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Abstract
Introduction: Sciatica is one of the most common
painful and disabling conditions accounting for
about 40% of low back pain cases hence the need
for effective means to alleviate symptoms. Nerve
Flossing Technique has been successfully used to
manage neuropathic pain like carpal tunnel
syndrome.
Aim: This study investigated the efficacy of nerve
flossing technique (NFT) in the relief of symptoms
of acute sciatica and the attendant functional
disabilities.
Method: In this randomized control trial, 32
participants between the ages of 18 – 64 years with
acute sciatica were randomly assigned into two
groups; Group A (Study Group) received Nerve
Flossing Technique (NFT) in addition to
Conventional Physiotherapy and group B (Control
Group) received only Conventional Physiotherapy.
The outcome was assessed in terms of Numeric Pain
Rating Scale (NPRS), Passive Straight Leg Raise
(PSLR) and Sciatica Bothersomeness Index (SBI).
Result: Both groups had significant improvement
in NPRS score (p<0.01), PSLR value (p<0.01) and
SBI score (p<0.01). However, comparing the mean
changes in the outcome measures between the two
groups showed that the study group had significant
(p<0.01) changes in all outcome measures when
compared to the control group.
Conclusion: NFT combined with conventional
physiotherapy has a better effect on the
management of acute sciatica and should be an
integral component of physiotherapy management.

Abstract
Introducere: Sciatica este una dintre cele mai
dureroase și debilitante condiții, fiind responsabilă
de 40% din cazurile de dureri de spate, de unde și
necesitatea unor mijloace eficiente de ameliorare a
simptomelor. Tehnica Nerve Flossing a fost folosită
cu success pentru managementul durerii
neuropatice, precum sindromul de tunel carpian.
Scop: Acest studiu dorește să evidențieze eficiența
aplicării tehnicii nerve flossing (NFT), în
ameliorarea simptomelor de sciatică acută, precum
și ameliorarea disabilităților funcționale aferente.
Metodă: La acest studiu randomizat, au participat
32 subiecți, vârse între 18 – 64 ani, suferind de
sciatica severă, care au fost distribuiți aleatoriu în
două grupuri; la grupul A (de studiu) s-a folosit
tehnica Nerve Flossing (NFT) și kinetoterapie
convențională și la grupul B (de control) s-a folosit
doar kinetoterapie convențională. Rezultatele s-au
evaluat cu ajutrul Scalei Numerice a Durerii
(NPRS), Straight Leg Raise Pasiv (PSLR) și
Indexul Sciatica Bothersomeness (SBI).
Rezultate: Ambele grupuri au prezentat
îmbunătățiri semnificative ale scorurilor NPRS
(p<0.01), PSLR (p<0.01) și SBI (p<0.01). Dar, la
compararea valorilor medii dintre cele două grupuri
s-a observant că grupul de studiu a prezentat
modificări semnificative (p<0.01) ale paramerilor
evaluați, față de grupul de control.
Concluzii: NFT combinat cu kinetoterapia
convențională are un effect mai bun în tratamentul
sciaticii acute și de aceea ar trebui să fie o
componentă
integrată
în
mangementul
kinetoterapeutic al acestei afecțiuni.
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Introduction
Sciatica is a set of symptoms which includes radiating pain, tingling sensation, numbness
and weakness along the distribution of the sciatic nerve, that may be caused by compression
and/or irritation of one or more of the five sciatic spinal nerve roots in one or both lower
limbs.[1,2,3] The prevalence of sciatica varies from 1.6% in the general population to 43% in a
selected working population.[4,5,6] Although the prognosis is good in most patients, a
substantial proportion continues to have pain for 1 year or longer.[7,8]
Physiotherapy treatment of acute sciatica includes cold therapy, rest, manual therapy
(spinal manipulation and soft tissue mobilization) and electrotherapy,[9] core muscle
strengthening, stretching of tight structures, mechanical traction. [10] However, there are still
contentions on the Physiotherapy treatment protocols which produce a rapid improvement in
patients with sciatica [9,11] though a systematic review [12] reported that exercises seemed not
to produce therapeutic benefits. However, it is yet to be ascertained if Nerve Flossing Technique
(NFT), can improve sciatic nerve function thereby decreasing pain, sensory symptoms,
functional disability and prevent the need for surgery, since it has been shown to be a cost
effective option in the management of other conditions.[12, 13,14,15]
Nerve flossing involves movement of peripheral nerves from a mean position along its
bed [16] and can be initiated from either one or both ends of the nerve bed. It has been shown
that significantly less nerve excursion occurs during nerve flossing exercise initiated from one
end of the nerve bed using a single joint movement, compared with nerve flossing initiated from
both ends of the nerve and with multiple joints [16]. However, the underlying mechanisms
associated with clinical improvements following nerve flossing technique remain unclear [17].
There are many theories that have been postulated, including physiological effects
(removal of intraneural oedema), central effects (reduction of dorsal horn and supraspinal
sensitization) and mechanical effects (enhanced nerve excursion).[16,17,18]
It is anticipated that nerve flossing technique (sliders) might be effective in the
management of NFT and sciatica and acute sciatica, since it has been shown to be effective in
the management of neuropathic conditions like carpal tunnel syndrome, [19] low back pain [15]
and other radiculopathies.[20,21] A couple of recent studies [11,22] recommend investigations
also into the therapeutic efficacy of NFT in lower limb radiculopathies such as sciatica, to
enhance the wide application of the technique.
Purpose
Nerve Flossing Technique has also been shown to be a safer and cost effective
conservative treatment option [13, 14, 15]. However, there is dearth of evidence on its use in the
management of acute sciatica. This study is therefore aimed at investigating the therapeutic
efficacy of nerve flossing technique in the management of acute sciatica.
Materials and Methods
Subjects
A total of 76 patients presenting with sciatica were invited to participate in the study. 71
patients accepted to participate, while 5 declined to participate in the study. Thirty-seven patients
were found ineligible for the study after screening and were therefore excluded. Each group had
17 participants from the 34 eligible patients. However, only 16 participants from each of the
groups completed the study. Reasons for withdrawal by the 2 participants who did not complete
the study were as given in figure 1.
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Assessed forEligibility
n = 126

Accepted
n = 121

Fulfilled
Inclusion
Criteria
n = 34

Declined
n=5

Not Fulfilled
Inclusion
Criteria
n = 87

Referred for
Treatment

Informed Consent Form Signed

Randomised into Groups A or B

Group A: Study Group

Group B: Control Group

Pre-Treatment Assessment
n = 17

Pre-Treatment Assessment
n = 17

Post-Treatment Assessment
n = 16
(P8) Withdrew Due To Office
Schedule

Pre-Treatment Assessment
n = 16
(P21) Withdrew Due To Illness

n = Sample; P = Participant
Figure 1: Flow diagram for participant recruitment and randomization
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Participants included in the study were those presenting with Sciatica (acute stage), due
to intervertebral disc pathology as seen in the Radiologist report, participants with positive
Passive Straight Leg Raise (PSLR) Test (300-700). [23] Those with positive Flip Sign - trunk
extension from sitting in an attempt to fully extend the target knee [24] and those with only
sensory symptoms of sciatica like radiating pain, tingling and numbness. The Participants
included only those who suspended pain relieving drugs for the period of the study. Excluded
were participants who have had lumbar spine surgery within the last 12 months and anyone who
had sciatica along with muscular weakness, vascular disorders, diabetic neuropathy, tumour and
fractures. Also excluded were those with underlying spinal pathology and acute ligament injury
and participants with clinical situations where Cryotherapy, TENS and back extension exercise
are contraindicated.
The outcome measures were the Numeric Rating Scale (NRS), the Sciatica
Bothersomeness Index [25] and the range of movement (ROM) of hip flexion as determined by
the passive straight leg raise (PSLR).
Sciatica Bothersomeness Index (SBI): This is a composite score of four questions about
back and leg symptoms: (1) Leg pain; (2) Numbness or tingling in the leg, foot or groin; (3)
Weakness in the leg or foot and (4) Back or leg pain while sitting.[25] Scores are in the range of
0 to 6 for each question (0 = not bothersome to 6 = extreme bothersome). The total score ranges
from 0 to 24, and a higher score indicate worse pain. Test-retest reliability has been reported for
a Norwegian translation of the SBI with intra-class correlation coefficient = 0.88, 95%
confidence interval = 0.82–0.92. [26]
A simple random sampling technique was used to assign participants into 2 groups
(groups A and B). This was done in phases, through balloting, with each participant picking a
slip of paper in a ballot box containing equal numbers of paper slips marked either ‘A’ or ‘B’.
The sample size for this study was determined using the mathematical relationship as described
by Cohen (1988) [27], in which the minimum sample size for each of the groups was determined
to be 13 participants.
Ethical approval was sought and obtained from the Health Research and Ethics
Committee of the Lagos University Teaching Hospital, Idi-Araba and the National Orthopaedic
Hospital Igbobi, Lagos. All participants gave written informed consent
Assessment
Participants were assessed with detailed history taken and physical examination carried
out to confirm Sciatica. The confirmation of sciatica was done with a positive Passive Straight
Leg Raise between 30° to 70°,[23] positive Flip Sign (trunk extension from sitting in an attempt
to fully extend the knee),[24] pain at the back (L4 to S3) during digital pressure and radiologist
report. They were further screened based on the inclusion/exclusion criteria. Information relating
to age, gender, occupation, height, weight and target/affected lower extremity – the more
symptomatic or sciatic lower extremity (for participants with bilateral lower sciatic extremity)
were obtained. Adopting the protocol of Akinbo et al. (2011),[28] the dominant lower extremity
was chosen as the target/affected extremity for participants with similar severity of bilateral
symptoms. Lower limb dominance was resolved following the protocol of Fabunmi and Gbiri
(2008),[29] by asking the participants to detect the limb with which they: (a) kick a ball with, (b)
lead with while climbing stairs (c) lead with from a standing still position. Participants were later
asked to demonstrate (b) and (c) above.
Participants were briefed about the nature of the study, effect and benefit of participation.
They were encouraged to clarify issues regarding the study if any. Written Informed Consent
was then obtained.
Means
Participants were then randomly assigned into two groups; Study (Group A) and Control
(group B) respectively. Nerve Flossing Technique was thereafter demonstrated to the study
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group alone. Passive Straight Leg Raise (hip flexion range) value, numeric pain rating scale and
Sciatica Bothersomeness scores of the participants were measured /recorded prior to
intervention.
Reassessment was done after 2 weeks of six treatment sessions, with all treatment starting
on a Monday.
Study group (Group A) received Cryotherapy for 10 minutes on the back, Soft Tissue
Manipulation at the painful areas for 5 minutes, Back extension exercises in prone lying (affected
lower extremity raised with ipsilateral full knee extension) for 10 repetitions by 5 seconds hold
and 5 seconds relax, Transcutaneous Electrical Nerve Stimulation (TENS) for 15 minutes and
Nerve Flossing Technique.
The Nerve Flossing Technique was performed actively with the participant sitting on a
chair. Adopting the protocol of Pallipamula and Singaravelan (2012) [11], the participant flexed
the knee of the target lower extremity backwards beside the chair, as far back as possible and
flexed the neck at the same time, holding both the flexed knee and neck in this position for 5
seconds. The participant in turn extended the neck and the knee of the target lower extremity,
abducted and flexed the hip until pain was felt and did not push beyond that point. This extended
position was equally maintained for 5 seconds. The procedure (Nerve Flossing Technique) was
repeated 15 times, for 3 sets with an interval of 5 minutes between each set. However, as the
nerve became less sensitive, the participant increased the stretching effect by dorsiflexing the
ankle and extending the toes of the foot upward towards the shin.
The Control (Group B) Group received all the procedures above except the Nerve
Flossing Technique. Participants in both groups received the above treatment plan 3 times
weekly for 2 weeks. All the participants were advised to remain as active as possible.
The post treatment protocol used by Akinbo et al., (2007) [28] was adopted, in which posttest evaluation was performed three days after completion of the last final treatment session. This
was to avoid the immediate effect of treatment on results. The data, thus obtained was considered
for statistical analysis.
Statistical Package for Social Science (SPSS) 20 for windows package program was used
to analyse data. All demographic and quantitative data were expressed as mean ± standard
deviation (SD). Descriptive statistics of bar chart and percentage was used to present gender,
body weights, heights, occupation and target extremity distribution in the two groups.
Paired sample t-test was used to compare the pre-intervention and post-intervention
changes in outcome measure variables in each group (group A and B) while independent t-test
was used to compare the mean changes between the two groups. All statistical tests were
performed at the 0.05 level of significance (p≤0.05).
Results
A total of 34 participants were eligible for the study after screening, with each group
having 17 participants. However, only 16 participants from each of the groups completed the
study and their findings were analysed. This gives an attrition rate of 0.06%. Seven (43.8%) out
of 16 participants in the study group (Group A) were males while 9 (56.3%) were females. In
the control group (Group B), 6 (37.5%) were males and 10 (62.5%) were females. The analysis
showed that 9 (62.5%) out of the 16 participants in the study group had their right lower limb as
the affected/target (sciatic) limb and 7 (43.8%) had their left lower limb as the affected/ target
(sciatic) limb. Six (37.5%) out of 16 participants in the control group had their right lower limb
as the affected/ target (sciatic) limb while 10 (62.5%) participants had their left lower limb as
the affected/ target (sciatic) limb.
Table 1 describes the baseline characteristics of the participants in both groups and it is
seen that there was no significant differences in the parameters.
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Table 1: Physical and Baseline Characteristics of Participants in both Groups
Characteristics

Parameters

Study Group
x± SD

Control Group
x± SD

t-value

p-value

Physical
Characteristics
Age (years)
Height (m)
Weight (kg)
BMI (kg/m2)

53.50 ± 8.65
1.66 ± 0.07
71.88 ± 9.86
26.21 ± 4.46

51.87 ± 10.29
1.63 ± 0.09
72.44 ± 8.32
27.39 ± 4.11

0.483
1.005
-0.174
-0.780

0.632
0.323
0.863
0.441

Pre- NPRS
Pre- PSLR(º)
Pre- SBI

8.56 ± 1.09
45.00 ± 5.54
13.75 ± 2.96

8.00 ± 1.55
45.38 ± 9.32
12.44 ± 3.27

1.187
0.138
1.192

0.245
0.891
0.243

Baseline
Characteristics

Key
BMI = Body Mass Index
Pre- NPRS = Pre Numeric Pain Rating Scale
Pre- PSLR = Pre Passive Straight Leg Raise
Pre- SBI = Pre Sciatica Bothersomeness Index

In table 2, the intra group comparison of outcome measures pre and post intervention in
the study and control groups showed significant differences between the pre and post treatment
scores of numeric pain rating scale, hip flexion range of motion and Sciatica Bothersomeness
Index of participants in the both groups.
Table 2: Comparison of Outcome Variables Pre- and Post- Intervention within the Groups
Groups
Outcome Pre-Intervention Post-Intervention
t-value
p-value
Variables
X±SD
X±SD
Study Group
NPRS
8.56±1.09
1.81±1.60
13.851
<0.001*
PSLR(º)
45.00±5.54
71.13±3.67
-16.554
<0.001*
SBI
13.75±2.96
2.81±2.32
10.256
<0.001*
Control Group

NPRS
PSLR(º)
SBI

8.00±1.55
45.38±9.32
12.44±3.27

4.19±1.42
61.50±6.76
7.31±3.40

9.527
-8.641
14.556

<0.001*
<0.001*
<0.001*

*Significance at p≤0.05
Key
NPRS = Numeric Pain Rating Scale
PSLR = Passive Straight Leg Raise
SBI = Sciatica Bothersomeness Index

Table 3 compares the differences in the pre and post-intervention outcome measures
between the study group and control group. There was a highly significant difference between
the study group and control group in the numeric pain rating scale, hip flexion range of motion
and sciatica Bothersomeness index scores.

19

VOL.23/ ISSUE 39/May/ 2017

ROMANIAN JOURNAL OF PHYSICAL THERAPY

Table 3: Comparison of the Mean Changes in Outcome Measures between the Groups
Outcome
Measures
NPRS
PSLR
SBI

Study Group
X± SD
-6.75±1.95
26.13±6.31
10.94±4.27

Control Group
X± SD
- 3.81±1.60
16.13±7.46
5.13±1.41

MD
X± SD
-2.94±0.63
10.00±2.44
-5.81±1.12

t-value
4.658
4.092
5.176

p value
<0.001*
<0.001*
<0.001*

*Significance at p≤0.05
Key
NPRS = Numeric Pain Rating Scale
PSLR = Passive Straight Leg Raise
SBI = Sciatica Bothersomeness Index
MD= Mean Difference

Discussion
The purpose of this study was to investigate the efficacy of nerve flossing technique
(NFT) in the management of acute sciatica. There were no significant differences in the baseline
and physical characteristics of the participants in the two groups (table 1). The results of this
study show a significant improvement in the outcome parameters in both the study and control
groups (table 2). This could be attributed to the effects of the modalities used for the conventional
physiotherapy treatment protocol. In the control group, there was significant reduction in pain
and subsequent increase in PSLR [10] which eventually resulted in lower SBI scores. These
effects could be due to stimulation of mechanoreceptors within the joint capsule as well as the
use of Transcutaneous Electrical Nerve Stimulation (TENS) in pain modulation [30]. This is
because both movement and TENS may help control pain at the level of the central nervous
system. In the gate control theory [11, 30] stimulation of mechanoreceptors within the joint
capsule and surrounding tissues causes an inhibition of pain at the spinal cord.
The significant pain reduction could also be directly associated with the cryotherapyinduced reduction in the neurogenic inflammation. This indicates that participants in the control
group that had only conventional physiotherapy equally improved in terms of the entire outcome
parameters. This improvement might have been due to the therapeutic gains accompanying
conventional Physiotherapy, since it is the currently acceptable, widely used treatment protocol
in the management of sciatica. These findings agree with the study o; Pallipamula and
Singaravelan (2012) [11] and Sarkari and Multani (2007) [20] which ascertain the efficacy of
neural mobilisation in sciatica.
In table 3, a comparison of the differences between the pre-treatment and post-treatment
values of the outcome measures between the control group and the study group that had nerve
flossing in addition to conventional physiotherapy showed that NFT resulted in a better effect in
the management of acute sciatica. This result agrees with the findings of some previous studies,
[11, 31] though, none of them worked on acute sciatica. Similar results have equally been
produced using NFT in the management of Carpal Tunnel Syndrome, [19, 31] Low Back Pain
[15]
and in Cervicobrachial neurogenic pain. [33] The pain and dysfunction associated with
sciatica has been suggested to be a result of mechano-sensitivity which refers to the generation
of impulses in response to mechanical stress by the neural tissue [34,35] which in turn trigger
the activation of nociceptive ectopic signals in sensitized neural tissue. Mechano-sensitivity is a
normal physiological response which is considered a defense mechanism of the nervous system.
[34]
Since a peripheral nerve must move in order to function properly [36] many authors have
suggested that one of the primary benefits of nerve flossing is to promote nerve excursion in
order to break down neural fibrosis and tethering, and thus restore optimal nerve mobility.[17,
37]
These effects of NFT may therefore be due to restoration of neural physiology which
causes a dynamic variation in neural pressure (by stretching at one end and relaxing at the other
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end), hence leading to evacuation of intraneural edema which might be present in acute sciatica.
[22, 34, 38]
This technique may also help to oxygenate the nerve, by causing neurovascular
effleurage and increase in neural perfusion, thereby decreasing ischemic pain and promoting
axonal transport.[11] In addition, it is hypothesized that the movement of nerve within pain-free
variations can help reduce nerve compression, tension and friction therefore decreasing its
mechanosensitivity.[39]
Our findings suggest that for effective reduction of sciatic pain and improvement in
functional ability, NFT should be combined with conventional Physiotherapy as reported by
previous studies [11, 21, 40] as the combination of NFT and conventional Physiotherapy
protocol appears to produce a synergistic effect. The advantage of NFT is that it is cost-effective
and can be given as home program for the patient in order to optimize therapeutic gains.
Conclusion
NTF combined with conveal physiotherapy has a better effect on the management of
acute sciatica. Nerve Flossing Technique is efficacious in the management of acute sciatica and
should be an integral component of Physiotherapy management. There is however the need to
replicate this study with larger sample sizes in order to validate these results
Further studies could be done to determine the effect of Nerve Flossing Technique in the
management of chronic sciatica.
Conflict of Interest
The authors report no conflicting interest; financial or otherwise
References

[1] Valat JP, Genevay S, Marty M, Rozenberg S, Koes B (2010). Sciatica. Best Practice and Research
Clinical Rheumatology 24(2): 241-252.
[2] Manish K, Garg G, Singh, LR, Singh T, Tyagi LK (2011). Epidemiology, Pathophysiology and
Symptomatic Treatment of Sciatica: A Review. International Journal of Pharmaceutical &
Biological Archives 2(4): 1050-1061.
[3] Wegner I, Widyahening IS, van Tulder MW, Blomberg SEI, de Vet HCW, Brønfort G, Bouter LM,
van der Heijden GJ (2013). Traction for low-back pain with or without sciatica. Cochrane
Database of Systematic Reviews Art. No.: CD003010. DOI:10.1002/14651858. CD003010.pub5.
[4]. Wilco CHJ, Maurits VT, Mark A, Sidney MR, Marienke VM, Raymond O, Arianne V, Koes B,
Wilco CP (2011). Surgery versus conservative management of sciatica due to a lumbar herniated
disc: a systematic review. European Spine Journal 20(4): 513–522.
[5] Lirola S, Pelaez R, Mata J, Aguilar JL (2013) A Buttock Soft Tissue Tumor and Sciatica: Another
Clinical Utility of Ultrasound-Guided Diagnosis Block. Journal of Anesthetic Clinical Research
4: 300.
[6] Lohith BA, Grirish KJ (2013). Clinical Study to Assess the Efficacy of Yoga Basti in Gridhrasi.
International Journal of Research in Ayurveda and Pharmacy 4(1): 50-53.
[7] Vroomen PC, de Krom MC, Slofstra PD, Knottnerus JA (2000). Conservative treatment of sciatica:
a systematic review. Journal of Spinal Disorders 13: 463–469.
[8] Legrand E, Bouvard B, Audran M, Fournier D, Valat JP (2007). Sciatica from Disk Herniation:
Medical Treatment or Surgery? Joint Bone Spine 74: 530–535.
[9] Tsveti M, Baldev SD, Sandra IM (2007). Treatment of Acute Sciatica. American Family
Physician 75(1): 99-100.
[10] Gurpreet K, Shallu S (2011). Effect of Passive Straight Leg Raise Sciatic Nerve Mobilization on
Low Back Pain of Neurogenic Origin. Indian Journal of Phyisotherapy and Occupational
Therapy 5(3): 179-184.
[11] Pallipamula K, Singaravelan (2012). Efficacy of nerve flossing technique on improving Sciatic
nerve function in participants with sciatica – a randomized controlled trial. Romanian Journal
of Physical Therapy 18(30): 13-22.
[12] Luijsterburg PA, Verhagen AP, Ostelo RW, van Os TA, Peul WC, Koes BW (2007). Effectiveness
21

VOL.23/ ISSUE 39/May/ 2017

ROMANIAN JOURNAL OF PHYSICAL THERAPY

of Conservative Treatments for the Lumbosacral Radicular Syndrome: a Systematic
Review. Europian Spine Journal 16: 881–899.
[13] Andrew JS, Bradley KW (2010). Treatment of Lumbar Disc Herniation: Evidence-based
practice. International Journal of General Medicine 3: 209–214.
[14] Hahne AJ, Ford JJ, McMeeken JM (2010). Conservative Management of Lumbar Disc Herniation
with Associated Radiculopathy: a Systematic Review. Spine 35(11): 488-504.
[15] Sahar MA (2011). Efficacy of Neural Mobilization in Treatment of Low Back Dysfunctions. Journal
of American Science 7(4): 566-573.
[16] Coppieters MW, Butler DS (2008). Do ‘Sliders’ Slide and ‘Tensioners’ Tension? An Analysis of
Neurodynamic Techniques and Considerations Regarding their Application. Manual Therapy 13:
213–221.
[17] Brown CL, Gilbert KK, Brismee JM, Sizer PS, James CR, Smith MP (2011). The effects of
neurodynamic mobilization on fluid dispersion within the tibial nerve at the ankle: an
unembalmed cadaveric study. Journal of Manual Manipulative Therapy 19: 26-34.
[18] Méndez-Sánchez R, Alburquerque-Sendín F, Fernández-de-las-Peñas C (2010). Immediate effects
of adding a sciatic nerve slider technique on lumbar and lower quadrant mobility in soccer
players: a pilot study. Journal of Alternative Complementary Medicine 16: 669-675.
[19] Baysal O, Altay Z, Ozean C, Ertain K, Yologlu S, Kayhan A (2006). Comparison of three
Conservative Treatment Protocols in Carpal Tunnel Syndrome. International Journal of Clinical
Practice 60(7): 820-8.
[20] Sarkari E, Multani NK (2007). Efficacy of Neural Mobilisation in Sciatica. Journal of Exercise
Science and Physiotherapy 3(2): 136-141.
[21] Nee JR, Vicenzino B, Jull GA, Cleland JA, Coppieters MW (2012). Neural Tissue Management
Provides Immediate Clinically Rellevant Benefits without Harmful Effects for Patient with
Nerve-Related Neck and Arm Pain: A Randomised Trial. Journal of Physiotherapy 58: 23-31.
[22] Ellis FR, Hing WA, Mcnair PJ (2012). Comparison of Longitudinal Sciatic Nerve Movement With
Different Mobilization Exercises: An In Vivo Study Utilizing Ultrasound Imaging. Journal of
Orthopaedic Sports Physical Therapy 42(8): 667-675.
[23] James N, Weinstein DO (2006). Surgical vs Nonoperative Treatment for Lumbar Disk Herniation.
The Spine Patient Outcomes Research Trial (SPORT): A Randomized Trial. Journal of
American Science 296(20): 2441.
[24] Rabin A, Gerszten PC, Karausky P, Bunker CH, Potter DM, Welch WC (2007). "The Sensitivity of
the Seated Straight-Leg Raise Test Compared with the Supine Straight-Leg Raise Test in
Participants Presenting with Magnetic Resonance Imaging Evidence of Lumbar Nerve Root
Compression". Archives of physical medicine and rehabilitation 88(7): 840–3.
[25] Grovle L (2010). The Bothersomeness of Sciatica: Participants' Self-Report of Paresthesia,
Treatment of Sciatica: A Review. International Journal of Pharmaceutical and Biological
Archives 2(4): 1050-1061.
[26] Thackeray A, Fritz JM, Brennan GP, Zaman FM, Willick SE (2010). A Pilot Study Examining the
Effectiveness of Physical Therapy as an Adjunct to Selective Nerve Root Block in the Treatment
of Lumbar Radicular Pain From Disk Herniation: A Randomized Controlled Trial. Journal of the
American Physical Therapy Association 90(12): 1717-1729
[27] Cohen J (1988). Statistical Power Analysis for the Behavioural Sciences. (2nd Edition). New Jersey,
Lawrence Erlbaunm Associates.
[28] Akinbo SR, Aiyejusunle CB, Akinyemi OA, Adesegun SA, Danesi MA (2007). Comparison of the
therapeutic efficacy of phonophoresis and iontophoresis using dexamethasone sodium phosphate
in the management of participants with knee osteoarthritis. Nigerian Postgraduate Medical
Journal 14:190-4.
[29] Fabunmi AA, Gbiri CA (2008). Relationship between balance performance in the elderly and some
anthropometric variables. African Journal of Medical Science 37(4): 321-326.
[30] Odebiyi DO, Henschke N, Ferreira ML, Tella A (2013). Transcutaneous electrical nerve stimulation
(TENS) for chronic low-back pain. Cochrane Database of Systematic Reviews, Issue 4. Art. No.:
CD010500. DOI: 10.1002/14651858.CD010500.
[31] Gupta M (2012). Effectiveness of nerve mobilization in the management of sciatica (tibia and
peroneal comonents only). Indian Journal of Physiotherapy and Occupational Therapy 6(2): 7981.
22

VOL. 23/ NR 39/ Mai/ 2017

REVISTA ROMÂNĂ DE KINETOTERAPIE

[32] Pinar L, Enhos A, Ada S, Gungor N (2005). Can we use Nerve Gliding Exercises in Women with
Carpal Tunnel Syndrome? Advances in Therapy, 22(5): 467-475.
[33] Coppieters MW, Stappaerts KH, Wouters LL, Janssens K (2003b). The immediate effects of a
cervical lateral glide treatment technique in patients with neurogenic cervicobrachial pain.
Journal of Orthopaedic and Sports Physical Therapy 33(7): 369-378.
[34] Boyd BS, Wanek L, Gray AT, Topp KS (2009). Mechanosensitivity of the lower extremity nervous
system during straight-leg raise neurodynamic testing in healthy individuals. The Journal of
Orthopaedic and Sports Physical Therapy 39(11): 780-790.
[35] Walsh J, Hall T (2009b). Reliability, validity and diagnostic accuracy of palpation of the sciatic tibial
and common peroneal nerves in the examination of low back related leg pain. Manual Therapy
14: 623-629.
[36] Butler DS (2000). The Sensitive Nervous System. Australia, Adelaide Noigroup Publications.
[37] Oskay D, Meric A, Kirdi N, Firat T, Ayhan C, Leblebicioglu G (2010). Neurodynamic mobilization
in the conservative treatment of cubital tunnel syndrome: long-term follow-up of 7 cases. Journal
of Manipulative and Physiological Therapeutics 33(2): 156-163.
[38] Coppieters MW, Hough AD, Dilley A (2009). Different nerve-gliding exercises induce different
magnitudes of median nerve longitudinal excursion: an in vivo study using dynamic ultrasound
imaging. Journal of Orthopaedic Sports and Physical Therapy 39: 164-171.
[39] Villafañe JH, Bishop MD, Fernández-de-las-Peñas C, Langford D (2013). Radial nerve
mobilisation
bilateral sensory effects in people with thumb carpometacarpal osteoarthritis: a
randomised trial. Journal of Physiotherapy 59(1): 25–30.
[40] Olmarker K (1991). Spinal Nerve Root Compression. Nutrition and Function of the Porcine Cauda
Equina Compressed in Vivo. Acta Orthopaedic Scan 242: 1–27.

23

