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INTRODUCTION

Knee pain is known as one of the frequently reported 
cases involving musculoskeletal conditions, 22-23% of the 
population suffer from the condition around the age of 65 
years. Osteoarthritis is the most common type of arthritis, 
according to the National Health Service, USA. 8.5 million 
People are affected by this condition. The arthritis founda-
tion of USA, also states that almost 27 million of Americans 
are suffering from this condition1. Prevalence rates are 
higher in females than in males2.The knee joint, along with 
other major weight bearing joints of the body including hip 
joints and spine are more prone to damage by going 
through degenerative changes3. 

Osteoarthritis is usually the main cause of knee pain in 
elderly individuals4. Knee osteoarthritis produces significant 
changes which may affect many other aspects of life 
including health related quality of life, physical, mental 
and social components of health are affected by these 
degenerative changes.

Osteoarthritis is a progressive, irreversible disease. Signs 
and symptoms gradually get worse over a period of time. 
Since it is an irreversible disease, there is no cure. However, 
available therapies may help with pain reduction, subside 
inflammation and swelling. These therapies also play an 
important role in muscle strengthening, to keep the 
patients mobile and active. Experts say that patients who 
take steps to actively manage their osteoarthritis are more 
likely to overcome their symptoms.

Motion impairments attributed to many other causes 
which includes immobilization following any injury5,  
surgical interventions to repair or remove menisci6,7 and 
osteoarthritis8,9, itself.

Soft tissue changes around the knee joint can lead to 
decrease in strength of the quadriceps muscles and 
sagital range of motion, which may further lead to 
increased soft tissue contracture.10 These changes all 
together produce a typical clinical picture of joint pain, 
and stiffness at rest.

These symptoms further lead to difficulty face by patients 
to perform daily activities and weight bearing. This 
facilitates progression in disability.11

The treatment of knee osteoarthritis is currently limited to 
symptoms management, rather than progression control12.  
An evidence based approach to management of osteo-
arthritis should include patient guidance and awareness 
about the disease, pain control, options to improve 
functions, decrease disability, and prevent disease 
progression13. 

Treatments commonly available involve pharmacological 
treatments, non-pharmacological strategies and surgical 
interventions. Analgesics and anti-inflammatory drugs are 
widely used in management14, despite known serious 
adverse effects associated with long term NSAID use15,16, 

Paracetamol is known as primary oral analgesic, if 
successful the long term use preferred. These types of 
therapies help to deal with symptoms. Osteoarthritis is 
often viewed as a problem of biomechanical functions. In 
order to treat the large and growing numbers of sufferer’s 
various treatment options besides the use of medicine are 
utilized. Thus, many patients visit practitioners who provide 

therapies which intend to improve functional activities. 
Concerns regarding lost function, include ability to ambu-
late are addressed through different forms of physical 
therapy. These therapies include strength-based and 
exercise program to achieve their long term goal that is 
functional capability and ambulation.

Treatment plan consisting of an aerobic walking and 
strengthening exercises of quadriceps give desired results 
17.

For the treatment of pain and motion impairment(s) the 
healthcare professionals in spine and peripheral joints 
utilize their purpose of joint mobilization for treatment. Most 
of the research studies used techniques that are aimed at 
the spine and upper extremities, with a lesser amount of 
evidence for the efficacy of lower extremities mobilization. 
The manual therapy shows effective results in improving 
flexion of knee joint also shows effectiveness in climbing 
stairs in patients suffering from anterior knee pain and also 
little amount of improvement in knee pain17.

Muscle strength, proprioception and functional perfor-
mance seems to be effectively improved when manual 
therapy combined with appropriate exercise therapy, 
then just a randomized exercise therapy. When muscle 
strength is lost and there is decreased activity of extensors 
of knee found to be associated with anterior knee pain, 
this refers to muscle inhibition. Sacroiliac joint manipulation  
helped to overcome muscle inhibition of knee extensors. 
What muscle function benefited, so spinal manipulation 
known to have effective results in muscle inhibition of 
lower limb musculatures17.

Studies precise to knee joint are focused on mobilization, 
which includes anterior/posterior joint mobilization as well 
as patellar glides to improve outcomes in patients with 
knee pain. Different sort of treatment strategies is suggest-
ed, which aim to reduce pain and prevent functional 
deterioration in future17,18. Traction is applied at a right 
angle to the treatment plane, which is for the tibiofemoral 
joint, is located in the concave proximal end of the tibia.

Kalten born defined a grading system for traction. There 
are three types of tractions. According to the above 
mentioned grading, grade lll of the traction is linear 
motion, applied with sufficient force to take up the slake in 
the joint capsule. Ensure that the soft tissues surrounding 
the knee joint become taut.

Studies done in the past had shown that TENS increases 
pain and heat threshold in healthy individuals. Transcuta-
neous electrical nerve stimulator is an inexpensive, non-in-
vasive intervention used in various painful conditions19.

TENS has a better effect in pain that is being evoked by 
movements, also shows beneficial results by providing 
functional improvement20. Application of tens is through 
four self-adhesive electrodes that are place in a bucket 
method surrounding the knee joint with OA for 20 minutes 
at a comfortable intensity21. The specific site for electrode 
placement is determined by the allocation examiner using 
point of least impedance22.

The intention of this research was to determine before 
session condition and changes after the treatment session 
is provided by TENS and by manual therapy. Manual 
therapy is joint traction and mobilization on measures of 
pain.

Traction Grading
Kalten born Traction Grading Scale 
Grade I - Neutralizes joint pressure without separation of 
joint surfaces
Grade II - Separates articulating surfaces, taking up slack 
or eliminating play within joint capsule
Grade III - Stretching of soft tissue surrounding joint

Transcutaneous Electrical Nerve Stimulation (TENS)
It is a non-invasive modality with very few adverse effects 
that is used in physiotherapy for control of pain. Seven 
studies using TENS in people with knee osteoarthritis (OA) 
were identified for this review; device setting, application 
and outcomes measured varied between studies23. 

METHODOLOGY

Study Design
Randomized Control Trial (Experimental study)

Setting
Research was conducted at Outpatient Department of 
tertiary care hospital.

Duration of Study
6 months.

Sample Size
Sample size was calculated as 309.7 taking prevalence of 
knee OA 22-28%24, at 95% confidence level and margin of 
error is 0.05. To avoid data wastage 310 Individual will be 
included in the study.

Sampling Techniques
Simple Random Sampling

Sample Selection
Inclusion Criteria
Individuals coming for physiotherapy treatment 
diagnosed with Knee Osteoarthritis between the age 
group of 40 to 75. 

Exclusion Criteria
1. Osteoporosis
2. Knee joint infection
3. Acute rheumatoid arthritis

Pain referred from hip, sacroiliac, and lumbar spine.
1. A ligament injury
2. Cognitive deficits
3. Patello femoral arthritis.

Data Collection Tool
Date was collected using Oxford Knee Pain Scale Ques-
tionnaire. 

Data Analysis
Statistical package for social science (SPSS-20) was used 
to analyze data, means and standard deviation of all 
quantitative parameters, for effect was calculated  other 
qualitative parameters. 

RESULTS

Table 1.01 participants 
A sample of 310 participants including 62 males and 248 

females, participated in this research, which measured 
outcomes over sessions. Therefore, results for OKPS data

included all participants. No participant discontinued 
treatment due to increased knee pain. All participants 
completed all session. 

Table 1.02 mean and std. deviation of age
The mean age (± 9.61) for all participants was 54.40 years. 

The mean value for active knee flexion AROM before 
intervention was 35.74 compared to 20.73 after the last 
intervention. This change between first and last recorded 
measurement of active knee flexion represented a mean 
increase of 15.01 in the all participants. The difference of 
15.01 was statistically significant. On the other hand the 
mean value for electrotherapy before intervention was 
50.65 compared to 38.23 after the last intervention. 

The mean difference was 12.42. Electro therapy (TENS) 
also significant but less than manual traction.

DISCUSSION

After the completion of following therapeutic session of 
end-range manual traction mobilization applied to the 
tibio femoral joint, there was significant improvement in 
knee flexion AROM. The research participants experi-
enced a mean increase of 15.01 in active knee flexion 
which was measured before starting the treatment and 
measurements taken after the completion of therapy. This 
research utilized a therapeutic intervention applied manu-
ally, giving traction to articular surfaces and also stretch-
ing particular soft tissues in the region of both knee joints. 
The efficacy of the applied manual technique may relate 
to its application at the available range of motion. As well, 
manual traction applied over the TF joint may temporarily 
diminish the compression on the meniscus and facilitate 
the movement of fluid within the joint. The effects may 
help to subside the pain and swelling by decreasing the 
potential motion-limiting effects25. 

According to Maher et al significant differences were 
observed in passive range of motion after the application 
of 2 minutes and 4 minutes of joint traction with no signifi-
cance noted after 4 minutes. While pain felt by the individ-
uals did not change significantly over time, but level of 
pain did change during each session of therapy26. It was 
evident in our data that manual traction showed better 
results in patients with knee osteoarthritis pain.

In another article by Polard H et al stated that a short-term 
manual therapy knee protocol found effective in pain 
reduction in research participants suffering from osteoar-
thritic knee pain. This resulted in great improvement in 
knee functions immediately after the end of second week 
of treatment session27. In our study we had similar results 
and the manual traction has been extremely effective as 
a treatment option.

The research participants show a statically significant 
change in active flexion of knee during every therapeutic 
session, due to which application of manual traction to 
the joint to improve knee flexion impairment is highly 
supported. The results of the study done shows statically 
significant changes after the treatment. We are also 
aware of the studies done, which also have reported 
these findings. Although the manual traction application 
to the tibiofemoral component did not produce a statical-
ly significant decline in knee pain when applied at a 
painful end range position, but level of pain did statically 
decrease during each treatment session. All members 

agreed and reported that they observe that the applica-
tion of this manual technique lead to decrease their knee 
pain.

The exact mechanism for the perceived pain decline by 
the application of manual traction or mechanical traction 
technique is not well understood, Although theoretically it 
is corelated with increase in synovial fluid circulation, 
stimulation of articular receptor, tissue extensibility 
enhancement also transient decrease of compressive 
loads on the articular surfaces28. 

CONCLUSION

The result of this research supports the application of 
manual TF joint traction as a mean of stretching shortened 
articular and periarticular tissues with decreased in levels 
of pain either during the treatment or at the end of session. 
There is significant improvement in knee flexion AROM. 
Pain level decreases during every treatment session.
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EFFECTIVENESS OF STRETCHING EXERCISES 
IN COMPARISON TO KINESIO TAPING FOR 

THE CURE OF PLANTAR FASCIITIS PAIN

ABSTRACT
 
OBJECTIVE
To determine the efficacy of stretching exercises verses kinesio taping for the 
cure of plantar fasciitis pain.

BACKGROUND
 It is the apparent problem of foot that influences athletes. It transpires when 
rhythmic pressure is occurred on the heel as of a chronic or acute state. 
Physical therapists had apply many methods attempt to alleviate the 
warning signs of  pain in plantar heel, as well as a variety of taping 
techniques for which there is slight accessible facts.

METHOD
Research was conducted at Outpatient Department of tertiary care hospi-
tal.

INTERVENTIONS
18 contestants amid plantar heel pain were hired from the ordinary commu-
nity. Participants were randomly assigned into two groups. Group A partici-
pants were treated with kinesio taping, cold pack and ultrasound. Group B 
participants were treated with stretching, cold pack and ultrasound. The 
period of record for every participant was four weeks. No participants are 
missing to transcribe. Outcome assesses included pain in ‘first-step’ (evaluat-
ed on a Pain Scale from 1to 10) plus the pain disability index Questionnaire.

RESULTS
Comprehensive information was acquired from eighteen participants. 
One-year record outcomes proved great improvement in every participant 
after application of stretching exercises of plantar fascia, with an chiefly lofty 
rate of upgrading in the actual group participants managed by the stretch-
ing exercises. 

CONCLUSION
This study consists of the application of the stretching method which is the 
major element of management in chronic condition of plantar fasciitis. 
Continuing advantages of the stretching exercises include a noticeable 
reduction of pain and a lofty rate of achievement. These finding can give 
the health-care provider with an efficient, economical, and uncomplicated 
treatment method.

KEY WORDS
Plantar fasciitis, Plantar heel pain, repetitive micro trauma, plantar fascia, 
heel spur, nerve trapping, taping, stretching.

INTRODUCTION

Lateral Epicondylitis is commonly known as tennis elbow. It 
is characterized by an insidious onset of elbow pain on 
extension of wrist, during pronation or supination and 
aggravated by gripping action of the hand, such as 
holding tools, shaking hands, and lifting a kettle. This condi-
tion was first named by Morris (1882) who called it lawn 
tennis arm1-3.

Lateral epicondylitis affects 1-3% of the population, only 
5% of all patients seen are recreational tennis players. 
Although the syndrome has been identified in patients 
ranging from 20 to 60 years of age, it predominantly 
occurs in the fourth and fifth decades. Male and female 
prevalence rates are reportedly equal. Seventy-five 
percent of patients are symptomatic in their dominant 
arms4-7. A study conducted by Verhaar (1994) revealed 
that between the ages of 40 and 60 years, 10% of women 
and only 3% of men were affected8.

The specific muscle that is most often implicated clinically 
and surgically is the extensor carpi radialis brevis with 
occasional involvement of the extensor digitorum 
communis, extensor carpi radialis longus, and extensor 
carpi ulnaris. The possible reason for the frequent involve-
ment of the extensor carpi radialis brevis is its location as 
one of the most laterally situated muscles on the lateral 
epicondyle with slips taking origin from the radial collateral 
ligament9. The extensor carpi radialis brevis is intimately 
attached to the joint capsule, which is continuous with the 
radial collateral ligament and because of this proximity 
adhesions are more likely10.

Treatment options for lateral epicondylitis includes thera-
peutic ultrasound, phonophoresis, corticosteroid 
injections, acupuncture, electromagnetic field therapy, 
extracorporeal shockwave therapy, laser, deep transverse 
friction massage, cervical spine mobilization, taping, 
elbow joint mobilization, exercise elbow cuff, and 
surgery10.

Deep transverse friction (DTF) is also known as deep friction 
massage is a specific type of connective tissue massage 
applied precisely to the soft tissue structures such as 
tendons. It was developed in an empirical way by cyriax 
and is currently used extensively in rehabilitation 
practice11. It is a common clinical observation that 
application of DTF leads to immediate pain relief, the 
patient experiences a numbing effect during the session.  
Reassessment immediately after it shows reduction in pain 
and increase in strength and mobility. A number of 
hypotheses to explain the pain relieving effect of DTF have 
been put forward. Absolute contraindications to DTF are 
few12. It is never applied over active infections, bursitis and 

disorders of nerve structures, ossification and calcification 
of soft tissue, or active rheumatoid arthritis, care is required 
if there is fragile skin or the patient is on anticoagulant 
treatment13.

The PRTEE, formerly known as the Patient-Rated Forearm 
Evaluation Questionnaire (PRFEQ), is a 15-item question-
naire designed to measure forearm pain and disability in 
patients with lateral epicondylitis (also known as “tennis 
elbow”)14.

METHODOLOGY

Study Design
Randomized Control Trial

Sources of Data
Study was conducted in 3 renowned tertiary care           
hospitals.

Duration of Study
Six months

Sampling Technique
Simple Random Sampling.

Sampling Method
Subjects were randomly allocated into two groups i.e. 
group A and group B.
Group A: DFM + Exercises
Group B: Ultrasound +Exercises

Sample Size
A sample of 50 patients was inducted in the study and 
divided into two groups. 
Group A: 25 participants.
Group B: 25 participants.

Inclusion Criteria
1. Both male and female between 20 to 50years of age.
2. Pain and tenderness over the forearm extensor muscles 
origin.
3. Pain with 1 of the following positive tests: Mill’s test, 
Cozens test, Maudsley’s tests.15,16,17

Exclusion Criteria
1. History of fracture at the elbow joint.
2. If full extension is not obtained at elbow. Hyper mobile 
joints.
3. Sensitive skin.

4. A recent steroid injection during last 3 months.

Data Collection Tool
Patient-Rated Forearm Evaluation Questionnaire Hand 
held dynamometer– Baseline evaluation instrument.

Data Collection Procedure
The purpose of this study has been explained and a written 
informed consent was obtained from all the participants. 
The subjects were screened based on the inclusion and 
exclusion criteria. Demographic data was collected along 
with initial assessment of VAS, grip strength, Patient rated 
forearm evaluation questionnaire for lateral epicondylitis. 
After initial assessment they were allocated into 2 groups 
Group A and Group B with equal no of participants in 
each group

Both groups received the selected treatment for 1 session 
per day for 7 days continuously.

Group A – Deep friction massage + Exercise
Group B – Therapeutic Ultrasound + Exercise

Data Analysis Procedure
Data was entered in SPSS Version 20. Frequencies and 
percentages were taken out for all categorical variables. 
Independent T test was applied as test of significance to 
find association between two categorical variables. 
P-value less than 0.5, considered significant.

RESULT

All assessments are recorded using pre-structured, 
standardized forms. Outcome assessments are done by 
the trial doctors and by the patient answering a question-
naire.

Based on earlier studies and assessment of the validity and 
reliability of the outcome measures, the patient's evalua-
tion of improvement will be registered on a 6-point Likert 
scale (much worse - worse - a little worse - some improve-
ment- much improvement - completely recovered).

A total of 50 patients were randomized and divided into 
two equal groups. 30 male and 20 female patients [mean 
age 37.62 +7.44 (range 20-50 years)] were allocated. 
(Table 3).

After the treatment sessions all 50 patients were present to 
be re-assessed. Group frequencies are show in table 04. 
The patients were treated for 6 months at hospital under 
the supervision of physical therapist.

Group A: The result shows that the mean pain score of VAS 
before treatment 5.88 ± 1.130, but after treatment VAS 
score were decreased and intensity of pain was 1.80 ± 
1.041. P-value 0.006.Frequency of pain score is mentioned 
in Table 5.  
Group B: it has been observed that mean pain score of 
VAS before treatment was 6.56±1.446 and after treatment 
it was decreased and new value 2.72±1.208. 
P-value=0.006. Table 05 present group B values.

It has been observed the mean of grip strength in group A 
before the treatment was 13.92 ± 2.69 and after treatment 
the score was 19.60 ± 5.45. The result of group B shows that 
the mean of grip strength before the treatment was 15.12 
± 2.50 but after treatment score decreased, new value 
was 20.92 ± 4.18. All values are mentioned in table 06. 

DISCUSSION

Earlier studies, including meta-analyses, have determined 
that more researches on treatment options for lateral 
epicondylitis is required for making effective and sound 
treatment decisions, so evidence based treatment guide-
line should be incorporated.

This study was designed to mirror the normal work flow in a 
primary care setting, for making the result readily applica-
ble in this setting. We have selected current onset 
complaints as conflicting to recurring or severe form for 
easier comparison with earlier research, and also make 
the result more applicable in general training. It is estab-
lished that a treatment protocol reflecting usual treatment 
for this condition is essential18. With the help of assessment 
the patients’ time off paid service, we are hopeful to gain 
valuable awareness about the financial impacts of this 
condition.

To address the methodological problems in some earlier 
researches, we have designed our research as a random-
ized controlled study with the time period of six months. We 
observed that the deep frictional massage with exercises 
were more valid as compared to ultrasound therapy with 

exercises.

The deep frictional massage lead to immediate pain relief 
that is a common clinical observation18. Some patients 
experienced numbing effect during the treatment session. 
The Symptoms of some patients were reassessed immedi-
ately after the application of deep frictional massage, 
result showed reduction of pain and improved strength 
and mobility.18

Many theories and studies have been put forth to describe 
the pain relieving effects of DTF. According to Cyriax and 
Cyriax, DTF also lead to decreased pain provoking metab-
olites such as Lewis’s substances19. Another mechanism by 
which reduction in pain may be achieved through 
diffused noxious inhibitory controls, a pain suppression 
mechanism that releases erogenous opiates.

Study was done by G Ebenbichler et al in 1999 was on the 
patients having calcify shoulder tendinitis, for that purpose 
63 participants were selected to find out the therapeutic 
effects of ultrasound in shoulder calcific tendinitis20. The 
conclusion of the study was that ultrasound help in resolv-
ing the calcification. It also decreases pain, improves 
one's quality of life20.

In 1985 Binder et al tested the effectiveness of ultrasound; 
they took a group of individuals who were suffering from 
soft tissue lesions21. It was concluded through the study 
that ultrasound treatment enhances the recovery in most 
individuals with lateral epicondylitis. in one of the other 
studies done by Tim Noteboom et al10 in 1994,also point 
out that chronic symptom are usually linked to inadequate 
muscle power as well as muscle endurance. Jamar hand 
dynamometer was used in the study for the assessment of 
the grip22. Grip strength reduction was the obvious sign 
observed through the study. To overcome such deficiency 
a supervised strengthening exercise program was 
prescribed23.

During the research being done the participants of both 
groups were treated by applying strengthening as well as 
stretching exercises. These different types of exercises are 
necessary to enhance the repetitive wrist movement. 
These exercises are found to be beneficial for damaged 
wrist extensors24.

Through out the study it was observed that literatures have 
mentioned that strengthening exercise and stretching 
exercise both are effective whenever rehabilitation of 
tennis elbow is required. Stretching exercises to keep the 
tendon flexible and strengthening exercises to develop 
strength in the muscles. Positive effects of exercise 
program for tendon injuries may be attributable to length-
ening of tendon by stretching and strength of muscles by 
strengthening exercises. Loading effect must be achieved 
in tendon of muscle, and tensile strength of muscle tendon 
must be improved25.

CONCLUSION

This study supported the deep frictional massage therapy 
as a useful technique for relieving pain and improving grip 
strength in subject with tennis elbow. It also revealed that 
deep frictional massage is more effective in reducing pain 
in comparison with ultrasound therapy. This evidence will 
promote a more efficient treatment option for the 
management of tennis elbow.

Ethical Consideration
According to ethical consideration Patient privacy, 
Patient hygiene factor, Patient therapist relationship and 
Environment of the place where we treat the patient were 
given due importance.
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INTRODUCTION

Knee pain is known as one of the frequently reported 
cases involving musculoskeletal conditions, 22-23% of the 
population suffer from the condition around the age of 65 
years. Osteoarthritis is the most common type of arthritis, 
according to the National Health Service, USA. 8.5 million 
People are affected by this condition. The arthritis founda-
tion of USA, also states that almost 27 million of Americans 
are suffering from this condition1. Prevalence rates are 
higher in females than in males2.The knee joint, along with 
other major weight bearing joints of the body including hip 
joints and spine are more prone to damage by going 
through degenerative changes3. 

Osteoarthritis is usually the main cause of knee pain in 
elderly individuals4. Knee osteoarthritis produces significant 
changes which may affect many other aspects of life 
including health related quality of life, physical, mental 
and social components of health are affected by these 
degenerative changes.

Osteoarthritis is a progressive, irreversible disease. Signs 
and symptoms gradually get worse over a period of time. 
Since it is an irreversible disease, there is no cure. However, 
available therapies may help with pain reduction, subside 
inflammation and swelling. These therapies also play an 
important role in muscle strengthening, to keep the 
patients mobile and active. Experts say that patients who 
take steps to actively manage their osteoarthritis are more 
likely to overcome their symptoms.

Motion impairments attributed to many other causes 
which includes immobilization following any injury5,  
surgical interventions to repair or remove menisci6,7 and 
osteoarthritis8,9, itself.

Soft tissue changes around the knee joint can lead to 
decrease in strength of the quadriceps muscles and 
sagital range of motion, which may further lead to 
increased soft tissue contracture.10 These changes all 
together produce a typical clinical picture of joint pain, 
and stiffness at rest.

These symptoms further lead to difficulty face by patients 
to perform daily activities and weight bearing. This 
facilitates progression in disability.11

The treatment of knee osteoarthritis is currently limited to 
symptoms management, rather than progression control12.  
An evidence based approach to management of osteo-
arthritis should include patient guidance and awareness 
about the disease, pain control, options to improve 
functions, decrease disability, and prevent disease 
progression13. 

Treatments commonly available involve pharmacological 
treatments, non-pharmacological strategies and surgical 
interventions. Analgesics and anti-inflammatory drugs are 
widely used in management14, despite known serious 
adverse effects associated with long term NSAID use15,16, 

Paracetamol is known as primary oral analgesic, if 
successful the long term use preferred. These types of 
therapies help to deal with symptoms. Osteoarthritis is 
often viewed as a problem of biomechanical functions. In 
order to treat the large and growing numbers of sufferer’s 
various treatment options besides the use of medicine are 
utilized. Thus, many patients visit practitioners who provide 

therapies which intend to improve functional activities. 
Concerns regarding lost function, include ability to ambu-
late are addressed through different forms of physical 
therapy. These therapies include strength-based and 
exercise program to achieve their long term goal that is 
functional capability and ambulation.

Treatment plan consisting of an aerobic walking and 
strengthening exercises of quadriceps give desired results 
17.

For the treatment of pain and motion impairment(s) the 
healthcare professionals in spine and peripheral joints 
utilize their purpose of joint mobilization for treatment. Most 
of the research studies used techniques that are aimed at 
the spine and upper extremities, with a lesser amount of 
evidence for the efficacy of lower extremities mobilization. 
The manual therapy shows effective results in improving 
flexion of knee joint also shows effectiveness in climbing 
stairs in patients suffering from anterior knee pain and also 
little amount of improvement in knee pain17.

Muscle strength, proprioception and functional perfor-
mance seems to be effectively improved when manual 
therapy combined with appropriate exercise therapy, 
then just a randomized exercise therapy. When muscle 
strength is lost and there is decreased activity of extensors 
of knee found to be associated with anterior knee pain, 
this refers to muscle inhibition. Sacroiliac joint manipulation  
helped to overcome muscle inhibition of knee extensors. 
What muscle function benefited, so spinal manipulation 
known to have effective results in muscle inhibition of 
lower limb musculatures17.

Studies precise to knee joint are focused on mobilization, 
which includes anterior/posterior joint mobilization as well 
as patellar glides to improve outcomes in patients with 
knee pain. Different sort of treatment strategies is suggest-
ed, which aim to reduce pain and prevent functional 
deterioration in future17,18. Traction is applied at a right 
angle to the treatment plane, which is for the tibiofemoral 
joint, is located in the concave proximal end of the tibia.

Kalten born defined a grading system for traction. There 
are three types of tractions. According to the above 
mentioned grading, grade lll of the traction is linear 
motion, applied with sufficient force to take up the slake in 
the joint capsule. Ensure that the soft tissues surrounding 
the knee joint become taut.

Studies done in the past had shown that TENS increases 
pain and heat threshold in healthy individuals. Transcuta-
neous electrical nerve stimulator is an inexpensive, non-in-
vasive intervention used in various painful conditions19.

TENS has a better effect in pain that is being evoked by 
movements, also shows beneficial results by providing 
functional improvement20. Application of tens is through 
four self-adhesive electrodes that are place in a bucket 
method surrounding the knee joint with OA for 20 minutes 
at a comfortable intensity21. The specific site for electrode 
placement is determined by the allocation examiner using 
point of least impedance22.

The intention of this research was to determine before 
session condition and changes after the treatment session 
is provided by TENS and by manual therapy. Manual 
therapy is joint traction and mobilization on measures of 
pain.

Traction Grading
Kalten born Traction Grading Scale 
Grade I - Neutralizes joint pressure without separation of 
joint surfaces
Grade II - Separates articulating surfaces, taking up slack 
or eliminating play within joint capsule
Grade III - Stretching of soft tissue surrounding joint

Transcutaneous Electrical Nerve Stimulation (TENS)
It is a non-invasive modality with very few adverse effects 
that is used in physiotherapy for control of pain. Seven 
studies using TENS in people with knee osteoarthritis (OA) 
were identified for this review; device setting, application 
and outcomes measured varied between studies23. 

METHODOLOGY

Study Design
Randomized Control Trial (Experimental study)

Setting
Research was conducted at Outpatient Department of 
tertiary care hospital.

Duration of Study
6 months.

Sample Size
Sample size was calculated as 309.7 taking prevalence of 
knee OA 22-28%24, at 95% confidence level and margin of 
error is 0.05. To avoid data wastage 310 Individual will be 
included in the study.

Sampling Techniques
Simple Random Sampling

Sample Selection
Inclusion Criteria
Individuals coming for physiotherapy treatment 
diagnosed with Knee Osteoarthritis between the age 
group of 40 to 75. 

Exclusion Criteria
1. Osteoporosis
2. Knee joint infection
3. Acute rheumatoid arthritis

Pain referred from hip, sacroiliac, and lumbar spine.
1. A ligament injury
2. Cognitive deficits
3. Patello femoral arthritis.

Data Collection Tool
Date was collected using Oxford Knee Pain Scale Ques-
tionnaire. 

Data Analysis
Statistical package for social science (SPSS-20) was used 
to analyze data, means and standard deviation of all 
quantitative parameters, for effect was calculated  other 
qualitative parameters. 

RESULTS

Table 1.01 participants 
A sample of 310 participants including 62 males and 248 

females, participated in this research, which measured 
outcomes over sessions. Therefore, results for OKPS data

included all participants. No participant discontinued 
treatment due to increased knee pain. All participants 
completed all session. 

Table 1.02 mean and std. deviation of age
The mean age (± 9.61) for all participants was 54.40 years. 

The mean value for active knee flexion AROM before 
intervention was 35.74 compared to 20.73 after the last 
intervention. This change between first and last recorded 
measurement of active knee flexion represented a mean 
increase of 15.01 in the all participants. The difference of 
15.01 was statistically significant. On the other hand the 
mean value for electrotherapy before intervention was 
50.65 compared to 38.23 after the last intervention. 

The mean difference was 12.42. Electro therapy (TENS) 
also significant but less than manual traction.

DISCUSSION

After the completion of following therapeutic session of 
end-range manual traction mobilization applied to the 
tibio femoral joint, there was significant improvement in 
knee flexion AROM. The research participants experi-
enced a mean increase of 15.01 in active knee flexion 
which was measured before starting the treatment and 
measurements taken after the completion of therapy. This 
research utilized a therapeutic intervention applied manu-
ally, giving traction to articular surfaces and also stretch-
ing particular soft tissues in the region of both knee joints. 
The efficacy of the applied manual technique may relate 
to its application at the available range of motion. As well, 
manual traction applied over the TF joint may temporarily 
diminish the compression on the meniscus and facilitate 
the movement of fluid within the joint. The effects may 
help to subside the pain and swelling by decreasing the 
potential motion-limiting effects25. 

According to Maher et al significant differences were 
observed in passive range of motion after the application 
of 2 minutes and 4 minutes of joint traction with no signifi-
cance noted after 4 minutes. While pain felt by the individ-
uals did not change significantly over time, but level of 
pain did change during each session of therapy26. It was 
evident in our data that manual traction showed better 
results in patients with knee osteoarthritis pain.

In another article by Polard H et al stated that a short-term 
manual therapy knee protocol found effective in pain 
reduction in research participants suffering from osteoar-
thritic knee pain. This resulted in great improvement in 
knee functions immediately after the end of second week 
of treatment session27. In our study we had similar results 
and the manual traction has been extremely effective as 
a treatment option.

The research participants show a statically significant 
change in active flexion of knee during every therapeutic 
session, due to which application of manual traction to 
the joint to improve knee flexion impairment is highly 
supported. The results of the study done shows statically 
significant changes after the treatment. We are also 
aware of the studies done, which also have reported 
these findings. Although the manual traction application 
to the tibiofemoral component did not produce a statical-
ly significant decline in knee pain when applied at a 
painful end range position, but level of pain did statically 
decrease during each treatment session. All members 

agreed and reported that they observe that the applica-
tion of this manual technique lead to decrease their knee 
pain.

The exact mechanism for the perceived pain decline by 
the application of manual traction or mechanical traction 
technique is not well understood, Although theoretically it 
is corelated with increase in synovial fluid circulation, 
stimulation of articular receptor, tissue extensibility 
enhancement also transient decrease of compressive 
loads on the articular surfaces28. 

CONCLUSION

The result of this research supports the application of 
manual TF joint traction as a mean of stretching shortened 
articular and periarticular tissues with decreased in levels 
of pain either during the treatment or at the end of session. 
There is significant improvement in knee flexion AROM. 
Pain level decreases during every treatment session.
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Baqir SR & Kazmi SAM. Effectiveness of Stretching Exercises in Comparison to Kinesio Taping for the Cure of PF Pain

INTRODUCTION

Plantar fascia (P.F) is the broad fibrous structure. It is 
separated into 3 portions: lateral, medial, and central. The 
portion which is in the centreis the broadest one. It 
classified into five parts. These merge into the distal plantar 
side of the digits. The medial and lateral parts merge with 
the middle part as the route becomes further distal1.they 
deliver static support and shock absorption. Flat foot and 
elevated foot are the raised risk factors for plantar fasciitis.
P.F is a degenerative condition that affects up to 10% of 
the common population2-3. Plantar fasciitis, seems that the 
obvious risk factor for inferior heel pain, is probably 11 to 15 
percent common symptoms needing proficient be 
concerned among populations. Restriction sourced by 
alters in the structure which is the path physiological 
source of this condition, which develops pain and modifi-
cation of gaitcycle2-3.A recent U.S study predictable that 
every year 1 million population visits for primary cure in 
different OPD and Clinics4. Incidence apparently hit the 
highest points between the 40 to 55 years of age among 
athletes.1 It occurs as a result of recurring micro trauma 
leads to deterioration.3 Spur of heel and nerve trapping 
can be correlated with inflammation2. The most common 
symptom of P.F is throbbing pain in correlation to periods 
of rest. Pain that often limits regular activities4 and it affects 
women more often than men. The climacterics and the 
obese people are more prone to having it5.

On assessment, the contestant typically has maximum 
involvement of anteriomedial area of the calcaneus 
tenderness. Analysis is depending on the contestant’s past 
record and objective assessment results. Contestants 
classically account a ongoing arrival of pain which is 
routinely shoddier with their initial footsteps after a phase 
of immobility. Associated parenthesis is uncommon. 
Contestants might account previous to the arrival of 
warning signs. Additional sources of pain are typically 
noticeable on the basis of medical record and objective 
examination.

Presently, no particular treatment has used to be effectual 
for the entire affected patients with plantar fasciitis. Now a 
day’s many interventions are used including Electro 
physical agents5-6. manual therapy7-9 Stretching10-12, 
Taping13,14, Night splints,15 Steroid injections, Surgery,16-18 and 
Orthoses.15,19-22

Kinesio tape is a slim absorbent cotton material amid a 
remedial grade acrylic bonding agent. This absorbent 
tape is usually applied for N.Mand M.S.K circumstances; 
accordingly it is being supposed to be amazing in the spur 
of heel. Unevenly information be originated from contes-
tants advantageous by kinesio tape on heel spur, still 
outcomes are combined. Management typically is 
preserved for four weeks previous to consequences might 
be predictable. Kinesio tape should be applied by an 
experienced practitioner, because incorrect applications 
can grounds additional concerns. Proper application of 
tape will last some days, still have washed. Kinesio tape is 
consisting of two versions thin and thick tape which can 
be applied in particular conditions.

The thin 2cm is used by incised 4 narrow pieces of tape, 
somewhat extending the tape while placing it on the 
affected area23. Mostly these consequences in a luminary 
form appropriately on the hurting region. The 4-cm tape is 
typically applicable by using two narrow pieces. One 
piece is somewhat elongated, applying from foot bottom 

up to the calf. The next piece is positioned beneath the 
foot; its chief function is to stay the elongated piece on its 
place. The tape can be extended up to 140%. The 
purpose of plantar fasciitis taping is getting the patient to 
settle down their foot. If you have the foot very tight then 
before you stand up it will be painful because you are in 
excess of tightening the plantar fascia. To initiate an 
anchor is put at about the top of the foot where the 
plantar fascia ends. There is no pressure on this strip at all. 
It is figuratively just laid on the skin. The similar thing is done 
down the base of the foot over the heel. Be suspicious 
where the Achilles is as the tape can rub.

So we have an anchor at the base and an anchor at the 
top. This is where you necessitate relaxing the foot as the 
strips are used along the length of the plantar fascia. It can 
be easier to calculate up and rip the tape first instead of 
apply it to the foot still on the roll and rip it in area. Tape is 
applied from the center of the foot at the heel and fan 
superficial to the outside of the foot. A second strip is 
applied on the further side and a third in the axis of the 
foot. The strips of tape should starts from one anchor strip.
Another strip is applied at the inner side of the foot which 
provides the taping a little bit more hold where it is 
required. The foot is still relaxed and the tape applied on 
the skin without any pressure then we again apply the 
anchors at the apex and base of the foot another time 
with no pressure in the tape. The last strip may be applied 
to give the medial arch of the foot even more hold. It sprint 
along the medial arch, around the heel and back 
crossways to the starting point.

After taping, the mobility still is maintained on muscle or 
joint.3 it is an elastic tape it should be applied in prone 
position with knee joint 90% flexion. It give dynamic 
support, allow full ROM.

Stretching of plantar fascia can be done by a variety of 
methods:  Towel stretch can be done by assembling on a 
solid plane amid affected one stretched out behind you. 
Round a towel at the base of foot and drags it towards 
your own maintained your knee position. Embrace the 
position for fifteen to thirty seconds after that calm down. 
Do again three times till the stretch made too simple, you 
can starts standing often center of attention on the 
plantar fascia itself. In Standing calf stretch can be done 
by in frontage of some barrier, fix your palms beside the 
barrier at on eye plane. Maintain the position of affected 
one behind the unaffected one frontward, and the base 
of your affected one place on the floor. Twirl your affected 
one somewhat inner as you leisurely bend forward 
towards the barrier in anticipation of you experience a 
stretch at the posterior aspect of your calf. Maintained for 
fifteen to thirty sec. Re-do three times. Perform those 
exercises regularly numerous moments a day. Until you 
can feel satisfaction, you will able to instigate stretching 
underside of your affected foot. Stretching of Plantar 
fascia: can be done by Stand amid the ball of affected 
one at the stairway. Cling to this position for fifteen to thirty 
seconds and afterward calm down Re-do three times. 

Stretching is able to be perform by another method in 
which the therapist should be seated with involved foot 
traversed above own unaffected knee. After that, apply 
the already using hand over the area of his affected one 
and put patients foot backwards in the direction of his leg 
until he experience pressure at plantar fascia, We strongly 
emphasize stretching exercises, because they successfully 
reduce the probability of musculotendinous injuries to the 
foot and help to decrease soreness of the PF. It is momen-

tous to carry out Stretching’s numerous times daily, we 
Persist that all stretches be perform statically and that the 
preliminary hold position is 15 seconds. The stretch times 
rise by five seconds every day until a stretch time of one 
minute for apiece is attained. The prolonged stretching is 
requisite to trounce the stretch reflex. Also, the plantar 
fascia can be stretched with hand resistance by applying 
a force causing dorsiflexion of the great toe, embrace for 
up to one minute, re-do two or three times.

A Study conducted by Willis B24 showed that stretching 
showed a better decline in “pain at its worst” plus a pain 
specially in the sunrise.

METHODOLOGY

A randomized control-trial was conducted in 2014 and 
2015. 18 participants amid inflammation of plantar fascia 
are contained in this research. They were arbitrarily splited 
by simple random sampling technique into two groups. 
Group A consist of 9 participants and Group B consist of 9 
participants. Group A participants receiving muscle 
stretching with icepack and ultrasound, 3 sessions per 
week. All participants were counseled to do plantar fascia 
active stretch at home. And group B members receiving 
kinesio taping with icepack and ultrasound. All Partici-
pants were tracked up and directed by the similar physio-
therapist in all treatment sessions. Ethical support for the 
experiment was expanded from ethics committee of the 
institution.

Group Statistics
Before stretching and tapping VAS (visual analog scale)

PARTICIPANTS
INCLUSION CRITERIA
Members were comprised if detected with inflammation 
of plantar fascia termed as:(1) Male and females b/w age 
group (40-55) years who have confirmed diagnosis of 
plantar fasciitis (2)Capable to bear the physical assess-
ment and treatment methods (3) a symptom duration of 
over 4 weeks, As pain of heel is detected the preponder-
ance of the instance25, we decided that we don’t apply 
costly laboratory methods for analysis; consequently 
increasing our throughout results to usual medical proto-
col.

EXCLUSION CRITERIA
Members were prohibited from the study if client past 
record showed any inflammation, neurological, metabolic 
anomalies. Furthermore, excluded if they are: (1) Non-re-
sponsive to treatment (2) they have acute injury on the 
foot (3) They have tarsal tunnel syndrome (4) presence of 
foot or ankle fracture. Group members were not support-
ed to initiate any other treatments throughout the assess-
ment e.g.: (pain killers, night splints, corticosteroid 
injections and orthoses etc.). 

CLINICAL PROTOCOL
Members were selected from confined population and 
treated at physiotherapy department in a tertiary care 
hospital. The distribution series was obscured from the 
investigator registered and evaluating members in 
consecutively numeral obscure conserved and clipped 
wrappings. To avoid insurrection of distribution order, 
person's name and D.O.B of the members was marked on 
the wrapper plus a videocassette prepared of the 
attached covering whereas stretching. Recommendation 
was advised to stretch daily until the transcribe scheduled 
time 2weeks later. Members were not given any further 
training until the end of the trial.

Outcome evaluation was achieved in 14 days. Measures 
accumulated comprised gender, age, and participant 
informed period of warning signs. Main result assessment 
tools were pain felt while first standing after awaking up in 
the sunrise calculated by Pain Scale and the pain disability 
index survey. Both outcome calculations is self managed; 
though to reduce the investigator having control on 
member answers members finished result evaluations that 
were achieved earlier to every consultation. 

SAMPLE SIZE, DATA HANDLING AND ANALYSIS
There is an eighteen sample size that are divided into 09 
participants per group, estimated a priority, was depends 
upon the capability to perceive a least imperative dispari-
ty on the Pain Scale between groups. We conventionally 
disregard the further accuracy supplied by the covariate 
examination while guesstimate sample size between-par-
ticipants by using a continuous product we were needed 
to search for evidence that provides the Independent 
researchers performed data entry to group allocation. 
Double means and standard deviations of the outcome in 
both group. The discrepancy between the two mean 
values and their particular variances states our 
evidence-based measure of effect which in turn leads to 
more accurate and perfect measures of effect.

An independent sample t-test was employed to establish 
but some differentiation among grouping in the time 
period which was given to them among results and 
transcribe scheduled times. Product information was 
evaluated via objective to manage and according to a 
pre-scheduled procedure. The results investigated to alter 
in pain (VAS Pain Scale), (pain disability index Question-
naire). We predict that the end results would be employed 
as the simply shown in investigation.

RESULTS
During the one year record assessment, whole statistics 
sets were attained from eighteen members (Group A and 
Group B consist of nine members), Group A was managed 
with the kinesio taping, icepack and ultrasound, and 
Group B was directed by the stretching treatment plan. 

Notice the pessimistic worth’s replicate a lessening in pain 
scale results for every reliant assess. Subsequent achieve-
ment of the stretching course in all contestants by 4weeks, 
major progress in the pain scale was note down (p < 
0.0001). This was examined from VAS Pain scale and the 
pain disability Index. The style of progress persist, and at 
the one-year transcribe stretching, icepack, ultrasound 
group had overall amounts of pain reduction compared 
with the kinesio taping, ice pack and ultrasound group. 
Actually, compare to the effects at the four-week record.

DISCUSSION

This is the first randomized control trial to compare taping 
and stretching technique for plantar heel pain. The 
difference between pre and post-treatment is shown on 
Visual Analogue Scale and pain disability index scale the 
result for members with plantar fasciitis has been calculat-
ed and is classically positive. The huge preponderance, 
around 90%, contain declaration of the warnings within 
ten months.26 Stretching exercises, while essential to the 
majority of treatment practices, have seldom been 
assessed in segregation or else for their long-standing 
settlement. In assessing the facts from the latest research 
study, in addition to initial clinical examination, we note 
down generally optimistic reaction to the plantar fasciitis 
pain elongate. We consider as to pain scale at the 
four-week transcribe assessment each groups proved 
major upgrading as of baseline favorable of the group 
deal with the stretching program. At four weeks, every 
participant is specified the stretching procedure and 
progress persist. At one-year transcribe estimation; these 
modifications from baseline were important for every 
group (p < 0.0001). The potency of this research work is 
supported in its unique features, randomized plan plus 
continuing follow-up accessible at 1years. Additionally, 
accurate participant insertion criterion was used. If partici-
pants do not demonstrate the typical warning signs of 
plantar fasciitis, as well as soreness amid the preliminary 
strides in the sunrise, they were disqualified as from the 
research project. Additionally, participants amid constant 
indications intended for as a minimum 10 months be 
deliberately selected toward decrease outcome of a 
usual progress depending on the time, This is frequently 
noted in persons with acute plantar fasciitis. Until now 
research drawbacks do survive. At this point slow destruc-
tion rates of approximately 20% at the four-week study 
phase plus another time at the one-year transcribe 
estimation. This might have lead to modify outcomes. 
Another drawback is that the best point to accomplish 
effectual extend of plantar fascia is not approved. 
Advance studies are required to establish most favorable 
foot and ankle patterns that will more purify the plantar 
fascia-precise stretch. In support of participants amid 
chronic inflammation of plantar fascia, this research 
project supports the worth of stretching procedure. We 
think that it is a vital element of management, bigger to 
the conventional stretching of tendon. These conse-
quences offer us amid an effectual, economical plus 
uncomplicated management procedure intended for 
management of persistent inflammation of plantar fascia 
moreover it demonstrate that stretching produces statisti-
cally important helpful effect on pain in contrast with 
kinesio taping. 

CONCLUSION

At the conclusion of management, each patient treat 
with the stretching procedure were specified the stretch-
ing of plantar fascia procedure. Contestants were 
educated to execute work out inside method compara-
ble to that utilized by unique crowd directed with the 
stretching procedure (i.e., thrice a day, amid the initial 
extend made earlier than the early step was taken in the 
sunrise, the contestant maintained the stretch do ten 
repetitions and again do its ten repetitions s in each 
session). They were appealed to do the stretching proce-
dure for as a minimum (IV) weeks and afterward while 
pain occurred. In addition to, the participants were 
optimistic to persist to apply and make available to them 
in whole management course.
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INTRODUCTION

Lateral Epicondylitis is commonly known as tennis elbow. It 
is characterized by an insidious onset of elbow pain on 
extension of wrist, during pronation or supination and 
aggravated by gripping action of the hand, such as 
holding tools, shaking hands, and lifting a kettle. This condi-
tion was first named by Morris (1882) who called it lawn 
tennis arm1-3.

Lateral epicondylitis affects 1-3% of the population, only 
5% of all patients seen are recreational tennis players. 
Although the syndrome has been identified in patients 
ranging from 20 to 60 years of age, it predominantly 
occurs in the fourth and fifth decades. Male and female 
prevalence rates are reportedly equal. Seventy-five 
percent of patients are symptomatic in their dominant 
arms4-7. A study conducted by Verhaar (1994) revealed 
that between the ages of 40 and 60 years, 10% of women 
and only 3% of men were affected8.

The specific muscle that is most often implicated clinically 
and surgically is the extensor carpi radialis brevis with 
occasional involvement of the extensor digitorum 
communis, extensor carpi radialis longus, and extensor 
carpi ulnaris. The possible reason for the frequent involve-
ment of the extensor carpi radialis brevis is its location as 
one of the most laterally situated muscles on the lateral 
epicondyle with slips taking origin from the radial collateral 
ligament9. The extensor carpi radialis brevis is intimately 
attached to the joint capsule, which is continuous with the 
radial collateral ligament and because of this proximity 
adhesions are more likely10.

Treatment options for lateral epicondylitis includes thera-
peutic ultrasound, phonophoresis, corticosteroid 
injections, acupuncture, electromagnetic field therapy, 
extracorporeal shockwave therapy, laser, deep transverse 
friction massage, cervical spine mobilization, taping, 
elbow joint mobilization, exercise elbow cuff, and 
surgery10.

Deep transverse friction (DTF) is also known as deep friction 
massage is a specific type of connective tissue massage 
applied precisely to the soft tissue structures such as 
tendons. It was developed in an empirical way by cyriax 
and is currently used extensively in rehabilitation 
practice11. It is a common clinical observation that 
application of DTF leads to immediate pain relief, the 
patient experiences a numbing effect during the session.  
Reassessment immediately after it shows reduction in pain 
and increase in strength and mobility. A number of 
hypotheses to explain the pain relieving effect of DTF have 
been put forward. Absolute contraindications to DTF are 
few12. It is never applied over active infections, bursitis and 

disorders of nerve structures, ossification and calcification 
of soft tissue, or active rheumatoid arthritis, care is required 
if there is fragile skin or the patient is on anticoagulant 
treatment13.

The PRTEE, formerly known as the Patient-Rated Forearm 
Evaluation Questionnaire (PRFEQ), is a 15-item question-
naire designed to measure forearm pain and disability in 
patients with lateral epicondylitis (also known as “tennis 
elbow”)14.

METHODOLOGY

Study Design
Randomized Control Trial

Sources of Data
Study was conducted in 3 renowned tertiary care           
hospitals.

Duration of Study
Six months

Sampling Technique
Simple Random Sampling.

Sampling Method
Subjects were randomly allocated into two groups i.e. 
group A and group B.
Group A: DFM + Exercises
Group B: Ultrasound +Exercises

Sample Size
A sample of 50 patients was inducted in the study and 
divided into two groups. 
Group A: 25 participants.
Group B: 25 participants.

Inclusion Criteria
1. Both male and female between 20 to 50years of age.
2. Pain and tenderness over the forearm extensor muscles 
origin.
3. Pain with 1 of the following positive tests: Mill’s test, 
Cozens test, Maudsley’s tests.15,16,17

Exclusion Criteria
1. History of fracture at the elbow joint.
2. If full extension is not obtained at elbow. Hyper mobile 
joints.
3. Sensitive skin.

4. A recent steroid injection during last 3 months.

Data Collection Tool
Patient-Rated Forearm Evaluation Questionnaire Hand 
held dynamometer– Baseline evaluation instrument.

Data Collection Procedure
The purpose of this study has been explained and a written 
informed consent was obtained from all the participants. 
The subjects were screened based on the inclusion and 
exclusion criteria. Demographic data was collected along 
with initial assessment of VAS, grip strength, Patient rated 
forearm evaluation questionnaire for lateral epicondylitis. 
After initial assessment they were allocated into 2 groups 
Group A and Group B with equal no of participants in 
each group

Both groups received the selected treatment for 1 session 
per day for 7 days continuously.

Group A – Deep friction massage + Exercise
Group B – Therapeutic Ultrasound + Exercise

Data Analysis Procedure
Data was entered in SPSS Version 20. Frequencies and 
percentages were taken out for all categorical variables. 
Independent T test was applied as test of significance to 
find association between two categorical variables. 
P-value less than 0.5, considered significant.

RESULT

All assessments are recorded using pre-structured, 
standardized forms. Outcome assessments are done by 
the trial doctors and by the patient answering a question-
naire.

Based on earlier studies and assessment of the validity and 
reliability of the outcome measures, the patient's evalua-
tion of improvement will be registered on a 6-point Likert 
scale (much worse - worse - a little worse - some improve-
ment- much improvement - completely recovered).

A total of 50 patients were randomized and divided into 
two equal groups. 30 male and 20 female patients [mean 
age 37.62 +7.44 (range 20-50 years)] were allocated. 
(Table 3).

After the treatment sessions all 50 patients were present to 
be re-assessed. Group frequencies are show in table 04. 
The patients were treated for 6 months at hospital under 
the supervision of physical therapist.

Group A: The result shows that the mean pain score of VAS 
before treatment 5.88 ± 1.130, but after treatment VAS 
score were decreased and intensity of pain was 1.80 ± 
1.041. P-value 0.006.Frequency of pain score is mentioned 
in Table 5.  
Group B: it has been observed that mean pain score of 
VAS before treatment was 6.56±1.446 and after treatment 
it was decreased and new value 2.72±1.208. 
P-value=0.006. Table 05 present group B values.

It has been observed the mean of grip strength in group A 
before the treatment was 13.92 ± 2.69 and after treatment 
the score was 19.60 ± 5.45. The result of group B shows that 
the mean of grip strength before the treatment was 15.12 
± 2.50 but after treatment score decreased, new value 
was 20.92 ± 4.18. All values are mentioned in table 06. 

DISCUSSION

Earlier studies, including meta-analyses, have determined 
that more researches on treatment options for lateral 
epicondylitis is required for making effective and sound 
treatment decisions, so evidence based treatment guide-
line should be incorporated.

This study was designed to mirror the normal work flow in a 
primary care setting, for making the result readily applica-
ble in this setting. We have selected current onset 
complaints as conflicting to recurring or severe form for 
easier comparison with earlier research, and also make 
the result more applicable in general training. It is estab-
lished that a treatment protocol reflecting usual treatment 
for this condition is essential18. With the help of assessment 
the patients’ time off paid service, we are hopeful to gain 
valuable awareness about the financial impacts of this 
condition.

To address the methodological problems in some earlier 
researches, we have designed our research as a random-
ized controlled study with the time period of six months. We 
observed that the deep frictional massage with exercises 
were more valid as compared to ultrasound therapy with 

exercises.

The deep frictional massage lead to immediate pain relief 
that is a common clinical observation18. Some patients 
experienced numbing effect during the treatment session. 
The Symptoms of some patients were reassessed immedi-
ately after the application of deep frictional massage, 
result showed reduction of pain and improved strength 
and mobility.18

Many theories and studies have been put forth to describe 
the pain relieving effects of DTF. According to Cyriax and 
Cyriax, DTF also lead to decreased pain provoking metab-
olites such as Lewis’s substances19. Another mechanism by 
which reduction in pain may be achieved through 
diffused noxious inhibitory controls, a pain suppression 
mechanism that releases erogenous opiates.

Study was done by G Ebenbichler et al in 1999 was on the 
patients having calcify shoulder tendinitis, for that purpose 
63 participants were selected to find out the therapeutic 
effects of ultrasound in shoulder calcific tendinitis20. The 
conclusion of the study was that ultrasound help in resolv-
ing the calcification. It also decreases pain, improves 
one's quality of life20.

In 1985 Binder et al tested the effectiveness of ultrasound; 
they took a group of individuals who were suffering from 
soft tissue lesions21. It was concluded through the study 
that ultrasound treatment enhances the recovery in most 
individuals with lateral epicondylitis. in one of the other 
studies done by Tim Noteboom et al10 in 1994,also point 
out that chronic symptom are usually linked to inadequate 
muscle power as well as muscle endurance. Jamar hand 
dynamometer was used in the study for the assessment of 
the grip22. Grip strength reduction was the obvious sign 
observed through the study. To overcome such deficiency 
a supervised strengthening exercise program was 
prescribed23.

During the research being done the participants of both 
groups were treated by applying strengthening as well as 
stretching exercises. These different types of exercises are 
necessary to enhance the repetitive wrist movement. 
These exercises are found to be beneficial for damaged 
wrist extensors24.

Through out the study it was observed that literatures have 
mentioned that strengthening exercise and stretching 
exercise both are effective whenever rehabilitation of 
tennis elbow is required. Stretching exercises to keep the 
tendon flexible and strengthening exercises to develop 
strength in the muscles. Positive effects of exercise 
program for tendon injuries may be attributable to length-
ening of tendon by stretching and strength of muscles by 
strengthening exercises. Loading effect must be achieved 
in tendon of muscle, and tensile strength of muscle tendon 
must be improved25.

CONCLUSION

This study supported the deep frictional massage therapy 
as a useful technique for relieving pain and improving grip 
strength in subject with tennis elbow. It also revealed that 
deep frictional massage is more effective in reducing pain 
in comparison with ultrasound therapy. This evidence will 
promote a more efficient treatment option for the 
management of tennis elbow.

Ethical Consideration
According to ethical consideration Patient privacy, 
Patient hygiene factor, Patient therapist relationship and 
Environment of the place where we treat the patient were 
given due importance.
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INTRODUCTION

Knee pain is known as one of the frequently reported 
cases involving musculoskeletal conditions, 22-23% of the 
population suffer from the condition around the age of 65 
years. Osteoarthritis is the most common type of arthritis, 
according to the National Health Service, USA. 8.5 million 
People are affected by this condition. The arthritis founda-
tion of USA, also states that almost 27 million of Americans 
are suffering from this condition1. Prevalence rates are 
higher in females than in males2.The knee joint, along with 
other major weight bearing joints of the body including hip 
joints and spine are more prone to damage by going 
through degenerative changes3. 

Osteoarthritis is usually the main cause of knee pain in 
elderly individuals4. Knee osteoarthritis produces significant 
changes which may affect many other aspects of life 
including health related quality of life, physical, mental 
and social components of health are affected by these 
degenerative changes.

Osteoarthritis is a progressive, irreversible disease. Signs 
and symptoms gradually get worse over a period of time. 
Since it is an irreversible disease, there is no cure. However, 
available therapies may help with pain reduction, subside 
inflammation and swelling. These therapies also play an 
important role in muscle strengthening, to keep the 
patients mobile and active. Experts say that patients who 
take steps to actively manage their osteoarthritis are more 
likely to overcome their symptoms.

Motion impairments attributed to many other causes 
which includes immobilization following any injury5,  
surgical interventions to repair or remove menisci6,7 and 
osteoarthritis8,9, itself.

Soft tissue changes around the knee joint can lead to 
decrease in strength of the quadriceps muscles and 
sagital range of motion, which may further lead to 
increased soft tissue contracture.10 These changes all 
together produce a typical clinical picture of joint pain, 
and stiffness at rest.

These symptoms further lead to difficulty face by patients 
to perform daily activities and weight bearing. This 
facilitates progression in disability.11

The treatment of knee osteoarthritis is currently limited to 
symptoms management, rather than progression control12.  
An evidence based approach to management of osteo-
arthritis should include patient guidance and awareness 
about the disease, pain control, options to improve 
functions, decrease disability, and prevent disease 
progression13. 

Treatments commonly available involve pharmacological 
treatments, non-pharmacological strategies and surgical 
interventions. Analgesics and anti-inflammatory drugs are 
widely used in management14, despite known serious 
adverse effects associated with long term NSAID use15,16, 

Paracetamol is known as primary oral analgesic, if 
successful the long term use preferred. These types of 
therapies help to deal with symptoms. Osteoarthritis is 
often viewed as a problem of biomechanical functions. In 
order to treat the large and growing numbers of sufferer’s 
various treatment options besides the use of medicine are 
utilized. Thus, many patients visit practitioners who provide 

therapies which intend to improve functional activities. 
Concerns regarding lost function, include ability to ambu-
late are addressed through different forms of physical 
therapy. These therapies include strength-based and 
exercise program to achieve their long term goal that is 
functional capability and ambulation.

Treatment plan consisting of an aerobic walking and 
strengthening exercises of quadriceps give desired results 
17.

For the treatment of pain and motion impairment(s) the 
healthcare professionals in spine and peripheral joints 
utilize their purpose of joint mobilization for treatment. Most 
of the research studies used techniques that are aimed at 
the spine and upper extremities, with a lesser amount of 
evidence for the efficacy of lower extremities mobilization. 
The manual therapy shows effective results in improving 
flexion of knee joint also shows effectiveness in climbing 
stairs in patients suffering from anterior knee pain and also 
little amount of improvement in knee pain17.

Muscle strength, proprioception and functional perfor-
mance seems to be effectively improved when manual 
therapy combined with appropriate exercise therapy, 
then just a randomized exercise therapy. When muscle 
strength is lost and there is decreased activity of extensors 
of knee found to be associated with anterior knee pain, 
this refers to muscle inhibition. Sacroiliac joint manipulation  
helped to overcome muscle inhibition of knee extensors. 
What muscle function benefited, so spinal manipulation 
known to have effective results in muscle inhibition of 
lower limb musculatures17.

Studies precise to knee joint are focused on mobilization, 
which includes anterior/posterior joint mobilization as well 
as patellar glides to improve outcomes in patients with 
knee pain. Different sort of treatment strategies is suggest-
ed, which aim to reduce pain and prevent functional 
deterioration in future17,18. Traction is applied at a right 
angle to the treatment plane, which is for the tibiofemoral 
joint, is located in the concave proximal end of the tibia.

Kalten born defined a grading system for traction. There 
are three types of tractions. According to the above 
mentioned grading, grade lll of the traction is linear 
motion, applied with sufficient force to take up the slake in 
the joint capsule. Ensure that the soft tissues surrounding 
the knee joint become taut.

Studies done in the past had shown that TENS increases 
pain and heat threshold in healthy individuals. Transcuta-
neous electrical nerve stimulator is an inexpensive, non-in-
vasive intervention used in various painful conditions19.

TENS has a better effect in pain that is being evoked by 
movements, also shows beneficial results by providing 
functional improvement20. Application of tens is through 
four self-adhesive electrodes that are place in a bucket 
method surrounding the knee joint with OA for 20 minutes 
at a comfortable intensity21. The specific site for electrode 
placement is determined by the allocation examiner using 
point of least impedance22.

The intention of this research was to determine before 
session condition and changes after the treatment session 
is provided by TENS and by manual therapy. Manual 
therapy is joint traction and mobilization on measures of 
pain.

Traction Grading
Kalten born Traction Grading Scale 
Grade I - Neutralizes joint pressure without separation of 
joint surfaces
Grade II - Separates articulating surfaces, taking up slack 
or eliminating play within joint capsule
Grade III - Stretching of soft tissue surrounding joint

Transcutaneous Electrical Nerve Stimulation (TENS)
It is a non-invasive modality with very few adverse effects 
that is used in physiotherapy for control of pain. Seven 
studies using TENS in people with knee osteoarthritis (OA) 
were identified for this review; device setting, application 
and outcomes measured varied between studies23. 

METHODOLOGY

Study Design
Randomized Control Trial (Experimental study)

Setting
Research was conducted at Outpatient Department of 
tertiary care hospital.

Duration of Study
6 months.

Sample Size
Sample size was calculated as 309.7 taking prevalence of 
knee OA 22-28%24, at 95% confidence level and margin of 
error is 0.05. To avoid data wastage 310 Individual will be 
included in the study.

Sampling Techniques
Simple Random Sampling

Sample Selection
Inclusion Criteria
Individuals coming for physiotherapy treatment 
diagnosed with Knee Osteoarthritis between the age 
group of 40 to 75. 

Exclusion Criteria
1. Osteoporosis
2. Knee joint infection
3. Acute rheumatoid arthritis

Pain referred from hip, sacroiliac, and lumbar spine.
1. A ligament injury
2. Cognitive deficits
3. Patello femoral arthritis.

Data Collection Tool
Date was collected using Oxford Knee Pain Scale Ques-
tionnaire. 

Data Analysis
Statistical package for social science (SPSS-20) was used 
to analyze data, means and standard deviation of all 
quantitative parameters, for effect was calculated  other 
qualitative parameters. 

RESULTS

Table 1.01 participants 
A sample of 310 participants including 62 males and 248 

females, participated in this research, which measured 
outcomes over sessions. Therefore, results for OKPS data

included all participants. No participant discontinued 
treatment due to increased knee pain. All participants 
completed all session. 

Table 1.02 mean and std. deviation of age
The mean age (± 9.61) for all participants was 54.40 years. 

The mean value for active knee flexion AROM before 
intervention was 35.74 compared to 20.73 after the last 
intervention. This change between first and last recorded 
measurement of active knee flexion represented a mean 
increase of 15.01 in the all participants. The difference of 
15.01 was statistically significant. On the other hand the 
mean value for electrotherapy before intervention was 
50.65 compared to 38.23 after the last intervention. 

The mean difference was 12.42. Electro therapy (TENS) 
also significant but less than manual traction.

DISCUSSION

After the completion of following therapeutic session of 
end-range manual traction mobilization applied to the 
tibio femoral joint, there was significant improvement in 
knee flexion AROM. The research participants experi-
enced a mean increase of 15.01 in active knee flexion 
which was measured before starting the treatment and 
measurements taken after the completion of therapy. This 
research utilized a therapeutic intervention applied manu-
ally, giving traction to articular surfaces and also stretch-
ing particular soft tissues in the region of both knee joints. 
The efficacy of the applied manual technique may relate 
to its application at the available range of motion. As well, 
manual traction applied over the TF joint may temporarily 
diminish the compression on the meniscus and facilitate 
the movement of fluid within the joint. The effects may 
help to subside the pain and swelling by decreasing the 
potential motion-limiting effects25. 

According to Maher et al significant differences were 
observed in passive range of motion after the application 
of 2 minutes and 4 minutes of joint traction with no signifi-
cance noted after 4 minutes. While pain felt by the individ-
uals did not change significantly over time, but level of 
pain did change during each session of therapy26. It was 
evident in our data that manual traction showed better 
results in patients with knee osteoarthritis pain.

In another article by Polard H et al stated that a short-term 
manual therapy knee protocol found effective in pain 
reduction in research participants suffering from osteoar-
thritic knee pain. This resulted in great improvement in 
knee functions immediately after the end of second week 
of treatment session27. In our study we had similar results 
and the manual traction has been extremely effective as 
a treatment option.

The research participants show a statically significant 
change in active flexion of knee during every therapeutic 
session, due to which application of manual traction to 
the joint to improve knee flexion impairment is highly 
supported. The results of the study done shows statically 
significant changes after the treatment. We are also 
aware of the studies done, which also have reported 
these findings. Although the manual traction application 
to the tibiofemoral component did not produce a statical-
ly significant decline in knee pain when applied at a 
painful end range position, but level of pain did statically 
decrease during each treatment session. All members 

agreed and reported that they observe that the applica-
tion of this manual technique lead to decrease their knee 
pain.

The exact mechanism for the perceived pain decline by 
the application of manual traction or mechanical traction 
technique is not well understood, Although theoretically it 
is corelated with increase in synovial fluid circulation, 
stimulation of articular receptor, tissue extensibility 
enhancement also transient decrease of compressive 
loads on the articular surfaces28. 

CONCLUSION

The result of this research supports the application of 
manual TF joint traction as a mean of stretching shortened 
articular and periarticular tissues with decreased in levels 
of pain either during the treatment or at the end of session. 
There is significant improvement in knee flexion AROM. 
Pain level decreases during every treatment session.
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INTRODUCTION

Plantar fascia (P.F) is the broad fibrous structure. It is 
separated into 3 portions: lateral, medial, and central. The 
portion which is in the centreis the broadest one. It 
classified into five parts. These merge into the distal plantar 
side of the digits. The medial and lateral parts merge with 
the middle part as the route becomes further distal1.they 
deliver static support and shock absorption. Flat foot and 
elevated foot are the raised risk factors for plantar fasciitis.
P.F is a degenerative condition that affects up to 10% of 
the common population2-3. Plantar fasciitis, seems that the 
obvious risk factor for inferior heel pain, is probably 11 to 15 
percent common symptoms needing proficient be 
concerned among populations. Restriction sourced by 
alters in the structure which is the path physiological 
source of this condition, which develops pain and modifi-
cation of gaitcycle2-3.A recent U.S study predictable that 
every year 1 million population visits for primary cure in 
different OPD and Clinics4. Incidence apparently hit the 
highest points between the 40 to 55 years of age among 
athletes.1 It occurs as a result of recurring micro trauma 
leads to deterioration.3 Spur of heel and nerve trapping 
can be correlated with inflammation2. The most common 
symptom of P.F is throbbing pain in correlation to periods 
of rest. Pain that often limits regular activities4 and it affects 
women more often than men. The climacterics and the 
obese people are more prone to having it5.

On assessment, the contestant typically has maximum 
involvement of anteriomedial area of the calcaneus 
tenderness. Analysis is depending on the contestant’s past 
record and objective assessment results. Contestants 
classically account a ongoing arrival of pain which is 
routinely shoddier with their initial footsteps after a phase 
of immobility. Associated parenthesis is uncommon. 
Contestants might account previous to the arrival of 
warning signs. Additional sources of pain are typically 
noticeable on the basis of medical record and objective 
examination.

Presently, no particular treatment has used to be effectual 
for the entire affected patients with plantar fasciitis. Now a 
day’s many interventions are used including Electro 
physical agents5-6. manual therapy7-9 Stretching10-12, 
Taping13,14, Night splints,15 Steroid injections, Surgery,16-18 and 
Orthoses.15,19-22

Kinesio tape is a slim absorbent cotton material amid a 
remedial grade acrylic bonding agent. This absorbent 
tape is usually applied for N.Mand M.S.K circumstances; 
accordingly it is being supposed to be amazing in the spur 
of heel. Unevenly information be originated from contes-
tants advantageous by kinesio tape on heel spur, still 
outcomes are combined. Management typically is 
preserved for four weeks previous to consequences might 
be predictable. Kinesio tape should be applied by an 
experienced practitioner, because incorrect applications 
can grounds additional concerns. Proper application of 
tape will last some days, still have washed. Kinesio tape is 
consisting of two versions thin and thick tape which can 
be applied in particular conditions.

The thin 2cm is used by incised 4 narrow pieces of tape, 
somewhat extending the tape while placing it on the 
affected area23. Mostly these consequences in a luminary 
form appropriately on the hurting region. The 4-cm tape is 
typically applicable by using two narrow pieces. One 
piece is somewhat elongated, applying from foot bottom 

up to the calf. The next piece is positioned beneath the 
foot; its chief function is to stay the elongated piece on its 
place. The tape can be extended up to 140%. The 
purpose of plantar fasciitis taping is getting the patient to 
settle down their foot. If you have the foot very tight then 
before you stand up it will be painful because you are in 
excess of tightening the plantar fascia. To initiate an 
anchor is put at about the top of the foot where the 
plantar fascia ends. There is no pressure on this strip at all. 
It is figuratively just laid on the skin. The similar thing is done 
down the base of the foot over the heel. Be suspicious 
where the Achilles is as the tape can rub.

So we have an anchor at the base and an anchor at the 
top. This is where you necessitate relaxing the foot as the 
strips are used along the length of the plantar fascia. It can 
be easier to calculate up and rip the tape first instead of 
apply it to the foot still on the roll and rip it in area. Tape is 
applied from the center of the foot at the heel and fan 
superficial to the outside of the foot. A second strip is 
applied on the further side and a third in the axis of the 
foot. The strips of tape should starts from one anchor strip.
Another strip is applied at the inner side of the foot which 
provides the taping a little bit more hold where it is 
required. The foot is still relaxed and the tape applied on 
the skin without any pressure then we again apply the 
anchors at the apex and base of the foot another time 
with no pressure in the tape. The last strip may be applied 
to give the medial arch of the foot even more hold. It sprint 
along the medial arch, around the heel and back 
crossways to the starting point.

After taping, the mobility still is maintained on muscle or 
joint.3 it is an elastic tape it should be applied in prone 
position with knee joint 90% flexion. It give dynamic 
support, allow full ROM.

Stretching of plantar fascia can be done by a variety of 
methods:  Towel stretch can be done by assembling on a 
solid plane amid affected one stretched out behind you. 
Round a towel at the base of foot and drags it towards 
your own maintained your knee position. Embrace the 
position for fifteen to thirty seconds after that calm down. 
Do again three times till the stretch made too simple, you 
can starts standing often center of attention on the 
plantar fascia itself. In Standing calf stretch can be done 
by in frontage of some barrier, fix your palms beside the 
barrier at on eye plane. Maintain the position of affected 
one behind the unaffected one frontward, and the base 
of your affected one place on the floor. Twirl your affected 
one somewhat inner as you leisurely bend forward 
towards the barrier in anticipation of you experience a 
stretch at the posterior aspect of your calf. Maintained for 
fifteen to thirty sec. Re-do three times. Perform those 
exercises regularly numerous moments a day. Until you 
can feel satisfaction, you will able to instigate stretching 
underside of your affected foot. Stretching of Plantar 
fascia: can be done by Stand amid the ball of affected 
one at the stairway. Cling to this position for fifteen to thirty 
seconds and afterward calm down Re-do three times. 

Stretching is able to be perform by another method in 
which the therapist should be seated with involved foot 
traversed above own unaffected knee. After that, apply 
the already using hand over the area of his affected one 
and put patients foot backwards in the direction of his leg 
until he experience pressure at plantar fascia, We strongly 
emphasize stretching exercises, because they successfully 
reduce the probability of musculotendinous injuries to the 
foot and help to decrease soreness of the PF. It is momen-

tous to carry out Stretching’s numerous times daily, we 
Persist that all stretches be perform statically and that the 
preliminary hold position is 15 seconds. The stretch times 
rise by five seconds every day until a stretch time of one 
minute for apiece is attained. The prolonged stretching is 
requisite to trounce the stretch reflex. Also, the plantar 
fascia can be stretched with hand resistance by applying 
a force causing dorsiflexion of the great toe, embrace for 
up to one minute, re-do two or three times.

A Study conducted by Willis B24 showed that stretching 
showed a better decline in “pain at its worst” plus a pain 
specially in the sunrise.

METHODOLOGY

A randomized control-trial was conducted in 2014 and 
2015. 18 participants amid inflammation of plantar fascia 
are contained in this research. They were arbitrarily splited 
by simple random sampling technique into two groups. 
Group A consist of 9 participants and Group B consist of 9 
participants. Group A participants receiving muscle 
stretching with icepack and ultrasound, 3 sessions per 
week. All participants were counseled to do plantar fascia 
active stretch at home. And group B members receiving 
kinesio taping with icepack and ultrasound. All Partici-
pants were tracked up and directed by the similar physio-
therapist in all treatment sessions. Ethical support for the 
experiment was expanded from ethics committee of the 
institution.

Group Statistics
Before stretching and tapping VAS (visual analog scale)

PARTICIPANTS
INCLUSION CRITERIA
Members were comprised if detected with inflammation 
of plantar fascia termed as:(1) Male and females b/w age 
group (40-55) years who have confirmed diagnosis of 
plantar fasciitis (2)Capable to bear the physical assess-
ment and treatment methods (3) a symptom duration of 
over 4 weeks, As pain of heel is detected the preponder-
ance of the instance25, we decided that we don’t apply 
costly laboratory methods for analysis; consequently 
increasing our throughout results to usual medical proto-
col.

EXCLUSION CRITERIA
Members were prohibited from the study if client past 
record showed any inflammation, neurological, metabolic 
anomalies. Furthermore, excluded if they are: (1) Non-re-
sponsive to treatment (2) they have acute injury on the 
foot (3) They have tarsal tunnel syndrome (4) presence of 
foot or ankle fracture. Group members were not support-
ed to initiate any other treatments throughout the assess-
ment e.g.: (pain killers, night splints, corticosteroid 
injections and orthoses etc.). 

CLINICAL PROTOCOL
Members were selected from confined population and 
treated at physiotherapy department in a tertiary care 
hospital. The distribution series was obscured from the 
investigator registered and evaluating members in 
consecutively numeral obscure conserved and clipped 
wrappings. To avoid insurrection of distribution order, 
person's name and D.O.B of the members was marked on 
the wrapper plus a videocassette prepared of the 
attached covering whereas stretching. Recommendation 
was advised to stretch daily until the transcribe scheduled 
time 2weeks later. Members were not given any further 
training until the end of the trial.

Outcome evaluation was achieved in 14 days. Measures 
accumulated comprised gender, age, and participant 
informed period of warning signs. Main result assessment 
tools were pain felt while first standing after awaking up in 
the sunrise calculated by Pain Scale and the pain disability 
index survey. Both outcome calculations is self managed; 
though to reduce the investigator having control on 
member answers members finished result evaluations that 
were achieved earlier to every consultation. 

SAMPLE SIZE, DATA HANDLING AND ANALYSIS
There is an eighteen sample size that are divided into 09 
participants per group, estimated a priority, was depends 
upon the capability to perceive a least imperative dispari-
ty on the Pain Scale between groups. We conventionally 
disregard the further accuracy supplied by the covariate 
examination while guesstimate sample size between-par-
ticipants by using a continuous product we were needed 
to search for evidence that provides the Independent 
researchers performed data entry to group allocation. 
Double means and standard deviations of the outcome in 
both group. The discrepancy between the two mean 
values and their particular variances states our 
evidence-based measure of effect which in turn leads to 
more accurate and perfect measures of effect.

An independent sample t-test was employed to establish 
but some differentiation among grouping in the time 
period which was given to them among results and 
transcribe scheduled times. Product information was 
evaluated via objective to manage and according to a 
pre-scheduled procedure. The results investigated to alter 
in pain (VAS Pain Scale), (pain disability index Question-
naire). We predict that the end results would be employed 
as the simply shown in investigation.

RESULTS
During the one year record assessment, whole statistics 
sets were attained from eighteen members (Group A and 
Group B consist of nine members), Group A was managed 
with the kinesio taping, icepack and ultrasound, and 
Group B was directed by the stretching treatment plan. 

Baqir SR & Kazmi SAM. Effectiveness of Stretching Exercises in Comparison to Kinesio Taping for the Cure of PF Pain

Notice the pessimistic worth’s replicate a lessening in pain 
scale results for every reliant assess. Subsequent achieve-
ment of the stretching course in all contestants by 4weeks, 
major progress in the pain scale was note down (p < 
0.0001). This was examined from VAS Pain scale and the 
pain disability Index. The style of progress persist, and at 
the one-year transcribe stretching, icepack, ultrasound 
group had overall amounts of pain reduction compared 
with the kinesio taping, ice pack and ultrasound group. 
Actually, compare to the effects at the four-week record.

DISCUSSION

This is the first randomized control trial to compare taping 
and stretching technique for plantar heel pain. The 
difference between pre and post-treatment is shown on 
Visual Analogue Scale and pain disability index scale the 
result for members with plantar fasciitis has been calculat-
ed and is classically positive. The huge preponderance, 
around 90%, contain declaration of the warnings within 
ten months.26 Stretching exercises, while essential to the 
majority of treatment practices, have seldom been 
assessed in segregation or else for their long-standing 
settlement. In assessing the facts from the latest research 
study, in addition to initial clinical examination, we note 
down generally optimistic reaction to the plantar fasciitis 
pain elongate. We consider as to pain scale at the 
four-week transcribe assessment each groups proved 
major upgrading as of baseline favorable of the group 
deal with the stretching program. At four weeks, every 
participant is specified the stretching procedure and 
progress persist. At one-year transcribe estimation; these 
modifications from baseline were important for every 
group (p < 0.0001). The potency of this research work is 
supported in its unique features, randomized plan plus 
continuing follow-up accessible at 1years. Additionally, 
accurate participant insertion criterion was used. If partici-
pants do not demonstrate the typical warning signs of 
plantar fasciitis, as well as soreness amid the preliminary 
strides in the sunrise, they were disqualified as from the 
research project. Additionally, participants amid constant 
indications intended for as a minimum 10 months be 
deliberately selected toward decrease outcome of a 
usual progress depending on the time, This is frequently 
noted in persons with acute plantar fasciitis. Until now 
research drawbacks do survive. At this point slow destruc-
tion rates of approximately 20% at the four-week study 
phase plus another time at the one-year transcribe 
estimation. This might have lead to modify outcomes. 
Another drawback is that the best point to accomplish 
effectual extend of plantar fascia is not approved. 
Advance studies are required to establish most favorable 
foot and ankle patterns that will more purify the plantar 
fascia-precise stretch. In support of participants amid 
chronic inflammation of plantar fascia, this research 
project supports the worth of stretching procedure. We 
think that it is a vital element of management, bigger to 
the conventional stretching of tendon. These conse-
quences offer us amid an effectual, economical plus 
uncomplicated management procedure intended for 
management of persistent inflammation of plantar fascia 
moreover it demonstrate that stretching produces statisti-
cally important helpful effect on pain in contrast with 
kinesio taping. 

CONCLUSION

At the conclusion of management, each patient treat 
with the stretching procedure were specified the stretch-
ing of plantar fascia procedure. Contestants were 
educated to execute work out inside method compara-
ble to that utilized by unique crowd directed with the 
stretching procedure (i.e., thrice a day, amid the initial 
extend made earlier than the early step was taken in the 
sunrise, the contestant maintained the stretch do ten 
repetitions and again do its ten repetitions s in each 
session). They were appealed to do the stretching proce-
dure for as a minimum (IV) weeks and afterward while 
pain occurred. In addition to, the participants were 
optimistic to persist to apply and make available to them 
in whole management course.
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INTRODUCTION

Lateral Epicondylitis is commonly known as tennis elbow. It 
is characterized by an insidious onset of elbow pain on 
extension of wrist, during pronation or supination and 
aggravated by gripping action of the hand, such as 
holding tools, shaking hands, and lifting a kettle. This condi-
tion was first named by Morris (1882) who called it lawn 
tennis arm1-3.

Lateral epicondylitis affects 1-3% of the population, only 
5% of all patients seen are recreational tennis players. 
Although the syndrome has been identified in patients 
ranging from 20 to 60 years of age, it predominantly 
occurs in the fourth and fifth decades. Male and female 
prevalence rates are reportedly equal. Seventy-five 
percent of patients are symptomatic in their dominant 
arms4-7. A study conducted by Verhaar (1994) revealed 
that between the ages of 40 and 60 years, 10% of women 
and only 3% of men were affected8.

The specific muscle that is most often implicated clinically 
and surgically is the extensor carpi radialis brevis with 
occasional involvement of the extensor digitorum 
communis, extensor carpi radialis longus, and extensor 
carpi ulnaris. The possible reason for the frequent involve-
ment of the extensor carpi radialis brevis is its location as 
one of the most laterally situated muscles on the lateral 
epicondyle with slips taking origin from the radial collateral 
ligament9. The extensor carpi radialis brevis is intimately 
attached to the joint capsule, which is continuous with the 
radial collateral ligament and because of this proximity 
adhesions are more likely10.

Treatment options for lateral epicondylitis includes thera-
peutic ultrasound, phonophoresis, corticosteroid 
injections, acupuncture, electromagnetic field therapy, 
extracorporeal shockwave therapy, laser, deep transverse 
friction massage, cervical spine mobilization, taping, 
elbow joint mobilization, exercise elbow cuff, and 
surgery10.

Deep transverse friction (DTF) is also known as deep friction 
massage is a specific type of connective tissue massage 
applied precisely to the soft tissue structures such as 
tendons. It was developed in an empirical way by cyriax 
and is currently used extensively in rehabilitation 
practice11. It is a common clinical observation that 
application of DTF leads to immediate pain relief, the 
patient experiences a numbing effect during the session.  
Reassessment immediately after it shows reduction in pain 
and increase in strength and mobility. A number of 
hypotheses to explain the pain relieving effect of DTF have 
been put forward. Absolute contraindications to DTF are 
few12. It is never applied over active infections, bursitis and 

disorders of nerve structures, ossification and calcification 
of soft tissue, or active rheumatoid arthritis, care is required 
if there is fragile skin or the patient is on anticoagulant 
treatment13.

The PRTEE, formerly known as the Patient-Rated Forearm 
Evaluation Questionnaire (PRFEQ), is a 15-item question-
naire designed to measure forearm pain and disability in 
patients with lateral epicondylitis (also known as “tennis 
elbow”)14.

METHODOLOGY

Study Design
Randomized Control Trial

Sources of Data
Study was conducted in 3 renowned tertiary care           
hospitals.

Duration of Study
Six months

Sampling Technique
Simple Random Sampling.

Sampling Method
Subjects were randomly allocated into two groups i.e. 
group A and group B.
Group A: DFM + Exercises
Group B: Ultrasound +Exercises

Sample Size
A sample of 50 patients was inducted in the study and 
divided into two groups. 
Group A: 25 participants.
Group B: 25 participants.

Inclusion Criteria
1. Both male and female between 20 to 50years of age.
2. Pain and tenderness over the forearm extensor muscles 
origin.
3. Pain with 1 of the following positive tests: Mill’s test, 
Cozens test, Maudsley’s tests.15,16,17

Exclusion Criteria
1. History of fracture at the elbow joint.
2. If full extension is not obtained at elbow. Hyper mobile 
joints.
3. Sensitive skin.

4. A recent steroid injection during last 3 months.

Data Collection Tool
Patient-Rated Forearm Evaluation Questionnaire Hand 
held dynamometer– Baseline evaluation instrument.

Data Collection Procedure
The purpose of this study has been explained and a written 
informed consent was obtained from all the participants. 
The subjects were screened based on the inclusion and 
exclusion criteria. Demographic data was collected along 
with initial assessment of VAS, grip strength, Patient rated 
forearm evaluation questionnaire for lateral epicondylitis. 
After initial assessment they were allocated into 2 groups 
Group A and Group B with equal no of participants in 
each group

Both groups received the selected treatment for 1 session 
per day for 7 days continuously.

Group A – Deep friction massage + Exercise
Group B – Therapeutic Ultrasound + Exercise

Data Analysis Procedure
Data was entered in SPSS Version 20. Frequencies and 
percentages were taken out for all categorical variables. 
Independent T test was applied as test of significance to 
find association between two categorical variables. 
P-value less than 0.5, considered significant.

RESULT

All assessments are recorded using pre-structured, 
standardized forms. Outcome assessments are done by 
the trial doctors and by the patient answering a question-
naire.

Based on earlier studies and assessment of the validity and 
reliability of the outcome measures, the patient's evalua-
tion of improvement will be registered on a 6-point Likert 
scale (much worse - worse - a little worse - some improve-
ment- much improvement - completely recovered).

A total of 50 patients were randomized and divided into 
two equal groups. 30 male and 20 female patients [mean 
age 37.62 +7.44 (range 20-50 years)] were allocated. 
(Table 3).

After the treatment sessions all 50 patients were present to 
be re-assessed. Group frequencies are show in table 04. 
The patients were treated for 6 months at hospital under 
the supervision of physical therapist.

Group A: The result shows that the mean pain score of VAS 
before treatment 5.88 ± 1.130, but after treatment VAS 
score were decreased and intensity of pain was 1.80 ± 
1.041. P-value 0.006.Frequency of pain score is mentioned 
in Table 5.  
Group B: it has been observed that mean pain score of 
VAS before treatment was 6.56±1.446 and after treatment 
it was decreased and new value 2.72±1.208. 
P-value=0.006. Table 05 present group B values.

It has been observed the mean of grip strength in group A 
before the treatment was 13.92 ± 2.69 and after treatment 
the score was 19.60 ± 5.45. The result of group B shows that 
the mean of grip strength before the treatment was 15.12 
± 2.50 but after treatment score decreased, new value 
was 20.92 ± 4.18. All values are mentioned in table 06. 

DISCUSSION

Earlier studies, including meta-analyses, have determined 
that more researches on treatment options for lateral 
epicondylitis is required for making effective and sound 
treatment decisions, so evidence based treatment guide-
line should be incorporated.

This study was designed to mirror the normal work flow in a 
primary care setting, for making the result readily applica-
ble in this setting. We have selected current onset 
complaints as conflicting to recurring or severe form for 
easier comparison with earlier research, and also make 
the result more applicable in general training. It is estab-
lished that a treatment protocol reflecting usual treatment 
for this condition is essential18. With the help of assessment 
the patients’ time off paid service, we are hopeful to gain 
valuable awareness about the financial impacts of this 
condition.

To address the methodological problems in some earlier 
researches, we have designed our research as a random-
ized controlled study with the time period of six months. We 
observed that the deep frictional massage with exercises 
were more valid as compared to ultrasound therapy with 

exercises.

The deep frictional massage lead to immediate pain relief 
that is a common clinical observation18. Some patients 
experienced numbing effect during the treatment session. 
The Symptoms of some patients were reassessed immedi-
ately after the application of deep frictional massage, 
result showed reduction of pain and improved strength 
and mobility.18

Many theories and studies have been put forth to describe 
the pain relieving effects of DTF. According to Cyriax and 
Cyriax, DTF also lead to decreased pain provoking metab-
olites such as Lewis’s substances19. Another mechanism by 
which reduction in pain may be achieved through 
diffused noxious inhibitory controls, a pain suppression 
mechanism that releases erogenous opiates.

Study was done by G Ebenbichler et al in 1999 was on the 
patients having calcify shoulder tendinitis, for that purpose 
63 participants were selected to find out the therapeutic 
effects of ultrasound in shoulder calcific tendinitis20. The 
conclusion of the study was that ultrasound help in resolv-
ing the calcification. It also decreases pain, improves 
one's quality of life20.

In 1985 Binder et al tested the effectiveness of ultrasound; 
they took a group of individuals who were suffering from 
soft tissue lesions21. It was concluded through the study 
that ultrasound treatment enhances the recovery in most 
individuals with lateral epicondylitis. in one of the other 
studies done by Tim Noteboom et al10 in 1994,also point 
out that chronic symptom are usually linked to inadequate 
muscle power as well as muscle endurance. Jamar hand 
dynamometer was used in the study for the assessment of 
the grip22. Grip strength reduction was the obvious sign 
observed through the study. To overcome such deficiency 
a supervised strengthening exercise program was 
prescribed23.

During the research being done the participants of both 
groups were treated by applying strengthening as well as 
stretching exercises. These different types of exercises are 
necessary to enhance the repetitive wrist movement. 
These exercises are found to be beneficial for damaged 
wrist extensors24.

Through out the study it was observed that literatures have 
mentioned that strengthening exercise and stretching 
exercise both are effective whenever rehabilitation of 
tennis elbow is required. Stretching exercises to keep the 
tendon flexible and strengthening exercises to develop 
strength in the muscles. Positive effects of exercise 
program for tendon injuries may be attributable to length-
ening of tendon by stretching and strength of muscles by 
strengthening exercises. Loading effect must be achieved 
in tendon of muscle, and tensile strength of muscle tendon 
must be improved25.

CONCLUSION

This study supported the deep frictional massage therapy 
as a useful technique for relieving pain and improving grip 
strength in subject with tennis elbow. It also revealed that 
deep frictional massage is more effective in reducing pain 
in comparison with ultrasound therapy. This evidence will 
promote a more efficient treatment option for the 
management of tennis elbow.

Ethical Consideration
According to ethical consideration Patient privacy, 
Patient hygiene factor, Patient therapist relationship and 
Environment of the place where we treat the patient were 
given due importance.
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Group N Mean
Std.
Deviation

Std.
Error
Mean

BVAS  Streching

Tapping

9 5.7778

5.3333

.97183

1.22474

.32394

.408259

After streching and tapping VAS(visual analog 
scale)

Group N Mean
Std.
Deviation

Std.
Error
Mean

AVAS Stretching

Tapping

9

9

1.2222

3.3333

.97183

.70711

.32394

.23570
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INTRODUCTION

Knee pain is known as one of the frequently reported 
cases involving musculoskeletal conditions, 22-23% of the 
population suffer from the condition around the age of 65 
years. Osteoarthritis is the most common type of arthritis, 
according to the National Health Service, USA. 8.5 million 
People are affected by this condition. The arthritis founda-
tion of USA, also states that almost 27 million of Americans 
are suffering from this condition1. Prevalence rates are 
higher in females than in males2.The knee joint, along with 
other major weight bearing joints of the body including hip 
joints and spine are more prone to damage by going 
through degenerative changes3. 

Osteoarthritis is usually the main cause of knee pain in 
elderly individuals4. Knee osteoarthritis produces significant 
changes which may affect many other aspects of life 
including health related quality of life, physical, mental 
and social components of health are affected by these 
degenerative changes.

Osteoarthritis is a progressive, irreversible disease. Signs 
and symptoms gradually get worse over a period of time. 
Since it is an irreversible disease, there is no cure. However, 
available therapies may help with pain reduction, subside 
inflammation and swelling. These therapies also play an 
important role in muscle strengthening, to keep the 
patients mobile and active. Experts say that patients who 
take steps to actively manage their osteoarthritis are more 
likely to overcome their symptoms.

Motion impairments attributed to many other causes 
which includes immobilization following any injury5,  
surgical interventions to repair or remove menisci6,7 and 
osteoarthritis8,9, itself.

Soft tissue changes around the knee joint can lead to 
decrease in strength of the quadriceps muscles and 
sagital range of motion, which may further lead to 
increased soft tissue contracture.10 These changes all 
together produce a typical clinical picture of joint pain, 
and stiffness at rest.

These symptoms further lead to difficulty face by patients 
to perform daily activities and weight bearing. This 
facilitates progression in disability.11

The treatment of knee osteoarthritis is currently limited to 
symptoms management, rather than progression control12.  
An evidence based approach to management of osteo-
arthritis should include patient guidance and awareness 
about the disease, pain control, options to improve 
functions, decrease disability, and prevent disease 
progression13. 

Treatments commonly available involve pharmacological 
treatments, non-pharmacological strategies and surgical 
interventions. Analgesics and anti-inflammatory drugs are 
widely used in management14, despite known serious 
adverse effects associated with long term NSAID use15,16, 

Paracetamol is known as primary oral analgesic, if 
successful the long term use preferred. These types of 
therapies help to deal with symptoms. Osteoarthritis is 
often viewed as a problem of biomechanical functions. In 
order to treat the large and growing numbers of sufferer’s 
various treatment options besides the use of medicine are 
utilized. Thus, many patients visit practitioners who provide 

therapies which intend to improve functional activities. 
Concerns regarding lost function, include ability to ambu-
late are addressed through different forms of physical 
therapy. These therapies include strength-based and 
exercise program to achieve their long term goal that is 
functional capability and ambulation.

Treatment plan consisting of an aerobic walking and 
strengthening exercises of quadriceps give desired results 
17.

For the treatment of pain and motion impairment(s) the 
healthcare professionals in spine and peripheral joints 
utilize their purpose of joint mobilization for treatment. Most 
of the research studies used techniques that are aimed at 
the spine and upper extremities, with a lesser amount of 
evidence for the efficacy of lower extremities mobilization. 
The manual therapy shows effective results in improving 
flexion of knee joint also shows effectiveness in climbing 
stairs in patients suffering from anterior knee pain and also 
little amount of improvement in knee pain17.

Muscle strength, proprioception and functional perfor-
mance seems to be effectively improved when manual 
therapy combined with appropriate exercise therapy, 
then just a randomized exercise therapy. When muscle 
strength is lost and there is decreased activity of extensors 
of knee found to be associated with anterior knee pain, 
this refers to muscle inhibition. Sacroiliac joint manipulation  
helped to overcome muscle inhibition of knee extensors. 
What muscle function benefited, so spinal manipulation 
known to have effective results in muscle inhibition of 
lower limb musculatures17.

Studies precise to knee joint are focused on mobilization, 
which includes anterior/posterior joint mobilization as well 
as patellar glides to improve outcomes in patients with 
knee pain. Different sort of treatment strategies is suggest-
ed, which aim to reduce pain and prevent functional 
deterioration in future17,18. Traction is applied at a right 
angle to the treatment plane, which is for the tibiofemoral 
joint, is located in the concave proximal end of the tibia.

Kalten born defined a grading system for traction. There 
are three types of tractions. According to the above 
mentioned grading, grade lll of the traction is linear 
motion, applied with sufficient force to take up the slake in 
the joint capsule. Ensure that the soft tissues surrounding 
the knee joint become taut.

Studies done in the past had shown that TENS increases 
pain and heat threshold in healthy individuals. Transcuta-
neous electrical nerve stimulator is an inexpensive, non-in-
vasive intervention used in various painful conditions19.

TENS has a better effect in pain that is being evoked by 
movements, also shows beneficial results by providing 
functional improvement20. Application of tens is through 
four self-adhesive electrodes that are place in a bucket 
method surrounding the knee joint with OA for 20 minutes 
at a comfortable intensity21. The specific site for electrode 
placement is determined by the allocation examiner using 
point of least impedance22.

The intention of this research was to determine before 
session condition and changes after the treatment session 
is provided by TENS and by manual therapy. Manual 
therapy is joint traction and mobilization on measures of 
pain.

Traction Grading
Kalten born Traction Grading Scale 
Grade I - Neutralizes joint pressure without separation of 
joint surfaces
Grade II - Separates articulating surfaces, taking up slack 
or eliminating play within joint capsule
Grade III - Stretching of soft tissue surrounding joint

Transcutaneous Electrical Nerve Stimulation (TENS)
It is a non-invasive modality with very few adverse effects 
that is used in physiotherapy for control of pain. Seven 
studies using TENS in people with knee osteoarthritis (OA) 
were identified for this review; device setting, application 
and outcomes measured varied between studies23. 

METHODOLOGY

Study Design
Randomized Control Trial (Experimental study)

Setting
Research was conducted at Outpatient Department of 
tertiary care hospital.

Duration of Study
6 months.

Sample Size
Sample size was calculated as 309.7 taking prevalence of 
knee OA 22-28%24, at 95% confidence level and margin of 
error is 0.05. To avoid data wastage 310 Individual will be 
included in the study.

Sampling Techniques
Simple Random Sampling

Sample Selection
Inclusion Criteria
Individuals coming for physiotherapy treatment 
diagnosed with Knee Osteoarthritis between the age 
group of 40 to 75. 

Exclusion Criteria
1. Osteoporosis
2. Knee joint infection
3. Acute rheumatoid arthritis

Pain referred from hip, sacroiliac, and lumbar spine.
1. A ligament injury
2. Cognitive deficits
3. Patello femoral arthritis.

Data Collection Tool
Date was collected using Oxford Knee Pain Scale Ques-
tionnaire. 

Data Analysis
Statistical package for social science (SPSS-20) was used 
to analyze data, means and standard deviation of all 
quantitative parameters, for effect was calculated  other 
qualitative parameters. 

RESULTS

Table 1.01 participants 
A sample of 310 participants including 62 males and 248 

females, participated in this research, which measured 
outcomes over sessions. Therefore, results for OKPS data

included all participants. No participant discontinued 
treatment due to increased knee pain. All participants 
completed all session. 

Table 1.02 mean and std. deviation of age
The mean age (± 9.61) for all participants was 54.40 years. 

The mean value for active knee flexion AROM before 
intervention was 35.74 compared to 20.73 after the last 
intervention. This change between first and last recorded 
measurement of active knee flexion represented a mean 
increase of 15.01 in the all participants. The difference of 
15.01 was statistically significant. On the other hand the 
mean value for electrotherapy before intervention was 
50.65 compared to 38.23 after the last intervention. 

The mean difference was 12.42. Electro therapy (TENS) 
also significant but less than manual traction.

DISCUSSION

After the completion of following therapeutic session of 
end-range manual traction mobilization applied to the 
tibio femoral joint, there was significant improvement in 
knee flexion AROM. The research participants experi-
enced a mean increase of 15.01 in active knee flexion 
which was measured before starting the treatment and 
measurements taken after the completion of therapy. This 
research utilized a therapeutic intervention applied manu-
ally, giving traction to articular surfaces and also stretch-
ing particular soft tissues in the region of both knee joints. 
The efficacy of the applied manual technique may relate 
to its application at the available range of motion. As well, 
manual traction applied over the TF joint may temporarily 
diminish the compression on the meniscus and facilitate 
the movement of fluid within the joint. The effects may 
help to subside the pain and swelling by decreasing the 
potential motion-limiting effects25. 

According to Maher et al significant differences were 
observed in passive range of motion after the application 
of 2 minutes and 4 minutes of joint traction with no signifi-
cance noted after 4 minutes. While pain felt by the individ-
uals did not change significantly over time, but level of 
pain did change during each session of therapy26. It was 
evident in our data that manual traction showed better 
results in patients with knee osteoarthritis pain.

In another article by Polard H et al stated that a short-term 
manual therapy knee protocol found effective in pain 
reduction in research participants suffering from osteoar-
thritic knee pain. This resulted in great improvement in 
knee functions immediately after the end of second week 
of treatment session27. In our study we had similar results 
and the manual traction has been extremely effective as 
a treatment option.

The research participants show a statically significant 
change in active flexion of knee during every therapeutic 
session, due to which application of manual traction to 
the joint to improve knee flexion impairment is highly 
supported. The results of the study done shows statically 
significant changes after the treatment. We are also 
aware of the studies done, which also have reported 
these findings. Although the manual traction application 
to the tibiofemoral component did not produce a statical-
ly significant decline in knee pain when applied at a 
painful end range position, but level of pain did statically 
decrease during each treatment session. All members 

agreed and reported that they observe that the applica-
tion of this manual technique lead to decrease their knee 
pain.

The exact mechanism for the perceived pain decline by 
the application of manual traction or mechanical traction 
technique is not well understood, Although theoretically it 
is corelated with increase in synovial fluid circulation, 
stimulation of articular receptor, tissue extensibility 
enhancement also transient decrease of compressive 
loads on the articular surfaces28. 

CONCLUSION

The result of this research supports the application of 
manual TF joint traction as a mean of stretching shortened 
articular and periarticular tissues with decreased in levels 
of pain either during the treatment or at the end of session. 
There is significant improvement in knee flexion AROM. 
Pain level decreases during every treatment session.
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INTRODUCTION

Plantar fascia (P.F) is the broad fibrous structure. It is 
separated into 3 portions: lateral, medial, and central. The 
portion which is in the centreis the broadest one. It 
classified into five parts. These merge into the distal plantar 
side of the digits. The medial and lateral parts merge with 
the middle part as the route becomes further distal1.they 
deliver static support and shock absorption. Flat foot and 
elevated foot are the raised risk factors for plantar fasciitis.
P.F is a degenerative condition that affects up to 10% of 
the common population2-3. Plantar fasciitis, seems that the 
obvious risk factor for inferior heel pain, is probably 11 to 15 
percent common symptoms needing proficient be 
concerned among populations. Restriction sourced by 
alters in the structure which is the path physiological 
source of this condition, which develops pain and modifi-
cation of gaitcycle2-3.A recent U.S study predictable that 
every year 1 million population visits for primary cure in 
different OPD and Clinics4. Incidence apparently hit the 
highest points between the 40 to 55 years of age among 
athletes.1 It occurs as a result of recurring micro trauma 
leads to deterioration.3 Spur of heel and nerve trapping 
can be correlated with inflammation2. The most common 
symptom of P.F is throbbing pain in correlation to periods 
of rest. Pain that often limits regular activities4 and it affects 
women more often than men. The climacterics and the 
obese people are more prone to having it5.

On assessment, the contestant typically has maximum 
involvement of anteriomedial area of the calcaneus 
tenderness. Analysis is depending on the contestant’s past 
record and objective assessment results. Contestants 
classically account a ongoing arrival of pain which is 
routinely shoddier with their initial footsteps after a phase 
of immobility. Associated parenthesis is uncommon. 
Contestants might account previous to the arrival of 
warning signs. Additional sources of pain are typically 
noticeable on the basis of medical record and objective 
examination.

Presently, no particular treatment has used to be effectual 
for the entire affected patients with plantar fasciitis. Now a 
day’s many interventions are used including Electro 
physical agents5-6. manual therapy7-9 Stretching10-12, 
Taping13,14, Night splints,15 Steroid injections, Surgery,16-18 and 
Orthoses.15,19-22

Kinesio tape is a slim absorbent cotton material amid a 
remedial grade acrylic bonding agent. This absorbent 
tape is usually applied for N.Mand M.S.K circumstances; 
accordingly it is being supposed to be amazing in the spur 
of heel. Unevenly information be originated from contes-
tants advantageous by kinesio tape on heel spur, still 
outcomes are combined. Management typically is 
preserved for four weeks previous to consequences might 
be predictable. Kinesio tape should be applied by an 
experienced practitioner, because incorrect applications 
can grounds additional concerns. Proper application of 
tape will last some days, still have washed. Kinesio tape is 
consisting of two versions thin and thick tape which can 
be applied in particular conditions.

The thin 2cm is used by incised 4 narrow pieces of tape, 
somewhat extending the tape while placing it on the 
affected area23. Mostly these consequences in a luminary 
form appropriately on the hurting region. The 4-cm tape is 
typically applicable by using two narrow pieces. One 
piece is somewhat elongated, applying from foot bottom 

up to the calf. The next piece is positioned beneath the 
foot; its chief function is to stay the elongated piece on its 
place. The tape can be extended up to 140%. The 
purpose of plantar fasciitis taping is getting the patient to 
settle down their foot. If you have the foot very tight then 
before you stand up it will be painful because you are in 
excess of tightening the plantar fascia. To initiate an 
anchor is put at about the top of the foot where the 
plantar fascia ends. There is no pressure on this strip at all. 
It is figuratively just laid on the skin. The similar thing is done 
down the base of the foot over the heel. Be suspicious 
where the Achilles is as the tape can rub.

So we have an anchor at the base and an anchor at the 
top. This is where you necessitate relaxing the foot as the 
strips are used along the length of the plantar fascia. It can 
be easier to calculate up and rip the tape first instead of 
apply it to the foot still on the roll and rip it in area. Tape is 
applied from the center of the foot at the heel and fan 
superficial to the outside of the foot. A second strip is 
applied on the further side and a third in the axis of the 
foot. The strips of tape should starts from one anchor strip.
Another strip is applied at the inner side of the foot which 
provides the taping a little bit more hold where it is 
required. The foot is still relaxed and the tape applied on 
the skin without any pressure then we again apply the 
anchors at the apex and base of the foot another time 
with no pressure in the tape. The last strip may be applied 
to give the medial arch of the foot even more hold. It sprint 
along the medial arch, around the heel and back 
crossways to the starting point.

After taping, the mobility still is maintained on muscle or 
joint.3 it is an elastic tape it should be applied in prone 
position with knee joint 90% flexion. It give dynamic 
support, allow full ROM.

Stretching of plantar fascia can be done by a variety of 
methods:  Towel stretch can be done by assembling on a 
solid plane amid affected one stretched out behind you. 
Round a towel at the base of foot and drags it towards 
your own maintained your knee position. Embrace the 
position for fifteen to thirty seconds after that calm down. 
Do again three times till the stretch made too simple, you 
can starts standing often center of attention on the 
plantar fascia itself. In Standing calf stretch can be done 
by in frontage of some barrier, fix your palms beside the 
barrier at on eye plane. Maintain the position of affected 
one behind the unaffected one frontward, and the base 
of your affected one place on the floor. Twirl your affected 
one somewhat inner as you leisurely bend forward 
towards the barrier in anticipation of you experience a 
stretch at the posterior aspect of your calf. Maintained for 
fifteen to thirty sec. Re-do three times. Perform those 
exercises regularly numerous moments a day. Until you 
can feel satisfaction, you will able to instigate stretching 
underside of your affected foot. Stretching of Plantar 
fascia: can be done by Stand amid the ball of affected 
one at the stairway. Cling to this position for fifteen to thirty 
seconds and afterward calm down Re-do three times. 

Stretching is able to be perform by another method in 
which the therapist should be seated with involved foot 
traversed above own unaffected knee. After that, apply 
the already using hand over the area of his affected one 
and put patients foot backwards in the direction of his leg 
until he experience pressure at plantar fascia, We strongly 
emphasize stretching exercises, because they successfully 
reduce the probability of musculotendinous injuries to the 
foot and help to decrease soreness of the PF. It is momen-

tous to carry out Stretching’s numerous times daily, we 
Persist that all stretches be perform statically and that the 
preliminary hold position is 15 seconds. The stretch times 
rise by five seconds every day until a stretch time of one 
minute for apiece is attained. The prolonged stretching is 
requisite to trounce the stretch reflex. Also, the plantar 
fascia can be stretched with hand resistance by applying 
a force causing dorsiflexion of the great toe, embrace for 
up to one minute, re-do two or three times.

A Study conducted by Willis B24 showed that stretching 
showed a better decline in “pain at its worst” plus a pain 
specially in the sunrise.

METHODOLOGY

A randomized control-trial was conducted in 2014 and 
2015. 18 participants amid inflammation of plantar fascia 
are contained in this research. They were arbitrarily splited 
by simple random sampling technique into two groups. 
Group A consist of 9 participants and Group B consist of 9 
participants. Group A participants receiving muscle 
stretching with icepack and ultrasound, 3 sessions per 
week. All participants were counseled to do plantar fascia 
active stretch at home. And group B members receiving 
kinesio taping with icepack and ultrasound. All Partici-
pants were tracked up and directed by the similar physio-
therapist in all treatment sessions. Ethical support for the 
experiment was expanded from ethics committee of the 
institution.

Group Statistics
Before stretching and tapping VAS (visual analog scale)

PARTICIPANTS
INCLUSION CRITERIA
Members were comprised if detected with inflammation 
of plantar fascia termed as:(1) Male and females b/w age 
group (40-55) years who have confirmed diagnosis of 
plantar fasciitis (2)Capable to bear the physical assess-
ment and treatment methods (3) a symptom duration of 
over 4 weeks, As pain of heel is detected the preponder-
ance of the instance25, we decided that we don’t apply 
costly laboratory methods for analysis; consequently 
increasing our throughout results to usual medical proto-
col.

EXCLUSION CRITERIA
Members were prohibited from the study if client past 
record showed any inflammation, neurological, metabolic 
anomalies. Furthermore, excluded if they are: (1) Non-re-
sponsive to treatment (2) they have acute injury on the 
foot (3) They have tarsal tunnel syndrome (4) presence of 
foot or ankle fracture. Group members were not support-
ed to initiate any other treatments throughout the assess-
ment e.g.: (pain killers, night splints, corticosteroid 
injections and orthoses etc.). 

CLINICAL PROTOCOL
Members were selected from confined population and 
treated at physiotherapy department in a tertiary care 
hospital. The distribution series was obscured from the 
investigator registered and evaluating members in 
consecutively numeral obscure conserved and clipped 
wrappings. To avoid insurrection of distribution order, 
person's name and D.O.B of the members was marked on 
the wrapper plus a videocassette prepared of the 
attached covering whereas stretching. Recommendation 
was advised to stretch daily until the transcribe scheduled 
time 2weeks later. Members were not given any further 
training until the end of the trial.

Outcome evaluation was achieved in 14 days. Measures 
accumulated comprised gender, age, and participant 
informed period of warning signs. Main result assessment 
tools were pain felt while first standing after awaking up in 
the sunrise calculated by Pain Scale and the pain disability 
index survey. Both outcome calculations is self managed; 
though to reduce the investigator having control on 
member answers members finished result evaluations that 
were achieved earlier to every consultation. 

SAMPLE SIZE, DATA HANDLING AND ANALYSIS
There is an eighteen sample size that are divided into 09 
participants per group, estimated a priority, was depends 
upon the capability to perceive a least imperative dispari-
ty on the Pain Scale between groups. We conventionally 
disregard the further accuracy supplied by the covariate 
examination while guesstimate sample size between-par-
ticipants by using a continuous product we were needed 
to search for evidence that provides the Independent 
researchers performed data entry to group allocation. 
Double means and standard deviations of the outcome in 
both group. The discrepancy between the two mean 
values and their particular variances states our 
evidence-based measure of effect which in turn leads to 
more accurate and perfect measures of effect.

An independent sample t-test was employed to establish 
but some differentiation among grouping in the time 
period which was given to them among results and 
transcribe scheduled times. Product information was 
evaluated via objective to manage and according to a 
pre-scheduled procedure. The results investigated to alter 
in pain (VAS Pain Scale), (pain disability index Question-
naire). We predict that the end results would be employed 
as the simply shown in investigation.

RESULTS
During the one year record assessment, whole statistics 
sets were attained from eighteen members (Group A and 
Group B consist of nine members), Group A was managed 
with the kinesio taping, icepack and ultrasound, and 
Group B was directed by the stretching treatment plan. 

Notice the pessimistic worth’s replicate a lessening in pain 
scale results for every reliant assess. Subsequent achieve-
ment of the stretching course in all contestants by 4weeks, 
major progress in the pain scale was note down (p < 
0.0001). This was examined from VAS Pain scale and the 
pain disability Index. The style of progress persist, and at 
the one-year transcribe stretching, icepack, ultrasound 
group had overall amounts of pain reduction compared 
with the kinesio taping, ice pack and ultrasound group. 
Actually, compare to the effects at the four-week record.

DISCUSSION

This is the first randomized control trial to compare taping 
and stretching technique for plantar heel pain. The 
difference between pre and post-treatment is shown on 
Visual Analogue Scale and pain disability index scale the 
result for members with plantar fasciitis has been calculat-
ed and is classically positive. The huge preponderance, 
around 90%, contain declaration of the warnings within 
ten months.26 Stretching exercises, while essential to the 
majority of treatment practices, have seldom been 
assessed in segregation or else for their long-standing 
settlement. In assessing the facts from the latest research 
study, in addition to initial clinical examination, we note 
down generally optimistic reaction to the plantar fasciitis 
pain elongate. We consider as to pain scale at the 
four-week transcribe assessment each groups proved 
major upgrading as of baseline favorable of the group 
deal with the stretching program. At four weeks, every 
participant is specified the stretching procedure and 
progress persist. At one-year transcribe estimation; these 
modifications from baseline were important for every 
group (p < 0.0001). The potency of this research work is 
supported in its unique features, randomized plan plus 
continuing follow-up accessible at 1years. Additionally, 
accurate participant insertion criterion was used. If partici-
pants do not demonstrate the typical warning signs of 
plantar fasciitis, as well as soreness amid the preliminary 
strides in the sunrise, they were disqualified as from the 
research project. Additionally, participants amid constant 
indications intended for as a minimum 10 months be 
deliberately selected toward decrease outcome of a 
usual progress depending on the time, This is frequently 
noted in persons with acute plantar fasciitis. Until now 
research drawbacks do survive. At this point slow destruc-
tion rates of approximately 20% at the four-week study 
phase plus another time at the one-year transcribe 
estimation. This might have lead to modify outcomes. 
Another drawback is that the best point to accomplish 
effectual extend of plantar fascia is not approved. 
Advance studies are required to establish most favorable 
foot and ankle patterns that will more purify the plantar 
fascia-precise stretch. In support of participants amid 
chronic inflammation of plantar fascia, this research 
project supports the worth of stretching procedure. We 
think that it is a vital element of management, bigger to 
the conventional stretching of tendon. These conse-
quences offer us amid an effectual, economical plus 
uncomplicated management procedure intended for 
management of persistent inflammation of plantar fascia 
moreover it demonstrate that stretching produces statisti-
cally important helpful effect on pain in contrast with 
kinesio taping. 

CONCLUSION

At the conclusion of management, each patient treat 
with the stretching procedure were specified the stretch-
ing of plantar fascia procedure. Contestants were 
educated to execute work out inside method compara-
ble to that utilized by unique crowd directed with the 
stretching procedure (i.e., thrice a day, amid the initial 
extend made earlier than the early step was taken in the 
sunrise, the contestant maintained the stretch do ten 
repetitions and again do its ten repetitions s in each 
session). They were appealed to do the stretching proce-
dure for as a minimum (IV) weeks and afterward while 
pain occurred. In addition to, the participants were 
optimistic to persist to apply and make available to them 
in whole management course.
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INTRODUCTION

Lateral Epicondylitis is commonly known as tennis elbow. It 
is characterized by an insidious onset of elbow pain on 
extension of wrist, during pronation or supination and 
aggravated by gripping action of the hand, such as 
holding tools, shaking hands, and lifting a kettle. This condi-
tion was first named by Morris (1882) who called it lawn 
tennis arm1-3.

Lateral epicondylitis affects 1-3% of the population, only 
5% of all patients seen are recreational tennis players. 
Although the syndrome has been identified in patients 
ranging from 20 to 60 years of age, it predominantly 
occurs in the fourth and fifth decades. Male and female 
prevalence rates are reportedly equal. Seventy-five 
percent of patients are symptomatic in their dominant 
arms4-7. A study conducted by Verhaar (1994) revealed 
that between the ages of 40 and 60 years, 10% of women 
and only 3% of men were affected8.

The specific muscle that is most often implicated clinically 
and surgically is the extensor carpi radialis brevis with 
occasional involvement of the extensor digitorum 
communis, extensor carpi radialis longus, and extensor 
carpi ulnaris. The possible reason for the frequent involve-
ment of the extensor carpi radialis brevis is its location as 
one of the most laterally situated muscles on the lateral 
epicondyle with slips taking origin from the radial collateral 
ligament9. The extensor carpi radialis brevis is intimately 
attached to the joint capsule, which is continuous with the 
radial collateral ligament and because of this proximity 
adhesions are more likely10.

Treatment options for lateral epicondylitis includes thera-
peutic ultrasound, phonophoresis, corticosteroid 
injections, acupuncture, electromagnetic field therapy, 
extracorporeal shockwave therapy, laser, deep transverse 
friction massage, cervical spine mobilization, taping, 
elbow joint mobilization, exercise elbow cuff, and 
surgery10.

Deep transverse friction (DTF) is also known as deep friction 
massage is a specific type of connective tissue massage 
applied precisely to the soft tissue structures such as 
tendons. It was developed in an empirical way by cyriax 
and is currently used extensively in rehabilitation 
practice11. It is a common clinical observation that 
application of DTF leads to immediate pain relief, the 
patient experiences a numbing effect during the session.  
Reassessment immediately after it shows reduction in pain 
and increase in strength and mobility. A number of 
hypotheses to explain the pain relieving effect of DTF have 
been put forward. Absolute contraindications to DTF are 
few12. It is never applied over active infections, bursitis and 

disorders of nerve structures, ossification and calcification 
of soft tissue, or active rheumatoid arthritis, care is required 
if there is fragile skin or the patient is on anticoagulant 
treatment13.

The PRTEE, formerly known as the Patient-Rated Forearm 
Evaluation Questionnaire (PRFEQ), is a 15-item question-
naire designed to measure forearm pain and disability in 
patients with lateral epicondylitis (also known as “tennis 
elbow”)14.

METHODOLOGY

Study Design
Randomized Control Trial

Sources of Data
Study was conducted in 3 renowned tertiary care           
hospitals.

Duration of Study
Six months

Sampling Technique
Simple Random Sampling.

Sampling Method
Subjects were randomly allocated into two groups i.e. 
group A and group B.
Group A: DFM + Exercises
Group B: Ultrasound +Exercises

Sample Size
A sample of 50 patients was inducted in the study and 
divided into two groups. 
Group A: 25 participants.
Group B: 25 participants.

Inclusion Criteria
1. Both male and female between 20 to 50years of age.
2. Pain and tenderness over the forearm extensor muscles 
origin.
3. Pain with 1 of the following positive tests: Mill’s test, 
Cozens test, Maudsley’s tests.15,16,17

Exclusion Criteria
1. History of fracture at the elbow joint.
2. If full extension is not obtained at elbow. Hyper mobile 
joints.
3. Sensitive skin.

4. A recent steroid injection during last 3 months.

Data Collection Tool
Patient-Rated Forearm Evaluation Questionnaire Hand 
held dynamometer– Baseline evaluation instrument.

Data Collection Procedure
The purpose of this study has been explained and a written 
informed consent was obtained from all the participants. 
The subjects were screened based on the inclusion and 
exclusion criteria. Demographic data was collected along 
with initial assessment of VAS, grip strength, Patient rated 
forearm evaluation questionnaire for lateral epicondylitis. 
After initial assessment they were allocated into 2 groups 
Group A and Group B with equal no of participants in 
each group

Both groups received the selected treatment for 1 session 
per day for 7 days continuously.

Group A – Deep friction massage + Exercise
Group B – Therapeutic Ultrasound + Exercise

Data Analysis Procedure
Data was entered in SPSS Version 20. Frequencies and 
percentages were taken out for all categorical variables. 
Independent T test was applied as test of significance to 
find association between two categorical variables. 
P-value less than 0.5, considered significant.

RESULT

All assessments are recorded using pre-structured, 
standardized forms. Outcome assessments are done by 
the trial doctors and by the patient answering a question-
naire.

Based on earlier studies and assessment of the validity and 
reliability of the outcome measures, the patient's evalua-
tion of improvement will be registered on a 6-point Likert 
scale (much worse - worse - a little worse - some improve-
ment- much improvement - completely recovered).

A total of 50 patients were randomized and divided into 
two equal groups. 30 male and 20 female patients [mean 
age 37.62 +7.44 (range 20-50 years)] were allocated. 
(Table 3).

After the treatment sessions all 50 patients were present to 
be re-assessed. Group frequencies are show in table 04. 
The patients were treated for 6 months at hospital under 
the supervision of physical therapist.

Group A: The result shows that the mean pain score of VAS 
before treatment 5.88 ± 1.130, but after treatment VAS 
score were decreased and intensity of pain was 1.80 ± 
1.041. P-value 0.006.Frequency of pain score is mentioned 
in Table 5.  
Group B: it has been observed that mean pain score of 
VAS before treatment was 6.56±1.446 and after treatment 
it was decreased and new value 2.72±1.208. 
P-value=0.006. Table 05 present group B values.

It has been observed the mean of grip strength in group A 
before the treatment was 13.92 ± 2.69 and after treatment 
the score was 19.60 ± 5.45. The result of group B shows that 
the mean of grip strength before the treatment was 15.12 
± 2.50 but after treatment score decreased, new value 
was 20.92 ± 4.18. All values are mentioned in table 06. 

DISCUSSION

Earlier studies, including meta-analyses, have determined 
that more researches on treatment options for lateral 
epicondylitis is required for making effective and sound 
treatment decisions, so evidence based treatment guide-
line should be incorporated.

This study was designed to mirror the normal work flow in a 
primary care setting, for making the result readily applica-
ble in this setting. We have selected current onset 
complaints as conflicting to recurring or severe form for 
easier comparison with earlier research, and also make 
the result more applicable in general training. It is estab-
lished that a treatment protocol reflecting usual treatment 
for this condition is essential18. With the help of assessment 
the patients’ time off paid service, we are hopeful to gain 
valuable awareness about the financial impacts of this 
condition.

To address the methodological problems in some earlier 
researches, we have designed our research as a random-
ized controlled study with the time period of six months. We 
observed that the deep frictional massage with exercises 
were more valid as compared to ultrasound therapy with 

exercises.

The deep frictional massage lead to immediate pain relief 
that is a common clinical observation18. Some patients 
experienced numbing effect during the treatment session. 
The Symptoms of some patients were reassessed immedi-
ately after the application of deep frictional massage, 
result showed reduction of pain and improved strength 
and mobility.18

Many theories and studies have been put forth to describe 
the pain relieving effects of DTF. According to Cyriax and 
Cyriax, DTF also lead to decreased pain provoking metab-
olites such as Lewis’s substances19. Another mechanism by 
which reduction in pain may be achieved through 
diffused noxious inhibitory controls, a pain suppression 
mechanism that releases erogenous opiates.

Study was done by G Ebenbichler et al in 1999 was on the 
patients having calcify shoulder tendinitis, for that purpose 
63 participants were selected to find out the therapeutic 
effects of ultrasound in shoulder calcific tendinitis20. The 
conclusion of the study was that ultrasound help in resolv-
ing the calcification. It also decreases pain, improves 
one's quality of life20.

In 1985 Binder et al tested the effectiveness of ultrasound; 
they took a group of individuals who were suffering from 
soft tissue lesions21. It was concluded through the study 
that ultrasound treatment enhances the recovery in most 
individuals with lateral epicondylitis. in one of the other 
studies done by Tim Noteboom et al10 in 1994,also point 
out that chronic symptom are usually linked to inadequate 
muscle power as well as muscle endurance. Jamar hand 
dynamometer was used in the study for the assessment of 
the grip22. Grip strength reduction was the obvious sign 
observed through the study. To overcome such deficiency 
a supervised strengthening exercise program was 
prescribed23.

During the research being done the participants of both 
groups were treated by applying strengthening as well as 
stretching exercises. These different types of exercises are 
necessary to enhance the repetitive wrist movement. 
These exercises are found to be beneficial for damaged 
wrist extensors24.

Through out the study it was observed that literatures have 
mentioned that strengthening exercise and stretching 
exercise both are effective whenever rehabilitation of 
tennis elbow is required. Stretching exercises to keep the 
tendon flexible and strengthening exercises to develop 
strength in the muscles. Positive effects of exercise 
program for tendon injuries may be attributable to length-
ening of tendon by stretching and strength of muscles by 
strengthening exercises. Loading effect must be achieved 
in tendon of muscle, and tensile strength of muscle tendon 
must be improved25.

CONCLUSION

This study supported the deep frictional massage therapy 
as a useful technique for relieving pain and improving grip 
strength in subject with tennis elbow. It also revealed that 
deep frictional massage is more effective in reducing pain 
in comparison with ultrasound therapy. This evidence will 
promote a more efficient treatment option for the 
management of tennis elbow.

Ethical Consideration
According to ethical consideration Patient privacy, 
Patient hygiene factor, Patient therapist relationship and 
Environment of the place where we treat the patient were 
given due importance.
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INTRODUCTION

Knee pain is known as one of the frequently reported 
cases involving musculoskeletal conditions, 22-23% of the 
population suffer from the condition around the age of 65 
years. Osteoarthritis is the most common type of arthritis, 
according to the National Health Service, USA. 8.5 million 
People are affected by this condition. The arthritis founda-
tion of USA, also states that almost 27 million of Americans 
are suffering from this condition1. Prevalence rates are 
higher in females than in males2.The knee joint, along with 
other major weight bearing joints of the body including hip 
joints and spine are more prone to damage by going 
through degenerative changes3. 

Osteoarthritis is usually the main cause of knee pain in 
elderly individuals4. Knee osteoarthritis produces significant 
changes which may affect many other aspects of life 
including health related quality of life, physical, mental 
and social components of health are affected by these 
degenerative changes.

Osteoarthritis is a progressive, irreversible disease. Signs 
and symptoms gradually get worse over a period of time. 
Since it is an irreversible disease, there is no cure. However, 
available therapies may help with pain reduction, subside 
inflammation and swelling. These therapies also play an 
important role in muscle strengthening, to keep the 
patients mobile and active. Experts say that patients who 
take steps to actively manage their osteoarthritis are more 
likely to overcome their symptoms.

Motion impairments attributed to many other causes 
which includes immobilization following any injury5,  
surgical interventions to repair or remove menisci6,7 and 
osteoarthritis8,9, itself.

Soft tissue changes around the knee joint can lead to 
decrease in strength of the quadriceps muscles and 
sagital range of motion, which may further lead to 
increased soft tissue contracture.10 These changes all 
together produce a typical clinical picture of joint pain, 
and stiffness at rest.

These symptoms further lead to difficulty face by patients 
to perform daily activities and weight bearing. This 
facilitates progression in disability.11

The treatment of knee osteoarthritis is currently limited to 
symptoms management, rather than progression control12.  
An evidence based approach to management of osteo-
arthritis should include patient guidance and awareness 
about the disease, pain control, options to improve 
functions, decrease disability, and prevent disease 
progression13. 

Treatments commonly available involve pharmacological 
treatments, non-pharmacological strategies and surgical 
interventions. Analgesics and anti-inflammatory drugs are 
widely used in management14, despite known serious 
adverse effects associated with long term NSAID use15,16, 

Paracetamol is known as primary oral analgesic, if 
successful the long term use preferred. These types of 
therapies help to deal with symptoms. Osteoarthritis is 
often viewed as a problem of biomechanical functions. In 
order to treat the large and growing numbers of sufferer’s 
various treatment options besides the use of medicine are 
utilized. Thus, many patients visit practitioners who provide 

therapies which intend to improve functional activities. 
Concerns regarding lost function, include ability to ambu-
late are addressed through different forms of physical 
therapy. These therapies include strength-based and 
exercise program to achieve their long term goal that is 
functional capability and ambulation.

Treatment plan consisting of an aerobic walking and 
strengthening exercises of quadriceps give desired results 
17.

For the treatment of pain and motion impairment(s) the 
healthcare professionals in spine and peripheral joints 
utilize their purpose of joint mobilization for treatment. Most 
of the research studies used techniques that are aimed at 
the spine and upper extremities, with a lesser amount of 
evidence for the efficacy of lower extremities mobilization. 
The manual therapy shows effective results in improving 
flexion of knee joint also shows effectiveness in climbing 
stairs in patients suffering from anterior knee pain and also 
little amount of improvement in knee pain17.

Muscle strength, proprioception and functional perfor-
mance seems to be effectively improved when manual 
therapy combined with appropriate exercise therapy, 
then just a randomized exercise therapy. When muscle 
strength is lost and there is decreased activity of extensors 
of knee found to be associated with anterior knee pain, 
this refers to muscle inhibition. Sacroiliac joint manipulation  
helped to overcome muscle inhibition of knee extensors. 
What muscle function benefited, so spinal manipulation 
known to have effective results in muscle inhibition of 
lower limb musculatures17.

Studies precise to knee joint are focused on mobilization, 
which includes anterior/posterior joint mobilization as well 
as patellar glides to improve outcomes in patients with 
knee pain. Different sort of treatment strategies is suggest-
ed, which aim to reduce pain and prevent functional 
deterioration in future17,18. Traction is applied at a right 
angle to the treatment plane, which is for the tibiofemoral 
joint, is located in the concave proximal end of the tibia.

Kalten born defined a grading system for traction. There 
are three types of tractions. According to the above 
mentioned grading, grade lll of the traction is linear 
motion, applied with sufficient force to take up the slake in 
the joint capsule. Ensure that the soft tissues surrounding 
the knee joint become taut.

Studies done in the past had shown that TENS increases 
pain and heat threshold in healthy individuals. Transcuta-
neous electrical nerve stimulator is an inexpensive, non-in-
vasive intervention used in various painful conditions19.

TENS has a better effect in pain that is being evoked by 
movements, also shows beneficial results by providing 
functional improvement20. Application of tens is through 
four self-adhesive electrodes that are place in a bucket 
method surrounding the knee joint with OA for 20 minutes 
at a comfortable intensity21. The specific site for electrode 
placement is determined by the allocation examiner using 
point of least impedance22.

The intention of this research was to determine before 
session condition and changes after the treatment session 
is provided by TENS and by manual therapy. Manual 
therapy is joint traction and mobilization on measures of 
pain.

Traction Grading
Kalten born Traction Grading Scale 
Grade I - Neutralizes joint pressure without separation of 
joint surfaces
Grade II - Separates articulating surfaces, taking up slack 
or eliminating play within joint capsule
Grade III - Stretching of soft tissue surrounding joint

Transcutaneous Electrical Nerve Stimulation (TENS)
It is a non-invasive modality with very few adverse effects 
that is used in physiotherapy for control of pain. Seven 
studies using TENS in people with knee osteoarthritis (OA) 
were identified for this review; device setting, application 
and outcomes measured varied between studies23. 

METHODOLOGY

Study Design
Randomized Control Trial (Experimental study)

Setting
Research was conducted at Outpatient Department of 
tertiary care hospital.

Duration of Study
6 months.

Sample Size
Sample size was calculated as 309.7 taking prevalence of 
knee OA 22-28%24, at 95% confidence level and margin of 
error is 0.05. To avoid data wastage 310 Individual will be 
included in the study.

Sampling Techniques
Simple Random Sampling

Sample Selection
Inclusion Criteria
Individuals coming for physiotherapy treatment 
diagnosed with Knee Osteoarthritis between the age 
group of 40 to 75. 

Exclusion Criteria
1. Osteoporosis
2. Knee joint infection
3. Acute rheumatoid arthritis

Pain referred from hip, sacroiliac, and lumbar spine.
1. A ligament injury
2. Cognitive deficits
3. Patello femoral arthritis.

Data Collection Tool
Date was collected using Oxford Knee Pain Scale Ques-
tionnaire. 

Data Analysis
Statistical package for social science (SPSS-20) was used 
to analyze data, means and standard deviation of all 
quantitative parameters, for effect was calculated  other 
qualitative parameters. 

RESULTS

Table 1.01 participants 
A sample of 310 participants including 62 males and 248 

females, participated in this research, which measured 
outcomes over sessions. Therefore, results for OKPS data

included all participants. No participant discontinued 
treatment due to increased knee pain. All participants 
completed all session. 

Table 1.02 mean and std. deviation of age
The mean age (± 9.61) for all participants was 54.40 years. 

The mean value for active knee flexion AROM before 
intervention was 35.74 compared to 20.73 after the last 
intervention. This change between first and last recorded 
measurement of active knee flexion represented a mean 
increase of 15.01 in the all participants. The difference of 
15.01 was statistically significant. On the other hand the 
mean value for electrotherapy before intervention was 
50.65 compared to 38.23 after the last intervention. 

The mean difference was 12.42. Electro therapy (TENS) 
also significant but less than manual traction.

DISCUSSION

After the completion of following therapeutic session of 
end-range manual traction mobilization applied to the 
tibio femoral joint, there was significant improvement in 
knee flexion AROM. The research participants experi-
enced a mean increase of 15.01 in active knee flexion 
which was measured before starting the treatment and 
measurements taken after the completion of therapy. This 
research utilized a therapeutic intervention applied manu-
ally, giving traction to articular surfaces and also stretch-
ing particular soft tissues in the region of both knee joints. 
The efficacy of the applied manual technique may relate 
to its application at the available range of motion. As well, 
manual traction applied over the TF joint may temporarily 
diminish the compression on the meniscus and facilitate 
the movement of fluid within the joint. The effects may 
help to subside the pain and swelling by decreasing the 
potential motion-limiting effects25. 

According to Maher et al significant differences were 
observed in passive range of motion after the application 
of 2 minutes and 4 minutes of joint traction with no signifi-
cance noted after 4 minutes. While pain felt by the individ-
uals did not change significantly over time, but level of 
pain did change during each session of therapy26. It was 
evident in our data that manual traction showed better 
results in patients with knee osteoarthritis pain.

In another article by Polard H et al stated that a short-term 
manual therapy knee protocol found effective in pain 
reduction in research participants suffering from osteoar-
thritic knee pain. This resulted in great improvement in 
knee functions immediately after the end of second week 
of treatment session27. In our study we had similar results 
and the manual traction has been extremely effective as 
a treatment option.

The research participants show a statically significant 
change in active flexion of knee during every therapeutic 
session, due to which application of manual traction to 
the joint to improve knee flexion impairment is highly 
supported. The results of the study done shows statically 
significant changes after the treatment. We are also 
aware of the studies done, which also have reported 
these findings. Although the manual traction application 
to the tibiofemoral component did not produce a statical-
ly significant decline in knee pain when applied at a 
painful end range position, but level of pain did statically 
decrease during each treatment session. All members 

agreed and reported that they observe that the applica-
tion of this manual technique lead to decrease their knee 
pain.

The exact mechanism for the perceived pain decline by 
the application of manual traction or mechanical traction 
technique is not well understood, Although theoretically it 
is corelated with increase in synovial fluid circulation, 
stimulation of articular receptor, tissue extensibility 
enhancement also transient decrease of compressive 
loads on the articular surfaces28. 

CONCLUSION

The result of this research supports the application of 
manual TF joint traction as a mean of stretching shortened 
articular and periarticular tissues with decreased in levels 
of pain either during the treatment or at the end of session. 
There is significant improvement in knee flexion AROM. 
Pain level decreases during every treatment session.
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INTRODUCTION

Lateral Epicondylitis is commonly known as tennis elbow. It 
is characterized by an insidious onset of elbow pain on 
extension of wrist, during pronation or supination and 
aggravated by gripping action of the hand, such as 
holding tools, shaking hands, and lifting a kettle. This condi-
tion was first named by Morris (1882) who called it lawn 
tennis arm1-3.

Lateral epicondylitis affects 1-3% of the population, only 
5% of all patients seen are recreational tennis players. 
Although the syndrome has been identified in patients 
ranging from 20 to 60 years of age, it predominantly 
occurs in the fourth and fifth decades. Male and female 
prevalence rates are reportedly equal. Seventy-five 
percent of patients are symptomatic in their dominant 
arms4-7. A study conducted by Verhaar (1994) revealed 
that between the ages of 40 and 60 years, 10% of women 
and only 3% of men were affected8.

The specific muscle that is most often implicated clinically 
and surgically is the extensor carpi radialis brevis with 
occasional involvement of the extensor digitorum 
communis, extensor carpi radialis longus, and extensor 
carpi ulnaris. The possible reason for the frequent involve-
ment of the extensor carpi radialis brevis is its location as 
one of the most laterally situated muscles on the lateral 
epicondyle with slips taking origin from the radial collateral 
ligament9. The extensor carpi radialis brevis is intimately 
attached to the joint capsule, which is continuous with the 
radial collateral ligament and because of this proximity 
adhesions are more likely10.

Treatment options for lateral epicondylitis includes thera-
peutic ultrasound, phonophoresis, corticosteroid 
injections, acupuncture, electromagnetic field therapy, 
extracorporeal shockwave therapy, laser, deep transverse 
friction massage, cervical spine mobilization, taping, 
elbow joint mobilization, exercise elbow cuff, and 
surgery10.

Deep transverse friction (DTF) is also known as deep friction 
massage is a specific type of connective tissue massage 
applied precisely to the soft tissue structures such as 
tendons. It was developed in an empirical way by cyriax 
and is currently used extensively in rehabilitation 
practice11. It is a common clinical observation that 
application of DTF leads to immediate pain relief, the 
patient experiences a numbing effect during the session.  
Reassessment immediately after it shows reduction in pain 
and increase in strength and mobility. A number of 
hypotheses to explain the pain relieving effect of DTF have 
been put forward. Absolute contraindications to DTF are 
few12. It is never applied over active infections, bursitis and 

disorders of nerve structures, ossification and calcification 
of soft tissue, or active rheumatoid arthritis, care is required 
if there is fragile skin or the patient is on anticoagulant 
treatment13.

The PRTEE, formerly known as the Patient-Rated Forearm 
Evaluation Questionnaire (PRFEQ), is a 15-item question-
naire designed to measure forearm pain and disability in 
patients with lateral epicondylitis (also known as “tennis 
elbow”)14.

METHODOLOGY

Study Design
Randomized Control Trial

Sources of Data
Study was conducted in 3 renowned tertiary care           
hospitals.

Duration of Study
Six months

Sampling Technique
Simple Random Sampling.

Sampling Method
Subjects were randomly allocated into two groups i.e. 
group A and group B.
Group A: DFM + Exercises
Group B: Ultrasound +Exercises

Sample Size
A sample of 50 patients was inducted in the study and 
divided into two groups. 
Group A: 25 participants.
Group B: 25 participants.

Inclusion Criteria
1. Both male and female between 20 to 50years of age.
2. Pain and tenderness over the forearm extensor muscles 
origin.
3. Pain with 1 of the following positive tests: Mill’s test, 
Cozens test, Maudsley’s tests.15,16,17

Exclusion Criteria
1. History of fracture at the elbow joint.
2. If full extension is not obtained at elbow. Hyper mobile 
joints.
3. Sensitive skin.

4. A recent steroid injection during last 3 months.

Data Collection Tool
Patient-Rated Forearm Evaluation Questionnaire Hand 
held dynamometer– Baseline evaluation instrument.

Data Collection Procedure
The purpose of this study has been explained and a written 
informed consent was obtained from all the participants. 
The subjects were screened based on the inclusion and 
exclusion criteria. Demographic data was collected along 
with initial assessment of VAS, grip strength, Patient rated 
forearm evaluation questionnaire for lateral epicondylitis. 
After initial assessment they were allocated into 2 groups 
Group A and Group B with equal no of participants in 
each group

Both groups received the selected treatment for 1 session 
per day for 7 days continuously.

Group A – Deep friction massage + Exercise
Group B – Therapeutic Ultrasound + Exercise

Data Analysis Procedure
Data was entered in SPSS Version 20. Frequencies and 
percentages were taken out for all categorical variables. 
Independent T test was applied as test of significance to 
find association between two categorical variables. 
P-value less than 0.5, considered significant.

RESULT

All assessments are recorded using pre-structured, 
standardized forms. Outcome assessments are done by 
the trial doctors and by the patient answering a question-
naire.

Based on earlier studies and assessment of the validity and 
reliability of the outcome measures, the patient's evalua-
tion of improvement will be registered on a 6-point Likert 
scale (much worse - worse - a little worse - some improve-
ment- much improvement - completely recovered).

A total of 50 patients were randomized and divided into 
two equal groups. 30 male and 20 female patients [mean 
age 37.62 +7.44 (range 20-50 years)] were allocated. 
(Table 3).

After the treatment sessions all 50 patients were present to 
be re-assessed. Group frequencies are show in table 04. 
The patients were treated for 6 months at hospital under 
the supervision of physical therapist.

Group A: The result shows that the mean pain score of VAS 
before treatment 5.88 ± 1.130, but after treatment VAS 
score were decreased and intensity of pain was 1.80 ± 
1.041. P-value 0.006.Frequency of pain score is mentioned 
in Table 5.  
Group B: it has been observed that mean pain score of 
VAS before treatment was 6.56±1.446 and after treatment 
it was decreased and new value 2.72±1.208. 
P-value=0.006. Table 05 present group B values.

It has been observed the mean of grip strength in group A 
before the treatment was 13.92 ± 2.69 and after treatment 
the score was 19.60 ± 5.45. The result of group B shows that 
the mean of grip strength before the treatment was 15.12 
± 2.50 but after treatment score decreased, new value 
was 20.92 ± 4.18. All values are mentioned in table 06. 

DISCUSSION

Earlier studies, including meta-analyses, have determined 
that more researches on treatment options for lateral 
epicondylitis is required for making effective and sound 
treatment decisions, so evidence based treatment guide-
line should be incorporated.

This study was designed to mirror the normal work flow in a 
primary care setting, for making the result readily applica-
ble in this setting. We have selected current onset 
complaints as conflicting to recurring or severe form for 
easier comparison with earlier research, and also make 
the result more applicable in general training. It is estab-
lished that a treatment protocol reflecting usual treatment 
for this condition is essential18. With the help of assessment 
the patients’ time off paid service, we are hopeful to gain 
valuable awareness about the financial impacts of this 
condition.

To address the methodological problems in some earlier 
researches, we have designed our research as a random-
ized controlled study with the time period of six months. We 
observed that the deep frictional massage with exercises 
were more valid as compared to ultrasound therapy with 

exercises.

The deep frictional massage lead to immediate pain relief 
that is a common clinical observation18. Some patients 
experienced numbing effect during the treatment session. 
The Symptoms of some patients were reassessed immedi-
ately after the application of deep frictional massage, 
result showed reduction of pain and improved strength 
and mobility.18

Many theories and studies have been put forth to describe 
the pain relieving effects of DTF. According to Cyriax and 
Cyriax, DTF also lead to decreased pain provoking metab-
olites such as Lewis’s substances19. Another mechanism by 
which reduction in pain may be achieved through 
diffused noxious inhibitory controls, a pain suppression 
mechanism that releases erogenous opiates.

Study was done by G Ebenbichler et al in 1999 was on the 
patients having calcify shoulder tendinitis, for that purpose 
63 participants were selected to find out the therapeutic 
effects of ultrasound in shoulder calcific tendinitis20. The 
conclusion of the study was that ultrasound help in resolv-
ing the calcification. It also decreases pain, improves 
one's quality of life20.

In 1985 Binder et al tested the effectiveness of ultrasound; 
they took a group of individuals who were suffering from 
soft tissue lesions21. It was concluded through the study 
that ultrasound treatment enhances the recovery in most 
individuals with lateral epicondylitis. in one of the other 
studies done by Tim Noteboom et al10 in 1994,also point 
out that chronic symptom are usually linked to inadequate 
muscle power as well as muscle endurance. Jamar hand 
dynamometer was used in the study for the assessment of 
the grip22. Grip strength reduction was the obvious sign 
observed through the study. To overcome such deficiency 
a supervised strengthening exercise program was 
prescribed23.

During the research being done the participants of both 
groups were treated by applying strengthening as well as 
stretching exercises. These different types of exercises are 
necessary to enhance the repetitive wrist movement. 
These exercises are found to be beneficial for damaged 
wrist extensors24.

Through out the study it was observed that literatures have 
mentioned that strengthening exercise and stretching 
exercise both are effective whenever rehabilitation of 
tennis elbow is required. Stretching exercises to keep the 
tendon flexible and strengthening exercises to develop 
strength in the muscles. Positive effects of exercise 
program for tendon injuries may be attributable to length-
ening of tendon by stretching and strength of muscles by 
strengthening exercises. Loading effect must be achieved 
in tendon of muscle, and tensile strength of muscle tendon 
must be improved25.

CONCLUSION

This study supported the deep frictional massage therapy 
as a useful technique for relieving pain and improving grip 
strength in subject with tennis elbow. It also revealed that 
deep frictional massage is more effective in reducing pain 
in comparison with ultrasound therapy. This evidence will 
promote a more efficient treatment option for the 
management of tennis elbow.

Ethical Consideration
According to ethical consideration Patient privacy, 
Patient hygiene factor, Patient therapist relationship and 
Environment of the place where we treat the patient were 
given due importance.
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