64%, 32% and 2%, respectively). The frequency of harmful postures occurred during
working tasks of observing drainage, lifting and transferring patients in bed, injection,
suctioning and adjusting drip were 99%, 90%, 75%, 75% and 6%, respectively.
Suctioning, injection, observing drainage, lifting and transferring patients in bed were
100:155:199:301:418. That mean the Prevalence of OLBP in ICU nurses is high. High
frequency of bending and twisting, transferring patients in bed are the main causes of
OLBP in ICU nurses (Sun, 2007).

The study was done by Bos et al (2007) using a cross-sectional survey design and
that aimed to study the prevalence rates of musculoskeletal complaints of neck-shoulder
and low back and to determine the relation between physical and psychosocial work-
related risk factors and the complaints mentioned in non-specialized nurses, operation
room nurses, Intensive Care (IC) nurses and X-ray technologists . It included 3,169
employees affiliated to eight university hospitals in the Netherlands. The parameters
under study were having or having had (severe) low back or neck-shoulder complaints
during the past year. In all groups prevalence rates of musculoskeletal complaints were
high: low back 76%, neck-shoulder 60%. Operation room nurses perceived more neck-
shoulder complaints (12 months prevalence) than non-specialized nurses and |C nurses
perceived less severe low back complaints than non-specialized nurses. Four physical
risk factors and one psychosocial factor were associated with low back complaintsin all
groups. The prevalence rate of neck-shoulder complaints in operation room nurses is
higher than in non-specialized nurses and IC nurses, the latter groups having high
prevalence rates already. The exposure to risk factors is perceived differently by each of
the professional groups.

In the study conducted by Feng (2007) aimed to assess the prevalence and risk
factors for different measures of LBP among nursing aids (NAS) in Tawan. A self-
administered questionnaire was conducted among 244 female (NAs) from 31 nursing
homes in central Taiwan. The result was for this pain lasting for at least one day,
seeking of medical care, intense pain, sick leave, and chronic pain were 66.0%, 43.9%,
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38.1%, 10.7%, and 8.6%, respectively. While multiple logistic regression analyses
indicated that the risk factors varied with different measures of LBP, at least one high
risk patient-handling task and one psychosocial factor were observed to be associated
each LBP related measure. Three risk factors, including manual transfer of patients
between bed/wheelchair and bath cart, perceived physical exertion, and psychological
demands, were consistently associated with different measures of LBP and age
associated with an increased risk of pain.

The study conducted among professional cooks to determine the prevalence of
LBP and to examine the effects of daily life conditions, job-related factors, and
psychological factors on this disorder. The data was collected using a mailed self-
administered questionnaire. Showing that of 5835 from 7100 cooks (82%) replied to the
questionnaire, including 1010 men and 4825 women. The mean ages were 41.4 years
for men and 47.5 for women. The prevalence of LBP during a 1-month period was
72.2% among men and 74.7% among women, with no significant differences between
groups. By logistic regression analyses, factors significantly associated with the
prevalence of LBP in 1 month were female gender, followed by current smoking, and
past smoking. As for job-related factors, the number of cooked lunches per person,
breaks in the morning session, kitchen environment, and height of cooking equipment
were associated with the presence of LBP. As for psychological factors, job satisfaction,
stress at work, financial constraints, health-related stress and worried about the future
were similarly associated with LBP (Nagasu, 2007).

By Liang (2007) this study was conducted among foundry workers that aim to
clarify the prevalence and risk factors of work-related musculoskeletal disorders
(WMSDs). A detailed questionnaire describing work history, ergonomic conditions at
work, and signs and symptoms of the musculoskeletal system was applied to the
investigation among 617 foundry workers. The study population consisted of 80%
males and 20% females with a mean age (SD) of 34.4(9.5) years and a median working
duration of foundry of 3 years (ranged from <1 year to 30 years). Most of the subjects
had their junior middle school career with a mean (SD) of 6.8 (2.7) schooling years. The
prevalence of LBP ranked the top regardless of job titles and its risk factors inducing
LBP seem to be smoking, lifting, and vibrating tool usage. The prevalence of work
related LBP and back tenderness are both ranked at the highest for the molders,
followed by cleaners.

Vindigni examined the association between LBP and modifiable risk factors in a
large rural Indigenous community as a basis for informing a musculoskeletal health
promotion program. A community Advisory Group (CAG) comprising Elders,
Aboriginal Health Workers, academics, nurses, a general practitioner and chiropractors
assisted in the development of measures to assess self-reported muscular-skeletal
conditions including LBP risk factors. The survey included a community-based survey
administered by Aboriginal Health Workers followed by a clinical assessment
conducted by chiropractors. Age and gender characteristics of this Indigenous sample
were comparable to those reported in previous Australian Bureau of Statistics (ABS)
studies of the broader Indigenous population. A history of traumatic events was
highly prevalent in the community, as were occupational risk factors. 34% of
participants reported a previous history of LBP. Sporting injuries were associated with
multiple musculo-skeletal conditions, including LBP. Those reporting high levels of
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pain were often overweight were associated with self-reported low back strain
(Vindigni, 2007)

Babar et a (2006) showed that in new study in back and neck pain is an
established occupational disease for many professions. No previous studies have shown
the association of back and neck pain with ear-nose and trachea (ENT) surgery. The
objective was to determine the prevalence of neck and BP in ENT consultants in the
United Kingdom and which sub-specialties’ were most at risk. A national survey from
325 ENT consultants in the UK revealed that 72% had either back pain or neck pain or
even both. Of those with pain 53% attributed their symptoms directly to ENT surgery.
Highest figures were received from otologists, related to microscope work and
prolonged sitting. The importance of these findings has demonstrated the lack of
awareness and adequate training to prevent long-term disability in ENT surgeons.

Clermont et al (2006) summarized the scientific evidence on the trends of LBP
prevalence with age. The population-based studies reporting the prevalence of LBP,
including people aged 65 years and over, were systematically retrieved from several
bibliographic databases. These were read and assessed by two reviewers, and papers
retained (‘good quality studies’) were aggregated according to specific criteria. The
results showed a large heterogeneity as to their methods and prevalence figures. No
specific patterns were detected by neither country nor outcome measure. However, most
studies that considered severe forms of LBP found an increase of prevalence with
increasing age.

A cross-sectional study was done by Dundar (2006) which was studying the
prevalence of LBP and to evaluate the effects of household jobs on LBP in women
living in a rural setting in Manisa. Studying population was consisted of 302 women
and cluster sampling is performed according to percentage of health center district
populations. Participation ratio of this study was 89.1%. Life time and point prevalence
of LBP were determined 79.2% and 34.9% of the study group. LBP risk was higher in
wrong posture during ironing, heavy load lifting, overweight/obesity and disability. For
preventive health measures it is necessary to apply ergonomic working conditions and
to give appropriate postural habits to women.

Niemelainen et al (2006) used descriptive epidemiologic study to examine the 1-
year prevalence, severity, and frequency of mid-back pain in a general population
sample of men, with comparisons to neck and LBP. A total of 600 finish men 35 to 70
years of age were drawn from a population-based twin sample and interviewed with
standardized pain questions. The result was 1-year prevalence of mid-BP was 17.0%,
for neck and 66.8% for LBP. The frequency of pain over the previous year among those
with mid- and LBP was less than for neck pain. The mean severity of the worst pain
episode was highest for LBP followed by mid-back and neck pain, which were similar.
Associated disability tended to be less frequent from mid-back pain.



A study reported that, a higher prevalence of musculoskeletal pain in women than
in men. (i.e., 1-y period prevalence, point prevalence, prevalence of chronic pain, and
prevalence of persistent chronic pain); and different anatomic pain sites. Cohort study
and Monitoring Project on Risk Factors for Chronic Diseases-study) were used. The
study population consisted of persons aged 25 to 64 years living in the Netherlands.
Data on self-reported pain complaints were assessed by written questionnaires. The
study results was, prevalence rates of musculoskeletal pain were higher for women than
for men in the Dutch general population aged 25 to 64 years on the basis of 2
population-based surveys. For musculoskeletal pain in any location, 39% of men and
45% of women reported chronic complaints. Highest female predominance was found
for the hip and wrist/hand, whereas lowest and not statistically significant sex
differences were found for the lower back and knee. All duration parameters of
musculoskeletal pain showed a female predominance of musculoskeletal pain (1-y
period prevalence, point prevalence, prevalence of chronic pain, and prevalence of
persistent chronic pain). In those with persistent chronic pain, women tended to report
higher severity scores (Wijnhoven, 2006)

An additional study had done by Beria (2005) evaluated the prevalence of LBP
among hospital staff, analyzing the medical and professional consequences as well as
investigating into the factors associated to this health problem. He was conducted in an
inquiry among 350 employees at Fattouma Bourguiba teaching hospital. The employees
had answered the questionnaire. The researcher found the cumulative life-prevalence
was 57.7% of the cases. The annual prevalence was 51.1% of the cases. Chronic LBP
prevalence was 12.8% of the cases. Medical care was required in 61.9% of the cases.
Radiological explorations were performed in 45% of the cases. Sick leave was observed
in 26.1% of the cases and an occupational change was necessary in two cases. Factors
associated to LBP were age, female gender, high BMI, the fact of being married or
divorced, smoking, past medical LBP history, extra professional activity, migraine,
years service as well as heavy weight lifting. Exercising is rather a protecting factor
against LBP.

Khan & Siddiqui (2005) were studied the prevalence of LBP in computer users
and how different age groups behave under prolong sitting posture on axial loading
against time among students of computer institutes and the data from hospital base
practice in the city of Karachi. A cross sectional study design used by initial screening
guestionnaire followed by further clinical examination and evaluation. The main
outcome measures, variation in the pattern of LBP in response to duration of work, age
and gender against time was noted. The results were of LBP in computer users was
more common in the younger age group (16-18 years) with a second surge (23-30 yrs)
specially at the beginning of their carrier with a prevalence rate of 6.7%, mean age
30.29 and a frequency of male to female 223:95, novice to professional 182:136, single
to married 192:127, about 44% of users developed LBP in 4 hours and 35% in 3 hours
about 50% of them found to have lax back muscles.

The objective of this study was to determine whether obesity is associated with
LBP. In addition this paper aimed providing a step-by-step guide for chiropractors and
osteopaths on how to ask and answer a clinical question using the literature. A literature
review using the Medline search engine using the keywords "obesity", "low back pain",
"body mass index" "BMI" and "osteoarthritis’ from years 1990 to 2004 was utilized.
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The method employed is similar to that utilized by evidence-based practice advocates.
The results show that available data at this time is controversial with no clear-cut
evidence connecting L BP with obesity (Timothy & Leon, 2005)

Normadiah (2005) used a cross sectional study of 330 doctors of Hospital Kuala
Lumpur, self-administered questionnaires used to determine the prevalence of LBP
among the doctors. The researcher was found that a large of the subjects had
complained of LBP. About 74.6% were currently affected or had been affected in the
past by LBP. The doctors who initially without LBP before working about 59.2% of
them developed LBP during working life, and those who already had the LBP prior
working, 87.3% of them continued having LBP during working life. Females noted a
significantly suffering from LBP. Indian had higher risk, but Chinese had lower risk of
in development of LBP compared to the Malay ethnic group. It was found that married
respondents were slightly higher risk when it compared to single respondents. The
prevalence of LBP among respondents who smoked was higher than those who did not
smoke. Factors such as gender, weight and height were found to have satistically
significant association with LBP. However, they were observed not to be predictive of
LBP. There were no significant associations found between other socio-demographic
factors, other risk factors and LBP. And bad posture over a long period while working
being the causal related factor with the highest prevalence of LBP.

Conducted study was done by the Folletti (2005), showed that the characteristics
of LBP to (512) subjects. In the previous year the prevalence of LBP was (58.8%), it
was more common in subjects under (45) years of age. LBP lasted >1 week in (29%) of
females and in 23% of males. LBP caused change of duties or time off work in (11%) of
females and in (8%) of males.

Jinky's study the prevalence and risk factors for LBP among workers in
manufacturing industries in the Philippines. The researcher used a cross-sectional study
using a dratified random sampling technique. Thirty-one industries were selected
sampled from each industry. There were 495 workers surveyed for the symptoms
guestionnaire and 544 for the anthropometric measurements. The results showed that
5.1% experienced discomfort, 2% had trunk rigidity and 1.4% had both limitations of
trunk motion and activities of daily living. Logistic regression showed that LBP was
significantly associated with leaning, bending, and carrying for 2-8 hours and with
standing for 2-8 hours. It also was found to affect work performance and more likely to
occur 14 times as often after work as during the initial work sessions. Anthropometric
measurements of the workers showed that the mean height is 159.96 cm, mean chest
height is 115.70 cm, waist height is 96.95 cm, and knee height is 47.37 cm.
Anthropometric data between sexes was also presented. This anthropometry can be used
for the design of working equipment of Filipino workers (Jinky, 2004)

Another study which was done to determine the prevalence and risk factors for
LBP among office workers in Ibadan, Nigeria. The researcher used a cross-sectional
study design and 840 Questionnaires were distributed among office workers in the civil
service in Ibadan, Nigeria. The response rate was 66%. The result which was found the
prevalence of LBP was 38% and the point prevalence was 20%. LBP was significantly
associated with senior staff grade and smokers. Severity of LBP was associated with
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sitting for >3 h. Only 16 respondents (5%) reported sick leave due to LBP in the
previous year (Omokhodion et al, 2004)

McBride showed in another study that 54% experienced LBP in the previous 12
months, with a modal frequency of three or more times a year. For the 448 individuals
with a current occupation, there was no difference in the distribution of LBP between
those with professional, clerical, and technical jobs and those with production or trades
jobs, fifty-six individuals had to have time off work (the majority for less than 7 days),
and 13 individuals could not look after themselves because of pain ( McBride, 2004).

In 2004, Stergioulas and others were studied the factors related to occupational
LBP occurring in male physical education teachers (PET). The questionnaires used to
collect information. The prevalence of LBP during the survey was 63%. The correlation
of personal factors and LBP showed that the prevalence of LBP was significantly higher
in those PET who answered yes to the item "no personal training” than in the PET who
did not. Moreover, many occupational factors are related to LBP. These were the items
"lifting gym instruments’ and "helping students into flexing posture”. From the working
conditions it was confirmed that the PET who "spent more than 35 hours per week in
teaching physical education” were correlated with LBP (Stergioulas et a, 2004).

This study was done to know the prevalence of LBP in a group of hospital nursing
personnel in 180 subjects (89% women). A questionnaire on LBP was collected. The
prevalence of LBP episodes during the last 12 months was 63.9%. No difference was
observed according to the working area (medicine, surgery, emergency). The proportion
of subjects with LBP tended to increase according to the previous duration of work, but
not with age. The prevalence of LBP was significantly lower in nursing personnel
working according the team nursing model that is less repetitive and involves less work
load, compared to the functional nursing model (Martinelli et al, 2004).

A cross-sectional study was done among public sector nurses in Auckland,
information obtained via self-administered questionnaire. A response was received for
83% of the nurses. The lifetime prevalence of BP related to nursing was 62%, with an
annual prevalence of 37% and a point prevalence of 37%. The annual and point
prevalence were highest in Pacific Island nurses. The annual prevalence was highest in
nurses from orthopedic (54%), geriatric (48%) and medical (44%) wards, and the point
prevalence was highest in nurses from geriatric (19%) and medical (14%) wards.
Current BP related to nursing was reported by 12%. Raised relative risks, adjusted for
the other predictor variables, were found for LBP in Pacific Island nurses compared to
Caucasian nurses, non-registered nurses compared with registered nurses and persons
with a body mass index (BMI) greater than 30 kg/m (Steenland, 2003)

Rugelj showed that 15% of the active physiotherapists in the Republic of Slovenia
that the overall incidence among the sample population of physiotherapists is 73.7% and
the most prominent factor appear to be the age of the respondents. The only triggering
factor for LBP within the physiotherapy profession appears to be handling of dependent
patients (Rugelj, 2003).
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Maetzel (2002) found that, the cost of LBP illness was high and was comparable
to other disorders such as headache, heart disease, depression or diabetes, but actual
cost estimates varied depending on the costing methodology employed. A small
percentage of patients with chronic LBP accounts for a large fraction of the costs.
Excessive and inappropriate use of diagnostic or therapeutic services can be
documented but varied by region and provider type. Management according to
evidence-based guidelines was not necessarily economically attractive. Interventions for
acute or chronic LBP failled to show economic benefits, but demonstrated modest
clinical benefits, which suggested a weak relationship between clinical and economic
outcomes.

In 2001, the Lee study the various factors associated with LBP in an industrial
setting. A cross sectional study was carried out among 1,562 employees of a large
utilities corporation in Ontario. A self-administered questionnaire used. Abdominal
muscle strength was measured using a modified sphygmomanometer. Statistical
analysis was carried out with Student's t test, chi-square test, and logistic regression
analysis. He showed that 1,302 male employees the lifetime and point prevalence of
LBP were 60% and 11% respectively. LBP was significantly more prevalent among
married employees, with more physically demanding jobs, regular lifting, poor general
health, and past major illness. Abdominal muscle weakness was associated with current
LBP. The mean time lost from work due to LBP over 5 years was 17 days. Sedentary
workers developing LBP were more likely to require hospital admission (Lee, 2001).

Omokhodion (2000) used a cross-sectional study in a rural hospital in south-
western Nigeria that determine the prevalence of LBP among it's daff. The
guestionnaire administered to staff. Seventy four out of a total of 80 workers
participated in the study. The prevalence of LBP among staff was 46%; the highest
prevalence of back pain (69%) was recorded among nursing staff, followed by
secretariesadministrative staff (55%) and cleaners/aides (47%). Heavily physical work
(45%), poor posture (20%) and prolonged standing or sitting (20%) were the most
frequent activities reported to be associated with LBP among these workers. Health
education on posture and correct lifting techniques can be introduced to reduce the
burden of LBP among these workers.

Cromie (2000) study the relationship between prevalence and work-related
muscular skeletal disorders among physical therapists. Younger therapists reported a
higher prevalence of musculoskeletal disorders in most body areas. Using of
mobilization and manipulation techniques was related to increased prevalence of thumb
symptoms. Risk factors pertaining to workload were related to a higher prevalence of
neck and upper-limb symptoms and postural risk factors were related to a higher
prevalence of spinal symptoms.

Latza et a (2000) showed in his study that he was identified work related risk
factors of future LBP in a cohort of construction workers free of LBP at the start of
follow up. The Hamburg construction worker study comprises 571 male construction
workers who have undergone two comprehensive interview and physical examination
surveys. A cohort of 285 subjects without LBP at baseline was identified. After
following up for 3 years, the 1 year prevalence of self reported LBP was determined in
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the 230 men followed up (80.7%). Prevalence ratios (PR) with 95% of LBP at follow up
according to self reported work tasks of construction workers measured at baseline were
estimated from Cox's regression models which were adjusted for age, and
anthropometric measures. At follow up 71 out of 230 workers (30.9%) reported LBP
during the preceding 12 months. Four work tasks (scaffolding, erecting roof structures,
sawing wood, and laying large sandstones) with an increased risk of 1 year prevalence
of LBP at follow up were further evaluated. After further adjustment for occupation the
relative risk was increased for workers who had reported =2 hour/shifts laying large
sandstones. Work load of bricklayers was additionally estimated by an index on stone
load high exposure: (PR=4.0), and an index for laying huge bricks/blocks (yes/no: PR=
a.7).

Similar study was carried out in a rural hospital in south-western Nigeria by
Omokhodion (2000) that determined the prevalence of LBP among it's staff. The
highest prevalence of BP (69%) was recorded among nursing staff, followed by
secretariesadministrative staff (55%) and cleaners/aides (47%), heavy physical work
(45%), poor posture (20%) and prolonged standing or sitting (20%) were the most
frequent activities reported to be associated with L BP among these workers.

As well, Patricia (1999) told that, prevalence of LBP had been reported in the
literature for different populations. Methodological differences among studies and lack
of methodological rigor have made it difficult to draw conclusions from these studies. A
systematic review was done for adult community prevalence studies of LBP published
from 1981 to 1998. The technique of capture-recapture was performed to estimate the
completeness of the search strategy used. Established guidelines and a methodological
scoring system were used to critically appraise the studies. Thirteen studies were
deemed methodologically acceptable. Differences in the duration of LBP used in the
studies appeared to affect the prevalence rates reported and explain much of the
variation seen. It was estimated that the point prevalence rate in North Americais 5.6%.
Further studies using superior methods are needed, however, before this estimate can be
used with confidence to make health care policies and decisions relating to physical

therapy.

Holder showed that 32% of the Physiotherapists and 35% of the Physiotherapists
Assistants reported sustaining a musculoskeletal injury. The highest prevalence of
injury was to the low back 62% Physiotherapists of injured and 56% Physiotherapists
Assistants of injured. The Physiotherapists (PTs) reported the upper back, wrist and
hand as having the second highest prevalence 23%. The Physiotherapists Assistants
(PTA) reported the upper back as having the second highest prevalence (28%).The PTs
and PTAs reported making changes in their work habits of improved body mechanics,
increased use of other personnel, and frequent change of work position. The majority of
PTs and PTAs reported they did not limit patient contact time or area of practice after
sustaining an injury (Holder, 1999).
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An epidemiological study that was determine the prevalence rate of LBP among
health care workers exposed to manual handling tasks and physical work load was
performed. A representative sample (N. 1053) of nursing staff working at the San
Matteo Hospital in Pavia was studied, using the questionnaire. The purpose of the study
was to evaluate the prevalence rate of LBP and related risk factors. 86.4% of the
subjects suffered from LBP at some stage in their life and 71.0% complained of LBP in
the 3 months prior answering questionnaire. Multivariate logistic regression analysis
revealed a significant correlation between LBP, female gender and specific nursing
activities. A significant correlation was found between smoking (> 20 cigarettes per
day) and the presence of LBP, due to intervertebral disk pathology. A satistically
significant difference (p< 0.0001) was found in the average degree of disability between
healthy nurses (1.3%), those with LBP taking analgesic drugs 5.9% and nurses suffering
from LBP without taking drugs 3.8%. (Marena et d, 1997)

A study done by Mierzejewski (1997), reported that 49.2% complained of BP due
to work. The occurrence rate of work-related LBP among physical therapists in
Edmonton was higher than that of the general population reported in Canada (27%),
Great Britain (27%), and the United States (26-29%). The initial onset of work-related
LBP frequently occurred within the first 5 years of practice as a physical therapist, and
before the age of 30. Hospitals and private practices were the most prevalent work
settings in which injury occurred. Patient handling, bending, stooping, lifting, carrying,
pushing, and pulling was the commonly described activities causing precipitation of
injury. The severity of back discomfort had been sufficient to require (13.7%) of
therapists to stop their work despite LBP, (35.3%) of the pain sufferers continued to
work. Over half (55.4%) of the respondents with current work-related LBP
demonstrated little or no disability.

The researcher study the back pain prevalence and physical working conditions of
community nurses and the purpose was to compare the position of nurses working in
institutional care with the specific situation of nurses working in the private homes of
their patients. The results showed that the BP prevalence was relatively high as
compared to other occupations and also when compared to other health care sectors.
The home care organization is influenced not only by sick leave due to BP, but aso its
efficiency is hampered by nurses with back pain who continue to work. It appeared that
the total sick leave incidence due to musculoskeletal disorders other than BP exceeds
that due to back pain alone. The physical exposure level not only consisted of frequent
and heavy lifting and transferring of patients but also a substantial static workload was
present. The onset of BP seems to result from a gradual build up of overload reaching
its maximum (Knibbe et al, 1996).

A survey instrument was constructed by mail to physical therapists included 1,160
individuals who attended to University of lowa in between 1943 and 1993, the response
rate was 80% from physical therapists in (46) states, the result showed that the highest
prevalence of Work-related and muscular disorder among physical therapists were in
the following anatomical areas low back (45%), wrist/hand (29.6%), upper back
(28.7%), and neck (24.7%), the job factor rated most likely to contribute to job-related
musculoskeletal disorders was "lifting or transferring dependent patients.” The
prevalence of WMD in physical therapists also was affected by work setting, practice
specialty, age of patient, and gender of therapists (Bork, 1996).
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The study which was conducted in Japan by Fujimura (1995) established the
relationship between LBP among nursing aides (NAs) in Special Nursing Homes
(SNHs) for the Elderly and the degree of dependency in the activities of daily living
(ADL) of the patients under their care. In order to investigate the work-related factors of
LBP. A questionnaire was sent to the NAs, requesting information on the NAs LBP
condition. Another questionnaire was sent to the 32 SNHs, concerning the status of
patients in the respective SNHs. Of the 463 NAs questionnaires which were returned,
443 female NAs responses were analyzed. The prevalence of LBP among the NAs was
high (the one month prevalence was 77.0%), and of the afflicted NAs, 98 (24.5%) were
visiting a health care provider. The NAs with LBP experienced difficulty in completing
their care-giving tasks, and complained about their working conditions and working
environment more often than the NAs without LBP.

A cross sectional survey conducted for 2405 nurses employed by a group of
teaching hospitals. The response rate was 69% among 1616 women. The aim was to
investigate the risk factors for LBP in hospital nurses, with particular emphasis on the
role of specific nursing activities. A self administered questionnaires conducted to
collect information about occupational activities, non-occupational risk factors for back
symptoms, and history of LBP. The result showed, lifetime prevalence of LBP was 60%
and the one year period prevalence 45%. 10% had been absent from work because of
BP for a cumulative period exceeding four weeks. Rates in men were generally similar
to those in women. In women BP during the previous 12 months was weakly associated
with height, and was significantly more common in those who reported frequent non-
musculoskeletal symptoms such as headache and low mood. After adjustment for height
and non-musculoskeletal symptoms, significant associations were found with frequency
of manually moving patients around on the bed, manually transferring patients between
bed and chair, and manually lifting patients from the floor. In contrast, no clear increase
in risk was found in relation to transfer of patients with canvas and poles, manually
lifting patients in and out of the bath, or lifting patients with mechanical aids (Smedley,
1995).

Another study also conducted in China which had done by Chiou (1994) showed
that 98.3 % in nursing personnel in (5000) bed medical center in Republic of China.

The risk factors for LBP were age, stature, and body weight, duration of work,
work habits, and sitting posture. The lifetime prevalence of LBP was 77.9 %. The
primary cause of LBP was lifting heavily objects. Muscle strain was the most common
diagnosis. For LBP treatment, the nurses first choices were physical therapy and
rehabilitation.

In this study, a questionnaire-based retrospective survey was conducted in a
sample of (101) health professionals with history of LBP including physicians, nurses
and physiotherapist. The prevalence of LBP in the population studied was (30.7%) at
the time of survey, the cumulative incidence being (70.6%). The incidence of painful
episodes was highest between the ages of (40 and 50). The mean age at onset of the first
and last attack of pain was (30.5 and 42.7) years, respectively. The average frequency of
attack was 9 occurrences over the past 5 years with a mean duration of 9 days/attack.
The mean age at highest frequency was (38.6) years. In (26.7%) of the interviewers
LBP occurred at work, in (57.4%) elsewhere. The most common causes of pain were
inadvertent movement at work (70.3%), heavy lifting (60.4%) or heavy physical work
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(43.5%), while in 35.6% of subjects no clear cause could be identified, Lumbo-sciatica
was reported in (33.6%) of the sample (Jelcic, 1993).

The severity and duration of attacks of LBP recorded on a physician-administered
guestionnaire in 208 workers in a pharmaceutical factory, LBP was reported by 138
(66.3%) of the workers. Although over (75%) of jobs in the packing department,
laboratories and offices required prolonged sitting, LBP was most prevalent among
workers in the packing department, where the chairs were found to be ergonomically
unfit. We concluded that among these pharmaceutical company employees, prolonged
sitting and work in the packing or production departments were independently
associated with LBP prospective studies are warranted to substantiate our findings
(Rotgoltz, 1992).

An interesting study reported that 29% of work-related LBP the initial onset most
frequently occurred between the ages of 21 and 30 years and within the first four years
of experience as a physical therapist, 83 % of the therapists first incurred work-related
LBP during treatment of patients, primarily in acute care and rehabilitation facilities.
Lifting with sudden maximal effort and bending and twisting were frequently
mechanisms of injury (Molumphy, 1985).

Lavsky (1985) showed in an interview survey among 3,097 rural persons 65 years
and older. The prevalence and functional correlates of specifically defined LBP were
studied. LBP was reported by 23.6% of the women and 18.4% of the men in the year
prior to the survey, with prevalence rates declining with age. 40% of those with LBP
noted its presence at the time of the interview. Over half had used analgesics. Use of
medical and chiropractic services for this symptom was nearly 75%; 25% had at least
one hospitalization directly related to LBP and over 5% had low back surgery.
Limitation of walking, sitting, bending over, and performing household chores was
reported by 15 to 40%, and 21% attributed sleep disturbance to the LBP. Nearly 75% of
subjects with LBP reported first onset of the problem prior to age 65, which has
important implications for pathogenesis and prevention.

The study which had done by Videman and others, the questionnaires were sent
to qualified nurses (QNs) and nursing aides (NASs) to study the prevalence of LBP and
sciaticain relation to age, work-load, free time activities, menstruation, pregnancies and
number of children. LBP and sciatica severe enough to make them unfit for daily tasks
were significantly more common in NAs. Back injury and disability pension due to
sciatic symptoms were also more common in NAs. Occupationally, NAs had twice the
amount of lifting, bending, and rotation, while QNs reported more sitting and standing
at work. Under the age of 30, the heaviness of the work was related to LBP in both NAs
and QNs (Videman et al, 1984)
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Summary

Throughout this chapter, several low back pain relevant statistics were presented.
Some of those statistics are from American, Australia, and others from Gaza and Arab
world, Kuwait in particular.

The study indicated prevalence of low back pain among physiotherapy
professionals. All previous studies indicated widespread of low back pain among
physicians, labor as well as most population. Furthermore, the prevalence percentage
may climb to 60 — 85%.

Work type was identified as a contributing factor towards prevalence of low back
pain. However, other factors included sex, age, and marital statues were included.

Landslide majority of researchers used cross-sectional design approach for its
compatibility to their studies while every researcher used structural self administration
guestionnaire for the purpose of data collection through interview and email.
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Chapter four
M ethodol ogy

4.1. Introduction:;

This chapter addresses issue related to methodologies used to answer the
research questions. The chapter commences with study design, study population, study
setting, period of the study, sample size, sampling method and method of the study. It
presents construction of the questionnaire, piloting, ethical consideration and
procedures, (data collection and data analysis). Furthermore it illustrates the validity and
reliability of the study instrument and eligibility criteria of the study.

4.2, Study design:

A Cross-Sectional study design used in this research.

This type of design would be useful for describing the study construct. It's
fit and enables the researcher to meet the study objectives. It's suitable in term of time,
people, money, resources and it isrelatively practical and managed.

4.3. Study population:

The target population consisted of all physical therapy professionals who were
working in physiotherapy fields either in Government, UNRWA, and Non-
Governmental Organizations (NGOs) sectors. The total number of physical therapy
professionals who have been working in the physiotherapy fields, were about 130
physiotherapy professionals. (70) Female( 53.8%) and 60 male (46.1%) of the sample.

4.4. Study Setting:

This study was carried out at different health ingtitutions in GS including
governmental hospitals, PHC, UNRWA health centers, and NGOs hospitals (El-Wafa
Medical Rehabilitation Hospital physiotherapy department's (Inpatient and Outpatient),
Ahli Arab Hospital(Gaza), Gaza center for physiotherapy, Palestine Avenir for
Childhood Foundation and El-Sal lama society.

4.5. Study timeline:
The data was collected in the period from 17" February to 20" March 2008.

4.6. Samplesize:

The sample was 130 subjects selected conveniently from the total population of
158 physical therapy professionals who were working in this field, Governmental 69,
Nongovernmental organizations 42 and UNRWA, 19 physiotherapy professionals. 20
participants were excluded from the study and 8 subjects not legible for this study.
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4.7. Sampling procedures:

The researcher used non-probability, convenience sampling, e.g. al physical
therapy professionals who were working in governmental and nongovernmental
hospitals and clinics were recruited to the study). Even though, convenience sampling
is considered the weakest form of sampling, but it is the most commonly used in
rehabilitation field and bias can be minimized if the subjects under investigation are
fairly homogenous within the population (Polit, 2004).

4.8. Response Rate:

The number of respondents was 130 subjects out the total number of sample size
which was 138 physical therapy professionals [After excluding the pilot study (20)].

The overall response rate was 94.2%.

4.9. Questionnaire:

A structural self-administered questionnaire was administered to 138 physical
therapy professionals who were working in governmental and nongovernmental
organizations. The data was collected by the researcher himself to avoid bias as it was
easy, cheaper and more practical. Finally, the time of filling the questionnaire took
approximately from 10-15 minutes.

4.10. Questionnaire design:

The questionnaire was designed in Arabic language. (A structural Self-Administered
Questionnaire).

The questionnaire was revised by both experienced people in Arabic language and

expert in back pain. (See annexes’ 3 &4)

- The researcher tried to avoid unnecessary personal data, leading, complex or
duplicated questions.

- In each questionnaire, an explanatory letter was attached to facilitate questionnaire

filling.

- Questionnaire was developed with closed-ended questions (yes or no), multiple-
choice questions and 5-point likert scale (1= Strongly agree, 2= Agree,
3= Uncertain, 4= Disagree and 5=Strongly disagree) (See annex 6)

- The questionnaire consisted of five parts, The first Portion personal and work data,
the second portion prevalence of LBP, the third portion severity of pain, the fourth
Portion causes, risk factors and medication of LBP and the fifth Portion physical
therapy professionals suggestions and recommendation to reduce LBP.

(Seeannex 7 & 8)
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- All questions relating to general demographics such as age, sex, height and weight,
were followed by questions related to activities, data about pain and the causes of
pain, preventive information and others.

- Explanation was given just to avoid mistakes in wording of the questions to the
subjects during data collection, so that the subjects would clearly understand the
guestions

4.11. Pilot study:

A pilot study was conducted before the start of data collection (pre-test of
instrument); a pilot study was conducted to test recruitment response rate, clarity,
length and suitability of questionnaire. The study was carried out on (20) participants
(10 Males and 10 Females), physical therapy professionals who working in
governmental and nongovernmental hospitals and clinics. The pilot study was
completed its results directed by the researcher to modify, cancel and rephrase some
items and questions.

The piloted subjects were excluded from the main sample.

4.12. Data collection:

The data was collected by the researcher; all questionnaires were arranged,
organized and numbered serially. Each questionnaire consisted of consent form in the
first and tells the participants to participate in the study with time allotted extended
between 10-15 minutes.

The researcher collects 130 questionnaires and checked for completeness before data
entry of the computer.

4.13. Dataentry and analysis:

The researcher entered the data of 130 questionnaires using the SPSS version 12
with cooperation of statistician and data analysis which illustrated in the following

steps:
- Over viewing the filled questionnaires.

- Coding of questionnaires.

- Designing data entry model.

- Defining variables.

- Coding variables.

- Data cleaning.

- Frequency table for the study variables.

- Testing validity and reliability.

- Crosstabulation of results.

- Conducting advanced statistical tests like chi square.
- Correlation coefficient.
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4.14. Psychometric testing of the Questionnaire:

Validity: Validity of an instrument means that the degree to which an instrument
measures what it supposesto measured (Polit, 2004).

Face and content validity:

Face and content validity of a questionnaire is necessarily based on judgment that

means the degree to which the item in an instrument adequately represents the universe
of content. The questionnaire was submitted to expert's panel with experience and
knowledge of the topic that make suggestions and judgment about the adequacy of the
instrument.
Face and content validity done prior data collection, to judge clarity, simplicity and
completeness of the instrument. About 9 questionnaires were sent to various experts and
researchers (See annex 4) including the study objectives, research questions,
explanatory litter and the questionnaire. Because the questionnaire was designed in
Arabic language, the questionnaire was revised by experienced people in Arabic
language and the researcher modified the instrument by adding and removing some
items and statements.

Reliability:

Reliability of instrument reflects the degree of consistency of an instrument
during measurement the attribute. A reliable measure is one that maximizes the true
score component and minimize the error component (Polit, 2004)

In the researcher study, the statistical test used for Cronbach's alpha coefficient
and this test measure the reliability of the instrument between each domain and the
whole of the instrument.

Researcher estimated the reliability of the instrument of this study by using the equation
of Cronbach’s alpha (No. of items = 44); where the value of alpha = (0.744), which
means that this instrument has high reliability.

The normal range of Cronbach’s alpha value between (0.00- and +1.0)
And the interclass correlation coefficient was 0.000 (strongly significant).

4.15. Satistical analysis:

- Statistical Package for Social Sciences (SPSS version 12) was used for data entry
and analysis.

- A dataentry model was used to complete data entry then, data analysis was carried
out.

- Chi-Square statistical test for significance was used. The results were accepted as
statistically significant when the P. Value will be less than (0.05).
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4.16. Ethical considerations:

A written covering letter and informed consent form were obtained from each
participants. (See annex 5)

Approval from governmental and nongovernmental hospitals and clinicsto apply
this study.

Approval from MOH. (See annex 10)

Approval from UNRWA health. (See annex 11)

Approval from El-Wafa rehabilitation hospital. (See annex 12)

Approval from Gaza physiotherapy center. (See annex 13)

Confidentially was strictly maintained.

4.17. Eligibility Criteria:

Inclusion Criteria;

Physical therapy professionals were included in the study who met the following

criteria

Working in governmental and nongovernmental hospitals and private clinics (Males
and Females) in GS.

Age from 22-55 years old.

At least 1 year experience in this current job.

Exclusion criteria:

Physical therapy professionals were excluded if they are:

- Working in Military and police Medical Services. (N.B. not working currently)
- Working in another field different from P.T.

- Pregnant physiotherapists and assistants.

- Any individuals who have a history of trauma, surgery or deformity in the back.
- Newly employed physical therapist or physical therapist assistants.
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4.18. Limitation of the study:
The study reported here has some limitation:

1. The study is cross-sectional; it evaluates the situation at a particular time while the
life prevalence of LBP risk changes by time and circumstances.

2. A second limitation of this study is the trust on self-reported data. With all self-
reported data, there is a possibility that individualswith symptoms tend to misjudge

their exposure or exaggerated their symptoms.

3. The study was limited by time available; the data was collected in limited time
during one month (The period from 17" February to 20 March 2008).

4. Very bad political, security and socioeconomic conditions that lead to absence lots
of physical therapy professionals during this study.

5. Thelack of transportation in GS in that period.

6. Lack of printed paper to copy the questionnaires in shop books and permanent
power shut down during the period of writing thesis.
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Chapter Five
Results

5.1. Introduction:

This chapter illustrates the results of datistical analysis of the data, including
descriptive analysis that presents the demographic characteristics, socio-demographic
characteristics, distribution of the study sample according to physical variables,
prevalence of LBP, severity of the pain, causes and risk factors of LBP, types of
treatments of LBP, and the physical therapy suggestions and recommendation to reduce
LBP. In addition, it shows the relationships and differences between study variables and
overall socio-demographic characteristic by using the suitable statistical methods to
answer the study questions. Lastly, the researcher interprets the result in the light of
previous literature.

5.2. Descriptive analysis:

I.  Socio-demographic results:

The total number of Physiotherapy Professionals selected for the current study
was 130 of the all Physiotherapy association in GS as shown in the table (5.1).
There were twenty three of the study samples with age from 20 — 25 years (17.7 %).
Forty two were from 26 — 30 years (32.3%), 40 of them were from 31-39 years (30.8%)
and 25 were above 40 years (19.2%).

As shown in the following table; There were 69 of the study sample were males
(53.1 %) and 61were females (46.9%). In addition; most of the study sample were
married 103 (79.2%), and 90 of the study sample were had university degree (69.2%).
Also 69 of the study sample working in governmental association (53.1%) and 42 are
working in NGOs (32.3%), and 19 were working in UNRWA associations (14.6%).
There were 26 of the study sample had 1-3 years of experience (20.0%), 36 were had
4-6 years of experience (27.7%), and 68 were had 7 years of experience and above
(52.3%).

Thirty-two of the study sample were treating 1-5 patients per day (24.6%), 47
were treated 6-8 patients per day (36.2%) and 51 were treated above 9 patients per day
(39.2%).
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Table (5.1): Distribution of the study sample according to socio-demographic
variables

. Number Per centage

Variables (No) %)

20-25 23 17.7

Age 26-30 42 32.3
(Years) 31-39 40 30.8
Above 40 25 19.2
Total 130 100.0

Male 69 53.1

Sex Female 61 46.9
Total 130 100.0

Single 27 20.8

Marital status Married 103 79.2
Total 130 100.0

Diploma 35 26.9

: University 90 69.2

L evel of education Post graduate 5 38
Total 130 100.0

Governmental 69 53.1

Place of work NGOs 42 32.3
UNRWA 19 14.6
Total 130 100.0

1-3 26 20.0

v ¢ . 4- 6 36 27.7
ears or experience Above 7 68 52.3
Total 130 100.0

1-5 Patients 32 24.6

No. of patients treatment 6-8 Patients 47 36.2
per day 9 and above 51 39.2
Total 130 100.0

[I. Distribution of the study sample accor ding to physical variables:

The mean of high of the study sample were 169.01cm with standard deviation
8.287. As shown in the following table, there were 45 of the study sample had high
165cm and less than (34.6%), 67 were 166 — 175cm (51.5%), and 18 were 176 cm and
above (13.8%). The mean of weight of the study sample were 75.31kg with standard
deviation 12.324. There were 34 of the study sample were had weight 60kg and less
than (26.2%), 39 were 66 —75 kg (30.0%), 32 were 76 —84 kg (24.6%) and 25 were
85kg and above (19.2%).

The mean of body mass index (BMI) of the study sample were 26.29 kg with
standard deviation 3.257. There were 50 of the study sample were had BMI less than
25 (38.5%), 51 were 25 — 29.9 BMI (39.2%), and 29 were more than 30 BMI (22.3%).
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Table (5.2): Distribution of the study sample according to physical variables.

: Number Per centage
Variables (No.) (%)ag
less than 25 50 38.5
Body massindex 25-29.9 51 39.2
(BMI) more than 30 29 22.3
Total 130 100.0

5.3. Prevalence of LBP;

As shown in the following table; there were 74 of the study sample of
physiotherapy professionals were complaining of LBP now (56.9%). Seventy-three of
the study samples of physiotherapy professionals were complaining of LBP within the
last 3 months (56.2%). Also 74 of the study sample of physiotherapy professionals were
complaining or were complain of LBP more than 6 months (56.9%). Forty subjects of
the study sample of physiotherapy professionals were has got a sick leave due to LBP

(30.8%), but only 6 of the study sample reported that their pain existed before working
in physiotherapy field (4.6%).

Table (5.3): Distribution of the prevalence of L BP (N= 130).

Per centage
Items Number (No.) %)
Complaining of low back pain now 74 56.9
Complaining of low back pain within the last 3 months 73 56.2
Complaining or were complain of low back pain more than 6
74 56.9
months ago.
| have got a sick leave due to low back pain 40 30.8
Pain existed before working in physiotherapy fied 6 4.6

In addition, there were 18 of physiotherapy professionals complaining LBP and
radiating to right leg (24.3%), 19 of them, radiating to left leg (25.7%), while the most

of them 37 were complained of central back pain (50.0%).The LBP started gradual

onset among 61 of the study sample (82.4%) and only 13 of the study sample were pain

started suddenly onset (17.6%), as shown in the following table.

Table (5.4): Distribution of the area of pain and starting of pain:

. Number Percentage
Variables (No.) (%)ag

. . Right leg 18 24.3
Pf‘(’) n r(:f;t:)rf‘g Left leg 19 25.7
A Central back 37 50.0
pain) Total 74 100.0
The pain Gradual onset 61 82.4
sarted Sudden onset 13 17.6
Total 74 100.0




5.4. Severity of the pain:

The following diagram showed that 6.9% of the study sample complained of severe
low back pain, 20.8% were complain of moderate pain, 36.2% were complained of mild
pain and 20.8% of them were feel minimal pain.

Figure (5.1): Distribution of the Severity of the pain:

Pain severity

No pain; 6.90% M oder ate;
15.40% 20.80%

Minimal;

Mild;
20.80%

36.20%

B Severe EModerate EIMild OMinimal [ONopain

The pain described as numbness among 9.2% of physiotherapy professionals,
burning pain among 11.5%, electric pain among 12.3%, throbbing pain among 36.2%
and 15.4% of them complained of dull pain. This data shows in this diagram.

Figure (5.2): Distribution of the pain description:

Pain description

Numbness
Dull 9.20%

15.40% m Burning

11.50%
i Throbbing. E Electric
36.20% 12.30%

B Numbness m Burning ElHectric E Throbbing Dull
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5.5. Causesandrisk factors of LBP:

As shown in the following table; there were 6 only of the study sample of
physiotherapy professionals were sustained to back trauma during physiotherapy work
(4.9%)

Table (5.5): Distribution of the cause and risk factorsof L BP (N= 130)

Number Per centage
Items (No) %)
Sustained to back trauma during physiotherapy work 6 4.9

The causes (Risk factor) of LBP were:

Uncomfortable position was the most common cause of LBP (52.3%),
followed by the big number of patients treated is the cause of low back pain
46.1%, in addition 43.1% of the study sample reported: Prolonged standing is the
cause of low back pain, but (29.2%) reported that bending, twisting, performing
manual therapy techniques and lifting heavy patients were equally is the cause of
low back pain and 28 of the study sample reported that longtime hours weekly is
the cause of low back pain (21.5%) as shown in the diagram (5.3)

Figure (5.3): Distribution of the causes (Risk factor) of LBP (N=130)

lifting heavy pat.

per forming manual
therapy

bending and twisting

prolonged standing

Big number of patients

Uncomfortable
position

0.00% 10.00% 20.00% 30.00% 40.00% 50.00% 60.00%
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5.6. Seek medical help for LBP:

Forty- nine of the study sample of physiotherapy professionals were seek medical
help (42.2%).

Table (5.6): Distribution of the Seek medical help for LBP (N=130)

ltems Number Percentage
(No.) (%)
Seek medical help 49 42.2

5.7. Typesof treatments of L BP:

More than half of the study sample 53.8% were reported that physiotherapy
IS the type of treatment of LBP, 50.0%, reported the rest and 38.4% reported
medical treatment was the types of treatments, as shown in the following table;

Table (5.7): Distribution of thetypes of treatments of L BP (N=130).

Variable N %
Physiotherapy 70 53.8
Rest 65 50.0
Medical 50 38.4
Lumber support 12 9.2
Surgical 3 2.3

5.8. Improvement of LBP: Most of the study individuals were improved with
treatments of LBP (80.2%) as shown in diagram (5.4).

Figure (5.4): Distribution of theimprovement of L BP (N=130)

I mprovement of pain

4  Not
improved
19.80%
= Improved of
low back
pain 80.20%
£ improvement of low back pain * not improvement
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5.9. The most important risk factorsin LBP:

Most of the study sample 122 were reported that occupational factors like lifting,
pushing, twisting, and sitting or standing or walking long time is the most important risk
factors in LBP among physical therapy professionals (93.8%) followed by 73 of the
study sample reported, wearing high shoes during work increase the risk of low back
pain (56.1%), 72 of the study sample reported that increase weight (Obesity) will
increase the risk of low back pain (55.4%), 56 of the study sample reported that postural
factors (kyphosis, lordosis and discrepancy in the length of the lower limbs also
increase the risk of low back pain (43.1%), 45 of the physiotherapy professionals
reported that Lack of sport (34.6%) will increase the risk of low back pain and 27 of all
subjects reported that Psychosocial factors (depression, anxiety, hysteria, divorce,
chronic headache (20.7%) will increase the risk of low back pain, as shown in the table
(5.8) below.

Table (5.8): Distribution of the most important risk factorsin LBP among physical
therapy professionals (N=130).

Variables N %
Occupational factors like lifting, pushing, twisting, and

Sitting, standing and walking long distance 122 938
\Wearing high shoes during work 73 56.1
Increase weight (Obesity) 72 55.4
Postural factors (kyphosis, lordosis and discrepancy in 56 431

the length of the lower limbs
Lack of sport 45 34.6
Psychosocial factors (depression, anxiety, hysteria,

divorce, chronic headache) 27 207
Heavy Smoking 23 17.7
Lack of spinal mobility 14 10.7
|mproper nutrition 13 10.0
Personal-related factors (age and gender) 10 7.6

5.10. Physical therapy professionals suggestions and recommendations to
reduce L BP.

As shown in the following table; Most of the study sample (128) suggested (agree
and strongly agree) that control of patient number during daily work will reduce of LBP
and change working position frequently also will decrease of occurrence of LBP
(98.5%). Followed by, wearing comfortable shoes during work; and avoid heavy lifting
(97.7%) will reduce the occurrence of LBP, 126 of the study sample (96.9%). reported
that control of beds, stools high and use of patient lifters, practice sports daily (96.2%)
will reduce the occurrence of low back pain, 96% agreed that low back pain will
probably influence their occupation, 123 reported that, take more rest breaks or pauses
during the workday (94.6%) will reduce or control the occurrence of low back pain, 122
of the study sample (93.8%), reported help from other person if needed; and praying
movements decrease LBP, 116 were recommend (agree and strongly agree) that
Increase physical therapy professional numbers (89.2%) aso decrease LBP, 112
reported change work schedule (overtime and irregular shifts) which represented 86.2%,
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106 of the study sample reported; need advices and education to prevent low back pain,
which represented 81.5%, 102 of the study sample reported wearing comfortable clothes
during work (78.5%), 98 of the study sample (75.4%) were recommend to reduce work
hours, 95 of the study sample (73.1%) were recommend to stop working when hurt or
when symptoms occur and in the end of the list of recommendations there were 72 of
the study sample (55.4%), recommend to avoiding manual techniques.

Table (5.9): Distribution of the physical therapy professionals suggestions and
recommendations to reduce L BP (N=130).

Strongly Strongly
Variables Agree Disagree
N | % | N|% | N|%|N|%| N|%

Agree |Total agree Disagree

Control of patient number

: . 55 |42.3| 73 |56.2| 128 |985| 1 | 08| - -
during daily work

Change Working Position | g | 5771 79 |60.8| 128|985 1 | 08| - | -

Frequently

Wearing comiontable shoes | 7y |54 6| 55 431|127 |97.7| 2 | 15| - | -
during work

Avoid heavy lifting 69 |53.1| 58 |44.6|127|97.7| 3 | 23| - -
Jses comfortable beds 83 |63.8| 43 |331126(9%69| - | - | - | -
highs, stoolsand lifters

Practicing sport daily 65 |[50.0| 60 |46.2|125|96.2| 2 | 15| 1 |08

LBP will probably influence
lyour occupation

Take More Rest Breaks or
Pauses during the Workday
Help from Other Person if
needed

Praying movements decrease
LBP

Increase the numbers of
physical therapy professional
Change Work Schedule
(Overtime. Irregular Shifts)
Need advices and education
to prevent low back pain
\Wearing comfortable clothes

64 [49.2| 61 |469|125|96.1| 4 | 31| - -

40 |30.8| 83 [63.8|123|946| 4 | 31| - -

52 |40.0| 70 |538(122|938| 4 [31| 1 |08

81 |62.3]| 41 |315[122|938| 3 | 23| - -

58 |44.6| 58 (446|116 |89.2| 8 | 62| - -

36 |27.7| 76 |585(112|86.2| 7 | 54| 1 |08

57 |43.8| 49 |37.7/106 |81.5| 16 |123| 4 |31

49 |37.7| 53 |40.8|102|78.5| 16 |12.3 0.8

. 1
during work
Reduce work hours 39 [30.0] 59 |454| 98 |75.4| 25 |19.2| 2 |15
Stopworking whenhurt or | | 1541 75 |57.7| o5 |731| 26 |200| 2 | 15
when symptoms occur
Avoiding manual techniques 21 |16.2| 51 [39.2| 72 |554| 44 |338| 3 |23
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5.11. Prevalence of L ow Back Pain and socio demogr aphic variables:

511.1 LBPand age:

As shown in following table; 28 of study sample (37.8%) who complained
of LBP aged between 26-30 years old, and another 28 of study sample (37.8%) aged
between 31-39 years and 9.5% were aged 40 years and above 40 years old are 11which
represented 14.9%. That means the group of age between (26-39)were clearly higher
than those who aged 20-25 years. There were a significant differences between
prevalence of LBP and age among physiotherapy professionals (x’= 12.70, DF= 2; P.
value = 0.005).

Table (5.10): Distribution of LBP according to age

2
VEEdiEs N E % N T % D;(=3
20- 25 7 | 95 | 16 | 286
26 - 30 8 | 378 | 14 | 250
31- 39 8 | 378 | 12 | 214 1; *70
;f\%oacg 1 | 149 | 14 | 250 '
Total 74 | 1000 | 56 | 1000
*p< 0.05 **p< 0.01 ***n< 0.001

5.11.2. LBP and sex

As shown in following table; there were 74 of the study sample (56.9%)
complained of LBP. They have equally numbers of male and female (50.0 %.)
There were no significant differences between prevalence of LBP and sex among
physiotherapy professionals (y°= 0.653, DF= 2; P = 0.419).

Table (5.11): Distribution of LBP according to sex

Variables ves No Xt
N % N. % DF=1
M ales 37 | 500 | 32 | 571
Females 37 | 500 | 24 | 429 0.653
Total 74 | 1000 | 56 | 100.0
*p< 0.05 **p< 0.01 ***n< 0.001
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5.11.3. LBP and marital status;

Eighty five point one percent who complained of Low Back Pain were married,
significantly higher than 11 were singles (14.9%).
There were a statistically significant differences between prevalence of LBP and marital
status among physiotherapy professionals (y°= 3.63, DF=2; P = 0.046).

Table (5.12): Distribution of LBP according to marital status

. Yes No X2
Variables N % N % DF =1
Single 11 14.9 16 28.6

*
Married 63 85.1 40 71.4
3.63
Total 74 100.0 56 100.0
*p< 0.05 **p< 0.01 ***p< 0.001

5.11.4. LBP and level of education:

The higher percentage of physiotherapy professionals who complain of LBP
(70.3%) were university education, followed by diploma educated 25.7% and the
minority number of physiotherapy professionals Post graduate 4.1% As shown in
following table.

There were no significant differences between prevalence of LBP and Level of
education among physiotherapy professionals (y*= 0.145, DF= 2; P = 0.930).

Table (5.13): Distribution of LBP according to level of education

Yes No X2
N % N % DF=2
Diploma 19 25.7 16 28.6
University 52 70.3 38 67.9

Variables

0.145
Post graduate 3 4.1 2 3.6
Total 74 100.0 56 100.0
*p< 0.05 **p< 0.01 ***p< 0.001

5.11.5. LBP and place of work:

The higher percentage of physiotherapy professionals who complain of LBP
(54.1%), were working in governmental association, followed by NGOs 31.1%, and the
minority number of physiotherapy professionals were working in UNRWA 14.9%. As
shown in table (5.14)

There were no significant differences between prevalence of LBP and Place of

work among physiotherapy professionals (x?= 0.118, DF= 2; P = 0.943).
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Table (5.14): Distribution of LBP according to place of work

. Yes No X2
Variables N % N % DF = 2
Government 40 54.1 29 51.8
NGOs 23 311 19 339

0.118
UNRWA 11 14.9 8 14.3
Total 74 100.0 56 100.0
*p< 0.05 **p< 0.01 ***n< 0.001

5.11.6. LBP and years of experience:

There were 39 of the study sample, who complained of LBP were had 7 years of
experience and above (52.7%), 25 the physiotherapy professionals were had 4-6 years
of experience (33.8%) and 10 of them were had 1- 3 years of experience (13.5%). There
were a statistical significant differences between prevalence of LBP and Years of
experience among physiotherapy professionals (y*= 5.94, DF= 2; P = 0.049). Look at
the following table.

Table (5.15): Distribution of L BP according to years of experience.

Variables . ves 1w No - 2,
1-3 10 13.5 16 28.6
4-6 25 | 338 11 19.6 %
7 and above | 39 52.7 29 51.8 2.94
Total 74 | 1000 | 56 | 100.0
*p< 0.05 **p< 0.01 ***n< 0.001

5.11.7. LBP and treatment patient number per day:

There were 45.9%, of the subjects were treating 9 patients and above daily, 24
were treating 6- 8 patients daily (32.4%), and 21.6% of them were treating 1- 5 patients
daily. There were no statistical significant differences between prevalence of LBP and
treatment patient number per day among physiotherapy professionals (3= 3.26, DF= 2;
P =0.196). As shown in the table below:
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Table (5.16): Distribution of L BP according to treatment patient number per day

Y N 2
Variables N s - . ° - A
1- 5 Pat 16 21.6 16 28.6
6- 8 Pat 24 32.4 23 41.1
9 Pat. and above 34 45.9 17 30.4 3.2
Total 74 100.0 56 100.0
*p< 0.05 **p< 0.01 ***n< 0.001

5.12. Prevalence of LBP and physical variables:

5.12.1. LBP and height:
Forty eight point six percent of the individuals were had high 166-175 cm,
followed by 37.8% were had high 150-165 cm and the minority of them (13.5%) were

had high 176 cm and above. As shown intable (5.17).
There were no statistical significant differences between prevalence of LBP and High

among physiotherapy professionals (°= 0.807, DF= 2; P = 0.668).
Table (5.17): Distribution of LBP according to high

. Yes No X2
Variables N % N % DF = 2
150- 165 cm 28 37.8 17 304
166- 175 cm 36 48.6 31 55.4

0.807
176 cm and above 10 135 8 14.3
Total 74 100.0 56 100.0
*p< 0.05 **p< 0.01 ***p< 0.001

5.12.2. LBPand body weight:

Thirty three point eight percent of the individuals were had weight 66 - 75 kg,
followed by 28.4% were had weight 76 - 84 kg, 20.3%, were had weight 50 - 60 kg, and
the minority of them were had weight 85 kg and above 17.6%.

There were no statistical significant differences between prevalence of LBP and
Weight among physiotherapy professionals (y°= 4.33, DF= 3; P = 0.228). Seein the
following table:
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Table (5.18): Distribution of LBP according to Weight of the study sample

Variables - ves - - No - onls
50- 60 kg 15 20.3 19 33.9
66- 75 kg 25 33.8 14 25.0
76- 84 kg 21 284 11 19.6 0.228
85 kg and above 13 17.6 12 21.4
Total 74 100.0 56 100.0

*p< 0.05 **p< 0.01 ***n< 0.001

LBP and body massindex (BMI)

Body mass index (BMI) is a new term to most people. However, it is the
measurement of choice for many physicians and researchers studying obesity. BMI
uses a mathematical formula that takes into accounts both a person's height and
weight. BMI equals a person's weight in kilograms divided by height in meters

squared. (BMI=kg/m2).

Table (5.19): Distribution of theBM1 grading

BMI GRADES
18.50or less Underweight
18.5-24.9 Normal
25.0-29.9 Overweight
30.0-34.9 Obese
35.0-39.9 Obese

40 or greater Extremely Obese

As shown in following table; there were 32.4% of the study sample of who
complained of LBP were had BMI less than 25, 41.9% of the study sample of them
were had BMI 25- 29.9 and 25.7% of the study sample were BMI more than 30.

There were no significant differences between prevalence of LBP and Body mass

index among physiotherapy professionals (y*= 2.81, DF= 2; P = 0.246).




Table (5.20): Distribution of LBP in relation to BMI

. Yes (having LBP) No. (No LBP) X2
Variables No. % No. % DF =2
lessthan 25 24 324 26 46.4
25-29.9 31 41.9 20 35.7

2.81
Morethan 30 19 25.7 10 17.9
Total 74 100.0 56 100.0
*p< 0.05 **p< 0.01 ***p< 0.001
Summary

The intent of this chapter has been to illustrates the results of statistical analysis of
the data, including descriptive analysis that presents the demographic characteristics,
socio-demographic  characteristics, distribution of the study sample according to
physical variables, prevalence of LBP, severity of the pain, causes and risk factors of
LBP, types of treatments of LBP, and the physical therapy suggestions and
recommendation to reduce LBP.

The study sample counted 130 participant, 69 of which are males and 61 females.
Age ranked between 20 — 55.

Seventy nine point two percent of which are married with a university degree.
53% of them has +7 years experience work for government institutes. The SPSS was
used to analyze data. During the course of the study, it’s suggested prevalence
percentage was 56.9% suffering from low back pain. Severity of pain was mild for 36%
of study sample while pain was described as throbbing pain.

Uncomfortable position was identified as the first risk factor followed by big
number of patients treated per day. The percentage of people who seek medical help is
42% out of people who suffer from low back pain where improvement percentage
among those reached 80%.

Physiotherapy professionals are advised to change beds, chairs, and lifters and use
more comfortable ones.

It’s suggested too to increase number of human expertise in those departments to
aleviate the low back pain.
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Discussion
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Chapter six
Discussion

6.1. Introduction:

This chapter discusses the relevant inferential statistical results to explore and
identify the relationship between different study variables and to discuss the findings of
the study in comparison with related literature and its implications that might help
physiotherapy professionals in order to know the prevalence and risk factors of LBP.

6.2. Prevalence of LBP;

In this study, the researcher found that more than 50% of the study sample had
LBP at the time of completing the questionnaire and similar percentage were suffering
from LBP since three months and more than six months (56.9%).

The results agreed with the earlier studies (Michel et al 2008 and Shehab 2003)
which found that prevalence of LBP ranged from 50% to 75%. Also agreed with the
study done by Normadiah (2005) which showed that 74.6% complained of LBP, Rugel]
(2003) reported in hisresearch that 73.7% of the study sample complained of LBP. This
could be due to the fact that, al these studies were conducted among doctors and other
professionals in different locations, similar to the research participants in this study.

The high prevalence could be related to the work environments like direct patient-
load, with careless handling and lifting or transferring, also may be related to an
increase in daily work hours (full-time work) especially in general hospitals or
rehabilitation centersin GS or others.

The prevalence of LBP as reported in the literature varies considerably from one
author to another and according to previous studies that showed higher prevalence than
the result in this study.

In the researcher study, the LBP prevalence was lower than reported in earlier
studies done by, Sun (2007) found that 87% of his research group complained of LBP;
Fujimura (1995) which found that 77% of his study sample had LBP and Chiou (1994)
reported that  77.9 % of the study sample had LBP. Also the study results disagreed
with the finding of earlier studies (Feng 2007; Dundar 2006; Latza et a 2000; Frymoyer
1985;

Pop 1985 and Biering 1982) reported that 70-90% of the study samples were
having LBP. This could be due to the fact that most of the studies were conducted
among nurse especially working in ICU that requiring harmful posture or related to their
habits that occurred during exerting strenuous working conditions including treatment
tasks, like observing, drainage, lifting and transferring patients in bed, giving injection
and suctioning. And the high prevalence of LBP in interested studies may be related to
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wrong posture during ironing, heavy load lifting or overweight among women that lived
inarural setting.

This study results demonstrated the highest prevalence of LBP from the studies
which were conducted by Omokhodion et al (2004) that found 38% of the population
suffered from LBP, Steenland (2003) reported that prevalence of LBP was 37% (point
of prevalence), Abu Rayya (1999) reported 37.1% among UNRWA health filed (point
of prevalence) of his study had LBP and a study done by Patricia (1999) that reported
5.6% of the study sample suffered from LBP. This could be due to conducting these
studies among different participants groups, e.g. many studies were done among office
worker or public sector nurses. This type of jobs don't need much effort like bending,
twisting, lifting or bad habits during work among intensive care unit nurses, that lead to
increase chance to develop LBP or may be due to the type of tasks done in a similar
way physiotherapy tasks and sessions need more effort during the work like carrying,
transferring patients during the time of exercise, all of these may increase the chance for
occurrence of LBP.

The study results showed that 50% of the study sample complained of central
LBP, followed by pain radiating to left leg (25.7%) and right leg (24.3%), Additionally
most of the LBP onset started gradually among the physical therapy professionals
(82.4%)).

These results agreed with earlier study which was done by Eric and Stanley
(2007) reported that pain increased in lower back. This could be due to the types and
work environments like poor standing that requires long hours of standing without a
break (e.g. hairdresser) or dtting in a chair (e.g., keyboard operator) that does not
support the back well that put the person at risk for lower back injury or frequent
carrying heavy patients without using lifter and poor postural handling of patients, that
increase the load on hig’her back during performing that tasks, leading to LBP.

In the present study, the researcher found that about 56.9% of the study sample
had chronic LBP; the researcher classified that pain because 56.9% pain persisted more
than 6 months and according to Wheeler (2007) who defined chronic LBP as a pain that
persists longer than 12 weeks. Inthe present study, the prevalence of chronic LBP was
higher in percentage (56.9%); this could be explained by the heavy work in
physiotherapy departments, that require long hours of standing, walking long distances,
sitting long time when dealing with bedridden patients and related to increase an injured
persons due to Israeli continuous aggression and bad political and security situations in
Gaza strip for the last several years which let them continually suffering from LBP.

This study results showed that, the age's groups between 26-39 years are more
prone to LBP among participants.

These results agreed with earlier study done by Patel (2007) and Mierzejewski
(1997) which reported that LBP occurred before the age of 30 years old.
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The study results agreed also with the finding of the earlier studies which were
done by, Burton et al (2006), Andersson (1997), Jelcic (1993) and Videman et al (1984)
which reported that, the age groups who suffered from LBP ranged between 25-45
years. Another study done by Folletti (2005) found that 58.8% of these who suffered
from LBP were the ages under 45 years old.

The study results disagreed with the finding of the earlier studies which were done
by the office for national statistic (1998) found that, the ages between 45-64 is the most
dominant for LBP, Niemelainen et al. (2006) reported in his research that the ages
between 35 to 70 years had LBP. Another study which was done by and the study which
was done by Clermont et a (2006) that reported people aged 65 years and over had
LBP. This could be due to the fact that the researcher study was done among younger
age working as physical therapist, other studies may have been conducted among
elderly from the population, aimost most of the studies were done among general
population (population aged 25 to 64) men or women. Additionally these high
prevalence among older age because most of the population in forigen country are older
age and female. Additionally, LBP could be more prevalent among older ages because
increased inadvertent movement at work, like in carrying heavy objects or related to
heavily physical work.

Many studies reported that younger ages had LBP. This presented in the earlier
studies which were done by Molumphy (1985) that reported the ages group between
(16-30) more than others complained of LBP and Khan & Siddiqui (2005) found that
the age groups between 16-18 years old more prone to LBP. This could be due to most
of these studies were conducted among nursing aides (young age) or among new
students in university or schools.

The study results show, both female and male complain equally (50%) from LBP
with no statistical significant differences between prevalence of LBP and sex.

This study results agreed with the finding of the earlier studies which was done
by, (Nagasu 2007; Folletti 2005; Skinner 1996; Biering 1982; Knibbe et al 1996 and
Smedley, 1995) that reported that both sexes were equal in having LBP. Our present
study disagree with the finding from another study which was done by Shehab (2003)
that reported about 74.2% from females were suffering from LBP.

The study results disagreed with earlier studies which were done by, Wijnhoven
(2006), The office for national statistic (1998), Marena et al (1997) and Lavsky (1985)
that reported, more women than men had LBP. This could be due to the type of
working environments (full-time) or related to the study sample which was conducted
among professional cooks (the number of women in this type of work was more than
men).

In addition, both sexes complained equally from LBP in relation to another
study, because most of the studies were conducted in places like hospitals, clinics where
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employees of both sexes have to deal with the same diagnosis as well as the same load
and efforts, finally, there were no difference in their work between male and female in
most jobs.

The resultsin this study showed that most of the study sample complained of mild
back pain which represented (36.2%) of the sample, equal percentage of the study
sample complained of moderate or minimal pain (20.8% each) and less number suffered
from severe LBP which represented (6.9%).

This study results disagreed with earlier studies which were done by, Niemelainen
et a (2006) that found 17% of the study samples complained of mild LBP, also the
study results disagreed with earlier studies which were done by Bos et a (2007) and
Wijnhoven (2006) that reported more than 76% of their study samples were having a
severe LBP. This could be because the researcher applied his research among physical
therapy professionals and most of them had good knowledge about back care, that lead
to decrease number of severity of complained. In addition there were some studies
applied among non-specialized nurses, operation room nurses, Intensive Care nurses
and X-ray technologists. Most of them performing their tasks without back care and
done heavily work daily and the severity of pain occur due to the work environment. On
another hand, Niemelainen et al, in their study, reported that 17% of the study sample
had mild LBP. This could be due to the fact their study was conducted among general
population (may be living in social high class) with good back care system which is not
existing or in other country may be there is less back care that leading to more severe
LBP.

Most of the study sample complained of throbbing pain which represented 36.2%
of the sample followed by dull pain which represented 15.4%, electric pain among
12.3% of participants, burning pain among 11.5% of the study sample, also 9.2% of the
physiotherapy professionals suffered from numb (insensitive) pain.

The results of this study were not significant in relation to researcher's opinion,
this could be due to the fact that pain scale was not used because the subjects were free
to put the pain scores as they wish, furthermore the data should be taken at face value.
And according to the literature review and the researcher experiences, there were no
previous studies described the pain scale among physical therapy professionals.

The study results showed that 52.7% of the study sample had LBP after 7 years of
work experience, 33.8% had LBP between 4-6 years of work as physical therapy and
13.5% of the subject had LBP between the 1- 3 years of experience. There were
statistical significant differences between prevalence of LBP and years of experience.

The study results agreed with earlier studies which were done by, Mierzejewski
(1997) and Molumphy (1985) that reported the LBP occurs within the first 5 years of
practice as a physical therapist work. This could be due to the studies were conducted
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among physical therapists and may be related to the kind of work (heavily work) with
inappropriate handling during P.T work or related to years of experiences or may be
related to bad or less knowledge about back care among physical therapy professionals
in GS, that needs Offering special training programs on proper handling of patients,
instruments, teaching proper and safe lifting methods to prevent LBP and offering
health education to promote correct back care programs to avoid back injury.

Nearly 42.2% of the study sample of physiotherapy professionals seeked medical
help.

These results agreed with earlier studies which were done by Feng (2007) that
reported 43.9% of the study sample seek medical help or sick leave. And disagreed
with the finding of other studies which was done by Bejia (2004) reported that 26.1% of
the study sample seek medical help. This could be due to the fact of the facilities
available in our hospitals to seek medical or to give sick leave (it's free and easy). But in
other country the absentees from their job lead to decrease money gained (in daily or
part time jobs). Or this could be due to the fact, the foreign countries are more important
in their health than Arab or Palestinian countries.

6.3. Therisk factorsfor LBP:

The multifactor causality for LBP complaints involved physical as well as
psychological factors in work environment. The finding in this study seems to
correspond to the number of risk factors for LBP, most individuals in this study reported
some occupational risk factors for LBP, such as uncomfortable position, carrying
patients, pushing, twisting, and sSitting or standing or walking long distance (93.8%),
followed by wearing high shoes during work (56.1%) and Obesity (55.4%). The
personal-related factors were the less risk factor for LBP in this study (7.6%).

The study results agreed with earlier studies (Michel et al 2008; Feng 2007; Liang
2007; Beria 2005 and Chiou 1994) which reported that lifting heavy objects were the
most common cause of LBP.

Also, Sun (2007), Rugelj (2003), Bork (1996), Jelcic(1993) reported in their
studies, Lifting and transferring patients were the most common risk factor for LBP,
Stergioulas et al (2004), Lee (2001), Mierzejewski (1997), Smedley (1995), Knibbe et
al, (1996) and Videman et al (1984) reported that regular lifting and poor general health
were the most common risk factors for LBP development but Babar et a (2006) and
Rotgoltz (1992) reported that prolonged sitting lead to LBP.

In addition, this study results agreed with earlier studies which were done by

Dundar (2006), Cromie (2000) and Holder (1999) who reported that wrong posture over
along period while working being the underlying factor with the highest prevalence of
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LBP. But Omokhodion (2000) reported in his study, that heavy physical work, poor
posture and prolonged standing or sitting were the most activities associated with LBP
among these workers. Also the study results agreed with earlier studies done by, Jinky
(2004) that reported leaning, bending, and carrying for 2-8 hours and with standing for
2-8 hours were the common risk factors for LBP. And the study results also agreed with
earlier study done by, Cromie (2000) which reported that mobilization and manipulation
techniques were the risk factors for LBP and this study results disagreed with the study
which was done by Nagasu (2007) that reported, smoking, psychological factors, job
satisfaction, stress at work and worries about the future were the risk factors for LBP.
But Normadiah (2005) reported that, smoking was highest risk factors for LBP
development more than gender, weight and height of risk factor of LBP, Furthermore,
Omokhodion et a (2004) found that LBP was significantly associated with smoking.

Finally, Timothy & Leon (2005) said that available data at this time was
controversial with no clear-cut evidence connecting LBP with obesity. As a final point,
Vindigni (2007) reported that overweight and sport injuries were associated with LBP.
This could be due to the fact that most of previous studies were conducted among
physiotherapist or qualified nurses and nursing aids and prolonged standing walking,
transferring and lifting were required at work but psychological factors, job satisfaction,
stress at work and worries about the future were the risk factors for LBP in previous
study because most of the people also have many family problems, work problems and
interior conflict and they were not satisfied of their jobs, they demand from them more
efforts without rest that leads them suffering from illnesses, especially back pain. But
most of physiotherapy professionals have a desire for working hardly in order to
manifest obedience to Allah and serve their people the best.

In the researcher study, smoking was not found to be a risk factor for LBP
development. On the other studies, smoking was considered as risk factor for LBP, it
could be due to sample used in most previous studies which covered populations of
worker with high numbers of smoking persons in other country (foreign country) which
islessin our country, especially among physiotherapy professionals.

6.4. Physical therapy professionals suggestions and recommendations to
reduce L BP:

According to study results; most of the physiotherapy professionals suggested that
using comfortable beds with appropriate heights, stools and lifters, ability to perform
regular prayers and wearing comfortable shoes during work, could help in reducing the
occurrence of LBP. Finally, their advices included avoiding heavy lifting and practicing
sport daily.

The study results agreed with earlier study which was done by Omokhodion

(2000) who reported that health education on propped posture and correct lifting
techniques can be introduced to reduce the burden of LBP among workers.
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Chapter Seven

Conclusion and Recommendations

7.1. Conclusion:

The objectives of this study were to know the prevalence and the risk factors of

LBP among physical therapy professionals in GS, to determine the severity of pain,
describe the type of it and to reach to suggested recommendations and advices to reduce
the occurrence of the LBP.

A cross-sectional study was undertaken to all physical therapy professionals who

are working in governmental and non-governmental hospitals and clinicsin GS.

(N=138) wereincluded in this study. The response rate was 94.2%.

This study concluded the following:

There is a high prevalence of LBP (>50%) among physical therapy professionals at
the time of applying the questionnaire and since 3 months and 6 months before
applying the questionnaire.

The highest percentage of physical therapy professionals who complained of LBP
were the age groups between 26-39 years old.

Eighty five percent of the study samples who are complained of LBP were married.

Most of the study sample (50%) complained of central LBP, followed by pain
radiating left leg (25.7%) and less to right leg (24.3%).

Most of the LBP started gradually onset with mild and throbbing pain among study
sample.

Most of the study sample seeked medical help.

There were statistically significant correlation between prevalence of LBP and years
of experience.

Almost 50% of these samples who complained of LBP treated more than nine
patients daily.

There were also no statistical significance correlation between prevalence of LBP
and gender, level of education, place of work, treatment patient number per day and
body mass index in this study.

The prevalence of LBP may be associated with the following risk factors:

Occupational factors like lifting, pushing, twisting, sitting, standing, walking long
distance, which represented (93.8%), the uncomfortable position was the most
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common cause for LBP (52.3%), Equally bending, twisting and performing manual
therapy techniques were (29.2%), Lifting heavy patients (28.4%) and work hours
weekly (21.5%).

Increasing weight and putting on high shoes during work (55%) were the most
common risk factors for LBP.

Increasing number of patients treated by physical therapy professionals per day
(46.1%).

Personal -related factors (age and gender) were less risk factor for LBP (7.6%).

The results of treatments and improvement of LBP summarized as the
following:

Most of the study sample who suffered from LBP improved (80.8%); by
physiotherapy treatment among about 53.8% and with rest (50.0%), only 38.4% of
the LBP improved medically.

Finally, the participants suggested to reduce LBP by:

Control of patient number during daily work and change working position
frequently (98.5%)

Wearing comfortable shoes during work; and avoid heavy lifting (97.7%)

Using a comfortable and suitable beds, stools and lifter and also practicing sports
daily (96.2%)

Take more rest breaks or pauses during the workday (94.6%)

Take help from other person if needed; and praying movements will reduce LBP
(93.8%)

Increasing physical therapy professional numbers (89.2%)

Change work schedule (overtime and irregular shifts (86.2%)

Giving more advice for the physiotherapy professionals (81.5%)

Wearing comfortable clothes during work (78.5%)

Reducing the working hours (75.4%) and finally avoiding manual techniques
(55.4%)
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7.2. Recommendations;

1.

Providing physiotherapy departments with comfortable and suitable beds, stools,
clothes, shoes and lifters, to avoid occurrence or recurrence of LBP amongst
physiotherapy professionals.

Encouraging both public and physiotherapy professionals to practice sports that
resemble praying movements on daily basis in order to prevent or a lease mitigate
LBP.

Increasing number of physiotherapy staff for seeking help and control of patient
number during daily work that leads to decrease work burden on shoulders of staff
and take more rest bresks.

I mproving public awareness to help avoiding LBP.

Offering special training programs targeting physiotherapy professionals on proper
handling of patients, instruments, teaching proper and safe lifting methods to
prevent LBP.

Offering Health education for health professionals to promote correct back care
programs and avoid back injury. It is important to incorporate back care programs
into physiotherapy treatment of LBP.

Requesting decision makers in Palestine to raise the payment for occupational risk
among physiotherapy professionals due to increases the prevalence of low back
pain.

Disseminating more information about the level of risks associated with specific
health professional activities and about the influence of individual risk.

Recommendation for further studies:

1.

Conducting more researches into LBP epidemiology, etiology and prevention

among physiotherapists Gaza strip and west bank.

2. Conducting more researches on the danger of carrying school bags among children
in Gaza strip and west bank..

3. Conducting prospective researches to study the risk factors of low back pain among
health professionals in Gaza strip.
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(Annex 1)

(Map of Palestine)

(http://www.mideastweb.ora/misrael.htm [Accessed 4/4/2008]).
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(Annex 2)

(Map of Gaza Strip)
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(Annex 3)

(Explanatory letter for experts)
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(Annex 4)

(Experts panel names)

M ember

Place of work

Dr

. Mohammad K .Nasser

The head of physiotherapy collogue of applied medical sciences/
Al-Azhar university-Gaza

Dr. Fara) A. Abu Rayya The head of physiotherapy-UNRWA

Dr. Fadel N. Naim Orthopedic Surgeon (El-Wafa Medical Rehabilitation Hospital)
Dr. Jamil Al dahrawi Education / psychology-Islamic university-Gaza

Dr. Yosef Al kahloot Education / Islamic university-Gaza

Dr. Yosif Safi Education/ Al-Agsa university-Gaza

Dr. Sanna Abu Dagga Education / psychology-Islamic university-Gaza

Mr. Ali H. Abu Riala

The head of nursing departments (EI-Wafa M. R. Hospital)

Mr. Mossa Abu Mustaf

The head of occupational therapy department (EI-Wafa Medical.
Rehabilitation Hospital)
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(Annex 5)

(Questionnaire explanatory letter (the Arabic version)
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(Annex 6)

(The primary version of questionnairein Arabic)

bR ezl Q

SO SO gl (Y

o sk (T

) ) ) ) paS mmmooonee- s (8
) O U3k O °/@51~ O el Lelaa¥ldlall (o
35 VY — Jaall &l je 220 ('L

b ) P bl 8 JbY) aae (v

oo [ Dfale [ os) S O asbd [ el g indll (A

YO a0 ¢axida (8
35| ETREE— fall & ol de Jaa (Ve

SB o5

- Jaad) il

AT ) ol O s mnd [ Ll ot gaaelal @3lell ol e e 51 3 (V)
S P (EN P g CONKREN

() e ST L) @il k) 23 g 558 il Jaadl S (VY
Goal ad [0 3Vl el ad [0 alaadl Jali [0 ple oapdbazde [

O s Soall Al an g [0 il Sleally Qlill Jali [0 lac) Juals [

Al 0O pala

. Aalleal) 5 al) & g 22 (VY
T VPR g o) 8 Jeall el ae (V6

P9 mmmmmmmmmmmmmmmnee- e saud Jaall ol 22e (Vo
P : Lo sand agadlad Al o jall 2ae (V1



P IV ol (3 (o pall pxgadall o el il Aal ol G slall Cilels Jaxe (VY
Aol mta sl (A oz pall apdal) 20kl s A0l (U Ca 8l el Jase (VA

_______ s ol (b i pall ) #Olall Glids Al oL il Glels Jase (V9
Aela

dabw [ oyillas SO w3 SO 85,8 [0 ¢ g Sl Azl Ml glsl (Yo
Al M gee sl WY O a0 ol O & O

Y O s O ¢ dllee o bl 63 (el des Ja (V)

N O s O 0§ Gl dpriay jund of Jall dadl ) axais Ja (VY

Y O ax O ¢ denl eleil ae dals <l e Jand o (VY
z el ddad @bl U1 dandind ANy el L8151 dan aad cligla) cilS 13 (Y

Se O gli¥ bangia (I gl ¥ paidie [ ¢ deall g A& (i jall eyl

oima g Y [ glayy)

S 5

el aYT L e el
¥l ladd) ¢ .

YO e O el SaY e oY) Slxida (Yo
¢ AV e daa ¢ axd Sl culS 13 (YR
8 pnd ) b (

oladl J a0 edalldihaie Jaud [0 el by [0 edal) dilaie Aei[]
omall Glad) (M dieg [T (el

Y O s a8l Bl el 4 jelall oY1 e cuile da (YY
il [ e O 9350 Jyf al¥ oy cas (YA

salia [ xS 9 LW &) fay g (Y4

Al oS Glad [ gloa O 0¥ [ 9 oY) 4 Al 3 AV clical ge 2o (T
soal O mals e[ gasd]

Y O e 09 bl 2300 Jlae dcllee Jd jelal) 8aYT (e cigle Ja (T
B[ ¢ rmhll z3d) Ol b llae aay V) 3an Cia gl ¢ pad elijla) cil< 13 (Y'Y
Jaina e mnal [0 &V 0ol O Gaial O s al O

99



S el aYT canr VL Lo iloaa (A Bz el il JlaY) 2o oSl o s (VY
Lo)_u """"" ¢ )@.&\'\

A e

‘alY) Bady dald ey

faia i A AV Bk U Lol aiad ) s jall as (Y8

Y bugdl 3 all [0 husie [0 sl ol [0 Jdoaey [
bk

Y O axi [0 8 Ledall YT ) dileal s pal VT 6l e Jlai Ja (Y0

¢ cllae IO LYY (e Lgia oS5 N 8L ST daa ¢ aad dla) cilS 1Y) (Y1

O b= O sy O el O @0 sl O 480 [
s e O Wl O 4asyi O aad

ol 5

AHE A Gl

z3all Jlae A cllae el ol S ad) Sleal) 8 dla) Y Cuz i o (YY
YO O $5,8Y) Heed TN apbll

g — i pall 22e S8 cand Slila) il 13(TA

z ol Jlae 8 cllae cile b olgiil axy (S ad) Sleadl 8 4la) (Y Cua o3 Ja (T4
VO O 95,89 jsed T DA ekl

g — el 2ae S and Slila) IS 13 (£

Sl Cum et Al dlaYl g o le ()

& G [ Aay )Y G5 [ ol jaill Cag pame A 4Lal [0 pllaall & oS [
oA O Jeaddl G aA [ @il

¢ dla) e ST L) GliSaly € ala¥) ellil s (1S 5 43 el o3l Llill s L (€Y
Al N elaV [0 algall pand )88 [ Jlee V) and ke [

100



O Slen o 0 (e den [ (e J8 [ sl sall 1 15091 [

i) 5z oaall [ @Y O

L gsugdle Guli [ Amasl) ol Gle gl (o Al sk 5 58 £l [
o)zl die Dalie A al Gyl [ Gada S ol Ay je e domiia sy Jeall [
Al je [0 L (4585 Ladie Jaall [

¢ Lladl Cuia e el (Sl o (€Y

o all

daall sl 35l A sale [ ol AS 5l dadi sale [0 apdall 23l (als S 50 [
LsA O

YO pxd [ ¢ elilial ge Lawy caaly Ja (€2

z ol Jlae A ellaad cliv jlae 2ie AW b jef ala 35 da ¢ edall aWY @l ot e (€0

YO s O Sauhl

CaVY) @l awed ) Sy Al cllalial) (o § axd 2\_3};‘;7\ CulS 13) (€7
Ala) e AS) et il

gl s yial A A o G SWI] o ) o SN ALE LY Jea [

GOl G st (3 g callaladl) glal [ el J8 [0 des Slagal )l SS]
tbﬂ\qﬁ[]

A e[ ] &l Baual ]

YO =0 ¢ Ll G b ol Canal ) Ja(2Y

101



£ il M Ml g gile (€A

oAl clade [ Al O o [ o [ b O
Y[ pxd [ ¢ adli Al el any edall AWT Jama méd) o (€4
YO axd [ ¢ 4ili A 2l any jedall 2¥T Jans ala ) Ja (0

YO [ ¢ ellee b il dlica Alay) Ja (e)

(la) e ST aaa GlISAL) € pmil) 58 Lo and laY) culS 1 (OY

)il Jaad) o dlelia gl yuas [ A& oY) Jaa wiai[]

i) Jead) il 5 e [ ila) Jae ) caind [0 oesal) dardl el yuni[]
“ 1..~. “

il ands e alaie W) e Gy sall i [, astl) (8 (oaagall 230y oSal) [
CGladall

iaall (pe J8 ) Jeall el panlis[]

G AY) e sl (s [ gsm 2ea ) zUas 2L e 2]

Slo Blaall aall A0S 00 ol jaa aladin) [ dulal) ol A1) (e i 330 [
e

e dalll e i I edall L8 WY i) vie dulall Jee e gl [

el Z3he (8 A 5 3 el aladiul 3al 3 Al sall la
O T pans KAL) € jedall AT sedal Lt ST AN Qo sadl (oF el i dga g o0 (OF

()

o Dgmny [0 mahal) e ST 0 geae J [0 348D L) Jea [T 050 33430
O Adledl L3 Q[0 Jandl ol g 5l 5 8 dppaza 5[] Jardl & day 5
ranll FAI] Al Algla s il Guglall [0 daabia ) Gl gla )l
(=&l 5

Aaal N ol (e JESYILT Adisha s yidl o ST
3mY) 2l il sac 30l gl laajll axe [ Jaad) cilda raa[T]

102



- Jaad) oL Aimaa g9 edal) AV dualdlf zilall) g Al gl o Jgdual) dgally  glati cilily
¢ daie Hedal) a¥T 3aL ) Ao Jaxi 88 o LAY oda Ja ¢ jgdal) aWL ol pd 2Bl g e

AT ) seda aial il s ST 4o 68 ) dalay bl 230 Jlae 8 o slalall (0%
ekl

sl @Y O sy O ely O &8 o [ sady 33 sl [
2l e S e JN o s BRI LAY (A el (00

sl @Y O @iy O ely O &8 o [ sady &8sl [
ehal YT ) sk Ao e 3 Aadlull pelall pliagislel jo ae ae dglalall A8V 8 Jeadl (07

sl @Y O @iy O iy O &8 o [ sadn &8sl [
o al) g S0 g J on gt dga Al GLAY) 3 deall 0V

s @Y O @iy O iy O &8 o [ sady &8sl [
el YT ek A e 3 Aaludl jelall pliagisle) jo aae pe Laa Al HLuEY) 6 Jeadl  (OA

sl @Y O sy O iy O B8 o [ sady &8s [
el e S0 dea J can g gl AIS G Al culalial) 8 Jaadl (04

sl @Y O sy O iy O &8 o [ sady &3l sl [
Dseb A e 3 Al jelill gliagi Ble) ja ade ae gl AS Al culall 8 Jaadl (T
ekall Y

sl @Y O @y O iy O B8 o [ sady &8sl [
el pa 5S) g JY aa gl dauall 3 ) 55l daldl) Clala) 8 Jasdl (V)

sl @Y O sy O iy O S8 sl [ saia 335l [

J}@Ja:*\_muwj:\)ﬁ :*\.A:\LJ\ )@_H\ &LAA};DLD\‘)A pe as Aaall oJ\J)j:*\um\ u\d\z\d\éd.uj\ (‘H‘

LG YO @Y O Aely O @8l O sak @85 O el i

103



¢ daie jedal) oY1 Cidas o Jaad 38 s L&YY oda Ja «gdall AW il aB) g (e

el el ganlis (Y
sl @Y O @iy O &ely O S8 sl [ saia G35l [

ool 8 agallad cpAll iyl aae Qi (1€
sl @Y O @iy O iy O &8sl [ saia G35l [0

138 gl ¢ OBl — ) S 53l e el ol V) Jila gl ST aladial (10
SV O &Y O f.x:.w ] B8 o [ sada 38 ol [ lie 15 )|

B

salsall el il ds) ) @ yw sl (1

s @iy O sy O iy O &8 o [ sadn &3l sl [

J@.H\‘;Z\A‘JS\wt}ud‘)@aﬁd}m‘gtéJ}ewwﬁM\Q\sP (WV

sady 3l Y O Gl Yy O f.x:.w ] &8 o [ sady &3l sl [

dxe dudal) Jae (i s jedall aYT (e e iy (oay yall s s (TA

sl @Y O @dy O iy O G ol [ sadn &8s [
el

GRSV ISVERER W PP

104



(Annex 7)

(Thefinal version after panel committee of questionnaire in Arabic)
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(Annex 8)

(Questionnair e explanatory letter (the English version)

Ethical considerations

L ow back pain — Questionnaire
Physiother apy professions Gaza strip

Explanatory letter

Dear colleague:
| will appreciate your participation in thislow back pain research.

Thisquestionnaireis part of my study at rehabilitation sciences. The ldamic
university of Gaza, Palestine.

The aim of thisstudy isto study the prevalence and risk factors of low back pain
among physical therapy professionalsin Gaza Strip.

This questionnaire gives you the opportunity to tell uswhat you think about this
issue.

If you agreeto beinvolved in this study, read this pages carefully and
Please answer all questionsto the best of your ability.
Your answer s are confidential.

No need to write down your name.

[JAgree

[Disagree

N.B: The answer no need morethan 15 minutes
With best wishes

Researcher: Fadel M ohammed M asoud

M obile number: 0599472241

E-mail: Fdlmasoud@yahoo.com or

Fdlmasoud@hotmail.com
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(Annex 9)

(Questionnair e (the English version)
Thefirst Portion: Personal and work data:

Age (Years) [ 20-25 [ 26-30 [ 31-39 ] Above 40
Gender [ male [] Female
Height (cm) []150-165 [J166-175 | [Above 176
Weight ( kg) [150-65 [66-75 [176-84 [ Above 85
Marital status [si ngle CIMarried [IDivorce CIwidow
level of education | [] Diploma O] pA [ Post graduate
Place of P.T work | [] Governmental | LINGOs [TUNRWA
Y ears of
experience [J1-3 [s-6 [] Above7
Number of patients
treatment per day [11-5 pat. [l6-8pat. | L] Above9 pat
The second Portion: Prevalence of low back pain:
Complaining of low back pain now ] Yes ] No
Pain radiating to: (areaof pain) |:|Right leg [ Left leg [ central
Complaining of low back pain within the last 3 months
[] Yes [] No
Complaining or was complain of low back pain more than 6
months [ Yes 1 No
The pain started gradual onset
[] Yes [] No
The pain started sudden onset
[] Yes [] No
| have got asick leave due to low back pain
[] Yes [] No
Pain existed before working in physiotherapy field.
[] Yes [] No
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Thethird portion: Severity of pain

2. | Thepanis/ wasdescribe as:

[ Numbness CIBurni ng [ Electric LI Throbbi ng Cloull
1. | The degree of pain or severity of symptomsis/ was:
[severe [IModerate [Imild [IMinimal
The fourth Portion: Causes, Risk factorsand Medication of low back pain
1. | Sustained to back trauma during physiotherapy work Yes[] Nol[]

2| The causes (Risk factor) of low back pain was :( May be select more than one)

[Juncomfortable position ] Lifting heavy patients
] Prolonged standing ] Prolonged walking
] Prolonged sitting ] Bending and twisting

[ Performi ng Manual Therapy Techniques

[1Big number of patients weekly

] Longtime hours weekly

[] Don't use lifter to change or transfer the patient

[ ] sudden movements

|:|Wearing high shoes during work

3. | Seek medical help ves[] No[]
4. | Typesof treatments
[Medical [ Rest L L umber support
] Physiotherapy ] Surgical
[1Others, (SPECify): =----nmmrmrmmememmemrmmm e
5. | Thetreatments improve your low back pain
Y&D No []
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6. | From your opinion or In general, Which of the following are the most important risk factorsin
low back pain among physical therapy professionals :( May be select more than one)

DOccupational factors like lifting, pushing, twisting, and sitting or standing or walking long time

[ Personal-related factors (age and gender )

[ Postural factors (kyphosis, lordosis and discrepancy in the length of the lower limbs

] Psychosocial factors (depression, anxiety, hysteria, divorce, chronic headache)

L ack of spinal mobility [ Lack of sport
] Heavy Smoking L mproper nutrition
[ 1ncrease weight (Obesity) [Jwearing high shoes during work

Thefifth Portion: Physiother apy professionals suggestions and recommendations to
reduce low back pain

1. Reduce work hours

] Strongly agree ] Agree Cuncertain Clai sagree ] Strongly disagree

2. | Take More Rest Breaks or Pauses during the Workday

] Strongly agree ] Agree Cuncertain Clai sagree ] Strongly disagree

3. | Control of patient number during daily work

] Strongly agree ] Agree Cuncertain Clai sagree ] Strongly disagree

4. | Change Work Schedule (Overtime. Irregular Shifts).

] Strongly agree ] Agree Cuncertain Clai sagree ] Strongly disagree

5. | Practicing sport daily

] Strongly agree ] Agree Cuncertain Clai sagree ] Strongly disagree

6. | Wearing comfortable clothes during work

] Strongly agree ] Agree Cuncertain Clai sagree ] Strongly disagree

7. | Wearing comfortable shoes during work

] Strongly agree ] Agree Cuncertain Clai sagree ] Strongly disagree
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8.

Change Working Position Frequently

] Strongly agree DAgree Cuncertain ] disagree ] Strongly disagree
9. | Uses comfortable beds highs, stools and lifters

] Strongly agree DAgree Cuncertain ] disagree ] Strongly disagree
10. | Avoiding Manual Techniques

] Strongly agree DAgree Cuncertain ] disagree ] Strongly disagree
11. | Avoid heavy lifting

] Strongly agree DAgree Cuncertain ] disagree ] Strongly disagree
12. | Help from Other Person if needed.

] Strongly agree DAgree Cuncertain ] disagree ] Strongly disagree
13. | Need advices and education to prevent low back pain

] Strongly agree DAgree Cuncertain ] disagree ] Strongly disagree
14. | Stop Working When Hurt or When Symptoms Occur

] Strongly agree DAgree Cuncertain ] disagree ] Strongly disagree
15. | Increase physical therapy professional numbers

] Strongly agree DAgree Cuncertain ] disagree ] Strongly disagree
16. | Praying movements decrease low back pain

] Strongly agree DAgree Cuncertain ] disagree ] Strongly disagree
17. | Low back pain will probably influence your occupation

] Strongly agree

DAgree

|:| Uncertain

] disagree

] Strongly disagree

Thank you for completing this Questionnaire
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(Annex 10)

(Ethical approval letter to Palestinian Ministry of Health)
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(Annex 11)

(Ethical approval letter to Health services in UNRWA)
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(Annex 12)

(Ethical approval letter to EI-Wafa M edical Rehabilitation Hospital)
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(Annex 13)

(Ethical approval letter to Gaza physiotherapy center)
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(Annex 14)

(Important waysto prevent L BP)

1

Practicing sport: The most important thing you can do to keep your spine healthy,
and the rest of your body, is to exercise. The best way to start is to think of an
activity that you enjoy, and do it. Y our goal should be to exercise at least 30 minutes
each day (or on most days of the week). Whatever activity you choose, make sure it
gets you breathing a little harder than usual. This is good for your circulation. Also,
include some strength training to keep muscles healthy and strong. Some examples
are walking, jogging, biking, swimming, even gardening can be considered exercise
if done vigorously.

Doctor Checkups. Regular checkups with your doctor are important, no matter
what your age. Make a plan to see your physician at least once a year to make sure
al your systems are working smoothly. If you are experiencing back pain, and
cannot seem to find any relief, it is definitely time to see your doctor. Today there
are many treatment options available so you do not have to live with back pain.

Lose weight: It edimated that over half of all Americans are overweight. It is
important to know that obesity contributes to the development of heart disease,
diabetes, high blood pressure, cancer, and back pain. While the spine designed to
carry and distribute the body's weight, excessive weight can strain the spine.
Eventually, the spine will begin to wear out.

Give your spine a break by shedding those unwanted and unnecessary pounds. Don't

know how to start? Talk to your doctor. He or she can help you find a weight loss and
exercise plan that best suits your needs.

4. Maintain good posture: You may think that slouching when sitting or standing is

relaxing your muscles. Actually, it makes your muscles work harder. Good posture,
which involves standing and sitting in a balanced and neutral position, is the best
way to avoid straining your spine.

Take enough rest: Sleep is an essential nutrient for our bodies and where we sleep
can make all the difference. If you are having trouble sleeping or find that you wake
in the morning more tired than when you went to bed, you may need to take a good
look at where and how you sleep. A good mattress allows you to maintain the same
natural spinal alignment that you have when standing. When your body allowed to
rest in its natural position, muscles are relaxed and sleep is more refreshing.
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