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Abstract
Our main aim in this study is to compare the effectiveness of conventional physical therapy in the
context of sleep quality of participants with chronic low back pain and the effectiveness of kinesiology
taping applied to the waist area in a very short time.

40 participants (30 females, 10 males) whose age ranges ranged from 25 to 50 years were randomly
divided into two groups (banding group and control group). In both groups, a home exercise program was
given by applying therapeutic ultrasound for 5 minutes, TENS (Transcutaneous Electrical Nerve
Stimulation) for 30 minutes and infrared for 30 minutes. In kinesiology taping groups, taping was applied
to the waist region with the star technique, once for 48 hours. VAS (Visual Analog Scale) for pain, hip
�exor �exibility test and hand-�nger �oor distance test for �exibility, Berg balance scale for balance, Beck
anxiety scale for anxiety, Oswestry disability index for disability level, Tampa kinesiophobia scale for
kinesiophobia, sleep quality Pittsburg sleep quality index and Nottingham life pro�les were used for
quality of life. Evaluations were made twice, before and after the treatment. The signi�cance level was
accepted as p <0.05.

1. Introduction
Depending on the duration of the symptoms, low back pain is called acute if it lasts less than 1 month,
subacute if it lasts for 1–3 months, and chronic if it lasts more than 3 months. 1 With another de�nition,
muscle tension in the region between the lower costal border and the upper inferior gluteal folds can be
called. Although low back pain has become an important problem worldwide, 60–80% of the world's
population is faced with low back pain at some point in their lives. It has also been reported that
approximately 23% of this low back pain is chronic low back pain. 2,3 It is seen that 80% of patients with
acute low back pain recover within 6 weeks, while 7–10% of them last longer than 3 months and become
chronic, causing great labor and economic damage. 3

Chronic low back pain is a condition that limits the daily life activities and movements of the person,
affects walking, dressing and social life, in short, reduces the quality of life. Anxiety has been reported to
accompany chronic pain. Studies have also found a highly signi�cant relationship between chronic pain
and sleep quality. 4

There is no standardized treatment approach for the treatment of chronic low back pain. 3 There are
many options ranging from conservative treatment to surgery. Physiotherapy agents, exercise programs,
kinesiology taping, medical therapy, dry needle, yoga, pilates and surgical treatments are the most
frequently used treatment methods. 6

Kinesiology taping technique was developed in 1973 by Dr. Developed by Kenzo Kase. The emergence
philosophy of the method is that it is a taping method that does not prevent joint movements and
resembles the structural features of human skin. 7 Kinesiology taping, which has not only a therapeutic
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role but also a preventive role in athletes, is supported by positive results in many studies that it increases
functionality and helps reduce pain.8 Kase et al. They mentioned some positive effects depending on the
degree of tension applied to the band. These effects; To send signals to the central nervous system by
stimulating mechanoreceptors through the skin, to create a positional warning by creating folds in the
area where the tape is applied, to create more space by removing the fascia and skin and subcutaneous
soft tissues on the painful or in�amed area with these folds, and by reducing the pressure in the area is to
create a sensory stimulus to limit or increase movement. With the decreased pressure and increased
blood circulation, the stimulation of pain receptors in the painful area is prevented. Thus, it is possible to
move without pain. 5

Sleep is one of the basic physiological needs of humans, which ensures the continuity of human health.
8,9 Sleep is also accepted as an important variable of health, affecting an individual's quality of life and
well-being. 10,11

Sleep quality is also a concept that is emphasized in clinical research and applications today. The reason
for this is that sleep-related complaints are increasing day by day and poor sleep quality may be a
symptom of many medical diseases. 12 In addition to productivity and e�ciency, functions such as
memory and concentration are also positively affected by sleep quality. 13,9

In the literature, the effect of kinesiology taping, which is used in the treatment of chronic or acute low
back pain, on pain, physical competence and well-being has been questioned. 14,15 Although it is known
that sleep quality also affects chronic low back pain, there is no study in the literature investigating the
effects of chronic low back pain and kinesiology taping on sleep quality parameters. 4

The aim of this study is to investigate the effectiveness of conventional physical therapy and kinesiology
taping in addition to conventional treatment on pain, �exibility, balance, anxiety, disability, kinesiophobia,
sleep quality and quality of life in patients with chronic low back pain.

Our hypotheses are as follows:

Hypothesis 1

The sleep quality of the participants in the kinesiology taping group will differ according to the group that
received only conventional physical therapy.

Hypothesis 2

Pain, disability and quality of life will be different in the participants in the kinesiology taping group
compared to the group that only received conventional physical therapy.

Hypothesis 3
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Anxiety and fear of movement will be different in the participants in the kinesiology taping group
compared to the group that only received conventional physical therapy.

2. Methods

2.1 Participants
A total of 40 patients with low back pain lasting longer than 3 months, who applied to the Medical Park
Hospital Physical Therapy and Rehabilitation Department between 20 May and 20 December 2020, were
included in the study. These 40 patients were randomly divided into banding group (n = 20) and control
group (n = 20) by computer program.

All participants were treated with conventional chronic low back pain treatments such as US (4 min),
TENS (30 min), infrared (30 min) and home exercise program treatment, and in addition to the taping
group, kinesiology taping treatment with area correction technique was applied. 16

Evaluations were applied twice, before and after the treatment.

2.1.1 Inclusion criteria for research;
Those over the age of 18 who agree to participate in the research

Those with low back pain for at least 3 months

Those who have not had spine or lower extremity surgery

Those who do not have any other musculoskeletal disorder affecting the lower extremity

Individuals who regularly come to check and evaluate the physical therapy program

2.1.2. The exclusion criteria for the study;
Those who have undergone spinal surgery

Those who complain of low back pain due to in�ammatory, tumoral, metabolic causes

Those with orthopedic or neurological problems that prevent treatment

Pregnant women

2.3. Research Materials and Methods

2.3.1. Evaluatıon
All of the patients in both treatment groups were evaluated by the physiotherapist before and after the
treatment. It was recorded in the clinical trial follow-up form.

Pain in the lower back by Visual analog scale (VAS), �exibility; hip �exor �exibility test and hand-�nger-to-
�oor distance tests (EPZM), balance by Berg balance scale (BDI), anxiety by Berg anxiety inventory (BAI),
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disability by Oswestry disability index (SAI), kinesiophobia by Tampa Chi-nesiophobia Scale (TKS), sleep
quality was measured with the Pittsburg Sleep Quality Index (PUKI), and quality of life was measured
with the Nottingham Health Pro�le (NSP).

2.3.2. Treatment
In addition to 15 sessions of US (4 min), TENS (30 min), infrared (30 min) and home exercise program to
the patients in the taping group, four 5 cm wide 0.5 mm thick I tapes with 25% tension were applied to the
point where the pain is felt most, with a star-shaped kinesiological examination. banding was applied.
Taping (Fig. 1) was applied once on the �rst day of the treatment, staying on the skin for 48 hours. 13

The patients in the control group received only 15 sessions of classical physical therapy modalities,
including US (4 min), TENS (30 min), infrared (30 min) and home exercise program.

The application was made by the researcher with kinesiology taping (Fig. 2) certi�cate.

Both groups were given a home program consisting of passive lumbar �exion (single and double leg
stretching), hamstring stretching, pelvic tilt exercise, bridging, straight leg lifting, hip and back extensors
strengthening exercises for 15 days. The patients were asked to perform the exercise program twice a
day. The patients were informed to modify their daily living activities according to chronic low back pain.
Evaluations were made before and 48 hours after treatment. 14

SPSS 21.0 for Macbook was used to evaluate the data. Mean, standard deviation and percentile
distribution were given for the analysis of descriptive information. The shapiro-wilk test was used to
determine whether the data showed normal distribution or not. Intra-group comparisons of normally
distributed data were made with the paired sample t-test, and between-group comparisons were made
with the independent sample t-test. Intra-group comparisons of data that did not show normal
distribution were made using the wilcoxon, and between-group comparisons were made using the mann-
whitney u test. Signi�cance level was accepted as p < 0.05.

3. Findigs
When the demographic data of the participants were examined, a statistically signi�cant difference was
found between the mean ages (p < 0.05).

When the distribution of the patients according to their education level is examined, there is no
statistically signi�cant difference. When the patients were examined according to their marital status,
there was no statistically signi�cant difference. There is no statistically signi�cant difference when
compared in terms of job status. Other demographic data are given in Table 1.
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Table 1
Demographic Data Table

    BG N = 20 CG N = 20 P

Age 42,1 ± 6,72 37,6 ± 9,42 0,037*

Sex Female 14 (%70) 16 (%80) 0,716

Male 6 (%30) 4 (%20)

Educational Status Primary school 5 (%25) 4 (%20) 0,756

Middle school 7 (%35) 5 (%25)

High school 6 (%30) 7 (%35)

Unıversty 2 (%10) 4 (%20)

Marital status Married 17 (%85) 17 (%85) 0,144

Sıngle 3 (%15) 3 (%15)

Working condition Working 8 (%40) 8 (%40) 0,744

Not working 12(%60) 12(%60)

Comparisons of the participants' activity, rest and night pain taping group are given in Table 2.

 
Table 2

Comparison of Banding Group Pain Findings

    BG N = 20 P

Rest Pain Before Treatment 6,8 ± 2,26 0, 055

After Treatment 4,3 ± 1,83

Activity Pain Before Treatment 5,6 ± 2,49 0,000*

After Treatment 3,3 ± 1,89

Night Pain Before Treatment 5,4 ± 2,54 0,000*

After Treatment 3,3 ± 2,13

Paired Sample T Test

*p < 0,05

BG: Banding group, KG: Control group

In the control group, there was a statistically signi�cant difference in activity, rest, and night pain before
and after treatment (p < 0.05) (Table 3).
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Table 3

Control Group Pain Data Table

    CG N = 20 P

Rest Pain Before Treatment 5,4 ± 1,93 0,001*

After Treatment 3,9 ± 1,84

Activity Pain Before Treatment 5,2 ± 1,71 0,000*

After Treatment 3,5 ± 1,09

Night Pain Before Treatment 4,3 ± 2,39 0,000*

After Treatment 2,6 ± 1,53

Paired Sample T Test

*p < 0,05

BG: Banding group, KG: Control group

A statistically signi�cant difference was found between the two groups in favor of the control group in
terms of pain intensity in activity before treatment (p < 0.05).

There was no statistically signi�cant difference in activity pain intensity after treatment, rest pain
intensity before and after treatment, and night pain severity before and after treatment (p > 0.05) (Table
3.4).

Pain data between groups are given in Table 4.
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Table 4
Comparison of Pain Findings Between Groups

    BG N = 20 CG N = 20  

Rest Pain Before Treatment 6,8 ± 2,26 5,4 ± 1,93 0,049*

After Treatment 4,3 ± 1,83 3,9 ± 1,84 0,552

Activity Pain Before Treatment 5,6 ± 2,49 5,2 ± 1,71 0,559

After Treatment 3,3 ± 1,89 3,5 ± 1,09 0,613

Night Pain Before Treatment 5,4 ± 2,54 4,3 ± 2,39 0,167

After Treatment 3,3 ± 2,13 2,6 ± 1,53 0,241

Independent T-Test

*p < 0,05

When the banding group is examined; A signi�cant difference was found in hip �exor �exibility before
and after treatment (p < 0.05). There was a signi�cant difference in waist �exor �exibility before and after
treatment (p < 0.05).

When the control group is examined; There was no signi�cant difference in hip �exor �exibility before and
after treatment (p > 0.05). There was a signi�cant difference in waist �exor �exibility before and after
treatment (p < 0.05).

In comparisons between groups; the difference in �exibility parameter did not reach statistical
signi�cance (p > 0.05) (Table 3.5)

 
Table 5

Comparison of Flexibity Findings Between Groups

    BG N = 20 CG N = 20 p*

Hip �exor �exibility Before Treatment 6,8 ± 2,26 5,4 ± 1,93 0,049*

After Treatment 4,3 ± 1,83 3,9 ± 1,84 0,552

pw 0,020* 0,942  

Waist �exor �exibility Before Treatment 5,6 ± 2,49 5,2 ± 1,71 0,559

After Treatment 3,3 ± 1,89 3,5 ± 1,09 0,613

pw 0,023* 0,026*  

Wilcoxon and Paired Sample Test

* Signi�cance level between groups p < 0.05
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w Within-group signi�cance level p < 0.05

BG: Banding group, KG: Control group

In comparisons between groups; Although there was no signi�cant difference before and after treatment
in BDI, BAI, PAI, and PUKI, there was a signi�cant difference before and after treatment in TKO and NSP,
but not after treatment.

Although the �ndings of the Berg Balance Scale and Oswestry Disability Index were better in favor of the
banding group, the difference obtained compared to the control group did not reach the statistical
signi�cance level (Table 6)

 
Table 6

Findings of the Berg Balance Scale and Oswestry Disability Index within and
between groups

    BG N = 20 CG N = 20 p*

Hip �exor �exibility Before Treatment 49,9 ± 3,56 49,0 ± 5,16 0,525

After Treatment 50,7 ± 3,65 49,8 ± 4,61 0,498

pw 0,009* 0,145  

Waist �exor �exibility Before Treatment 24,9 ± 6,32 22,8 ± 6,58 0,310

After Treatment 17,6 ± 6,15 19,6 ± 5,35 0,268

pw 0,000* 0,000*  

Wilcoxon and Paired Sample Test

* Signi�cance level between groups p < 0.05

w Within-group signi�cance level p < 0.05

BG: Banding group, KG: Control group

4. Discussion
Low back pain is one of the most common cases in the society and causes many medical and non-
medical problems. Chronic low back pain brings a burden to the individual and the country's economy
with its diagnosis and treatment. 20

In our study, the effects of kinesiology taping applied to patients with chronic low back pain on pain,
�exibility, balance, anxiety, disability, kinesiophobia, sleep quality and quality of life were investigated;
Kinesiology taping was found to be effective on quality of life and kinesiophobia.
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In the comparison of the groups before and after the treatment, a positive relationship was found in the
taping group on balance, anxiety, disability, kinesiophobia, sleep quality and quality of life. In the control
group, there was a signi�cant relationship between anxiety, disability, kinesiophobia, sleep quality and
quality of life, except for the balance parameter.

In the evaluation between groups, a decrease in fear of movement (kinesiophobia) and an increase in
quality of life and a decrease in pain �ndings were observed before treatment.

In our study, in the evaluation between groups, all values were found to be better in favor of the banding
group, but it was seen that the difference obtained compared to the control group did not reach the level
of statistical signi�cance.

Conclusion
1. Considering the occupational distribution of the groups, it was seen that there was a high rate of
housewives.

2. Considering the distribution of the groups in our study according to their diagnoses, it was observed
that patients diagnosed with intervertebral disc displacement were included in our study at a higher rate.

3. In our study, there was an increase in hip and waist �exibility in the taping group, and an increase in
waist �exibility in the control group.

4. Pre-treatment activity pain was better in the control group in patients with chronic low back pain.

5. It was observed that kinesiology tape application applied in patients with chronic low back pain had
positive effects on quality of life and kinesiophobia.

6. Kinesiology tape application in patients with chronic low back pain was not found to have an effect on
�exibility, balance, anxiety, and sleep quality.

Abbreviations
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Figure 1

Kinesiology Taping Application
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Figure 2

Kinesiology Taping Application


