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urrent Use of Lumbar Traction in the Management of Low
ack Pain: Results of a Survey of Physiotherapists in the
nited Kingdom
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ABSTRACT. Harte AA, Gracey JH, Baxter GD. Current use
f lumbar traction in the management of low back pain: results
f a survey of physiotherapists in the United Kingdom. Arch
hys Med Rehabil 2005;86:1164-9.

Objective: To identify the current use of traction and the
ypes of patients, treatment parameters, and treatment modali-
ies used in conjunction with traction.

Design: Postal survey, with 4 sections: professional charac-
eristics of respondent, current use of traction, patient selection,
nd treatment parameters.

Setting: Musculoskeletal outpatient departments (private
nd nonprivate practitioners).

Participants: Random sample (N�1491) of chartered phys-
otherapists in the UK who work in the management of low
ack pain (LBP).
Interventions: Not applicable.
Main Outcome Measures: Descriptive analysis of informa-

ion on current use and practice in applying traction.
Results: A response rate of 83% (n�1239) was achieved;

1% (n�507) use lumbar traction, which is most commonly
sed in the management of subacute LBP patients presenting
ith nerve root symptoms. Treatment parameters were estab-

ished for weights (5–60kg), frequency (2–3 times weekly),
nd length of treatment (4wk). In addition, traction is com-
only used with other modalities (87%): mobilizations, advice,

nd exercise.
Conclusions: Survey results show the continued use of

umbar traction despite the recommendations of numerous
uidelines. Results also clarify the types of patients and the
arameters used in the application of traction.
Key Words: Low back pain; Physical therapy techniques;

ehabilitation; Traction.
© 2005 by American Congress of Rehabilitation Medicine

nd the American Academy of Physical Medicine and
ehabilitation

OW BACK PAIN (LBP) is a common cause of disability
and work loss in Western society, yet despite the avail-

bility of numerous clinical guidelines on LBP produced
orldwide, there is still a lack of consensus about its most

ffective management.1,2 Physiotherapy (PT) interventions
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or the management of LBP are wide and variable, but the
fficacy of many is still questionable. One such intervention
s traction, which may be applied in many forms: motorized
umbar traction (traction applied by a motorized pulley),
utotraction (the patient exerts the traction force through a
ulling or pushing action), gravitational traction (traction
hrough a suspension device), or manual traction (forces
xerted by the therapist).

In both its 1996 and 1999 guidelines, the UK Royal
ollege of General Practitioners (RCGP) stated that “there

s little evidence to support the continued use of traction in
he management of LBP.”1(p16) Despite this, many surveys
ave shown its continued use: with 7% of the LBP patients
n the Republic of Ireland and the UK,3 with 13.7% in
orthern Ireland,4 7% in the Netherlands,5 21% in the
nited States,6 and up to 30% of patients with acute LBP

nd sciatica in Canada.7 Despite such continuing widespread
se, the evidence for traction use remains inconclusive
ecause of the poor methodologic quality of trials8,9; there
re, therefore, no agreed clinical guidelines for its use.10

In future clinical trials that examine the effectiveness of
raction, it is important to address not only methodologic
uality but also the appropriateness of the intervention,9

articularly because inappropriate treatment procedures or
nadequate treatment doses may lead to serious performance
ias.11 A trial may be of a high methodologic quality, but if
ts treatment procedures are inappropriate, that weakness
ill affect the strength of the overall conclusion.12 Traction

reatments can be defined in terms of weights, frequency of
reatment, and the duration of treatment. However, a recent
ystematic review9 of the effectiveness of traction for LBP
howed the difficulty of establishing clinical parameters for
ts use because little basic research has been undertaken in
his area. The review found that when clinical treatment
arameters were examined from the perspective of ex-
erts,13-15 many of the published articles did not use recom-
ended clinical parameters, ie, recommended weights or

uggested lengths of treatment to show an effect. Indeed, the
nly “high-quality” study identified in the review had to be
xcluded because it did not meet the experts’ clinical treat-
ent parameters.
Expert opinion, although an important starting point, may

ot be representative of what is actually being done in clinical
ractice. In the absence of high-quality research to guide pa-
ameter selection, it is important—as a starting point—to look
t how traction is being used clinically.

This descriptive survey of UK physiotherapists was under-
aken to determine current clinical practice in the use of trac-
ion in the management of LBP. We investigated (1) the types
f LBP patients who receive traction, (2) the treatment param-
ters used in the application of motorized traction, and (3) the
reatment modalities and regimens used in conjunction with

raction.
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1165CURRENT USE OF LUMBAR TRACTION, Harte
METHODS

urvey Design
The design involved a cross-sectional (self-reported) postal

uestionnaire survey of chartered physiotherapists in the UK.

ampling Frame
A random sample (N�1491) of physiotherapists specializing

n musculoskeletal management (N�15,000) was accessed
hrough the UK Chartered Society of Physiotherapy. The sam-
le size was empirically chosen, but a retrospective analysis
howed a confidence interval half width of 3%, based on the
ercentage of therapists (41%) who use traction; this was found
o be acceptable. The survey was conducted between Novem-
er 2002 and February 2003.

uestionnaire Design
The questionnaire was based on the literature on lumbar

raction and discussions with physiotherapists experienced in
anual therapy. A pilot study with 22 therapists was conducted

efore the main questionnaire distribution, and some questions
ere modified to ensure clarity. The final questionnaire con-

ained 30 open and closed questions, seeking information
ithin 4 sections: professional characteristics of the therapists,
eneral information pertaining to the use of traction, patient
election, and treatment parameter selection.

The questionnaire package included the questionnaire, cov-
ring letter, and a prepaid, self-addressed envelope. To im-
rove response rate and prevent unnecessary follow-up, 2 tick
oxes were added to the covering letter asking nonresponding
herapists to indicate that they did not work with LBP patients
r that they worked with LBP patients but did not use traction
n their management strategy. This gave an opportunity to
ssess the percentage of therapists who were not using traction
n the management of LBP. Four weeks after the first distribu-
ion, a reminder letter with a second questionnaire was sent to
ll nonrespondents. A final postcard was then sent 8 weeks
ater; therapists were asked to tick the appropriate box on the
ostcard to indicate the reason for nonresponse. Available
ptions were “I do not work with LBP patients,” “I do not use
raction with LBP patients,” “I am not working as a physio-
herapist,” “I am retired,” “I did not receive the questionnaire,”
I am not interested in replying,” or the questionnaire was “too
ong or difficult.”

tatistical Analysis
The questionnaire was designed for the Formic system,

ersion 2.a Responses for closed questions were collated by
omputer scanning, all string variables were inputted by hand,
nd responses from open questions were grouped in common
hemes, coded, and entered on SPSS, version 11,b for further
nalysis. Descriptive analyses included frequencies, means,
odes, medians, and measures of variance, where appropriate.
he majority of the survey variables were of nominal or ordinal

evel of measurement; planned associations between these vari-
bles were explored by using cross-tabulation and chi-square
nalysis. Some questions provided ratio data, and several
aired t tests were performed to explore the relation between
hese variables. For such testing, we used a significance level of

less than .05.

RESULTS

urvey Response
Responses were obtained from 1239 of the 1491 physiother-
pists contacted; the overall response rate was 83%. Of respon- c
ents, 41% (n� 507) indicated they used traction by returning
he completed questionnaire, 45% (n� 553) returned the letter
ndicating that they did not use traction, and 12% (n�151)
ndicated they did not treat LBP (due either to retirement,
hange of job, or career break). A further 2% (n�28) returned
he survey and covering letter uncompleted. Prepaid postcards
n�252) were sent to nonrespondents, of which 39% (n�98)
ere returned; 51% (n�50) of these did not use traction with
BP; 11% (n�11) were no longer working in musculoskeletal
anagement; 6% (n�6) felt the questionnaire was too long/

ifficult; 4% (n�4) were not interested in replying; and 28%
n�27) gave other responses, for example, the therapist was
verseas, on holiday, or too busy. The nonresponse bias
howed that the most common reason for noncompletion was
hat “the therapist did not use traction in the management of
BP.” Because the questionnaire represented the views of

hose who used traction, this nonresponse rate did not affect
ur results, and because of the high response rate, it had only
small effect on the overall percentage of therapists using

raction.

espondents’ Profile
Data on respondents’ profiles showed that this was an expe-

ienced group (table 1) of therapists working in both the Na-
ional Health Service (NHS) and private practice; 99%
n�504) of the therapists had completed postgraduate training
ourses (range, 1–9; mean, 5), which indicated they were

Table 1: Summary of Respondents’ Profile

Respondents (n�507)
Valid

Percentage (%) Frequency (n)

Area of work (n�500)
NHS trust 50.4 252
Private practice 35.0 175
Both NHS and private

practice 14.6 73
Clinical experience (years

qualified, n�503)
3–5y 2.6 13
6–10y 18.3 92
�10y 79.1 398

LBP experience (n�505)
1–3y 2.4 12
4–5y 10.3 52
6–10y 28.5 144
�10y 58.8 297

Postgraduate courses (n�504)
Mulligan 81.1 411
Muscle imbalance 77.7 394
Maitland 71.2 361
McKenzie 64.9 329
Acupuncture 62.7 318
Cyriax 53.1 269
Neurogenic pain 44.8 227
MACP validated/MSc

manual therapy
29.8 151

Muscle energy 6.3 32
Pilates 5.1 26
Psychosocial approach 3.6 18
Manipulation 3.4 17
Craniosacral therapy 1.4 7

bbreviation: MACP, Manipulation Association of Chartered Phys-
otherapists.
ontinuing to update their clinical skills.

Arch Phys Med Rehabil Vol 86, June 2005
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A

aseload Profile
Respondents were asked to estimate the percentage of their

aseload that received treatment for LBP: this ranged from 1%
o 100%, with a mean of 45.3% (median, 40%; mode, 40%;
nterquartile range [IQR], 0%–60%). Respondents were also
sked to rank the level of LBP chronicity (ie, “acute,” �6wk
rom onset; “subacute,” 7–12wk; “chronic,” �12wk) based on
he relative percentage in their caseload (table 2). Although all
evels of chronicity were treated, chronic LBP (CLBP) patients
ere seen most commonly, followed by subacute patients, with

cute LBP seen least often. Chi-square analysis revealed a
ighly significant association (�4

2 test�130.23, P�.001) be-
ween how often acute LBP patients were seen in relation to the
ractice setting. In the NHS setting, only 17% (n�23) reported
eeing acute LBP “most often”; in private practice, it was 68%
n�90). Subacute LBP showed a weak but not significant
ssociation. CLBP similarly showed a strong association with
ractice setting; NHS staff were more likely to see CLBP
73%, n�159) than were private practitioners (12%, n�27) (�4

2

est�125.269, P�.001). Those who worked in both sectors had
more even representation of all levels of chronicity.
Therapists estimated that 5% (median, mode) of their LBP

atients received traction; the range reported was wide (1%–
5%), because of extreme outliers, but the IQR was 2% to 10%
ith 76% of respondents using traction with 10% or less of

heir LBP patients. Results indicated that, regardless of practice
etting, traction is most commonly used for the treatment of
ubacute LBP and used less frequently with acute or CLBP (see
able 2).

Table 2: Chronicity of LBP Present

Characteristics Most Often S

Chronicity of LBP presenting in caseload
Acute 26.8 (n�

Subacute 29.3 (n�

Chronic 44.5 (n�

Chronicity of LBP patients receiving traction
Acute 32.7 (n�

Subacute 41.2 (n�

Chronic 33.6 (n�

Table 3: Summary of Modalities

Modality

Frequen

Valid Percentage (%)

Advice re posture and management 96.8

General exercise/keep active 89.4

Core stability 80.4

Mobilizations 60.2

McKenzie 45.0

Neural 37.8

Massage 12.1
Heat 10.6
IFT 9.8
Other electromodalities 9.0
Manipulation 7.3
Other* 6.1

OTE. Categories are not mutually exclusive. Boldface represents m
bbreviation: IFT, interferential therapy.

Other modalities consisted of muscle energy techniques, acupuncture,
herapy, and pain management classes.

rch Phys Med Rehabil Vol 86, June 2005
raction Modes
Respondents indicated that motorized traction with a split

abletop was the most commonly used type of traction (79%,
�400); however, manual traction was also used consistently
53%, n�266). Other forms of traction such as autotraction and
ravitational traction were used infrequently (5%, n�23; 4%,
�19, respectively).

odalities Used in Conjunction With Traction
Results also showed that patients received traction most

ommonly as part of a package (median, 100%; mode, 100%;
QR, 80%–100%), with only a small proportion receiving
raction with advice (median, 0%; mode, 0%; IQR, 0%–15%).
t was particularly interesting to note that traction was appar-
ntly rarely used in isolation (mean, .85%; median, 0%; mode,
%; IQR, 0%).
In examining the treatment modalities used in conjunction

ith traction, respondents were asked to rank whether they
sed a modality “frequently,” “sometimes,” “rarely,” or
never.” The modalities used frequently were advice about
he self-management of LBP (97%, n�477) and general
xercises, including advice to stay active (89%, n�437). In
ddition, so-called “core stability exercises,” a relatively
ew addition to the physiotherapists’ repertoire, was used
0% (n�390) of the time. The most common types of
anual therapy used frequently were mobilizations (60%,
�284), McKenzie regimen (45%, n�211), and neural tech-
iques (38%, n�175) (table 3).

Caseload and Receiving Traction

%) Second Most Often Seen (%) Least Often Seen (%)

20.4 (n�102) 52.4 (n�264)
59.6 (n�297) 11 (n�55)
21.2 (n�106) 34.3 (n�171)

21.5 (n�95) 45.8 (n�144)
50.9 (n�232) 7.9 (n�36)
23.4 (n�106) 43 (n�195)

d in Conjunction With Traction

sed Never Used

Frequency (n) Valid Percentage (%) Frequency (n)

477 0.2 1
437 0.4 2
390 1.9 9
284 2.8 13
211 4.3 20
175 3.5 16
53 38.4 168
45 39.9 169
43 35.2 154
39 22.1 96
32 38.3 168
31

commonly recorded modalities.
ing in

een (

134)
146)
222)

144)
188)
Use

tly U

ost
Mulligan techniques, trigger points/soft tissue release, craniosacral
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1167CURRENT USE OF LUMBAR TRACTION, Harte
The modalities most commonly cited as “never” used with
raction were manipulation (38%, n�168), interferential (35%,
�154), massage (38%, n�168), and heat (40%, n�169).

atient Selection for Traction
There are inherent problems with categorizing LBP,16-18 and

hey have previously caused difficulty in identifying the types
f patients who receive traction. Manual therapy texts13-15

ecommend that traction be used to treat patients with nerve
oot pain (with or without neurologic signs), to “mobilize a stiff
pine,” or as a treatment for “generalized pain relief.” Thera-
ists were asked to estimate the percentage of their patients
ho received traction across these 3 categories. Traction was

eported as used most commonly to treat nerve root pain
median, 77.5%; mode, 100%; IQR, 50%–95%), and less fre-
uently to treat “stiffness” (median, 5%; mode, 0%; IQR,
%–25%) or “generalized pain” (median, 0%; mode, 0%; IQR,
%–20%) (fig 1).

reatment Details
This section of the questionnaire was targeted to therapists

ho used motorized traction on a split tabletop and asked
uestions on position, weights, length, and frequency of trac-
ion. It asked the respondents to provide details about the
actors that influenced their choice of weights, as well as about
he duration and frequency of traction. Respondents tended to
ist these factors but did not clearly indicate how it affected
heir choice.

raction Position
The most common positions for applying traction were su-

ine lying with the knees and hips flexed to 90° (67%, n�340)
r supine with a pillow under the knees (19%, n�98).

raction Weight
Respondents were asked to indicate the lowest and highest

eight they most commonly used for women and men of small,
edium, and large builds. Overall results showed that clini-

ians used a wide range of weights (1–126kg); however, box-
lots (fig 2) showed that there were several outliers in the
igher weight ranges, and data were positively skewed (1.2–
.9) to use of lighter weights of from 5 to 60kg ( IQR,

ig 1. Percentage of traction used for LBP categories. NOTE. Stan-
ard error (SE) ranged from 1.45 to 0.99 (nerve root, 1.45; stiffness,
.07; pain, 0.99). Standard deviation (SD) ranged from 31.8 to 21.7
nerve root, 31.8; stiffness, 23.3; pain, 21.7).
0–40kg; mean range, 13–34kg; median range, 12–35kg). The
F
0

ost common reasons given for weight choice was the size,
eight, and build of the patient (74%, n�374), and the irrita-
ility, severity, and intensity of pain (53%, n�266). Although
he patient’s sex was not rated highly as an influence on weight
hoice (6%, n�0), there were significant sex differences be-
ween weights used, as well as for the patient’s build (t test,
�.000). Higher weights tended to be used with men and with
atients who were larger in size, weight, and build.

uration of Traction Session
At the first session, patients treated for “nerve root” irritation

r “pain” were most commonly treated for less than 10 min-
tes, whereas “stiffness” was more often treated for from 11 to
0 minutes. At subsequent treatments, the average duration for
ll 3 categories was 11 to 20 minutes (table 4). The factors that
ost commonly influenced the choice of treatment duration
ere severity and irritability of the condition (43%, n�219),

esponse to treatment at this or a previous episode (29%,
�147), and whether the condition was in the acute or chronic
tage (22%, n�113). In general, respondents did not indicate
ow these factors actually influenced their choice of traction
uration, but some indicated that the more severe or irritable
onditions received shorter treatment times.

requency of Treatment
Analysis showed that “nerve root” patients were likely to be

een 2 or 3 times a week (48%, n�200; 35%, n�143, respec-
ively), whereas “stiffness” was treated 1 or 2 times a week
39%, n�106; 49%, n�134, respectively), and “pain” received
reatment most commonly twice a week (56%, n�137). Fre-
uency of treatment was influenced by several factors includ-
ng the response to treatment (47%, n�237), the availability of
ppointments (46%, n�234), the severity and irritability of the
atient’s condition (40%, n�205), and whether the patient was
cute or chronic (22%, n�110) (table 5).

ength of Management Program With Traction
Respondents were asked to estimate the number of weeks

hat traction was required to obtain a lasting response; the mean
ime was 4 weeks (mode, 3–4wk; median, 3–4wk; range,
–15wk), and there was little difference between LBP catego-
ies.
ig 2. Traction weights for sex and build. NOTE. SE ranged from
.35 to 0.85. SD ranged from 6.58 to 15.9.

Arch Phys Med Rehabil Vol 86, June 2005
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A

ffects of Traction and the RCGP Guidelines
Respondents were asked if they agreed with the RCGP

uideline1 recommendations for traction use: 10.3% (n�51)
tated yes, 64.2% (n�317) stated no, and 25.1% (n�124) were
ndecided. It is interesting to note that even though 10.3%
ccepted the guidelines, they continued to use traction. The
easons given for disagreeing or being undecided were that
raction appeared to work in clinical practice (71.6%, n�363)
nd, less commonly, that the guidelines were based on poor
uality research 4.7% (n�23).

dverse Effects of Traction
As far as we know, no other survey has looked at the adverse

ffects of traction; when considering the continued use of
raction, this is an important factor. A significant number of
espondents (42%, n�207) stated that they had experienced
dverse effects with traction; these effects were in the main not
f a serious nature (short-term exacerbation of symptoms, pain
n release of traction, headache, difficulty relaxing). In con-
rast, 2 respondents reported 1 episode of cauda equina symp-
oms and 1 patient who was hospitalized because of an acute
nset of pain.

DISCUSSION
Our survey was the first of its kind and was done to define

urrent clinical practice in the application of traction for LBP
n the UK. We collected information pertaining to the types of
atients receiving traction and the treatment regimens used
length and frequency of treatment sessions, weights of trac-
ion, length of overall treatment program). No large-scale sur-
ey to date has addressed the traction parameters used by
linicians, and our results provide important information on use
f lumbar traction in the management of LBP. In the past,
vidence of the effectiveness of traction has been inconclusive
ecause of the poor methodologic quality and the clinical
nappropriateness of research studies9; the results of our study
an be used in conjunction with expert opinion to guide the
election of suitable treatment parameters in the design of
uture clinical trials.

Findings suggest that a high percentage of therapists (41%)
ontinue to use traction in the management of LBP and that
6% of these therapists use traction with 2% to 10% of their
atients. These findings agree with results of past studies in the
K and Ireland3,4 and indicate that clinical practice has not

hanged despite the widespread promotion of guidelines1,2,19-22

nd implementation of various strategies to encourage evi-
ence-based practice.23 Our survey showed that the most com-
on reason for continuing to use traction is that “it seemed to
ork clinically,” and only a small proportion of respondents

Table 4: Treatment Duration for Each Category of LBP

Category �10 Minutes 11–20 Minutes 21–30 Minutes

Nerve root irritation (%)
1st session 76.8 22.3 1.1
Subsequent sessions NA 87.2 12.3

Stiffness (%)
1st session 40.9 56.9 2.2
Subsequent sessions NA 73.7 25.5

Pain relief (%)
1st session 61.8 37.7 0.4
Subsequent sessions NA 85 13.8

bbreviation: NA, not applicable.
5%) stated that it was because of the lack of high-quality

rch Phys Med Rehabil Vol 86, June 2005
esearch in this area. This lack of compliance with clinical
uidelines and reliance on personal clinical experience high-
ights the importance of strategies to change the behavior of
ealth care providers.23 Equally, to gain acceptance and com-
liance by clinicians it is essential that guidelines are based on
igh-quality, clinically appropriate trials.
Despite the fact that traction is used with a small proportion

f LBP patients, it is clearly used most commonly with patients
ith nerve root irritation (with or without neurologic signs).
ne explanation for the lack of positive research findings from

andomized trials is that patients with nonspecific LBP are
egarded as a homogeneous group, when in fact they are a
eterogeneous group consisting of several smaller homoge-
eous subsets, which are more likely to respond to a particular
reatment appropriately targeted to that classification.16 The
mplication of these findings is that future trials of the effec-
iveness of traction should focus on LBP patients with nerve
oot signs. Although classification and identification of LBP
an be difficult, nerve root pain is perhaps easier to classify
han other less distinct groups.

Traction weights are of particular interest in the design of a
tudy; several previous trials in this area have used sham
raction, that is, a low weight that is perceived to be negligible.
owever, because the mechanism by which traction may affect

he lumbar spine is not fully understood, it cannot be assumed
hat sham traction with low weights will not have an effect.24

n some cases, the sham traction weight has been within the
eight regimens recommended by clinical experts for treat-
ent, meaning that the control is potentially active. It is im-

ortant therefore to establish traction weights for use in future
linical trials. The survey results support the use of lower
eights (5–60kg), which is similar to that suggested by the
rincipal manual therapy texts (10–85kg).13-15 In past traction
tudies, only 46% used weights that were within these guide-
ines.9

Existing texts agree that acute nerve root patients should
eceive traction treatment daily, whereas those with stiffness
ay receive treatment less frequently. However, the results of

ur survey showed a very different response, with nerve root
atients being seen no more than 3 times weekly and only 9%
n�39) of therapists seeing them daily. Interestingly, a main
actor affecting the frequency of treatment was the availability
f appointments (46.2%, n�237) and, to a lesser extent, the
ondition of the patient. This is possibly a reflection of pres-
ures within the UK NHS. In contrast to expert opinion, it
ould appear that frequency of treatment would not need to be
aily but rather 2 or 3 times a week. This may help address the
ifficulties of patient compliance and treatment costs in a trial.
Studies3,4 in the past have shown that PT is characterized by
diverse array of modalities, exercises, and manual therapy

reatments. So in addition to understanding the treatment pa-
ameters used when applying traction, it is also essential to
nderstand how traction is used within a polytherapy approach.
ur results indicate that traction is used principally as part of a
ackage of treatment modalities; therapists use not only a passive
pproach to the management of LBP (with the use of traction and

Table 5: Reported Frequency of Treatment for Each Category of
LBP

Time Daily 3 � Weekly 2 � Weekly 1 � Weekly

Nerve root (%) 9.4 34.6 48.4 7.5
Stiffness (%) 1.5 10.6 49.1 38.8

Pain (%) 2.4 22 55.7 19.9
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obilization techniques) but also an active approach with the
nvolvement of the patient through advice about self-management
nd exercises (general or specific). Jette and Delitto6 noted that
T treatments are initially more passive but become more
ctive as the patient responds to treatment. Ideally, future trials
hould also reflect this polytherapy approach to the manage-
ent of LBP.
Previous studies in this area have been principally explana-

ory trials (looking at traction in isolation); these types of trials
ssess efficacy by looking at the benefits of treatment under
deal conditions with a carefully defined group. However, this
ails to address questions about its effectiveness in clinical
ractice because a treatment may work in an ideal setting but
ot in everyday life.25 A pragmatic trial, on the other hand,
valuates a treatment policy rather than the treatment itself; it
s not concerned with how the treatment works but whether it
orks in clinical practice. It allows for variations between
atients that occur in real clinical situations.26 Pragmatic trials
ddress the overall effectiveness of therapies as they would be
sed routinely by clinicians.27,28 Past trials on the effectiveness
f traction have typically been poorly designed, but using a
ragmatic design incorporating the findings of this survey
ould ensure a high-quality study that is clinically appropriate

nd be a more appropriate trial of the potential role of traction
n the management of LBP.

imitations of the Study
This survey was conducted with a random sample of UK

hysiotherapists. However, this information is unlikely to be
ransferable to other countries where different types of traction
autotraction, gravitational traction) may be used or where their
raction regimes may be influenced by other expert opinion.

We asked therapists to indicate parameters of treatment with
raction. Some therapists stated that it was difficult to answer
ections of the questionnaire, for example, the sections on
eights and overall length of treatment regimes. Although this

ould have been overcome by asking therapists to record trac-
ion regimens with individual patients, it would have been
ifficult to complete within the time constraints of this re-
earch.

CONCLUSIONS
The results of this survey show that despite recommenda-

ions of various LBP guidelines,1,19-22 traction continues to be
sed by UK physiotherapists in the management of LBP. In
ddition, our results clarify the types of patients who receive
raction and how traction is used clinically (parameters and
odalities used in conjunction with traction).

References
1. Waddell G, McIntosh A, Hutchinson A, Feder G, Lewis M. Low

back pain evidence review. London: Royal College of General
Practitioners; 1999.

2. Koes BW, van Tulder MW, Ostelo R, Burton AK, Waddell G.
Clinical guidelines for the management of low back pain in
primary care. An international comparison. Spine 2001;26:2504-
14.

3. Foster NE, Thompson KA, Baxter GD, Allen JM. Management of
non-specific low back pain by physiotherapists in Britain and
Ireland. Spine 1999;24:1332-42.

4. Gracey JH, McDonough SM, Baxter GD. Physiotherapy manage-
ment of low back pain: a survey of current practice in Northern
Ireland. Spine 2002;27:406-11.

5. Van der Heijdan GJ, Beurskens AJ, Dirk MJ, Bouter LM, Linde-
man E. Efficacy of lumbar traction: a randomised clinical trial.

Physiotherapy 1995;81:29-35. b
6. Jette AM, Delitto A. Physical therapy treatment choices for mus-
culoskeletal impairments. Phys Ther 1997;77:145-54.

7. Li LC, Bombardier C. Physical therapy management of low back
pain: an exploratory survey of therapist approaches. Phys Ther
2001;81:1018-27.

8. Van der Heijdan GJ, Beurskens AJ, Koes BW, Assendelft WJ, de
Vet HC, Bouter LM. The efficacy of traction for back and neck
pain: a systematic review of randomised clinical trials. Phys Ther
1995;75:93-104.

9. Harte AA, Baxter GD, Gracey JH. The efficacy of traction for
back pain: a systematic review of randomized controlled trials.
Arch Phys Med Rehabil 2003;84:1543-52.

0. The database of abstracts of reviews of effectiveness. York: Co-
chrane Library; 1997. DATE CRD Database No. Dare-978020.

1. Bjordal JM, Greve G. What may alter the conclusion of reviews?
Phys Ther Rev 1998;3:121-32.

2. Bjordal JM, Couppe C, Ljunggren AE. Low level laser therapy for
tendinopathy. Evidence of a dose-response pattern. Phys Ther Rev
2001;6:91-9.

3. Maitland GD. Vertebral manipulation. 8th ed. Edinburgh:
Churchill Livingstone; 2001.

4. Cyriax J. Textbook of orthopedic medicine. Vol 1. 8th ed. Lon-
don: Bailliere Tindall; 1982.

5. Grieve GP. Common vertebral joint problems. Edinburgh:
Churchill Livingstone; 1981.

6. Fritz JM, George S. The use of a classification approach to
identify subgroups of patients with acute low back pain. Spine
2000;1:106-14.

7. Petersen T, Thorsen H, Manniche C, Ekdahl C. Classification of
non-specific low back pain: a review of the literature on classifi-
cations systems relevant to physiotherapy. Phys Ther Rev 1999;
4:265-81.

8. Riddle DL. Classification and low back pain: a review of the
literature and critical analysis of selected systems. Phys Ther
1998;78:708-37.

9. Clinical Standards Advisory Group report. London: Her Majesty’s
Stationery Office; 1994.

0. Bigos SJ, Bowyer OR, Braen GR, et al. Acute low back problems
in adults. Clinical practice guideline no. 14. Rockville: Agency for
Health Care Policy and Research; 1994. AHCPR Publication No.
95-0642.

1. New Zealand acute low back pain guidelines. Wellington (N Z):
Accident and Rehabilitation and Compensation Insurance Corp of
New Zealand, National Health Committee; 1997.

2. Philadelphia Panel evidence-based clinical practice guidelines on
selected rehabilitation interventions for low back pain. Phys Ther
2001;81:1641-63.

3. Scalzitti DA. Evidence-based guidelines: application to clinical
practice. Phys Ther 2001;81:1622-8.

4. Krause M, Refshauge KM, Dessen M, Boland R. Lumbar spine
traction: evaluation of effects and recommended application for
treatment. Man Ther 2000;5:72-81.

5. Roland M, Torgerson. DJ. What are pragmatic trials? BMJ 1998;
316:285.

6. Wakefield A. Evidence-based physiotherapy: the case for prag-
matic randomised controlled trials. Physiotherapy 2000;86:394-6.

7. Helms PJ. “Real world” pragmatic clinical trials: what are they
and what do they tell us? Pediatr Allergy Immunol 2002;13:4-9.

8. Sim J, Wright C. Research in health care. Concepts, designs and
methods. Cheltenham: Nelson Thornes; 2000.

Suppliers
. Formic Ltd, Kingston-upon-Thames, Surrey, England.

. SPSS Inc, 233 S Wacker Dr, 11th Fl, Chicago, IL 60606.

Arch Phys Med Rehabil Vol 86, June 2005


	Current Use of Lumbar Traction in the Management of Low Back Pain: Results of a Survey of Physiotherapists in the United...
	METHODS
	Survey Design
	Sampling Frame
	Questionnaire Design
	Statistical Analysis

	RESULTS
	Survey Response
	Respondents' Profile
	Caseload Profile
	Traction Modes
	Modalities Used in Conjunction With Traction
	Patient Selection for Traction
	Treatment Details
	Traction Position
	Traction Weight
	Duration of Traction Session
	Frequency of Treatment
	Length of Management Program With Traction
	Effects of Traction and the RCGP Guidelines
	Adverse Effects of Traction

	DISCUSSION
	Limitations of the Study

	CONCLUSIONS
	References
	Suppliers


