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ABSTRACT

Background and Aim: Low Back Pain (LBP) is the common global problem Worldwide. The Aim of this study was, To
Study the Effect of Mulligan’s mobilization and myofascial release technique in chronic mechanical low back pain.
Material and Methodology: A total of 120 eligible individuals aged 30-45 years with a history of chronic LBP were
enlisted after obtaining written informed consent and randomized into 2 groups control and experimental, each group
contains 60 individuals. Pre and Post assessment were performed using Oswestry Low Back Pain Disability Questionnaire
(OLPDQ), McGill pain Questionnaire (MPQ) and Numerical Pain Rating Scale (NPRS)

Results: The results demonstrated that both the groups demonstrated marked progress in all outcomes; however, the Group
B (p<0.0001) showed superior results compared to the Group A

Conclusion:. This Study also concluded that both the groups shows significant improvement in Patients condition but
Group B (Mulligan Mobilization) shows more significant than Group A (Myofascial Release technique).

Keywords: Chronic Pain, Pain Management, Physical Therapy Modalities, Transcutaneous Electric Nerve Stimulation,
Low Back Pain

How to cite this article: Jonnawar S, Jagtap V, Effect Of Mulligan’s Mobilization And Myofascial Release Technique In
Chronic Mechanical Low Back Pain — A Randomized Controlled Trial. .Int J Drug Deliv Technol. 2026;16(1s): 1136-1144;

DOI: 10.25258/ijddt.16. 1136-1144
Source of support: Nil.
Conflict of interest: None

INTRODUCTION

The bottom end of the spinal column between the top sacral
vertebra (S1) and the final thoracic vertebra (T12) is known
as the lumbar spine [Error! Reference source not found.].
Five delicate and movable vertebrae (L1-L5) that provide
the diffusion of axial forces protect the spinal cord in this
area [Error! Reference source not found.]. At the level of
the L1 and L2 vertebrae, the spinal cord ends at the conus
medullaris after passing through the middle of the vertebral
column. Nerves, bone, ligament, muscles and cartilage
make up the lumbar spine. [Error! Reference source not
found.].

Three primary purposes of the lumbar spine are identified.
The lumbar spine first aids in the upper body's stability. The
lumbar vertebrae (L1-L5) can absorb axial stresses from the
trunk, neck and head because they are Noticeably vast than
other parts of the vertebral column [Error! Reference
source not found.].

A fibrocartilaginous structure known as the lumbar disc is
located between the end plates of two vertebral bodies. It is
made up internally by gelatinous nucleus pulposus and
externally by fibrous annulus fibrosis [Error! Reference
source not found.].

In the developed world, either of the main source of health
issues is low back discomfort. The highest medical-based
expenses are caused by these chronic illnesses and the
psychological aspects that follow [Error! Reference
source not found.].

Nearly every adult will have Low Back pain at some point
in their lives. LBP regarded as a complex medical issue with
a number of risk and contributing factors. The nonspecific
form of LBP, which lacks a clear pathologic explanation, is
the most prevalent kind. Approximately 85% of those with
LBP are of this generic variety [Error! Reference source
not found.].

The low back is anatomically defined as extending from the
12th rib to the iliac crest [Error! Reference source not
found.]. Although the buttock region is structurally
separate and includes a region from the iliac crest to the
gluteal folds, LBP sometimes coexists and is confused with
buttock discomfort [Error! Reference source not
found.,Error! Reference source not found.].

In India, back discomfort affects 19.8% of people. Over 540
million individuals worldwide suffer from LBP, which has
increased in the past 25 years [Error! Reference source
not found.].

Duration of LBP are Acute LBP for Less than 4 weeks,
Subacute LBP for 4 Weeks to 3 months and Chronic LBP
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for more than 3 months [Error! Reference source not
found.].

The Back pain is typically mechanical or non specific.
Mechanical low back pain (MLBP) arises from the, soft
tissues, intervertebral disks and from the spine, Clinical
indicators, sometimes known as "red flags," can be utilized
to detect nonmechanical back pain and to guide additional
testing or imaging [Error! Reference source not found.].
As stated by the biopsychosocial model, LBP is the result
of a dynamic interplay of biological, psychological and
social elements that can both cause and contribute to
damage [Error! Reference source not found.].

Common nonspecific physical findings include tight
hamstrings, paravertebral muscle spasms, muscular trigger
points, decreased range of motion of the spine, discomfort,
and worsening of symptoms during flexion, extension and
straight leg raising tests. The term "chronic mechanical low
back pain" refers only to a group of symptoms [Error!
Reference source not found.] .

Any musculoskeletal mechanical pain that lacks a clear
cause is referred to as nonspecific pain in lower back region
[Error! Reference source not found.].

Classification of LBP [ Error! Reference source not
found.]

Low Back Pain
Simple mechanical Radicular ‘ ‘ Pathological ‘ Psychological ‘
Low back pain Low back pamn Low back pain Low back pain
When body mechanic Nerve Serious medical Stress, anxiety,
is happened invelvement condition depression
1) Facet Syndrome 1) Lumbar spinal 1} Caunda equina syndrome
1) Sacroilize jomt stenosis 2) Rheumatological diseases
syndrome 2) Lumbar disc * Ankylosing spondylitis
3) Lumbar muscle . )
herniation * Reiters syndrome
strain /sprain
» Psoriatic arthritiz
4} Spondylosiz

- L + Enteropathic arthritis
5) Spondylolisthesiz

P 3) Vertebral osteomyelitis

Mayofacial pain
syndrome 4) Neoplastic dizease

* Primary bone tumor

* Secondary bone tumor
5} Abdominal zortic aneurysm
&) Osteoporosis
7) Referred pain

The Red Flags of LBP are : Traum , Age — Individuals who
are 50 years old or above, Cancer History, Fever, Chills,
Night Sweats — Elevated body temperature (over 100°F),
feeling unusually cold, or waking up at night drenched in
sweat due to temperature changes, Unexplained Weight Loss

, Recent Infection , Immunosuppression , Pain at Rest or
Night Pain, Saddle Anesthesia , Bladder Symptoms, Lower
Limb Neurological Deficits [Error! Reference source not
found.].

The Mulligan Concept is a manual therapy approach
developed by New Zealand , Physiotherapist Brian Mulligan.
Mulligan concept involves the application of manual
mobilization to Peripheral and vertebral glides combined
with active and passive movement. It aims to improve joint
mobility and reduce pain using a combination of manual
therapy and active movement techniques. The Indications
are; Joint pain and stiffness, Tendinitis and bursitis, Sprains
and strains , Arthritis, Headaches and neck pain, Back pain.
And the Contraindications are; Joint Instability, Fractures,
Acute Inflammation , Acute Infection , Vascular Disease ,
Osteoporosis , Pregnancy [ Error! Reference source not
found.].

Myofascial release relates to the Technique of Manual
Therapy Releasing bonds between bones and muscles,
ligament and fascia and stretching the fascia with the target
of decreasing pain, improving the range of motion and
maintaining the balance of the body. [ Error! Reference
source not found.]

TENS and hot moist pack (HMP) therapy are commonly
utilized as conventional physiotherapeutic interventions in
the treatment. Aiming to alleviate pain, enhance tissue
extensibility, and promote functional recovery. [ Error!
Reference source not found.]

A Previous study indicated that Mulligan techniques can
reduce pain and dysfunction in LBP patients however, the
evidence strength is moderate, necessitating further
research. [Error! Reference source not found.]
Meta-analyses have indicated that MFR Technique
significantly improves pain and physical function in chronic
LBP patients, though effects on other outcomes like quality
of life are inconclusive. [Error! Reference source not
found.]

While both Mulligan mobilization and Myofascial Release
Technique have demonstrated individual efficacy, research
on their combined application is scarce. Investigating their
combined effect alongside conventional treatments reveal
more effective strategies for approaches for Chronic MLBP

Previous studies have largely focused on the isolated
effectiveness of Mulligan’s Mobilization or MFR, often
with small sample sizes, limited outcome measures, and
short-term follow-ups. Moreover, many existing studies do
not assess these techniques in comparison with
conventional Physiotherapy treatments, which are still
commonly practiced in clinical settings. There is also a lack
of studies that evaluate the integrated clinical impact of
these interventions on key functional outcomes such as pain
intensity, range of motion, and disability level over a
consistent treatment duration.

Therefore, a distinct research gap exists in understanding
and comparing the relative effectiveness of Mulligan’s
Mobilization, Myofascial Release, and Conventional
Physiotherapy interventions in individuals with Chronic
Mechanical Low Back Pain. Addressing this gap will
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contribute to Clinical decision-making and help identify
more effective treatment strategies for this common
condition .

MATERIALS AND METHODOLOGY:

The study enrolled 120 individuals diagnosed with MLBP
from the karad region, all aged between 30 and 45 years.
Before participation, written informed consent was
obtained from each individual, indicating their voluntary
agreement to join the study. This was a single-blinded
randomized controlled trial, wherein the participants were
unaware of the specific intervention they received.
Randomization was performed using the simple random
sampling technique, executed through SPSS software
version 26.0 (IBM Corp.,Armonk, NY, USA). Participants
were distributed equally across two groups: the
experimental group (n=60) and control Group (n=60).
Participants received comprehensive explanation about the
research procedures, their rights as subjects, and any
associated risks before enrollment. The research adhered to
ethical standards for studies involving human participants
and received approval from the Institutional Ethics
Committee of Krishna Vishwa Vidyapeeth (Deemed to be
University), Karad. The final sample size of 120 was
derived using the formula 4pq/L?, where p represents the
prevalence, q equals 100 minus p, and L denotes the
allowable margin of error.

Eligibility criteria included both males and females within
the specified age group who experienced LBP and
Restriction of movement and stiffness of lower back and
Individuals Normal BMI Exclusion criteria were
meticulously defined to ensure participants safety and the
integrity of results. Individuals with History of Spinal
surgery, Autoimmune disease (Ankylosing Spondylitis,
Rheumatoid  Arthritis), History of  Spondylosis,
Spondylolisthesis, Spinal fracture, Pregnancy, Cauda
equina syndrome , spinal inflammation, Spinal tumor,
Osteoporosis were excluded.

Baseline Treatment

Week
Duration

Repetitions /|

Procedure .
Time

Treatment

Heat hydrocollator
pack (70-75°C for
20-30 min) or
microwave (26
min). Wrap in 6-8
layers of towel.
Apply to back for
10 minutes.
Monitor skin every
4 min.

Hot Moist
Pack

10

weeks minutes/session

Clean skin, place
24 electrodes
around pain area.
Use conventional
(50-100 Hz) or
acupuncture-like

10

TENS . .
minutes/session

weeks

Treatment Week. Procedure R.e petitions /
Duration Time
(2-10 Hz) TENS.
Adjust to
comfortable
tingling.
Supervised
. 0-4 :
Exercises exercise therapy as|See below
weeks .
listed below.
Exercise Position & Instructions R.e petitions /
Time
Supine; pull one kneel8—10 per leg,
Knee to Chest toward chest, hold hold 20-30 sec
Double Knee|Supine; pull both knees|8—10 times, hold
to Chest to chest 20-30 sec
Pelvic Supine; lift hips while| 8—12 times, hold|
Bridging keeping body aligned |5-10 sec
Straight Leg|Supine; raise one leg to
Raise 30-45° 8-10 per leg
Back Prone; press pelvis|10-15  times,
Isometrics gently into table hold 5-10 sec
Abdominal Supine; draw navel 10-15  times,
Drawing-In  |inward while breathing |hold 5-10 sec
Quadriceps  |Standing/side-lying; 2-3 per leg,
Stretch pull heel to buttock hold 20-30 sec
Hamstring Supine; raise straight leg|2-3  per leg,
Stretch until mild stretch hold 20-30 sec
Piriformis Supine; figure-4 stretch|2-3 per side,
Stretch with one leg hold 20-30 sec
Lower Trunk Sup}ne; rotate knees side|2-3 per side,
. to side hold 20-30 sec
Rotation
Standing; cross leg|2-3 per side,
TFL Stretch behind, lean torso hold 20-30 sec
Seated/standing; 2-3 per side,
QL Stretch overhead lateral stretch |hold 20-30 sec

Group A — Myofascial Release Technique along With

Baseline Treatment

Treatment Week. Procedure Rep etitions
Duration / Time
Baseline |04 Hot MOISt. Pack, Same as
TENS, Exercises (as
Treatment |weeks Above
above)
A) Paravertebral:
therapist uses |y utes
Myofascial | 0—4 olecranon to apply cach  area
Release weeks  |sliding pressure| " cion
bilaterally. B)P
Thoracolumbar
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Treatment Week. Procedure Repetmons
Duration / Time
Fascia:  cross-hand
stretch from sacrum
to T12-L1.

Group B — Mulligan Mobilization along with Baseline
Treatment

Table no. 1 — Age Distribution

AGE GROUP MEAN AGE OF
INDIVIDUALS
GROUP A 38.4
GROUP B 37.5
Interpretation: Table No. 1 and Graph 1 represent the

distribution of participants across two groups: The mean
age of Group A is 38.4 (Approximately 51% of total
population). And the mean age of Group B is 37.5

Treatment | VK Iprocedure Repetitions | (Approximately 49 % of total population). This indicates a
Duration / Time fairly balanced age distribution in the study population,
Baseli 04 Hot Moist Pack, g with a slight predominance of older individuals. This
aseline TENS. Exercises (as|>2™€ 35 balanced representation ensures that the findings of the
Treatment |weeks ’ ( Above :
above) study can be more broadly applicable across the adult age
SNAGs spectrum within the specified range.
(central/unilateral) 2.GENDER DISTRIBUTION
apolied to lumbar Repeated Table no. 2— Gender Distribution
spirile during active during cach Group MALE
Mulligan 04 p £ movement FEMALE
Mobilization|weeks movement. (Flexion GROUP A 24
Sustained glide by L
. Extension, 36
therapist toward etc.)
patient's  "eyeball | GROUP B 23
direction™ 37
OUTCOME MEASURES Interpretation: Table No. 2 and graph 2 represent the

Oswestry Low Back Pain Disability Questionnaire
OLPDQ a standard assessment tool widely adopted for
assessing functional disability due to low back pain [ Error!
Reference source not found.]. It consists of ten sections
rated on a 0-5 scale, covering activities like lifting, sitting,
and walking [Error! Reference source not found.]The
total score is converted to a percentage to reflect disability
severity. The OLPDQ is recognized for its high validity and
reliability in evaluating functional limitations, especially in
older adults [Error! Reference source not found.]
McGill Pain Questionnaire

MPQ is a validated tool for assessing subjective pain
perception using ranked pain descriptors. Pain intensity is
measured through the Pain Rating Index (PRI), with scores
ranging from 0 to 78 [Error! Reference source not
found.]. The MPQ has demonstrated a test-retest
consistency rate of 70.3%. Studies confirm that the SF-
MPQ-2 version shows strong reliability, validity, and
sensitivity in patients with acute and chronic LBP [Error!
Reference source not found.].

Numerical pain Rating Scale

The 11-point NPRS was used to assess pain intensity by
averaging current, worst, and least pain levels over the past
24 hours [Error! Reference source not found.]. It is a
simple and extensively utilized to assess pain. The NPRS
has demonstrated good validity and reliability in clinical
settings. A 2-point change on the scale is considered
clinically meaningful [Error! Reference source not
found.].

RESULTS
1. AGE DISTRIBUTION

gender-wise distribution of participants in the study. Out of
the total participants, Group A includes 24 males and 36
females while Group B includes 23 males and 37 females.
While there is a notable difference in gender distribution,
both genders were adequately represented, allowing for a
reasonably balanced comparison of outcomes between
males and females

OUTCOME MEASURES —

Numerical pain Rating Scale

Table no 3 — Comparison of Pre and Post Mean Scores
of NPRS (On Activity) within Group A and Group B

NPR | PRE POST MEAN P

S TREAT | TREAT | DIFFER | VAL

(On | MENT MENT ENCE UE

Activ

ity)

Grou | 8.65+1.17 | 8.08+1.07 | 0.57 0.00

pPA 55

Grou 1.42+1.10 | 5.38 <0.0

pB 7.22+1.84 001
Interpretation: Table 3 and graph 3 illustrate the

comparison of pre- and post-treatment mean scores of the
Numerical Pain Rating Scale (NPRS) during activity within
Group A and Group B. In Group A, the mean NPRS score
decreased slightly from 8.65+1.17 to 8.08 £1.07, with a
mean difference of 0.57 and a very significant p-value of
0.0055, indicating a minimal improvement in pain levels
post-treatment. In contrast, Group B exhibited a marked
reduction in pain scores from 7.22+1.84 to 1.42+1.10,
with a mean difference of 5.38 and Extremely significant p-
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value of <0.0001. This significant improvement in Group B
suggests that the intervention applied was far more effective
in reducing activity-related pain. The graph visually
supports these findings, clearly showing a more substantial
decline in pain levels for Group B compared to Group A.

29.95+4.63 to 3.73+3.42, with a mean difference of 26.22,
which was Extremely Significant (p < 0.0001).
McGill Pain Questionnaire

Table 6— Comparison of Pre and Post test mean scores
of McGill Pain Questionnaire within the Group A and

Table no 4 — Comparison of Pre and Post Mean Scores  Group B

of NPRS (At Rest) within Group A and Group B McGill PRE POST MEAN P
NP | PRE POST MEAN P Pain TREAT | TREAT | DIFFER | VAL
RS | TREAT TREAT DIFFER | VAL Questio | MENT MENT ENCE UE
(At | MENT MENT ENCE UE nnaire
Res GROUP | 28.46+8. | 21.78+10 | 6.68 0.00
t) A 80 3 02
Gro | 5.03+0.80 | 4.48+1.42 | 0.55 0.001
up 5 GROUP | 29.3148. | 8.18+4.1 | 21.13 <
A B 89 6 0.00
Gro 0.2540.57 | 3.41 < 01
up 3.66+1.11 0.000
B 1 Interpretation: The Table No. 6 and Graph 6 illustrate the

Interpretation: The Table No. 4 and Graph 4 illustrate the
comparison of pre and post treatment mean NPRS
(Numeric Pain Rating Scale) scores at rest within Group A
and Group B. Group A showed a modest reduction in pain
from 5.03+0.80 to 4.48+1.42, with a mean difference of
0.55, which was Very significant (p = 0.0015). In contrast,
Group B demonstrated a substantial reduction in pain from
3.66+1.11 to 0.25+0.57, with a mean difference of 3.41,
which was Extremely Significant (p < 0.0001). The lower
p-values in both groups indicate that the observed changes
are statistically significant, especially in Group B,
suggesting that the intervention used in Group B was more
effective in reducing resting pain levels.

Oswestry Disability Index

Table 5 — Comparsion of Pre and Post test mean scores
of Oswestry Disability Index within the Group A and

Group B

Oswes | PRE POST MEAN P

try TREAT TREAT DIFFERE | VAL

Disabi | MENT MENT NCE UE

lity

Index

Grou | 34.06+9.7 | 22.56+9.8 | 11.5 <

pA 9 3 0.000
1

Grou | 29.95+4.6 | 3.73+3.42 | 26.22 <

pB 3 0.000
1

Interpretation: The Table No. 5 and Graph 5 illustrate the
comparison of pre and post treatment mean ODI (Oswestry
Disability Index) scores within Group A and Group B.
Group A showed a modest reduction in pain from
34.06+9.79 to 22.95+3.73, with a mean difference of 11.5,
which was Extremely significant (p <0.0001). In contrast,
Group B demonstrated a substantial reduction in pain from

comparison of pre and post treatment mean McGill Pain
Questionnaire scores within Group A and Group B. Group
A showed a modest reduction in pain from 28.46+8.80 to
21.78+10.3, with a mean difference of 6.68, which was
Extremely significant (P value 0.0002). In contrast, Group
B demonstrated a substantial reduction in pain from
29.31+8.89 to 8.18+4.16, with a mean difference of 21.13,
which was Extremely Significant (p < 0.0001)

DISCUSSION

Mechanical low back pain (MLBP) arises from the spine,
muscles, or intervertebral discs due to strain, injury, or
degenerative changes, resulting in localized pain and
stiffness. Low back pain is a global health concern,
affecting a significant portion of the population. Mechanical
low back pain is the most common form of low back pain
and originates from spinal structures such as muscles,
ligaments, Intervertebral discs, facet joints, or vertebrae. It
is typically localized to the lower back, may be acute or
chronic, and is often exacerbated by activities such as
bending, lifting, prolonged sitting, or standing. Pain usually
improves with rest or postural correction. Contributing
factors include poor posture, sedentary lifestyle, and
repetitive mechanical stress. Importantly, mechanical low
back pain does not involve nerve root compression,
systemic disease, or infection.

The term "Mechanical" reflects that the pain is typically
related to movement, posture, or mechanical load on the
spine. In India, Low Back Pain affects approximately
19.8% of individuals. Globally, over 540 million people
suffer from low back pain, and the prevalence has
significantly increased over the past 25 years [11]. While
both Mulligan Mobilization and Myofascial Release
techniques have been recognized for their benefits in
various musculoskeletal disorders, their specific application
and comparison for mechanical low back pain remains a
novel area of research. Investigating the effect of Mulligan
Mobilization and Myofascial Release techniques in patients
with Chronic Mechanical Low Back Pain introduces a
novel and promising approach to managing this condition.
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To the best of our knowledge, there is a scarcity of studies
that directly compare the outcomes of Myofascial Release
and Mulligan Mobilization techniques, despite their clinical
effectiveness. Furthermore, no previous study has
comprehensively evaluated and contrasted these two
techniques within a single, controlled experimental
framework, particularly among patients with chronic
mechanical low back pain. Additionally, there is a lack of
evidence assessing the Individual effects of these
techniques alongside a uniform baseline treatment protocol
including Hot moist packs (HMP), Transcutaneous
electrical nerve stimulation (TENS), and therapeutic
exercises.

Therefore, the present study titled “Effect of Mulligan
Mobilization and Myofascial Release Technique in Chronic
Mechanical Low Back Pain” was conducted with the
primary objective of comparing the effects of Mulligan
Mobilization and Myofascial Release in patients with
chronic mechanical low back pain. Furthermore, the study
aimed to evaluate the impact of these techniques on pain,
disability, and pain characteristics using the Numerical Pain
Rating Scale (NPRS), Oswestry Disability Index (ODI),
and McGill Pain Questionnaire (MPQ) after 16 treatment
sessions.

A total of 120 individuals with chronic mechanical low back
pain participated in the study. They were randomly assigned
into two groups: Group A (Myofascial Release) and Group
B (Mulligan Mobilization), with 60 participants in each
group. Both groups received the same baseline treatment
consisting of HMP, TENS, and Exercises. The findings
revealed that both groups demonstrated significant
reductions in pain intensity and disability, along with
improvements in functional mobility. However, Group B
exhibited statistically and clinically superior improvements
compared to Group A.On comparing both groups, In Group
A, the NPRS On activity and on Rest was found to be very
significant and In Group B, the NPRS On Activity and on
Rest was found to be Extremely Significant. While the ODI
value in Group A and Group B was found to be Extremely
Significant. In Group A and In Group B was found to be
Extremely Significant. Present study concluded that
Mulligan  Mobilization  Group shows significant
improvement than Myofascial Release Group.

According to the, Ligia Maria Facci et al. titled “Effect of
Transcutaneous electrical nerve stimulation (TENS) and
interferential currents (IFC) in patients with nonspecific
chronic low back pain” shows there were 150 patients with
low back pain divide into 3 groups in which, they given
TENS (Group 1), Interferential Currents (Group 2),
Controls (Group 3). They concluded that there were No
Difference between Interferential current and TENS
treatment [ 46].

A Study Conducted by, Md. Nasir Ali et al. titled
“Comparison of two mobilization techniques in
management of chronic non-specific low back pain” shows
there 33 patients with chronic non-specific low back pain
divided into 2 groups, 17 in Group | and 16 in group 2. They
concluded that There is no significant change in the
alleviation of symptoms linked to persistent, nonspecific

low back pain when Maitland or Mulligan spine
mobilization treatments are added [ 44]. According to the,
Maria Dolores et al. titled “Effect of Myofascial Release in
non-specific low back pain” This study was done on 54
participants were divided into 2 groups, 27 in group 1 which
is the MFR group and 27 in Group 2 which is sham MFR
group (control). They concluded that Both pain and
impairment significantly improved with Myofascial
Release Therapy [45]. A Study conducted by, Taqdees
Manzoor et al. titled “Effect of Modified Lumbar —
Sustained natural apophyseal glides (SNAG ) in nonspecific
low back pain”. This study was done on 40 Patients. 20
patients each were divided into Group A and Group B. For
Group A Maitland technique and Group B  Mulligans
SNAG mobilization with infrared therapy was given for 2
weeks. This study concluded that Mulligan mobilization is
more effective than Maitland mobilization [47].

A Study conducted by Michael Opeoluwa et al. titled
“Augmenting conventional treatment of non-specific low
back pain with progressive goal attainment programme”
This study was done on 70 individuals (28 males; 42
females). Individuals assigned randomly into 2 groups
experimental and control group. Both the groups received
conventional treatment, TENS, Flexibility and isometrics
strengthening  exercises. Experimental group had
Progressive goal attainment programme in addition. They
concluded that Patients with nonspecific low back pain with
psychosocial overlay can see long-lasting improvements in
their pain and psychosocial characteristics when
progressive therapy is added to traditional treatment [48].
A study conducted by Hatice Yakut et al. “Immediate, short
and long-term clinical results of combined Mulligan
mobilization with movement techniques in non-specific
chronic low back pain” This study was done on 36 patients.
Group 1 includes 19 pateints and Group 2 includes 17
patients. Group 1 received the SNAG glides, Hip traction,
international rotational mobilization techniques and
exercises for home program as well. Group 2 received Sham
mobilization. They Concluded that the Movement with
Mobilization Technique is more effective over Sham
Movement with Mobilization and its long-term advantages
when applied to the lumbar region, including hip techniques
[49].

A study conducted by John M. Mayer et al. “Treating acute
low back pain with continuous low- level heat wrap therapy
and or exercises” This study was done one 100 participants
they are divided into 4 groups, Group 1 include 25
participants (Heat Wrap), Group 2 include 25 participants
(Exercises), Group 3 include 24 participants (Heat wrap +
Exercises) and Group 4 include 26 participants (Control)
group. They concluded that Combining low-level heat wrap
therapy with directional exercise therapy significantly
improves function, reduces disability, and speeds up
recovery in acute low back pain compared to using either
treatment alone. Early combined use is recommended for
optimal outcomes [ 50].

A study conducted by Rehana Hayat et al. “Comparing the
Effectiveness of Specific Lumbar Mobilization and Core
Stability Exercises in Mechanical Low Back Pain in
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Decreasing Pain and Disability” This study was done on 45
participants randomly distributed into 3 groups, Group A
was Control group received hot pack and conventional
treatment protocol, Group B received Specific Lumbar
Mobilization and Group C received core stability exercises.
They Concluded that Core stability exercises are more
effective than lumbar mobilizations and conventional
treatment in reducing pain, enhancing functional status, and
improving side flexion and rotation in low back pain
patients. Both core exercises and mobilizations are equally
effective for flexion and extension. [51].

In clinical practice, both Mulligan Mobilization and
Myofascial Release (MFR) are widely recognized manual
therapy techniques used for the management of
musculoskeletal ~ conditions,  particularly  chronic
mechanical low back pain. Mulligan Mobilization, through
its mobilization-with-movement approach, addresses joint
hypomobility and Positional faults by combining passive
accessory glides with active physiological movements,
promoting immediate pain-free mobility and functional
improvement. On the other hand, MFR targets myofascial
restrictions and soft tissue adhesions, aiming to reduce
muscle tension, enhance circulation, and restore tissue
extensibility. Clinicians often incorporate these techniques
into treatment protocols to achieve faster pain relief,
improve range of motion, and support long-term functional
recovery. These outcomes may be attributed to the unique
biomechanical and neurophysiological ~mechanisms
underlying Mulligan’s Mobilization. The technique
involves therapist-applied sustained mobilizations during
active physiological movement, which may correct
positional faults, restore joint alignment, and facilitate
normal movement patterns. Moreover, this approach
engages the patient actively in the mobilization process,
potentially enhancing proprioceptive feedback, muscle
activation, and neural desensitization.

In contrast, Myofascial Release primarily targets fascial
adhesions and soft tissue tightness. While it is effective in
reducing muscle tension and improving mobility, the
changes may be more gradual and may not directly
influence joint mechanics to the same extent as Mulligan’s
technique.

The consistency in baseline treatment across both groups
helps isolate the effects of the manual therapy techniques,
thereby strengthening the internal validity of the study.
Furthermore, the findings align with previous literature
supporting the clinical benefits of Mulligan’s Mobilization
in lumbar spine dysfunctions, particularly in improving
spinal range of motion, reducing pain, and enhancing
function.

While both manual therapy techniques demonstrated
beneficial effects in the treatment of Chronic Mechanical
Low Back Pain, Mulligan Mobilization proved to be more
effective than Myofascial Release in reducing pain and
improving function when administered in conjunction with
conventional Physiotherapy interventions. These findings
suggest that Mulligan’s Mobilization may be preferentially
utilized in clinical settings to achieve more rapid and

significant therapeutic outcomes in individuals suffering
from Chronic Mechanical Low Back Pain.

LIMITATIONS

The study was conducted on a specific population group,
which may limit generalization to other age groups or
individual with different activity level and comorbidities .
Due to the Nature of Manual therapy, participant and
therapist blinding was not feasible, introducing potential
performance and detection bias.

STRENGTHS
This Study validated multiple tools were used (NPRS, ODI,
and McGill Pain  Questionnaire), providing a

multidimensional assessment of pain, function, and quality
of life. The Group B showed highly statistically and
clinically significant improvements across all outcome
domains, supporting the efficacy of the combined manual
therapy approach. Both age and gender distributions were
matched between groups, reducing potential confounding
variables. The intervention and conventional treatments
were delivered using consistent protocols over a fixed
duration (16 sessions), allowing reproducibility and
practical application in clinical settings.

FUTURE RECOMMENDATIONS

Future studies should include a larger and more diverse
population to improve generalizability across age groups
and activity levels. Incorporate long term follow -up (3-6
months or more) to assess the sustained effects and
recurrence rates of pain and disability. Future study Use
Objective tools such as Motion Analysis systems, or
Ultrasound imagining to assess biomechanical and
neuromuscular changes

CONCLUSION

The Study concluded that Both Mulligan Mobilization and
Myofascial Release (MFR) techniques, when administered
along with a standardized baseline treatment protocol
comprising Hot Moist Packs (HMP), Transcutaneous
Electrical Nerve Stimulation (TENS), and therapeutic
exercises, are effective in significantly reducing pain
intensity, functional disability, and the quality of pain in
individuals with chronic mechanical low back pain.
However, comparative analysis between the two
intervention groups revealed that the participants in the
Mulligan Mobilization group (Group B) exhibited
statistically and clinically superior outcomes across all
measured parameters including greater reductions in pain
(NPRS), disability (ODI), and pain characteristics (MPQ)
as compared to the Myofascial Release group (Group A).
The enhanced results in Group B may be attributed to the
unique  neuromechanical  effects of  Mulligan’s
Mobilization, particularly its ability to address joint
positional faults and improve lumbar segmental mobility in
a pain-free manner.

Therefore, the findings of this study support the
incorporation of Mulligan Mobilization as a preferred
manual therapy technique in the clinical management of
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chronic mechanical low back pain, particularly when rapid
and sustained improvements in function and pain relief are
desired.  Nonetheless, = Myofascial Release also
demonstrated notable clinical benefits and may continue to
be used effectively in managing soft tissue-related
dysfunctions
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