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Odpowiedzialnos¢
cywilna Fizjoterapeuty

Po blisko 30 latach staran fizjoterapia zostata uznana za nieza-
lezny zaw6d medyczny. Wigze sig to nie tylko z podniesieniem
prestizu zawodowego czy wzmocnieniem pozycji Fizjotera-
peutéw wsréd innych zawodéw medycznych, ale réwniez
ze zwigkszeniem odpowiedzialnosci cywilnej.

wZgodnie 7 art. 2. Ustawy z dnia 25 wrzesnia o zawodzie
fizjoterapeuty, profesja ta jest samodzielnym zawodem
medycznym.”

Obecnie odnotowywana jest rosnaca ilo$¢ i wysokos¢ roszczen
pacjentow wzgledem podmiotéw leczniczych oraz osob
wykonujacych zawody medyczne. W latach 2011-2016 do sagdow
cywilnych pierwszej instancji wplynegto ponad 5 400 spraw
z zakresu ochrony zdrowia, a kwoty odszkodowan oraz
zados$¢uczynien jakich Zzadaja pacjenci sa z roku na rok coraz
wyzsze. Potwierdzaja to dane statystyczne Ministerstwa
Sprawiedliwosci, z ktérych wynika ze w latach 20142017 kwota
zasadzanych zado$éuczynien i odszkodowan wzrosta o 70%
w poréwnaniu do lat ubiegtych.

Blad podczas wykonywania $wiadczenia moze kosztowaé
nawet kilka milionéw zlotych.

Sad Najwyzszy w czerwcu 2018 r. na rzecz rodzicow i trwale
niezdolnego do samodzielnego funkcjonowania dziecka
zasadzil kwotg zadoscuczynienia w wysokosci 3 235 000 zti
W tym precedensowym wyroku Sad Najwyzszy stwierdzil, ze
cierpienie z powodu kalectwa dziecka mozna traktowac
podobnie jak §mierc.

Odpowiedzialno$¢ majatkowa Fizjoterapeuty uzalezniona jest
od formy wykonywania zawodu. W przypadku wykonywania
zawodu w oparciu 0 umowe o prace, zobowigzanym do wyplaty
$wiadczenia na rzecz poszkodowanego pacjenta bgdzie podmiot
zatrudniajacy. W okreslonych sytuacjach moze on jednak
zwroci¢ si¢ do pracownika o pokrycia wyrzadzonej szkody
do trzech wysokosci miesigcznego wynagrodzenia, a w przypa-
dku winy umys$lnej — do pelnej wysokodci zasgdzonego
odszkodowania, zado$¢uczynienia czy renty.

Sprawa wyglada inaczej w przypadku zatrudnienia na podstawie
umowy cywilnoprawnej (réwniez kontraktow), wowczas to spra-
wca odpowiada za wyrzadzong szkode do pelnej wysokosci,
nieograniczonej limitem.

Najlepszym sposobem zabezpieczenia si¢ przed odpowie-
dzialnoScia cywilng jest dobra polisa ubezpieczeniowa.

Dobra, czyli dopasowana do zawodu Fizjoterapeuty pod
wzgledem zakresu, sum gwarancyjnych oraz skladek. Zabiegi
manualne (mobilizacje oraz manipulacje), akupunktura,
akupresura, igloterapia oraz osteopatia sg nieodlgcznym
elementem pracy z ludzkim ciatem i wigza si¢ z ryzykiem
wyrzadzenia szkody.

Dedykowany program ubezpieczeniowy kierowany wylacznie
interesami Fizjoterapeutow, ktory oprécz wyzej wymienionych
zabiegow obejmuje rowniez czynno$ci ujete w Migdzynarodo-
wej Klasyfikacji Procedur Medycznych ICD-9-CM, znajduje sig
na stronie ptfubezpieczenia.pl.

Formularz dopasowuje rodzaj ubezpieczenia do formy
wykonywania zawodu, a sam proces przystgpienia w catosci
odbywa sig¢ online.

Ubezpieczenia dla Fizjoterapeutéow

Dedykowany Program dla Cztonkow
Polskiego Towarzystwa Fizjoterapii

@ gwarancja ochrony!

Rekomendowana przez Polskie Towarzystwo Fizjoterapii

oferta obejmuje:

O zabiegi igtoterapii, akupunktury, akupresury oraz osteopatie

O ochrone zabiegow manualnych, takich jak mobilizacje i manipulacje

O czynnosci ujete w Miedzynarodowej Klasyfikacji
Procedur Medycznych ICD-9-CM

Szczegb6towe informacje dotyczace ochrony ubezpieczeniowej

oraz mozliwosci przystapienia do ubezpieczenia online pod adresem:

www.ptfubezpieczenia.pl
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WALKI

W1 Watek @12x30 cm
W2 Watek @12x60 cm
W3 Watek @15x30 cm
W4 Watek @15x60 cm
W5 Watek @25x60 cm
W6 Watek @30 x80 cm
W7 Watek @30x100 cm
W8 Watek @40 x80 cm
W9 Watek @40 x100 cm
W10 Watek @50x80 cm
W11 Watek @50x100 cm

POLWALKI

P1 Potwatek @30x25x5 cm
P2 Potwatek @32x25x7 cm
P3 Potwatek @60x19%9 cm
P4 Potwatek @60x15%10 cm
P5 Potwatek @60x18x12 cm
P6 Potwatek @60 x30x10 cm
P7 Potwatek @60x30x15 cm
P8 Pétwatek @60 x36x18 cm
P9 Potwatek @60 x40x20 cm

MATERACE

180x60x5 cm
195x80x5 cm
195x80x10 cm
195x90x5 cm
195x90x10 cm
195x100x5 cm
195x100x10 cm
195x120x5 cm
195x120x10 cm

KLINY

K1 Klin 30x15x21 cm
K2 Klin 30x20x16 cm
K3 Klin 50x35x20 cm
K4 Klin 60x60x12 cm
K5 Klin 60x60x15 cm
K6 Klin 70x60x25 cm
K7 Klin 70x60x30 cm
K8 Klin 80x50x50 cm
K10 Klin pod noge z pétka
60x%22x12 cm

erehabilitan

www.erehabilitant.pl

eRehabilitant to rodzinna firma produkcyjna z tradycjami,
dziatajgca na rynku od 1990 roku wykonujgca

wyroby z pianki poliuretanowej T25 i RG75, powlekane
tatwo zmywalng skorg ekologiczng.

Gtéwnie sg to wyroby medyczne pomocne w rehabilitacji.
Materiaty uzyte do produkcji posiadajg atesty i
certyfikaty i sg zgodne z wymaganiami Ustawy 0 wyrobie
medycznym WE.

OFERUJEMY WYROBY WYSOKIEJ JAKOSCI W KONKURENCYJNYCH CENACH
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Efektywnos¢ wybranych zabiegoéw fizjoterapeutycznych w leczeniu
dolegliwosci bélowych odcinka ledzwiowo-krzyzowego kregostupa
Efficacy of selected physiotherapeutic procedures in the treatment of lumbar spine pain
REMEREAE Bl R R T IR R IR T T A U -

Tomasz Miskiewicz!:2(A.B.C.D.EF.C) Zhigniew Dudkiewicz3(C.D-EF) Robert Irzmanski4(C.L:F),
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Streszczenie

Cel pracy. Celem pracy byta ocena efektywnos$ci wybranych zestawdw zabiegdéw fizjoterapeutycznych na dolegliwosci bélowe wystepujace w odcinku ledZzwiowo-krzyzo-
wym spowodowane choroba zwyrodnieniowa.

Materiaty i Metody. W badaniu wzieto udziat 45 pacjentéw z zespotami bélowymi w obrebie odcinka ledzwiowo-krzyzowego kregostupa, ktorzy poddani byli serii zabie-
gow fizjoterapeutycznych. Badani zostali podzieleni na cztery grupy. Trzy grupy podzielono w zaleznosci od zastosowanych zestawéw zabiegow fizjoterapeutycznych,
natomiast czwartg grupe (poréwnawczg) stanowili badani pobierajgcy tylko i wytacznie niesteroidowe leki przeciwzapalne (NLPZ) przez okres trwania serii zabiegow
w pozostaty grupach. Chorzy zostali przebadani za pomocg kwestionariusza ankiety wtasnego autorstwa, kwestionariusza SF-36 (vol.2) wersji skroconej 11. pytaniowej
(wersja Polska), uzyto takze testu Lovetta, skali Laitinena oraz testéw diagnostycznych (Laseque’a, Bragarda, Thomayera). Badania byly przeprowadzone bezposrednio
przed podjeciem serii zabiegowej oraz dwa tygodnie po jej zakorczeniu.

Wyniki. Badani byli w wieku od 45-65 lat. 71,1% stanowity kobiety, a 28,9% mezczyzni. 13,3% o0s6b byto aktywnych fizycznie. Choroba zwyrodnieniowa kregostupa byta
przyczyna dolegliwosci bélowych u wszystkich pacjentéw biorgcych udziat w badaniach. W grupie badawczej wykazano istotng statystycznie réznice pomiedzy wynika-
mi stopnia nasilenia bélu, poziomu sity miesniowej oraz jakosci Zycia mierzonymi przed fizjoterapia oraz 2 tygodnie po jej zakonczeniu. U 90% oséb bioracych udziat

w zabiegach uzyskano zwiekszenie sity mie$niowej, natomiast w grupie poréwnawczej jedynie u 6%. Poprawa zakreséw ruchomosci w omawianym odcinku kregostupa
dotyczyta 46,6% badanych bioracych udziat w serii zabiegowej. W grupie poréwnawczej zaden z pacjentéw nie uzyskat poprawy zakresu ruchomosci.

Whioski. Zabiegi fizjoterapeutyczne maja pozytywny wptyw na ograniczenie objawdw chorobowych odcinka ledZzwiowo-krzyzowego kregostupa. Oddziatuja one ko-
rzystnie na poprawe jakosci zycia, sity mie$niowej, zakreséw ruchomosci oraz zmniejszenie, badz catkowite usuniecie dolegliwosci bolowych. Niezaleznie od zastosowa-
nego zestawu zabiegéw fizjoterapeutycznych dziataty one lepiej, niz przyjmowanie samych niesteroidowych lekéw przeciwzapalnych przez pacjentéw.

Stowa kluczowe:
fizjoterapia, choroba zwyrodnieniowa, odcinek ledZwiowo-krzyzowy, niesteroidowe leki przeciwzapalne

Abstract

Aim of the study. The aim of the study was to evaluate the effectiveness of selected sets of physiotherapeutic procedures for pain in the lumbosacral segment caused by
degenerative disease.

Materials and Methods. The study involved 45 patients with pain syndromes within the lumbosacral spine, who underwent a series of physiotherapy treatments. The
subjects were divided into four groups. Three groups were divided depending on the applied sets of physiotherapy treatments, while the fourth group (comparative) we-
re those taking only non-steroidal anti-inflammatory drugs (NSAIDs) for the duration of a series of treatments in the remaining groups. The patients were examined
using the questionnaire of their own questionnaire, the SF-36 questionnaire (vol.2) of the short questionnaire version (Poland version), Lovett test, Laitinen scale and
diagnostic tests (Laseque, Bragard, Thomayer). The tests were carried out immediately before the treatment series and two weeks after its completion.

Results. The subjects were aged 45-65. 71.1% were women and 28.9% were men. 13.3% of people were physically active. Spinal osteoarthritis was the cause of pain in
all patients participating in the study. In the research group, a statistically significant difference was found between the results of the severity of pain, the level of muscle
strength and the quality of life measured before physiotherapy and 2 weeks after its completion. In 90% of people participating in the procedures, an increase in muscle
strength was obtained, whereas in the control group only in 6%. The improvement of the ranges of mobility in the discussed section of the spine concerned 46.6% of the
subjects participating in the treatment series. In the comparison group, none of the patients improved their range of motion.

Conclusions. Physiotherapeutic treatments have a positive effect on the reduction of pathological symptoms of the lumbosacral spine. They have a positive effect on im-
proving the quality of life, muscle strength, ranges of mobility and reducing or completely removing pain. Regardless of the applied set of physiotherapeutic treatments,
they worked better than the intake of non-steroidal anti-inflammatory drugs by patients.

Key words:
physiotherapy, degenerative disease, lumbosacral segment, non-steroidal anti-inflammatory drugs
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Admission

Pain syndromes of the lumbosacral spine (LS) are one of the
basic problems of medicine [1]. The pains in this episode
affect about (approx.) 80% of the population [2-3]. Lesions in
the lumbosacral spine are related to adults, adolescents and
children. In Poland, pains of the lumbosacral segment affect
every fourth woman and every fifth man after the age of 15
[4]. The most frequently discussed complaints occur in
patients between 30 and 55 years of age [11], that is during the
most intense activity and life [1-12].

Before the correct rehabilitation treatment is programmed, it is
very important to correctly diagnose the patient, and in
particular the causes of the discomfort. Pain symptoms in the
lumbosacral region may be due to lesions and lesions of the
intervertebral discs, stenosis of the intervertebral holes and
spinal canal, congenital malformations, disorders of the spine
statics, among others (including) disorders in the physiological
spine bends, scoliosis, uneven lower limbs, degenerative
changes, inflammatory factors, including rheumatoid,
metabolic diseases, consequences of soft, cartilaginous and
bony tissue injuries, spinal overloads, as well as its
connections and tissues surrounding the lumbar-sacral section
and cancers [1-3, 5, 8, 12, 13].

In the pathogenesis of lesions of the lumbo-sacral spine, we
distinguish two periods. The first one is characterized by
inflammatory-edema reactions and severe pain, called acute
and the other characterized by statokinetic dysfunctions with
compression symptoms, called chronic. After the resolution of
the acute phase, physiotherapeutic treatment can be
implemented. In order to support the treatment, orthopedic
supplies in the form of orthopedic laces, corsets and belts are
also used. It should be remembered to simultancously use
exercises to strengthen particular muscle groups within the
back, torso and lower limbs [13-19].

During conservative treatment of lesions of the lumbosacral
spine, physiotherapeutic procedures, including kinesitherapy,
physiotherapy (electrotherapy, laser therapy, thermotherapy,
phototherapy, cryotherapy, magnetotherapy, ultrasounds,
hydrotherapy) and healing massage, play a very important
role. Physiotherapy treatments affect the internal organs
mainly through skin and visceral reflexes (nervous pathway),
as well as hormones (humoral pathway), e.g. histamine,
acetylcholine, noradrenaline. By shifting ions, they also affect
the resting potential and permeability of cell membranes.
A large part of the treatments is painkillary through the so-
called mechanism. "Control gate", which consists in inhibiting
pain stimuli received by the skin receptors and increasing the
removal of stimulant compounds from the tissues stimulating
the pain receptors. The effect of analgesia is also influenced by
the stimulation of the secretion of endorphins and enkephalins
(e.g. massage, clectrotherapy, phototherapy) [12, 14-19].

The tasks of physiotherapy are to improve blood supply and to
achieve relaxation around periarticular soft tissues.
Physiotherapeutic factors cause vasomotor reactions. Under
the influence of stimuli (e.g. heat, mechanical factors), blood

www.fizjoterapiapolska.pl 13
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vessels, especially capillaries, expand. As a result of filling
blood vessels, local and generalized congestion occurs.
A greater supply of blood to the tissues of the body improves
their supply of energy substrates, oxygen and functional
substances. At the same time, the outflow of lymph and blood
from tissues increases, which causes faster removal of
chemical products from inflammatory foci as well as
metabolic products. By improving the cardiovascular system,
tissue trophys improve within the lumbo-sacral spine,
analgesic and anti-inflammatory, which favors faster removal
of symptoms and recovery [14-19].

If the pain results from the increased tension of the soft tissues
in the lumbar-sacral area of the spine, it is also recommended
to order a massage during the programming of the
rehabilitation treatment. Its main goal is to relax increased
muscular tension, as a consequence of which pain is reduced
in the lumbosacral segment. Massage affects the oxygenation
of tissues, improve blood flow and faster removal of products
of the metabolic process.

One of the most frequently mentioned elements of
rehabilitation is also kinesitherapy. Appropriately and
individually programmed, as well as properly performed
exercises, relax, stretch, mobilize and strengthen the muscular
corset in the lumbar-sacral spine [14-19].

In addition to physiotherapeutic procedures, attention should
also be paid to adequate patient education as part of
preventive activities. Both physiotherapy and proper
prophylaxis have the task of total or partial withdrawal of
symptoms in order to obtain the best possible functional state
of the patient and to stop or slow down the progression of
lesions in the lumbosacral spine [14-17, 19].

The long-term observation of the effectiveness of various
combinations of physiotherapeutic treatments used during the
treatment of pain symptoms in the lumbosacral spine caused
by its degenerative changes was the reason for undertaking
research in this direction in order to determine their actual
significance and present the results in the form of a scientific
publication. The paper presents data showing the effectiveness
of selected physiotherapy treatments used in patients during
outpatient physiotherapy.

Objective of the work

The main objective of the study was to evaluate the
effectiveness of selected sets of physiotherapy treatments for
pain in the lumbosacral spine due to degenerative disease.

Materials and methods

The research was carried out at the Specialist Clinic
RefiMedica in Koscielec, from December 2015 to June 2018.
In the conducted research, the influence of selected sets of
physiotherapeutic procedures on the examined patients with
degenerative changes within the lumbosacral spine was
evaluated.

* The average duration of the disease was 4,39 years (max. 10
years, min.0,06 years [3 weeks])

* The average duration of treatment for the disease was 4,23
years (max. 10 years, at least 0 years)

www.fizjoterapiapolska.pl
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Table 1. Material characteristics

Control group

‘Women 8 8 8 8 32
Sex Men 2 2 2 7 13
Age [years] 553 60.38 574 58 57.87

Yes 1 3 0 2 6
Additional physical activity No 9 7 10 13 39

Number of days per week dedicated

7 4.67 0 3.5 3.39
to physical activity
The average duration of a single b 08 0 125 07
workout [hours]
Physical work 4 4 5 7 20
Type of work
= Mental work 3 0 5 4 12
Pensioner 3 6 0 4 13
Duration of illness [years] 3.42 5.5 49 3.73 439
Time of occurrence of pain before
starting the treatment series [years] 0.1 0.1 0.1 0.17 0.11
Time of treatment for the disease
[years]
342 5.5 43 3.73 423

www.fizjoterapiapolska.pl 15
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B Physically active patients

B Patients not undertaking physical activity

Fie. 1. Phvsical activitv of {1 i
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* The average time of experiencing pain related to the lesions
before taking the treatment series was 0,11 years (max 0,5
years, minimum 0,08 years).

The study included 45 patients (100%), including 32 women
(71,1%) and 13 men (28,9%). The subjects were aged 45 to 65
(mean 56,5 years). Patients participating in the study were
informed about the course and purposefulness of the research
and the possibility of withdrawing from them at any stage.
After examining this information, each of the respondents
voluntarily signed the consent to participate in the research.
All patients were previously diagnosed by a doctor.

The criteria for inclusion in the group were:

* pain in the lumbosacral spine caused by the presence of degenerative
changes,

* age between 45 and 65 years.

Based on the interview and medical documentation, the following
exclusion criteria were adopted:

* state after arthroplasty in the hip joints,

e cancer or condition after cancer disease within the
lumbosacral spine,

¢ rheumatoid arthritis,

« ankylosing spondylitis,

* glucocorticosteroid injections over the last 3 months.
Patients were examined twice. The first examination took
place immediately before the start of the treatment series (10
treatment days, day after day with a two-day weekend break,
5 days in one week and 5 days in the second treatment week).
Taking into account the different metabolism and the body's
reaction time to therapeutic stimuli, which are the reason for
the creation of adaptive and compensatory reactions, the
authors decided that the most optimal would be for the second
assessment study effectiveness of the conducted treatment
series took place two weeks after its completion. All patients
received during the study period only and exclusively oral
non-steroidal anti-inflammatory drugs in the form of tablets,
in acceptable therapeutic doses. In order to characterize the
research material, the questionnaire of own authorship was

www.fizjoterapiapolska.pl



fizjoterapia polska  n——

used for the study, in which patients administered their
gender, age, occupation, or are physically active (recreational
sports such as running, cycling, swimming in the pool,
gymnastics), number of days in a week devoted to physical
activity and the average duration of a single workout. Patients
also indicated the location of lesions, the diagnosis made by
the doctor (confirmed by the diagnosis placed on the referral
by the doctor), the duration of the disease, the time of
treatment of the disease, the time of feeling pain associated
with the lesions (applies to the acute period), and the type of
physiotherapy which they used during rehabilitation.

The subjects were assigned to individual research groups
depending on the prescribed sets of physiotherapy treatments.
The examined patients had the recommended physiotherapy
treatments in the following ranking: Group 1-2,22% (Laser,
TENS currents, Sollux Red, Massage, Magnetic Field), Group
2-22,2% (Laser, TENS Currents, Local Cryotherapy, Massage
and Kinesitherapy - movement exercises stabilizing and
strengthening the lumbar spine, neuromobilization of the
sciatic nerve), Group 3-22,2% (Laser, TENS Currents, Local
Cryotherapy, Massage, Magnetic Field). Group 4- 33,4% —
was a control group (comparative) of patients awaiting
physiotherapy, who only received NSAIDs for the period of
participation in physiotherapeutic procedures of other groups
participating in the study. They were also examined twice
(immediately before taking NSAIDs and 2 weeks after
discontinuation).

Parameters of physiotherapy treatments

Physiotherapeutic procedures performed in the lumbosacral
region of the spine:

Laser — point laser, wavelength 808nm, power 400 mW, 3 J/cm?,
filling 75%, frequency 10Hz, lying flat on the stomach.

TENS - frequency 200 Hz, pulse duration 100 ps, intensity 30
mA, time 20 minutes, electrodes placed in painful areas in the
area of the L-S segment of the spine, lying flat on the abdomen.
Sollux Red (IR) - irradiation included the L-S section from
a distance of 30 cm, in the supine position, exposure time of
15 minutes.

Local Cryotherapy - duration of the procedure 3 minutes,
lying on the stomach.

Magnetic Field — rectangular pulse shape, applicator with
a diameter of 500 mm, frequency SHz, magnetic field strength
2,5 mT (25 Gs), field treatment started from the interval of
3 s, in subsequent treatment days the pulse was shortened by
0,5 s, treatment time 15 minutes .

Kinesitherapy — movement exercises stabilizing and
strengthening the lumbar spine, neuromobilization of the
sciatic nerve, time 30 minutes.

Measurement methods

The Laitinen scale was used to assess the pain experienced by
patients20. Measurements of the mobility ranges of the tested
section were also carried out in the SFTR system [18] (forward
slope, backward slope, sideways slope, torso curvature), functional
and diagnostic tests, such as the Lasequeal8 and Bragard [18] test,
as well as the Thomayer test [18]. The Lovetta [18] test was also
assessed by the strength of the muscles taking part:
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* in the forward torso: m. straight abdomen, abdominal
oblique muscle, abdominal oblique muscle, ilio-lumbar spine,
« inclined torso back: m. Longest thorax, iliac and rib cage,
thoracic lumbar spine, thoracic spine, semicircular chest,

« trunk inclination to the side: abdominal diagonal oblique,
oblique abdominis, major lumbar spondylosis, lumbar spine
smaller, m. the longest thorax, the ilium-ribs of the loin,
thoracic spine, semicirculatory thorax, multifaceted thoracic
and lumbar part, mm. twisting chest and loin, mm.
intercurrent loins,

* torso twist: external abdominal oblique mate, abdominal
oblique m.

To study the quality of life questionnaire SF-36 vol.2 was
used (Polish version containing 11 questions) 21, the use of
which was obtained by the author. In the questionnaire one
could get a maximum of 171 points (which indicated a very
poor quality of life), and a minimum of 0 (which determined
a very good quality of life).

Statistical analysis of results

The results were statistically calculated by calculating the
mean, standard deviation, the difference in mean
measurements and the standard deviation of the difference in
mean measurements. The statistical significance of the
obtained results was assessed by Student's t-test for dependent
samples, assessing the improvement in the degree of pain
intensity, muscular strength as well as the quality of life level.
During the verification of null hypotheses, a critical level of
significance of p = 0,05 was used. The licensed software
Statistica version 12.5 was used for the calculations.

Results

Pain intensity measurements

The mean value of pain severity, measured with the Laitinen
scale in the group taking part in physiotherapy treatments
before the treatment series, was 8,43 [max.16, min. 5], and
two weeks after the treatment series 0,77 [max. 4, min. 0]
(Table 2) In the control group, the mean value measured
immediately before the initiation of NSAIDs was 9,07 [max.
14, min. 4], and two weeks after their discontinuation 6,87
[max. 10, min. 4]. The obtained results were statistically
significant both in the research group and in the control
(control) group. A statistically significant difference was
found between pain severity scores before physiotherapy and
2 weeks after ending both in the research group (Table 2) and
in the control group (Table 2a).

Sth European Congress of the European Region
WCPT on Physiotherapy - Education - 2020

Sep 11, 2020 - Sep 12, 2020 | Leuven, Belgium

5" European Congress
European Region WCPT
ER-WCPT PHYSIOTHERAPY EDUCATION

. LEUVEN 2020
\ 11-12 SEPTEMBER
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Table 2. Pain severity in the group of patients participating in physiotherapy (research group)

Average
measurement

Degree of pain
intensity (before
the treatment
series)

8.43

Degree of pain
severity (2 weeks
after the treatment
series)

0.77

Standard
deviation

Standard
fows
(measurement
difference)

Difference in
measuring
averages

2.09 30

1.33 30 7.66 1.64 25.24 29 <0.001

Where n is the number of respondents and n-1 is the number of degrees of freedom, t is the student's t-test, p is the level of significance

Average
measurement

Degree of pain
intensity (before
the treatment
series)

9.07

Degree of pain
severity (2 weeks
after the treatment
series)

6.87

Table 2a. The degree of pain intensity in the group of patients receiving NSAIDs (comparative group)

Standard
deviation

Standard
v
(measurement

Difference in
measuring
averages

difference)

2.69 15

1.89 15 2.20 1.76 4.70 14 <0.001

Where n is the number of respondents and n-1 is the number of degrees of freedom, t is the student's t-test, p is the level of significance

7%
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Muscle strength measurements (measured using the Lovett test)

= Improvement of muscle strength

= No improvement in muscle strength

No improvement in muscle strength (patients with
normal muscular strength a treatment series)

Trust -95% Trust +95%

6.89 8.45

Trust 95% Trust +95%

1.24 3.16

Fig. 2. Measurement of muscle strength
(patients taking part in a series of

physiotherapy treatments)
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« Improvement of muscle strength

» No improvement in muscle strength

No improvement in muscle strength (patients with Flg' 3. Measurement of muscle strength
normal muscular strength before taking NSAIDs) (patients receiving NS AID-comparative

group only)

Table 3. Muscle strength in a group of patients participating in physiotherapy (research group)

Average Standard Difference in Standard - Trust -95% Trust +95%
measurement  deviation measuring deviation

averages (measurement
difference)

Muscle

strength

(before the 363 087 30
treatment

series)

Muscle

strength (2
weeks after the 4.70 0.59 30 1.07 0.51 12.88 29 <0.001 0.91 1.23

treatment
series)

Where n is the number of respondents and n-1 is the number of degrees of freedom, t is the student's t-test, p is the level of significance

Tabela 3a. Sila mi¢gSniowa w grupie pacjentow przyjmujacych same NLPZ (grupa porownawcza)
Table 3a. Muscle strength in the group of patients receiving NSAIDs alone (control group)

Average Standard Difference in Standard - Trust -95% Trust +95%
measurement  deviation measuring deviation

averages  (measurement
difference)

Muscle strength

(lbiows ilig 420 0.5 15

treatment

series)

Muscle strength

(2weeksafter 457 957 15 007 025 I 14 033 -006 020

the treatment
series)

Where n is the number of respondents and n-1 is the number of degrees of freedom, t is the student's t-test, p is the level of significance
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The mean value of muscle strength in patients participating in the
procedures before the treatment series was 3,63, and two weeks
after the treatment series 4,70. After the analysis in the Statistica
program, a statistically significant difference was shown (Table 3).

In the comparison group, the mean value of muscle strength
immediately before the start of the NSAID collection was 4,20,
and two weeks after the end of NSAID collection, the mean
value increased by 0,07. After analysis in the Statistica program,
the marked differences were statistically insignificant (Table 3a).

Measuring the level of quality of life

Table 4. Level of quality of life SF-36 in the group of patients participating in physiotherapy (research group)

Average Standard Difference in Standard - Trust -95% Trust +95%
measurement  deviation measuring deviation

averages (measurement
difference)

Quality of life level
SE-36 (before the 138.57 14.17 30

treatment series)

Quality of life level

SF-36 (2 weeks
after the treatment 46.70 21.87 30 91.87 23.79 21.23 29 <0.001 86.57 97.17

series)

Where n is the number of respondents and n-1 is the number of degrees of freedom, t is the student's t-test, p is the level of significance

Table 4a. The level of quality of life of SF-36 in the group of patients receiving NSAIDs alone (comparative group)

Average Standard Difference in Standard - Trust -95% Trust +95%
measurement  deviation measuring deviation

averages  (measurement
difference)

Quality of life level

SF-36 (before the 135 18.98 15
treatment series)

Quality of life level

SF-36 (2 weeks 12573  29.14 15 9.27 20.31 1.71 14 0.109 -1.92 20.46
after the treatment

series)

Where n is the number of respondents and n-1 is the number of degrees of freedom, t is the student's t-test, p is the level of significance

21
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m The correct range

The average value of the examined level of quality of life before
the treatment series was 138,57, and two weeks after the end of
the treatment series, 46,70. Analyzing the described values in
the Statistica program, a statistically significant difference was
found between the results of the quality of life before
physiotherapy and 2 weeks after its completion (Table 4).

In the comparison group, the average level of quality of life
before taking NSAIDs was 135, and two weeks after
discontinuation, 125,73. Obtained results in the control group
were statistically insignificant (Table 4a).

Measurement of motion ranges in the SFTR system
« Before starting the treatment series (research group)

m The limited range

* Two weeks after the treatment series (research group)

B The correctrange M The limited range

series

- 76,7% of the respondents two weeks after the treatment series had the
correct range of motion (in this case 6,7% of patients who had the correct
range of motion before undertaking the treatment series two weeks after
the physiotherapy obtained an even better range of movement).

- 23,3% of respondents two weeks after the treatment series had a limited
range of movement (16,6% of them got improvement in the scope,
however, they did not reach the standard, and in 6,7% of patients no
improvement was noted)

Fig. 4. The range of motion measured in the SFTR system
(slope forward, backward slope, slope to the side, trunk
twist) before taking a series of treatments

Fig. 5. The range of motion measured in the SFTR system
(slope in the forward direction, slope in the back, slope to
the side, torsion of the torso) before taking the treatment
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Comparative group:
* Measurement of the movement ranges in the SFTR system
before starting NSAIDs:

mThecorrectrange gy The limited range

Fig. 6. The range of motion measured in the SFTR system
(slope forward, backward slope, slope to the side, torsion of
the trunk) before the start of taking NSAIDs.

In the comparison group, none of the patients improved their
range of measurement measured two weeks after
discontinuation of NSAIDs.

Diagnostic tests (Lasequea, Bragard, Thomayer)
« Before starting the treatment series (research group) (Fig. 7)

W Positive result (incorrect) B Negative result (correct)

Fig. 7. Diagnostic tests (Lasequea, Bragard, Thomayer)
made before taking the treatment series

« Two weeks after the treatment series (research group) (Fig. 8)

B Positive result (incorrect) m  Negative result (correct)

Fig. 8. Diagnostic tests (Lasequea, Bragard, Thomayer)
made before taking the treatment series
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®  Positive result (incorrect)
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The improvement was obtained by 33,3% of patients who had
a positive result before undertaking the treatment series.

In the control group:

* Before taking NSAIDs (comparative group) (Fig. 9)

Negative result (correct)

Two weeks after the end of NSAID uptake, none of the pa-
tients with a previous positive result achieved improvement.
The studies also performed separate statistical calculations for
each of the individual research groups. All test results (grade
of pain, muscle strength, quality of life) obtained in individual
study groups (1,2,3) were statistically significant.

Comparing four groups of patients participating in the study, the hi-
ghest mean difference in the level of pain severity (measured before
the treatment series and two weeks after the treatment series) included
8 in group 2 (Laser, TENS Currents, Local Cryotherapy, Massage and
Kinesitherapy - stabilizing movement exercises and strengthening the
lumbar spine, neuromobilization of the sciatic nerve), and the smal-
lest 2,20 in the group 4 (a comparative group taking NSAIDs only).
In group 3 (Laser, TENS Currents, Local Cryotherapy, Massage, Ma-
gnetic Field) the result was 7,90 and 7,40 in group 1 ((Laser, TENS
Currents, Sollux Red, Massage, Magnetic Field).

In the case of muscle strength, the highest mean difference
(measured before the treatment series and two weeks after the
treatment series) was also observed in group 2 (1,40). In gro-
up 3 there was a value of 1, in group 1 there was 0,80 and the
lowest in group 4 (0,07).

However, the highest mean difference (measured before the
treatment series and two weeks after the treatment series) of
the quality of life level was obtained in group 3 (98), and the
smallest in group 4 (9,27). In group 1, the result was 90,70
and in group 2 the result was 86,70.

In 93,3% of respondents participating in physiotherapeutic
procedures after the treatment series, the doctor recommended
complete discontinuation of non-steroidal anti-inflammatory
drugs, and in 6,7% taking non-steroidal anti-inflammatory
drugs temporarily.

Discussion

Lesions and their symptoms within the lumbosacral spine are
both a social and an economic problem. The economic aspect
is associated with the ever-increasing financial outlays related
to health care costs, as well as absence from work, as well as

Fig. 9. Diagnostic tests (Lasequea, Bragard, Thomayer)
carried out before taking NSAIDs
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the inability to perform it [22]. The results of our own research
indicate very limited physical activity of patients in the form of
recreationally practiced sports, for example (running), gym,
cycling, swimming in the pool and the like (etc.) Only 13,3% of
the subjects studied recreational sports. This situation can be
considered as an important cause of pain syndrome within the
lumbar-sacral spine. Similar results were obtained by Klima-
szewska et al. [23] who pointed out in their work the negative
effects of the lack of adequate physical activity in the patients
everyday life [23]. The development of civilization has contri-
buted to the loss of the need to engage in physical activity. Le-
sions in the spine that affect patients result from improper
lifestyle and poor work ergonomics. The most common reasons
limiting the professional activity of patients are spinal pain syn-
dromes. Movement is a very important and helpful factor in
maintaining proper efficiency and fitness of the body. A small
amount of it leads to a decrease in the stabilizing properties of
the muscle-ligamental apparatus [18].

As a consequence, long-term static and dynamic efforts are
deteriorating. In our own studies, the average pain intensity
among patients participating in physiotherapy decreased by
7,66 units (according to the Laitinen scale), while in the
control group it amounted to only 2,20. As a consequence of
pain reduction in patients, there was an improvement in the
level of muscle strength of the examined spine. In the group
taking part in physiotherapeutic procedures, up to 90% of the
subjects improved in terms of muscle strength, while in the
control group due to the fact that the difference in the severity
of pain after treatment was much lower, the correct level of
muscle strength was obtained only by 6% more patients
compared to the initial condition (before taking NSAIDs). In
our own research it was also shown that in the group
participating in the procedures, the ranges of motion in the
lumbosacral spine were improved. In this group, before the
treatment series, 53,3% of patients had a limited range of
motion, and two weeks after its completion only 23,3%. This
means that among patients with a limited range of motion, as
much as 56,7%, there has been an improvement. In the control
group, none of the subjects had any improvement in this
respect. The same conclusion can be drawn in relation to the
diagnostic tests used (Lasequea, Bragard, Thomayer). Positive
(negative) results of tests before the start of the treatment
series were recorded in 70% of patients, while two weeks
after its completion it constituted only 36,7% of the subjects.
In this respect, there was an improvement in 52,4% of people
who had previously obtained a positive result. In the control
group, no improvement was reported in any of the patients.
According to our own research, it is also evident that with the
reduction in the severity of pain, improvement in muscle
strength and range of motion, there is a significant
improvement in the quality of life. In the research group, the
difference in the quality of life of patients between the state
immediately before the start of physiotherapy and two weeks
after its completion was statistically significant and amounted
to 91,87 units. In the group of patients taking only NSAIDs,
the difference was only 9,27 units.

www.fizjoterapiapolska.pl 25



s fizjoterapia polska

26

Referring to the research of other authors, Agnieszka Depa et
al.24, Who studied the impact of rehabilitation on the change
in subjective pain and spine mobility in patients with lumbar
pain syndrome, reached similar conclusions. In their studies,
they also obtained in the majority of patients (59% of
respondents) reduction of pain, improvement of ranges of
mobility (57% of subjects), which in consequence influenced
the improvement of the functional activity of the subjects
[24]. Stawomir Jarzab together with co-authors [25] in their
work assessed the effectiveness of selected electrotherapy
methods in diseases of the lower spine, in the aspect of
reducing the use of analgesics. The authors showed
a beneficial long-term effective effect of TENS currents in the
treatment of pain symptoms manifesting in the lower part of
the spine. In contrast, the interference currents used in the
tests gave the best immediate and short-term efficacy, which
may favor the use of this type of current immediately before
the application of kinesitherapeutic treatments. The authors of
the study, according to the results obtained, stated that
electrotherapy can and should be used as an alternative agent
for analgesics. Positive impact of systemic cryotherapy
combined with 30-minute kinesitherapy was also presented by
Ewa Demczuk-Wtodarczyk [26], who together with co-
authors compared the above-mentioned treatment list in
relation to the effectiveness of the kinesitherapy alone
(respiratory, exercise according to the Maigne program,
exercise) strengthening the abdominal muscles, back muscles,
gluteal muscles, active upper and lower limbs, exercises on
the cycloergometer). The authors thus proved a more
beneficial effect of using the treatment set than the use of
a single physiotherapeutic treatment. A further example of the
use of the treatment set is the work of Zaneta Ciosek and co-
authors [27], who assessed the effect of dynamic banding
combined with local cryotherapy on the range of mobility and
pain in the lumbar region of patients with degenerative
changes of the spine. The respondents who received local
cryotherapy along with dynamic patterning after surgery
experienced a significant reduction in pain and obtained much
better ranges of motion in the lumbar region in relation to the
group of patients who were treated only with local
cryotherapy. Group III in these studies consisted of patients
awaiting treatments for whom diagnostic measurements were
performed at the same time as in the other groups. In group
11, the authors did not notice statistically significant
improvement in any of the studied factors. Referring to own
research, in the group that was waiting for the treatments,
taking only the NSAID recommended by the doctor, in terms
of muscle strength and quality of life, there was no
statistically significant improvement. Zaneta Ciosek and co-
authors [27] came to the conclusion that the examined
treatment list gives much better therapeutic effects than the
use of local cryotherapy, which is another example showing
a better effect of the use of a certain treatment set in relation
to a single physiotherapeutic treatment. Referring to the study
of the quality of life, Zbigniew Sliwinski [28] in his work
entitled "Quality of life of patients with lumbar spine pain"
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showed a different degree of reduction in quality of life
depending on the degree of impairment in the course of the
disease. The conclusions of this work show the need to
capture the quality of life in the rehabilitation process, which
helps in the assessment of the rehabilitation process, attitude
to the disecase and provides a lot of information about the
patient being treated. In our own work, the level of quality of
life assessed both before the treatment series and two weeks
after its completion was helpful not only in assessing the
therapeutic effectiveness of the treatment combinations
applied to the control group, but also in relation to each other.
According to the literature and own research, it was found that
appropriately compiled conservative treatment in the form of
physiotherapy treatments allows to achieve satisfactory results
of therapy. It is also a limiting factor in the treatment of
NSAIDs and surgical interventions as well as hospitalization
of patients [19, 23, 24, 28, 29].

The research was questioned about the superiority of surgical
treatment over conservative treatment. Research conducted by
Kafchitsas et al. [30], In which the quality of life of patients after
conservative and surgical treatment was compared, showed
a lack of superiority of surgical treatment over conservative
treatment [30]. This was also confirmed by the studies carried out
by Svennson et al. [31] in which the kinesitherapy methods were
used during the therapy. Both papers showed that surgery was the
last resort in most cases [31].

Conclusions

1. Regardless of the applied set of physiotherapy treatments,
they worked better than taking only non-steroidal anti-
inflammatory drugs by patients. Physiotherapy in ordered sets
had a positive effect on the treatment of pain symptoms
caused by degenerative changes in the lumbosacral spine. By
reducing pain, they also contributed to the improvement of
muscle strength, the range of motion in the examined spine,
which in turn led to a significant improvement in the quality
of life of the subjects.

2. The applied sets of physiotherapeutic procedures have
a significant impact on the reduction or total withdrawal of
pharmacological anti-inflammatory and analgesic agents.

3. The highest effectiveness in reducing the severity of pain
and improvement in muscle strength have been demonstrated
by the treatments in group 2 (Laser, TENS Currents, Local
Cryotherapy, Massage and Kinesitherapy - movement
exercises stabilizing and strengthening the lumbar spine,
neuromobilization of the sciatic nerve), and the smallest in
group 1 (Laser, TENS Currents, Local Cryotherapy, Massage,
Magnetic Field). However, due to the small number of
patients examined, this conclusion can be considered as
preliminary.

4. A set of physiotherapeutic treatments ordered in group 3
(Laser, TENS Currents, Sollux Red, Massage, Magnetic
Field) turned out to be the best to improve the quality of life
of the examined patients, and the smallest improvement in
quality of life was shown by the group of treatments in Group
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2 (Laser, TENS Currents , Local Cryotherapy, Massage,
Kinesitherapy - movement exercises stabilizing and
strengthening the lumbar spine, neuromobilization of the
sciatic nerve).
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