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Objective. Nonsurgical spinal decompression therapy (NSDT) is a conservative treatment for the lumbosacral herniated in-
tervertebral disc (L-HIVD). This study aimed to evaluate the clinical effectiveness of the NSDT and change in disc volume through
magnetic resonance imaging (MRI) in subacute L-HIVD. Methods. Sixty patients with subacute L-HIVD were randomized into
either the decompression group (group D, n=30) or the nondecompression group (group N, n=30). In group D, NSDT was
performed ten times in eight weeks. In group N, pseudodecompression therapy (no force) was performed with the same protocol.
Lower back and lower leg pain intensities and functional improvements were measured by the visual analog scale and the Korean
Oswestry Disability Index (K-ODI). The change in the lumbosacral disc herniation index (HI) was evaluated through a follow-up
MRI three months after the therapy. Results. The lower leg pain intensity in group D was lower than that in group N at two months
(p = 0.028). Additionally, there were significantly lower K-ODI scores in group D at two and three months (p = 0.023,0.019) than
in group N. The change in HI after the therapy was —27.6 + 27.5 (%) in group D and —7.1 +24.9 (%) in group N, with a significant
difference (p = 0.017). Approximately 26.9% of patients in group D and no patients in group N showed over 50% reduction in HI
(p = 0.031). Conclusion. NSDT may be a suitable treatment option for conservative treatment of subacute L-HIVD.

1. Introduction

Lumbar herniated intervertebral disc (L-HIVD) is a com-
mon cause of lower back pain and radiculopathy [1].
L-HIVD, even with massive disc herniation, usually has a
favorable clinical course [2]. Surgical treatment may be
considered when patients present with neurologic deficits;
however, approximately 60-90% of L-HIVD cases are
treated with only conservative treatment [3]. Conservative
management for L-HIVD includes education, medication,
physiotherapy, and epidural steroid injection. Lumbar
traction therapy, a type of physiotherapy treatment, may
decrease the pain intensity and reduce the size of the

herniated disc in L-HIVD [4, 5]. The effects of lumbar
traction therapy have been evaluated in various ways, such as
by measuring pain relief and improvements in function or
by assessing changes in magnetic resonance imaging (MRI)
[5-7]. However, the effectiveness of lumbar traction therapy
remains questionable because it has various forms (mo-
torized, gravitational, and manual type), and each type has
not been properly evaluated through a well-designed ran-
domized controlled study [8-12].

Traction can be delivered manually by the physician via
the weight of the patient through a suspension device or by
the patient pulling the bars at the head of the table while
lying on a table. These types of traction can be difficult to


mailto:painfree@snubh.org
https://orcid.org/0000-0002-3438-9523
https://orcid.org/0000-0003-0325-3356
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1155/2022/6343837

standardize, and the patient may not be able to tolerate the
pull force, which may trigger paravertebral muscle con-
traction and affect efficacy. Nonsurgical spinal decompres-
sion therapy (NSDT) has recently been introduced as a type
of motorized traction therapy. It involves the use of a device
that can fix the upper and lower body on a splitting bed that
allows bending, rotating, and stretching, and a computer
program can adjust the direction and angle of traction
according to the target disc. NSDT, in contrast to con-
ventional traction therapy, can lower the pressure of the
nucleus pulposus in the intervertebral disc to < —100 mmHg.
The negative pressure in the intervertebral disc is speculated
to increase the blood flow for nutrition and regeneration of
the disc, though this remains controversial [13-15]. It can
also reduce the pressure on the nerve and facet joints by
increasing the width of the intervertebral foramen [8, 15, 16].
The difference between NSDT and conventional traction
therapy is the relaxation of the back muscles during axial
traction with NSDT [4, 17, 18]. Another advantage of NSDT,
compared to traditional traction therapy, is that it can
steadily increase traction intensity. While the traction in-
tensity increases, the machine receives feedback and si-
multaneously relaxes the paraspinal muscles. This allows a
stronger decompression force to be applied to the patient
[17-21]. An important mechanism of traction therapy is the
restoration of the herniated mass by increasing the tension
of the posterior longitudinal ligament. The axial traction can
increase stress on the posterior longitudinal ligament, cause
contraction of the muscles around the vertebrae, and in-
crease the internal pressure of the disc [20, 21]. In contrast,
NSDT can reduce the stress on the posterior segment of the
lumbar spine by relaxing the contracted paraspinal muscles
and posterior fibers during traction. A study comparing
NSDT with conventional traction therapy showed that
NSDT was more effective in reducing pain intensity and
improving function [19]. Additionally, NSDT is believed to
create a state of zero-gravitation in a targeted herniated disc
using a precise computer program [20].

Although there have been several studies comparing the
effectiveness of NSDT with other modalities [7, 22], no
previous randomized controlled study has evaluated the
change in herniated discs after NSDT using MRI. Many
previous studies investigated pain reduction as a primary
outcome following procedures [23-25]. In this study, the
relationship between pain relief and disc volume reduction
after NSDT was evaluated.

We hypothesized that using NSDT for subacute lumbar
disc herniations would be clinically effective, as determined
by pain relief and improvements in the patient’s functions.
We also hypothesized the volume of the disc herniation
would be reduced, as measured by MRI following NSDT.

2. Materials and Methods

A prospective randomized controlled study was conducted
in the pain clinic of Seoul National University Bundang
Hospital. This study was approved by the institutional review
board of Seoul National University Bundang Hospital (IRB
No. E-1412-278-002) and was registered with the Clinical
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Research  Information  Service  (Registration No.
KCT0002614). This trial was conducted according to the
Consolidated Standards of Reporting Trials (CONSORT)
guidelines.

2.1. Participants. Among the patients with lower back pain
and/or radiculopathy of the lower leg who visited the out-
patient clinic, participants who met the following criteria
were selected from those diagnosed with lumbar disc her-
niation on MRI. One researcher (not a doctor) verified the
suitability again. The researcher then managed the patients’
study schedules. All participants were provided with written
and verbal information about the trial before obtaining
written consent. The inclusion criteria were as follows: (1)
18-60 years old patients, (2) patients with lower back pain
and radicular symptoms, (3) patients diagnosed with lumbar
disc herniation using MRI, (4) patients with pain duration of
four weeks to three months, (5) patients with a visual analog
scale (VAS) score of 4 or more, and (6) patients who had not
undergone NSDT treatment. The exclusion criteria were as
follows: (1) patients with a history of spinal surgery, (2)
patients with a neurological deficit that required emergency
surgery, (3) patients receiving osteoporosis medications, (4)
patients with compressed fracture, and (5) patients with
malignant tumors. Prior to registration, a researcher who
was not involved in this study assigned individuals to de-
compression and nondecompression groups according to a
computer-generated random list. The list was operated and
managed by the researcher, and concealment of allocation
was maintained. The experimental group (n=30, decom-
pression group, group D) was treated with decompression
treatment, and the control group (n = 30, nondecompression
group, group N) was treated with pseudo decompression
treatment.

2.2. Nonsurgical Decompression Therapy. Nonsurgical spinal
decompression therapy was performed with Spine MTK-1
(Shinhwa Medical, Busan, Republic of Korea). The NSDT
apparatus has built-in air bladders, disc angle pulls ad-
justments, and harnesses and can increase the distraction
force slowly in the latter part of the decompression. Three
split table designs were used for reducing friction in the
lumbar muscles. The patient lay in a supine position; a chest
and shoulder support system controlled the upper body, and
a knee rest was used to eliminate pelvic rotation. Each spinal
decompression session begins with the patient being fitted
with an adjustable lower body and upper body harness. To
initiate active treatment, the machine pulled the patient
gently on the lower harness while the upper harness
remained stationary, thus distracting the patient’s spine. A
safety button could be pushed at any time by the patient to
release all the tension immediately.

2.3. NSDT in a Decompression Group. Group D received 10
treatment sessions for 30 minutes for eight weeks. The
sessions were provided twice a week for the first two weeks
and once a week for the remaining six weeks. The distraction
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F1Gure 1: Nonsurgical spinal decompression therapy with Spine MTK-1 (Shinhwa Medical, Busan, Republic of Korea). The position of the
patient is supine with flexed knees on the table. The patient is fastened to the table using three belts: the first belt on the chest (black arrow),
the second one below the rib cage (white arrow), and the third one on the iliac crest (empty arrow).

force and angle were determined using a computer program
based on the patient’s body mass and the target disc level.
The distraction force was increased by 1kg per treatment
session, starting from half of the body weight minus 5 kg. If
the patient complained of pain during treatment, the dis-
traction force was reduced by 25%. Patients laid in the
supine position with flexed knees with support on the table.
They were fastened to the table using three belts, with the
first belt on the chest, the second below the rib cage, and the
third on the iliac crest (Figure 1). Decompression therapy
was applied with 60 s of hold and 30s of rest [8, 26, 27]. A
safety button could be pushed at any time by the patient to
release tension.

2.4. NSDTin Nondecompression Group. Group N underwent
NSDT using the same protocol and treatment sessions as
group D, but no weight loading (distraction force was zero)
was applied. If the patient’s pain intensity increased by >20%
compared to baseline, patients in both groups received
nonsteroidal anti-inflammatory drugs and muscle relaxants
(Pain intensity was measured by the VAS score, wherein the
physician asks the patient to select a point on a line drawn
between two ends to express how intensely he/she perceives
the pain. The VAS is a continuous scale comprising a
horizontal line, usually 100 mm long, anchored by two
verbal descriptors (i.e., “no pain” and “worst imaginable
pain”)). However, if the patient’s pain was not controlled,
the patient was prescribed a weak opioid (the second step of
the World Health Organization analgesic ladder), such as
tramadol. Finally, the patients were excluded if their pain
was persistent or aggravated during treatment sessions in
both groups.

2.5. Clinical Effectiveness. Pain intensity in the lower back
and lower extremities with respect to the VAS was measured
before NSDT (baseline) and 1, 2, and 3 months after the end
of the last session of NSDT. Additionally, the Korean
Oswestry Disability Index (K-ODI) was employed for
evaluating the degree of disability at the same time point.

Information regarding age, sex, height, body mass, duration
of symptoms, and diagnosis was obtained from each patient.

2.6. Measurement of Herniated Disc through MRL
Magnetic resonance imaging was performed before NSDT
and three months after the end of all sessions to determine
the change in herniated disc following NSDT. The type of
HIVD (disc degeneration, prolapse, extrusion, sequestra-
tion) and the herniation index (HI) were analyzed. T2-
weighted axial images were used for calculating the HI of the
disc. The HI was measured on the axial plane with maximal
herniation of the intervertebral disc on MRI (Figure 2). MR
images were analyzed by two experienced pain clinicians,
who were not involved in this study.

(AB) x (CD)
(EF) % (GH) x 1000. (1)

The maximal anteroposterior disc length (AB, mm),
which is the sagittal distance of the herniated disc material
extended maximally from the posterior border of the ver-
tebral body, was measured. The width of the herniated disc
material at the level of the middle AB distance (CD, mm) of
the herniated disc material from the coronal plane of the
MRI, the maximal anteroposterior canal length (EF, mm),
and mid-AB distance (GH, mm) were also measured. The HI
was calculated using the following formula [28-30]:

_ (AB)x(CD)

HI = (EF) x (GH)

x 1000. (2)

Increased HI indicated a larger volume of disc herniation.

2.7. Statistical Analyses. A total sample size of 54 achieved
an effect size of 0.55 and 80% power with a type 1 error of
0.05. The effect size was calculated based on the as-
sumption that 50% of the patients in group D would have a
50% reduction in pain intensity. To allow for a 10%
dropout rate, the final sample size was 30 patients per
group. All measurements are expressed as the mean-
+ standard deviation or standard error of the mean (%).
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FI1GURE 2: Methods for calculating the herniation index (HI) in the axial plane of the magnetic resonance imaging (MRI) scan. AB: the
maximal anteroposterior disc length, which is the diameter of the herniated disc material extended maximally from the posterior border of
the vertebral body. CD: the width of the herniated disc material at the level of the middle AB distance of the herniated disc material from the
coronal plane of the MRI scan. EF: the maximal anteroposterior canal length. GH: mid-AB distance. HI was calculated using the following

formula:

Enrollment (n = 60) after assessed eligibility (n = 77)

Excluded (n=17)

| Random allocation (n = 60) |

(i) Subject withdrawal (n = 3)
(ii) Lost to follow-up (n = 3)

)
(iii) Worsening of symptoms (1 = 3)
(iv) Improvement of symptoms (n = 8)

Decompression group

Non-decompression group

(n=30)
Excluded (n = 4)
(i) Subject withdrawal (n = 2)
(ii) Lost to follow-up (n = 2)
Analyzed
(n=26)

(n=30)
Excluded (n=13)
(i) Subject withdrawal (n = 1)
(ii) Lost to follow-up (n = 3)
(iii) Worsening of symptoms (n = 9)
Analyzed
(n=17)

FIGURE 3: CONSORT diagram of patients enrolled in the study.

Patients’” age, height, weight, symptom duration, and HI
change rate (%) after treatment were compared using the
t-test or Mann-Whitney U test. For cases in which a
significant time-dependent change in pain intensity
(VAS) and K-ODI occurred within the same group, a
repeated-measures analysis of variance was performed.
Additionally, logistic regression was performed to cal-
culate the adjusted odds ratio with a 95% confidence
interval for identifying patient factors associated with a
successful NSDT. The Hosmer-Lemeshow goodness of fit
was used for testing the estimated logistic regression
model. All statistical analyses were performed using the
SPSS statistics program version 21.0 (IBM Corp, Armonk,
NY, USA). A p value of <0.05 was considered statistically
significant.

3. Results

Among the 77 patients screened for eligibility, 60 patients
were randomized to either group D (n=30) or group N
(n=30) (Figure 3). Four patients in group D (two patients
refused procedures and others were lost to follow up) and 13
patients in group N (one patient refused procedures, three
were lost to follow up, and others had worsening symptoms)
were excluded. Thus, data from 43 patients (26 in group D
and 17 in group N) were included in the final analysis.

The demographics and clinical variables of the patients
are presented in Table 1. The central type of L-HIVD was the
most common in both groups, with no significant difference.
Other variables showed no significant difference between the
two groups.
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TaBLE 1: Comparison of demographic and clinical variables between the decompression and nondecompression groups.
Decompression group (n=26) Nondecompression group (n=17) p value
Age 40.3+11.5 47.4+8.9 0.149
Sex, Male/Female (%) 11/15 (42.3/57.7) 10/7 (58.8/41.2) 0.358
Height (cm) 165.8 £9.5 168.5+8.3 0.630
Body mass (kg) 69.2+13.2 69.5+11.1 0.658
Symptom duration (weeks) 7.6+2.6 7.7+21 0.906
Level of L-HIVD 0.133
L4-5 12 12
L5-§1 14
Type of L-HIVD 0.516
Central 20 10
Paracentral 2 3
Foraminal 1 2
Mixed 3 2
*p<0.05. L-HIVD, lumbar herniated intervertebral disc.
8 - 8
7 7 4
6 - . 6 -
2 ’2“ .
E 5 1 = 5
£ £
g4 24
= &
£ 3 E 3
g g
= =
2 4 2 4
0 T T T T 0 T T T T
Baseline 1 month 2 months 3 months Baseline 1 month 2 months 3 months
—o— Group N —o— Group N
—O- Group D -O— Group D

()

(®)

F1GURE 4: Changes in visual analog scale (VAS) scores of lower back pain (a) and lower leg pain intensity (b) between group D and group N
Both groups showed a decrease in lower back pain intensity from baseline to 3 months (p < 0.001). However, lower back pain intensity was
not significantly different between the groups at any time. The lower leg pain intensity showed a significant decrease in VAS scores from
baseline to 3 months (p < 0.001), and the lower leg pain intensity in group D showed a significantly lower VAS score than that in group N at
2months (p = 0.028). The error bar indicates the standard deviation. *Significant at p <0.001 when compared to the baseline VAS score.

TSignificant at p<0.001 between D and N groups.

Both groups exhibited a significant decrease in the VAS
scores for lower back pain intensity from baseline to three
months (p <0.001) (Figure 4(a)). However, there were no
significant differences in VAS scores between groups D and
N at any time point during the follow-up period. The lower
leg pain intensity showed a significant decrease in VAS
scores from baseline to three months (p<0.001)
(Figure 4(b)), and the lower leg pain intensity in group D was
lower than that in group N at two months only (p = 0.028).
K-ODI significantly decreased in both groups at three
months compared to the baseline (p <0.001). Additionally,
there were significantly lower scores of K-ODI in group D at

two months (p =0.023) and three months (p =0.019)
(Figure 5) than in group N. None of the patients in either
group experienced any adverse event related to NSDT during
the follow up period.

The difference in baseline HI was not significant
(p = 0.295, Table 2), and the HI of group D after NSDT was
significantly less than that of group N (p = 0.007). The
change in HI after the procedure was —27.6+27.5 (%) in
group D and -7.1 £24.9 (%) in group N, with a significant
difference (p = 0.017). Approximately 26.9% of patients in
group D and none of the patients in group N showed over
50% reduction in HI (p = 0.031).
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F1GURE 5: Changes in the Korean Oswestry Disability Index (K-ODI) between groups D and N. The K-ODI significantly decreased in both
the groups at 3 months compared to baseline (p < 0.001). There were significantly lower scores of K-ODI in group D at 2 months (p = 0.023)
and 3 months (p = 0.019) than in group N. The error bar indicates the standard deviation. *Significant at p <0.001 when compared to the
baseline visual analog scale score. 'Significant differences between the D and N groups.

TaBLE 2: Comparison of demographic and clinical variables between the decompression and nondecompression groups.

Decompression group (n=26) Nondecompression group (n=17) p value
Baseline HI 348.6 +183.1 412.4+206.8 0.295
Post HI 232.1+130.3 369.1 £186.1 0.007*
Change in HI (%) -27.6+£27.5 -7.1+249 0.017*
>30% of reduction, n (%) 11 (42.3) 3 (17.6) 0.086
<30% of reduction, n (%) 15 (57.7) 14 (82.4) ’
>50% of reduction, n (%) 7 (26.9) 0 (0) 0.031"
<50% of reduction, n (%) 19 (73.1) 17 (100) ’

Data are reported as the mean + standard deviation or number of patients. *p <0.05. HI, herniation index.

4. Discussion

These results demonstrated that NSDT with a newly in-
troduced device for subacute L-HIVD significantly reduced
the size of the herniated disc, as observed during MRI ex-
amination, and contributed to the improvement in leg pain
intensity at two months and in function at three months.
This randomized controlled trial added to previous research
by investigating whether actual decompression worked for
subacute L-HIVD and using MRI examination as a mea-
suring tool. This might be the first study to investigate the
effect of NSDT on the pain score and herniated disc volume.

Subacute L-HIVD and the associated pain often recover
spontaneously [31-35], while nerve edema and fibrous tissue
around the L-HIVD decrease over weeks or months.
Therefore, it was challenging to identify the therapeutic
effects, such as pain relief and reduction of disc volume on
subacute L-HIVD by comparing with the control group. This
randomized control study is meaningful because the de-
compression power of NSDT itself contributed to the re-
covery of subacute L-HIVD.

In this study, the HI calculated based on MRI findings
was used, which proved to be a reliable index comparing the

volume of the herniated disc after the intervention. All
changes in HI in group D (-27.6% +27.5%) showed ap-
proximately a 30% decrease following NSDT, with a sig-
nificant difference (p = 0.017) when compared with group N
(=7.1% £ 24.9%). Additionally, there were patients (n =7/26,
26.9%) with a decrease of >50% in HI in group D. In a
previous study, segmental traction therapy with physio-
therapy showed an effective reduction of herniated mass size
as observed using MRI examination [7]. Previous research
was not based on applying only NSDT, and the measure of
disc volume was also different from that in our study. It can
be stated that our study accurately reflects the therapeutic
effect of NSDT alone.

There were no significant differences in the relief of lower
back pain between groups D and N at any time points during
the follow-up period, and the lower leg pain intensity in
group D was lower than that of group N at two months.
Although there were significantly lower scores of K-ODI in
group D at two and three months, this result does not in-
dicate complete improvement of group D compared to that
of group N. Although the size of the disc was further re-
duced, as observed in the MRI examination, and functionally
improved in group D, the decrease in the intensity of lower
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back or leg pain showed little or no difference between the
two groups. In a recent meta-analysis, lumbar traction
exhibited significant pain reduction and functional im-
provements only in the short-term [36]. In this study, similar
results for functional improvements were observed from two
to three months; however, the long-term effect of NSDT
could not be confirmed. Although lower back and leg pain
intensities significantly decreased in both groups at three
months, a comparison of the two groups showed no sig-
nificant difference. The reason may be found in the natural
courses of L-HIVD. Although the principle of reabsorption
of the L-HIVD is unclear, the nucleus pulposus of the disc is
exposed to the vascular tissue in the epidural space, and the
chemokines secreted from macrophages play an important
role in phagocytosis. Shrinkage of L-HIVD is caused by
decreased nutrient supply [34, 37]. It is expected that this
natural course of L-HIVD was actively conducted in the
acute/subacute phase, and our study was performed on
subacute L-HIVD patients (4 weeks—3 months). Therefore,
both groups would be expected to recover spontaneously
[34, 35, 38], and the difference in pain relief may be minimal.

A previous study analyzed the MRI scans of 32 patients
with L-HIVD, and the mean disc volume reduction was 64%
(range, 31-78%) during an average period of 13.2 months
(range, 3-42 months) [39]. In another study, 66 (67.3%) of a
total of 98 patients did not undergo surgery, even in se-
questered L-HIVD. Following the MRI scan conducted in 80
patients 6 months later, 6 (10.9%) patients were included in
the nonregression, 22 (40%) in the partial regression, and 27
(49.1%) in the complete resolution groups [34]. In our study,
group D showed an approximately 30% reduction in HI at
three months. It is thought that applying NSDT for L-HIVD
in subacute periods can reduce the disc volume more quickly
and contribute to the partial improvement in pain relief and
function. Additionally, the surgical treatment was superior
to the nonsurgical treatment in the acute phase, but there
was no significant difference in the reduction of pain and
recovery of neurological deficit thereafter [35]. It may be
advisable to apply NSDT for patients with L-HIVD in the
subacute phase, considering the cost and risk of surgery [40].
Since pain relief and functional improvement in subacute
L-HIVD cannot be achieved using NSDT alone, other
conservation therapies (analgesics, physiotherapy, exercise,
etc.) should be incorporated if necessary.

There were several limitations to this study. First, only
patients between 18 and 60years old were included.
Therefore, this result does not apply to children and older
patients and needs further research. Second, group N (13/30,
43.3%) had a significantly higher dropout rate than group D
(4/30, 13.3%). Some patients in group N (9/13, 30.8%)
withdrew after the first or second session owing to wors-
ening symptoms. After the end of the study, the reasons were
analyzed after interviewing the patients on the phone during
the follow-up period. Aggravating pain was the first cause,
and the pain medication prescription violated the study
protocol. Some patients believed that they were allocated to
the control group because they did not experience any pain
relief and therefore canceled the follow-up. Third, previous
studies included more sessions of traction therapy over a

longer period [36, 41]. However, the period of our study was
somewhat shorter (three months) and the number of
treatment sessions was relatively small. If we had set a longer
period and conducted more treatment sessions, we might
have observed a more meaningful change in L-HIVD.
Fourth, it is possible that the controls were not perfectly
blinded. It may have been better to apply a slight traction
force to patients in the control group, but there is no clear
protocol on how much force should be applied. Due to the
limitations of this study, better designed studies are required
in the future.

5. Conclusions

In summary, subacute L-HIVD has a natural recovery
course; however, pain can be severe and may require
multidisciplinary treatment. A strength of our study was that
NSDT significantly reduced the HI calculated based on
follow-up MRI examinations. Additionally, patients who
received NSDT had partial improvement in pain relief and
function. NSDT may be a suitable treatment option for
conservative treatment of subacute lumbosacral herniated
intervertebral disc.

Data Availability

The datasets used and/or analyzed during this study are
available from the corresponding author upon reasonable
request.

Disclosure

A preprint has previously been published [42].

Conflicts of Interest

The authors declare that there are no conflicts of interest
regarding the publication of this paper.

Authors’ Contributions

Eunjoo Choi and Ho Young Gil contributed equally to this
work.

References

[1] J. Hartvigsen, M. J. Hancock, A. Kongsted et al., “What low
back pain is and why we need to pay attention,” The Lancet,
vol. 391, no. 10137, pp. 2356-2367, 2018.

[2] E. Casey, “Natural history of radiculopathy,” Physical Medi-
cine and Rehabilitation Clinics of North America, vol. 22, no. 1,
2011.

[3] C.C. Chiu, T. Y. Chuang, K. H. Chang, C. H. Wu, P. W. Lin,
and W. Y. Hsu, “The probability of spontaneous regression of
lumbar herniated disc: a systematic review,” Clinical Reha-
bilitation, vol. 29, no. 2, pp. 184-195, 2015.

[4] H. S. Kim, D. H. Yun, and K. Y. Huh, “Effect of spinal de-
compression therapy compared with intermittent mechanical
traction in lumbosacral disc herniation,” Journal of Korean
Academy of Rehabilitation Medicine, vol. 32, no. 3, pp. 319-
323, 2008.



[5] C. Vanti, A. Panizzolo, L. Turone et al., “Effectiveness of
mechanical traction for lumbar radiculopathy: a systematic
review and meta-analysis,” Physical Therapy, vol. 101, no. 3,
Article ID pzaa231, 2021.

[6] T. J. Madson and J. H. Hollman, “Lumbar traction for
managing low back pain: a survey of physical therapists in the
United States,” Journal of Orthopaedic & Sports Physical
Ihempy, vol. 45, no. 8, pp. 586-595, 2015.

[7] N. Karimi, P. Akbarov, and L. Rahnama, “Effects of segmental
traction therapy on lumbar disc herniation in patients with
acute low back pain measured by magnetic resonance im-
aging: a single arm clinical trial,” Journal of Back and Mus-
culoskeletal Rehabilitation, vol. 30, no. 2, pp. 247-253, 2017.

[8] M. Krause, K. M. Refshauge, M. Dessen, and R. Boland,
“Lumbar spine traction: evaluation of effects and recom-
mended application for treatment,” Manual Therapy, vol. 5,
no. 2, pp. 72-81, 2000.

[9] Z. Unlu, S. Tasci, S. Tarhan, Y. Pabuscu, and S. Islak,
“Comparison of 3 physical therapy modalities for acute pain
in lumbar disc herniation measured by clinical evaluation and
magnetic resonance imaging,” Journal of Manipulative and
Physiological Therapeutics, vol. 31, no. 3, pp. 191-198, 2008.

[10] H. Tanabe, M. Akai, T. Doi, S. Arai, K. Fujino, and K. Hayashi,
“Immediate effect of mechanical lumbar traction in patients
with chronic low back pain: a crossover, repeated measures,
randomized controlled trial,” Journal of Orthopaedic Science,
vol. 26, no. 6, pp. 953-961, 2021.

[11] Z.-Z. Liu, H.-Q. Wen, Y.-Q. Zhu et al., “Short-term effect of
lumbar traction on intervertebral discs in patients with low
back pain: correlation between the T2 value and ODI/VAS
score,” Cartilage, vol. 13, no. 1, p. 414S, 2021.

[12] M. Bilgilisoy Filiz, Z. Kilig, A. Ug¢kun, T. Cakir, S. Koldas
Dogan, and N. F. Toraman, “Mechanical traction for lumbar
radicular pain: supine or prone? A randomized controlled
trial,” American Journal of Physical Medicine & Rehabilita-
tion, vol. 97, no. 6, pp. 433-439, 2018.

[13] G. Ramos and W. Martin, “Effects of vertebral axial de-
compression on intradiscal pressure,” Journal of Neurosur-
gery, vol. 81, no. 3, pp. 350-353, 1994.

[14] D. Onel, M. Tuzlaci, H. Sari, and K. Demir, “Computed to-
mographic investigation of the effect of traction on lumbar
disc herniations,” Spine, vol. 14, no. 1, pp. 82-90, 1989.

[15] C.C. Apfel, O. S. Cakmakkaya, W. Martin et al., “Restoration
of disk height through non-surgical spinal decompression is
associated with decreased discogenic low back pain: a ret-
rospective cohort study,” BMC Musculoskeletal Disorders,
vol. 11, no. 1, p. 155, 2010.

[16] E. E. Gose, W. K. Naguszewski, and R. K. Naguszewski,
“Vertebral axial decompression therapy for pain associated
with herniated or degenerated discs or facet syndrome: an
outcome study,” Neurological Research, vol. 20, no. 3,
pp. 186-190, 1998.

[17] S. Y. Ma, “Effect of whole body cryotherapy with spinal de-
compression on lumbar disc herniation by functional as-
sessment measures,” Journal of the Korean Data ¢&
Information Science Society, vol. 21, no. 6, pp. 1101-1108, 2010.

[18] J. B. Leslie, J. V. Pergolizzi, A. Macario et al., “Prospective
evaluation of the efficacy of spinal decompression via the
drx9000 for chronic low back pain,” Journal of Medicine
Research, 2008.

[19] J. G. Park and D. G. Kim, “Effects of decompression therapy
for the treatment of a herniated lumbar disc,” The Korean
Journal of Pain, vol. 21, no. 2, pp. 143-149, 2008.

International Journal of Clinical Practice

[20] A. Macario and J. V. Pergolizzi, “Systematic literature review
of spinal decompression via motorized traction for chronic
discogenic low back pain,” Pain Practice, vol. 6, no. 3,
pp. 171-178, 2006.

[21] G. B. Andersson, A. B. Schultz, and A. L. Nachemson, “In-
tervertebral disc pressures during traction,” Scandinavian
Journal of Rehabilitation Medicine. Supplement, vol. 9,
pp. 88-91, 1983.

[22] J. Choi, S. Lee, and G. Hwangbo, “Influences of spinal de-
compression therapy and general traction therapy on the pain,
disability, and straight leg raising of patients with interver-
tebral disc herniation,” Journal of Physical Therapy Science,
vol. 27, no. 2, pp. 481-483, 2015.

[23] A. Reito, K. Kyrol4, L. Pekkanen, and J. Paloneva, “30-day
recurrence, readmission rate, and clinical outcome after
emergency lumbar discectomy,” Spine, vol. 45, 2020.

[24] V. G. C. Ribeiro, A. C. R. Lacerda, J. M. Santos et al., “Efficacy
of whole-body vibration training on brain-derived neuro-
trophic factor, clinical and functional outcomes, and quality
of life in women with fibromyalgia syndrome: a randomized
controlled trial,” Journal of Healthcare Engineering, vol. 2021,
Article ID 7593802, 9 pages, 2021.

[25] L. A.-O. Paineiras-Domingos, D. A.-O. Sa-Caputo,
A. A.-O. Francisca-Santos et al., “Can whole body vibration
exercises promote improvement on quality of life and on
chronic pain level of metabolic syndrome patients? a pseu-
dorandomized crossover study,” Journal of Applied Physiology
(1985), vol. 128, 2020.

[26] A.Thackeray,J. M. Fritz, J. D. Childs, and G. P. Brennan, “The
effectiveness of mechanical traction among subgroups of
patients with low back pain and leg pain: a randomized trial,”
Journal of Orthopaedic & Sports Physical Therapy, vol. 46,
no. 3, pp. 144-154, 2016.

[27] A. Macario, C. Richmond, M. Auster, and J. V. Pergolizzi,
“Treatment of 94 outpatients with chronic discogenic low
back pain with the DRX9000: a retrospective chart review,”
Pain Practice, vol. 8, no. 1, pp. 11-17, 2008.

[28] M. K. J. Fagerlund, U. Thelander, and S. Friberg, “Size of
lumbar disc hernias measured using computed tomography
and related to sciatic symptoms,” Acta Radiologica, vol. 31,
no. 6, pp. 555-558, 1990.

[29] D. K. Jeong, H. H. Choi, J. I. Kang, and H. Choi, “Effect of
lumbar stabilization exercise on disc herniation index, sacral
angle, and functional improvement in patients with lumbar
disc herniation,” Journal of Physical Therapy Science, vol. 29,
no. 12, pp. 2121-2125, 2017.

[30] R. Khanzadeh, R. Mahdavinejad, and A. Borhani, “The effect
of suspension and conventional core stability exercises on
characteristics of intervertebral disc and chronic pain in office
staff due to lumbar herniated disc,” The Archives of Bone and
Joint Surgery, vol. 8, no. 3, pp. 445-453, 2020.

[31] H. Komori, K. Shinomiya, O. Nakai, I. Yamaura, S. Takeda,
and K. Furuya, “The natural history of herniated nucleus
pulposus with radiculopathy,” Spine, vol. 21, no. 2,
pp. 225-229, 1996.

[32] M. Macki, M. Hernandez-Hermann, M. Bydon, A. Gokaslan,
K. McGovern, and A. Bydon, “Spontaneous regression of
sequestrated lumbar disc herniations: literature review,”
Clinical Neurology and Neurosurgery, vol. 120, pp. 136-141,
2014.

[33] C.Cunha, A.]J. Silva, P. Pereira, R. Vaz, R. M. Goncalves, and
M. A. Barbosa, “The inflammatory response in the regression
of lumbar disc herniation,” Arthritis Research & Therapy,
vol. 20, no. 1, p. 251, 2018.



International Journal of Clinical Practice

(34]

(35]

(36]

(37]

(38]

(39]

(40]

(41]

(42]

H. Sucuoglu and A. Y. Barut, “Clinical and radiological fol-
low-up results of patients with sequestered lumbar disc
herniation: a prospective cohort study,” Medical Principles
and Practice, vol. 30, 2021.

Y. A.-O. Wang, G. Dai, L. Jiang, and S. Liao, “The incidence of
regression after the non-surgical treatment of symptomatic
lumbar disc herniation: a systematic review and meta-anal-
ysis,” BMC Musculoskeletal Disorders, vol. 21, 2020.

Y. H. Cheng, C. Y. Hsu, and Y. N. Lin, “The effect of me-
chanical traction on low back pain in patients with herniated
intervertebral disks: a systemic review and meta-analysis,”
Clinical Rehabilitation, vol. 34, no. 1, pp. 13-22, 2020.

J. A. Saal, “Natural history and nonoperative treatment of
lumbar disc herniation,” Spine, vol. 21, pp. 25-9S, 1996.

L. H. M. Pengel, R. D. Herbert, C. G. Maher, and
K. M. Refshauge, “Acute low back pain: systematic review of
its prognosis,” BM], vol. 327, no. 7410, p. 323, 2003.

R. T. Benson, S. P. Tavares, S. C. Robertson, R. Sharp, and
R. W. Marshall, “Conservatively treated massive prolapsed
discs: a 7-year follow-up,” The Annals of The Royal College of
Surgeons of England, vol. 92, no. 2, pp. 147-153, 2010.

R. Chou, S. J. Atlas, S. P. Stanos, and R. W. Rosenquist,
“Nonsurgical interventional therapies for low back pain: a
review of the evidence for an American Pain Society clinical
practice guideline,” Spine, vol. 34, no. 10, pp. 1078-1093, 2009.
B. Ozturk, O. H. Gunduz, K. Ozoran, and S. Bostanoglu,
“Effect of continuous lumbar traction on the size of herniated
disc material in lumbar disc herniation,” Rheumatology In-
ternational, vol. 26, no. 7, pp. 622-626, 2006.

H. Y. Gil, E. Choi, J. Jiyoun, W. K. Han, F. S. Nahm, and
P.-B. Lee, Follow-Up Magnetic Resonance Imaging Study of
Non-surgical Spinal Decompression Therapy for Acute Her-
niated Intervertebral Disc: A Prospective, Randomized, Con-
trolled Study, Researchsquare, Durham, NC, USA, 2021.



