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Abstract

Objectives: The objective of this research is to examine how different physical therapy techniques affect the
functional status & pain levels of individuals suffering from non-specific LBP.

Methods: Participants in this randomized-controlled study ranged in age from 34 to 62 years and had non-
specific persistent LBP for over 12 weeks without neurological damage. The study lasted from February 2021 to
August 2022 & comprised 66 females and 38 males. The mean age was 50.3+12.5 years. There was a physical
treatment group with 55 patients & control group with 55 patients. Medical care & exercise were provided to both
groups; the physical therapy group additionally received physiotherapy methods.

Results: 110 patients followed up one year. Treatment resulted in a significant improvement (p<0.5) in the VAS,
ODI, & ILBP in both groups when compared to values before treatment. Comparing the physical therapy group
& control group, there were notable differences in the VAS, ODI, & ILBP scores at 3 months and lyear post-
treatment (p<0.05).

Conclusion: Physical therapy is one component of a multidisciplinary strategy that should be used to treat non-

specific chronic low back pain in order to improve functional status & pain levels in the long run.
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INTRODUCTION

Chronic low back pain (CLBP) is not a monolithic
illness, as many studies have proven; rather, it is
complicated and influenced by a wide range of
biological, social, & psychological factors [1]. When
patients present with low back pain (LBP), healthcare
providers use diagnostic triage to categorize them as
having particular spinal pathologies, radicular
syndromes, or non-specific LBP [2]. About 70% of
western adults will experience LBP at some point in
their life [3-4]. Low back pain is one of the top three
most debilitating disorders in terms of years lived with
disability [6-7], and it also places a heavy financial
strain on society [3-5]. Many people experience severe
pain and impairment during the acute phase of low
back pain, which can continue up to six weeks. In
cases of acute low back pain, the outlook is good.
Seventy to eighty percent of afflicted individuals,

regardless of treatment or lack thereof, report a
resolution of symptoms within six weeks [5-8]. About
5% experience chronic or recurrent pain, which can
cause impairment for an extended period of time and
slow down the healing process even more [8].
Primary care physicians & physical therapists work
together to treat many individuals suffering from
acute low back pain [5]. Among the several
interventions offered by physiotherapists to this
population, exercise therapy is among the most
popular [11-13]. Clinical recommendations for the
treatment of primary care patients experiencing low
back pain are consistent with this approach [14].

In order to help physiotherapists choose the best
therapies for patients suffering with acute LBP, there
are international clinical practice recommendations
that are based on evidence [15-17]. But there is a
lack of consistency between the advice in different
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national guidelines & outcomes of systematic studies
[15, 18-20]. You might think this is strange because
any good evidence-based guideline should be founded
on systematic reviews of randomized controlled trials
(RCTs) since they give the highest quality evidence
[21]. On the other hand, while formulating clinical
guidelines, just two factors are taken into account: the
effectiveness of therapies & their safety. Typically,
when converting data into suggestions for clinical
practice, additional factors including availability, cost,
patient preferences, & practicality are also taken into
account. Recommendations may differ for a variety of
reasons, including a variety of populations (including
those with acute, sub-acute, & chronic LBP) and
various definitions of duration [15, 16, 18]. Acute pain
is distinct from chronic pain [23], and we know that the
effectiveness of interventions varies with the severity
of the pain [19, 20, 22]. "Initially line care" for patients
with acute LBP should consist of reassuring them,
advising them to be active in everyday life, and, if
needed, pain medication, according to the most
consistent worldwide recommendations [14, 15]. When
standard medical treatment fails to alleviate
symptoms, additional therapies such as exercise
therapy, spinal manipulative therapy, mobilization,
& acupuncture may be considered [14, 15, 18]. When
it comes to acute LBP, there is some debate over the
best time, method, & intervention to apply [14, 15, 17,
24].

In order to effectively manage the discomfort
associated with CLBP, exercise is essential. Exercise
therapy, patient education, & recommendation to
maintain an active lifestyle are all part of the non-
invasive and non-pharmacological therapeutic options
suggested by CLBP treatment recommendations [25].
One treatment for CLBP that has been supported by
evidence is exercise therapy [26-28]. Exercise therapy
is suggested by all of the CLBP recommendations
[29-32], however there are some variances. Some of
the possible advantages include a reduction in the risk
of secondary health problems such cancer,
cardiovascular disease, metabolic syndrome, bone
and neurodegenerative diseases, & improvement in
physical function, mood, sleep, stress tolerance, &
cognitive function [33]. Importantly for CLBP patients,
there is a large & increasing amount of research
showing that exercise therapy over the long term can
alleviate pain for patients with CLBP and many other
chronic pain illnesses [34, 35]. The purpose of this
research was to determine which physical treatment
methods were most beneficial in alleviating pain &
improving functional status in CLBP patients.

LITERATURE REVIEW

Pouya Rabiei MSc et al. (2020) In order to alleviate
CLBP, various tailored treatments have been
implemented. Nevertheless, why they are better than
programs that include groups of people is still unclear.
For individuals suffering from CLBP, we contrasted a
group exercise (GE) program with a personalized one
that included pain neuroscience education (PNE) and
motor control exercise (MCE). The 73 patients
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diagnosed with CLBP were divided into two groups:
one that received GE treatment (n = 36), & another
that received PNE plus MCE (n = 37). For eight
weeks, patients received both GE and PNE plus MCE
twice weekly. Assessments were taken at baseline
and 8 weeks after the intervention to measure pain
intensity (VAS), disability (Roland Morris Disability
Questionnaire),  fear-avoidance  beliefs  (Fear-
Avoidance Beliefs Questionnaire), and self-efficacy
(Pain Self-Efficacy Questionnaire). For statistical
analysis, a mixed-model approach based on a 2 x 2
variance analysis (treatment group X time) was used.
A considerable effect size (P < 0.001, partial eta
squared [np2] = 0.66 to 0.81) was observed following
the intervention in both groups, indicating significant
improvements in all outcome measures. In comparison
to the GE group, the PNE with MCE group had more
significant improvements, which had a modest impact
on pain intensity (P = 0.041, np2 = 0.06) & disability (P
=0.021, np2 = 0.07). When comparing the two groups,
we did not find any statistically significant differences
in self-efficacy (P > 0.05), fear-avoidance beliefs
when exercising, or when working. Although there
were no significant changes in fear-avoidance
attitudes and self-efficacy between the two groups in
patients with CLBP, PNE & MCE appeared to be
more effective than GE in reducing pain intensity &
impairment. Additional research is needed to
determine whether individualised treatments are
better than group-based ones. [61]

Di Cui et al. (2023) One of the most common causes
of disability-adjusted life years is LBP. The
administration of musculoskeletal disorders could
benefit greatly from digital exercise-based therapies,
which would increase accessibility while decreasing
financial strain. Nevertheless, unlike in-person
physiotherapy, there is no conclusive proof of their
efficacy in managing CLBP. Clinical results of
patients with CLBP following digital intervention to
evidence-based in-person physiotherapy will be
compared in this randomized controlled study (RCT).
The results show that both groups had high levels of
patient satisfaction and adherence, but the digital
group had a far lower rate of dropout (11/70, 15.7%
vs. 24/70, 34.3% in the conventional group;
P =0.019). There are no differences between the
groups in terms of change from baseline (median
difference: —0.55, 95% CIl: -2.42 to 5.81, P=0.412)
or program-end scores (-1.05, 95% Cl: -4.14 to
6.37, P=0.671), but both groups do see notable
improvements in disability, the main endpoint.
Additionally, when looking at secondary outcomes
(including, impairment in productivity as a whole,
anxiety, sadness, and pain), there are no discernible
group differences. One possible way to alleviate the
symptoms of CLBP is a digital intervention that can
be accessed remotely. This randomized controlled
trial shows that it may promote recovery at similar
levels as evidence-based in-person physiotherapy.
[62]

Saddam F. Kanaan et al. (2022) The purpose of this
study is to examine the impact on treatment
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outcomes of low back pain by incorporating an
individualised, comprehensive education package
based on evidence. A randomized, controlled clinical
trial with a single-blind design. There were 54
volunteers with CLBP (average age 46.75 + 11.11
years, 80% female) who were randomly assigned to
either an intervention group (n = 27) or a control group
(n = 27). In addition to the eight 45-minute regular
physical therapy sessions that the control group
received over the course of four weeks, the
intervention group also received four one-hour
education sessions pertaining to low back pain.
Measured in the beginning, after the intervention, and
again after three months. A number of measures were
used to assess the results, including the Visual
Analogue Scale for pain intensity, the LBP Knowledge
Questionnaire for knowledge, the Back Pain Attitudes
Questionnaire for attitude, the Oswestry Disability
Index for disability, the Depression Anxiety Stress
Scale (DASS-21) for mental health symptoms, and the
Fear-Avoidance Beliefs Questionnaire for fear
behavior. Physical therapy for low back pain might be
more effective if it included thorough education for
patients. [63]

Peng, Meng-Si, et al. (2022) Many doctors
recommend water therapy to patients suffering from
persistent LBP, but the evidence for its efficacy in the
long run is scant. Objective For the purpose of
determining if therapeutic aquatic exercise alleviates
persistent LBP in the long run. Concept, Environment,
& Subjects The trial's follow-up ended on March 17,
2020, after a three-month run from September 10,
2018, to March 12, 2019, in this randomized, single-
blind clinical study. Participating in the study were 113
individuals who had long-term, persistent low back
pain. Efforts to One group participated in physical
therapy techniques, while the other participated in
therapeutic aquatic exercise. Aquatic exercise was
administered to the therapeutic aquatic exercise
group, whereas transcutaneous electrical nerve
stimulation & infrared ray thermal therapy were
administered to the physical therapy modalities group.
For three months, each intervention required sixty
minutes of time twice weekly. Key Results and
Evaluation Criteria A Roland-Morris  Disability
Questionnaire (RMQ) was used to quantify disability
level;, a score between 0 to 24 was considered
significant, with higher values indicating a more severe
disability. Pain severity, quality of life, anxiety,
sadness, sleep, kinesiophobia, fear avoidance,
intervention recommendation, and minimal clinically
relevant difference in pain & function were all
considered secondary outcomes. Analyses were
conducted using the intention-to-treat and per-protocol
methods. Final Product While 113 people took part, 59
were female (52.2% of the total; mean age, 31.0 [11.5]
years). A total of 98 patients (86.7%) made it through
the 12-month follow-up after being randomly assigned
to either the physical therapy modalities group (n=57)
or the therapeutic aquatic exercise group (n=56). The
therapeutic aquatic exercise group demonstrated more
disability alleviation compared to the physical therapy

modalities group. At the 12-month follow-up point, the
therapeutic aquatic exercise group had considerably
more improvement than the physical therapy
modalities group in terms of the number of participants
who met the minimal clinically important difference in
pain (at least a 2-point improvement on the numeric
rating scale) & disability (at least a 5-point
improvement on the Roland-Morris  Disability
Questionnaire) (26 [46.43%)] vs 4 [7.02%]). Two
people in the physical therapy modalities group (3.5%)
and one person in the therapeutic aquatic exercise
group (1.8%) had low back pain or other intervention-
related problems. Conclusions Patients suffering from
persistent low back pain reported longer-lasting relief
from the therapeutic aquatic exercise program
compared to physical treatment techniques, and this
benefit persisted for up to twelve months. Clinicians
may feel more comfortable include therapeutic
aquatic exercise in the treatment plans of patients
suffering from chronic low back pain in light of this
finding, which suggests that patients would benefit
more from active exercise than from passive
relaxation techniques. [64]

Suh, Jee Hyun MD et al. (2019) A number of
exercises have been suggested as potential
remedies for persistent LBP. Nevertheless, no
definitive workout has emerged as the best option
thus far. It was for this reason that the researchers
set out to evaluate the relative merits of two different
types of exercise: walking & individualized graded
lumbar stabilization exercise (IGLSE). Methods: For
this study, 48 people suffering from chronic low back
pain were randomly assigned to one of four groups.
Following the screening process, individuals were
assigned to one of four groups: those training for
flexibility, those for stabilization exercise (SE), &
those training for both stability and WE (SWE).
Subjects did each activity for a duration of six weeks.
The main result was the VAS for LBP at rest and
during exercise. Secondary outcomes included the
following: VAS measurements of radiating pain
during rest & physical activity, medication usage
frequency (number of times/day), Oswestry disability
index, Beck depression inventory, particular posture
endurance, & lumbar extensor muscle strength. All
four groups showed a statistically significant
reduction in LBP when exercising. The SE & WE
groups both showed a marked increase in exercise
frequency, but the SE group showed a marked
increase in exercise duration. The groups that had
WE or SWE showed considerable improvements in
their endurance whether resting flat on their backs,
sides, or heads. Results: Patients suffering from
CLBP may find relief from their symptoms
& reduction in the likelihood of future episodes by
incorporating spinal exercise & weight training into
their treatment plans. [65]

PATIENTS AND METHODS

In the period from February 2021 to August 2022,
120 patients with CLBP were located through the
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hospital's

................................................................ The
study comprised patients who had sustained CLBP for
more than 12 weeks and did not have any neurological
impairment. Patients were not included if they met the
following criteria; they had to be 18 years old or
younger, pregnant, have had surgery within the past
year, have structural abnormalities, spinal cord
compression, severe instability, osteoporosis, BMI
greater than 30 kg/m2, severe metabolic or
cardiovascular disease, or acute infection. This
randomized controlling study comprised 114 patients
(38 men and 66 women; mean age 52.3+12.5 years;
range 34 to 62 years) who fulfilled the addition norms.

The clinical examination involved taking a thorough
medical history in addition to measuring the patient's
lumbar mobility, range of motion, & neurological status
as well as palpating and inspecting the lumbar region.
Just one doctor looked at each patient. The local
Ethics Committee gave their approval to the study
protocol. Every single patient has their written
informed consent document signed.
......................................... gave a certificate of
approval to the study. The number of physical
therapists in Saudi Arabia is reported by the

Involvements

A total of 55 patients participated in the physical
therapy group, while another 55 served as controls.
While the CG only received medical & exercise
therapy, the PTG also received physical therapy
modalities.

Medicinal cure

It was recommended to take 1.5 g of paracetamol
daily, as needed.

Exercise plan

The front abdominal muscles (musculus obliquus
externus, internus, rectus), deep abdominal muscles
(musculus psoas major, minor, iliacus, quadratum
lumbarum), & back muscles (musculi dorsi, erector
spinae, transverso-spinales, inter-spinales,
intertransversarii) were stimulated. The hamstrings,
hip flexors, & lumbar extensors were all given specific
stretching exercises to do. In order to help each
patient recover, the physiotherapist prescribed an
exercise regimen that they could do at home.
Furthermore, each patient was provided with a
detailed fithess schedule in writing. At least two
exercises were performed daily, with each activity
being repeated at least ten times, for three months as
part of the fithess program.

Orthopaedic therapy

The physiotherapist worked on the waist area for a
total of ten sessions, once daily, over the course of five
weeks. There was TENS, ultrasound, and heat packs
used during the sessions. We used a continuous form
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of ultrasonic therapy for five minutes at a density of 1.5
W/cmz2 & frequency of 1 MHz for twenty minutes of hot
pack therapy. [36-37] Furthermore, the TENS
treatment was administered in the following manner;
continuously for 30 minutes at a strength of 100 Hz
and 40 pSN.

Criteria for evaluation

Every patient was evaluated before therapy began as
well as twice, thrice, and once a year following
completion of treatment. Using a 10-point scale, from 0
(no pain) to 10 (extreme pain), the VAS assessed the
intensity of the pain.[38] The Oswestry Disability Index
was used to assess the functional state. ILBP, as well
as the ... Low Back Pain
Disability Index [39-43]. [26] Each of the ten questions
on the ODI can be scored on a scale from 0 to 5, and
they include topics such as pain level, individual care,
lifting, walking, sitting, standing, sleeping, social life,
travel, & pain alteration. Scores can be expressed as a
percentage after multiplying the total by two, with a
maximum score of 55. A score of 0% shows no pain
or functional handicap, while a score of 100%
indicates significant pain & functional limitation, and
the evaluation method is points/total score 55 x 100=
%. Patients suffering from low back pain in
............................ society were the subjects of
the validity & reliability investigations.[40]
Furthermore, the ILBP is a scale that may be used to
measure the useful status of individuals with LBP. It
consists of 18 items and can be used to get a total
score between 0 and 90. Each question on the scale
can be scored from 0 to 5. Research of its validity &
reliability was conducted.[41]

Determine the sample size

Utilization of VAS data allowed for the determination
of the sample size for this investigation. Sahin et al.
[42] found that the mean VAS score in PTG was
7.16 with a standard deviation (SD) of 2.54, while the
mean score in CG was 5.72.[42] An 80% power
(beta: 0.2) was used to determine the sample size.
For statistical purposes, a p-value of 0.05 was
deemed significant. Thus, 55 patients were needed
for each group. With a 10% dropout rate in mind, we
set out to divide the patients evenly between the two
groups, with 57 in each.

Randomization

After two investigators had gathered the patients'
medical histories, they would fill out the relevant
forms and put them in envelopes. After that, a
computer-generated random number table was used
to divide the patients' sealed envelopes into two
equal groups, one for PTG and one for CG. At 2
weeks, 3 months, & 1lyear post-treatment, 55
patients from each group finished the trial.

Statistical analysis

The statistical analysis was carried out utilizing the
widely-used PASW for Windows version 18.0
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software developed by SPSS. In order to determine if
continuous variables followed a normal distribution, the
Shapiro-Wilk test was employed. Using the chi-square
test, we looked for differences in the groups according
to the categorical factors (i.e., sex, education level,
and occupation). To examine statistically significant
differences among the variables with atypical
distributions, the Mann-Whitney U test was utilized.
For normally distributed variables, the Student t-test
was used to assess differences in continuous data
across the groups. The repeated measures ANOVA
was performed to evaluate the results from the
parameters that have been evaluated many times in
the intra-group analysis. The Bonferroni correction was
used to perform an inter-group analysis. If the outcome
of the variance analysis test was significant, a post-
hoc test was conducted. The Bonferroni Student t-test
was employed to identify the differences within the
subgroups. Statistical significance was determined by
a p-value less than 0.05.

RESULTS

We followed 110 patients for a year. On average, PTG
participants were 55.4+11.4 years old, while CG
participants were 48.2+12.3 vyears old. When
comparing the groups according to age, sex,
education, occupation, BMI, no statistically significant
differences were found (p>0.05). Table 1 displays the
demographic details of the two categories. The VAS
scores following therapy were considerably lower in
both groups than their pre-therapy levels, and there
were significant differences between the two sets of
scores at three months post-therapy (p<0.05). At 2
weeks & 3 months of addition, ODI & ILBP scores
shown a notable improvement when related to their
baseline values (p<0.05) (Table 2).

Table 1. Demographics of Patient

Physiotherapy group (n=55) Control group (n=55)
n % Mean=SD n % Mean+5D p
Age (years) 55.4111.4 4824123 [ 0.08
Sex 0.83
Male 20 36.4 22 40
Female 35 63.6 33 60
Education 0.46
Primary M 775 38 69.0
Secondary 6 10.9 9 16.3
Higher secondary 8 145 8 145
Occupation
Housewife 39 709 32 58.2 0.09
Office Working 10 18.2 9 16.3
Work from home 6 109 14 255
Body mass index 304452 29.615.1 0.44

Table 2. Evaluations of outcomes within and
between groups

Physiotherapy Control group Inter-group
group (n=55) (n=55)
MeantSD MeantSD P F
VAS baseline 6.1+0.2 5.2+0.2 [7.071
vaS 20d week 4.3+0.2% 4.0+0.2% 0.032
VAS 314 month 4.4+0.2% 4.240.2% 0.012
VAS 15t year 4.7+0.3 5.0+£0.2 0.007
ODI baseline 50.6+1.0 45.2+1.3 6.690
ODI 214 yeek 43.6£1.6% 33.32.3* 0.021
oDI 319 month 43.7£1.7F 33.8+2.1% 0.011
ODI 15t year 46.6£2.1 45315 0.011
ILBP baseline 30.7+£1.8 24.0+£2.0 9.615
ILBP 20d week 21.7+1.5% 14.9+1.8* 0.037
1ILBP 3!d month 22.6£1.7% 16.8+1.6* 0.019
ILBP 15t year 25.342.0 22.0+1.9 0.002

SD: Standard deviation; VAS: Visual Analog Scale; ODI: Oswestry Disability [ndex; ILBP: Istanbul Low Back Pain Disability Index;

F: Test statistics (analysis of variznce with repeated measurements); * p<0.05 according to baseline values in infra-group comparison

DISCUSSION

Results showed that compared to exercise and
medication alone, a combination of physical therapy,
exercise, & medication for non-specific CLBP
improved functional status and pain levels in this
randomized controlled trial. Three months following
treatment, this improvement persisted. After three
months of treatment, these data demonstrate that
pain & functional status are better improved with a
combination of physiotherapy, medicinal therapy,
and exercise. The primary objectives of
CLBP treatment include alleviation of pain,
enhancement of soft tissue flexibility (reduced spasm
& tension), enhancement of trunk stabilizer strength
& endurance, and improvement of mobility
& posture. These goals are pursued to enhance
functional capacity, enhance the ability to carry out
daily activities, and prevent work loss. [43-44]
Treatment for CLBP includes a wide range of

approaches, including medication, spinal
manipulation, exercise, physical therapy, and
schooling. Research consistently shows that

combining many types of expertise yields better
results than relying on just one method. [45-46]
Thus, our study included a multidisciplinary strategy
that encompassed physical therapy, exercise, &
medical treatment.

One major contributor to the onset of back pain is a
lack of strength & endurance in the paraspinal
muscles. Furthermore, compared to healthy
individuals, those suffering from low back pain have
weaker body muscles.[47] Lumbar discomfort is
three times more likely in persons who have weaker
muscles. For this reason, exercise is often
recommended as a treatment for non-specific
CLBP.[48] Its stated goal is the alleviation of pain
& enhancement of functional status via better
posture, stronger trunk muscles, and increased
aerobic capacity.[49] Research conducted by Van
Tulder et al. [50] indicated that exercise may hasten
the improvement of daily life activities and the return
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to work for those suffering from low back pain.
Exercising helped people with CLBP significantly
reduce pain & increase their functional level, according
to a meta-analysis. This was in contrast to patients
who received no treatment or other conservative
treatments.[51] Research has also demonstrated that
kinesophobia, anxiety, & pain coping difficulties are
associated with inactivity, and that exercise therapy
alleviates these symptoms.[52-53] But there is a lack
of data on how different kinds of exercise (such as
flexion, stretching, or strengthening) affect patients'
results.[49-52] The pain reduction from exercise
therapy for CLBP is only effective for up to six months,
according to multiple studies.[54] The Back exercises
that were included in our study included lumbar
isometrics, lumbar flexion, & stretching exercises for
the back and hamstrings. Medications, exercise
therapy, and physiotherapy all contributed to a marked
improvement in functional status & pain levels.

Additionally, we noted that this enhancement persisted
for a duration of one year. Because we found that pain
& functional status were adversely affected in the
CLBP patients' research, we can say that the
treatment successfully reduced pain & improved
functional status.[55] The current study employed the
VAS to measure the intensity of pain, & ODI & ILBP to
assess the level of functional ability. At 3month & 1
year of follows, we discovered that physiotherapy
significantly improved VAS, ODI, & ILBP scores more
than medical and exercise therapy alone.

Physical therapy modalities are another approach that
is utilized in the treatment of individuals with non-
specific CLBP. They were also involved in this
analysis. Cold therapy, heat packs, ultrasound,
diathermy, & transcutaneous  electrical nerve
stimulation are all examples of treatments that permit
temporary relief.[36] With the exception of minor skin
irritation, these therapies are safe, simple, non-
invasive, and rarely cause serious side effects. [56-
57] A number of studies have demonstrated that PT is
more beneficial than a placebo. [57- 58] TENS is a
popular physical therapy tool. When compared to a
placebo, transcutaneous electrical nerve stimulation
(TENS) improved pain relief and joint mobility in one
research.[49] As a control, placebo, & TENS group,
Marchand et al. [59] split 48 individuals suffering from
low back pain. The TENS group reported a 43%
decrease in pain intensity.[59] Another study that
compared the effects of hot and cold applications
found that the former was more effective than a
placebo in alleviating acute or subacute lumbar pain,
while the latter helped with pain control during the
acute phase as decreased muscle tension.[36]

There was no control group in our research. Physical
therapy, in conjunction with medication & exercise,
improved pain and functional status more than either
modality alone. While our study did not assess the
effectiveness of these treatment modalities in isolation,
we did find that physical therapy had a beneficial
impact when added to the other treatments. Efficacy of
CLBP treatments is sometimes only assessed for a
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brief period of time, and there is often no control group
included in these trials. Additionally, CLBP treatment
groups might be rather diverse.[60] Our research
comprised a control group in addition to two identical
treatment groups. A year of follow-up was maintained.
Maintaining pain control & functional improvements is
crucial for the long-term success of CLBP treatment.
The most reliable way to show that workouts work is
via isokinetic measurements, however they can be
somewhat subjective. One possible drawback of our
study is that we didn't test isokinetic muscular
strength. The extent to which medical and exercise
treatments contribute to patients' progress is another
restriction. The ideal control group for this study would
consist of a group of patients who are monitored but
not treated. Nonetheless, we treated the patients in
our control group with medication & exercise since
doing otherwise would be immoral.

CONCLUSION

One of the most prevalent chronic pain syndromes
globally is CLBP, which poses significant social,
economic, & public health concerns. Many patients
nowadays want a more comprehensive approach to
their healthcare, one that incorporates exercise
therapy as one component. Finally, methods for
treating long-term health problems should ideally
have an impact that lasts and lead to lasting
improvement. Our research shown that the effects of
the medication were able to last for at least a year
following administration. Thus, it was determined
that physiotherapy, medical therapy, & exercise were
all more effective than exercise and medication
alone in treating non-specific CLBP. Based on these
findings, a multidisciplinary strategy incorporating
physiotherapy is the best course of treatment for
CLBP in order to achieve lasting improvement.
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