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Abstract

!oracic spine pain (TSP) is de"ned as pain perceived 
anywhere in the region bounded superiorly by a transverse line 
through the tip of the spinous process of T1, inferiorly by a 
transverse line through the tip of the spinous process of T12, 
and laterally by vertical lines tangential to the most lateral 
margins of the erector spine muscles. One year prevalence of 
TSP ranged from 8.3-38.1% in di#erent Asian countries. A 
longitudinal observational study was conducted to observe the 
clinical feature, demographic pro"le and clinical course of 
patients with TSP attending at the Department of Physical 
Medicine and Rehabilitation (PMR) of Shaheed Suhrawardy 
Medical College Hospital (ShSMCH). Among the 100 study 
patients mean age ±SD was 34.76±13.26. Highest number of 
the patients (45%) belong to 16-30 years age group and 
male-female vatioo was 3:1. Highest frequency in the level of 
education 28% belonged to higher secondary or diploma. 
Twenty six percent (26%) patients were housewife, manual 

labor 20%, students 19%, sedentary worker 15%, 
manufacturing and industrial worker 8%, health professional 
4%, driver 3% and 5% were in others group. Most of them 
(71%) belong to <12000 taka monthly income group and 
91% patients’ lived in urban area. Duration of thoracic spine 
pain was found acute (6 weeks) 46%, sub-acute (>6-12 
weeks) 16% and chronic (>12 weeks) 38%. Upper TSP was 
found among 51% of the patients. Onset of pain among the 
patients 66% was gradual. Mild intensity of pain was 
reported in 54% patients, moderate 44% and severe in only 
2% patients and 64% patients had no radiation. Aggravating 
factors were found in patients with was prolong sitting in 
42%. More than one third (36%) patients relieving factor 
were lying, 24% rest, activity 16% and no relieving factors in 
24% patients. Morning sti#ness and depression was found 
20% and 25% patients respectively. Associated conditions 
were found as diabetes mellitus (DM) 25%, sleep disturbance 
16%, dyspepsia 10%, hypertension (HTN) were in 7% 
patients and 42% patients had no associated condition. Large 
number of the patients’ was occupational 46%; rest of the 
factors were MFPS 16%, degenerative 14% (dorsal 
spondylosis 5%, cervical spondylosis 6% and lumbar 
spondylosis 3%), Ankylosing Spondylitis (AS) 7% and 
traumatic were 6%. Pott‘s disease 4% and 7% patients’ cause 
were others. According to Numeric Rating Scale in the "rst 
visit mild causes were in 54% patients, 44% moderate and 
2% severe. In the last visit 69% patients were found mild and 
rest had no pain (p value=0.001). Assessment of joint 
tenderness in "rst visit; 56% patients were in grade 1, 20% 
grade 2 and 3% in grade 3, 21% patients had no tenderness. 
In the last visit it was found that only 21% patients in grade 
1 and rest 79% had no tenderness (p value=0.001). According 
to Pain Disability Index in the "rst visit mild disability was 
found in 67% patients, moderate 31% and 2% had no 
disability. In the last visit mild were 74% and 26% had no 
disability (p value=0.001). Teenager, young adults and adults 
were the most commonly a#ected patients with TSP with 
M:F=1.5:1. Most of the patient of upper TSP presented before 
6 weeks; common presenting features were gradual onset, pain 
was constant in nature, mild to moderate in intensity without 
radiation, aggravated by prolong sitting and leaning forward, 
relieved by lying and rest, with no depression and signi"cant 
morning sti#ness. Most of the factors were occupational and 
MFPS. Occupations were commonly housewife and manual 
labor. !ey were improved signi"cantly (p value=0.001) with 
conventional treatment.

Keywords: !oracic spine pain (TSP), myofascial pain 
syndrome (MFPS).
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INTRODUCTION

!oracic spine pain (TSP) is considered to be pain 

perceived anywhere in the region bounded superiorly by a 

transverse line through the tip of the spinous process of 

T1, inferiorly by a transverse line through the tip of the 

spinous process of T12, and laterally by vertical lines 

tangential to the most lateral margins of the erector spine 

muscles1. TSP may arise from thoracic and cervical spinal 

structures, thorax, gastrointestinal, cardiopulmonary and 

renal systems.1,2,3 !oracic spine is a common site for 

in"ammatory, degenerative, metabolic, infective, 

neoplastic, osteoporosis, vertebral fractures,4-7 

hyperkyphosis, ankylosing spondylitis, osteoarthritis and 

Scheuermann’ sdisease.8-11 However, TSP is common in 

di#erent countries of the world in di#erent settings. One 

meta-analysis (52 studies describing65 cohorts and out of 

this 11 cohorts from Asia) showed that one year 

prevalence of TSP ranged from 3.0-55.0%, with most 

occupational groups having medians around 30%.12 One 

year prevalence of TSP among physicians is 29% in 

China13, among female hospital nurses 8.3% in Taiwan14 

and 37% in China,15 among male rubber factory workers 

38.1% in Iran16. TSP is common in youth and has an 

increasing incidence with age during adolescence.17,18 

One study17 reported that back pain in children is most 

common in the middle back area, whereas in adolescence 

middle back pain and low back pain are equally common.

Spinal pain is a common condition associated with 

signi$cant personal and community burdens. Very few 

research work was done on thoracic spine in comparison 

to lumbar and cervical spine.19 TSP is equally disabling, 

imposing similar burdens on the individual, community 

and workforce.12,19-21 Societal cost of spinal pain is about 

1% of gross national product per annum.22 An advanced 

google search has been made using key words prevalence 

of thoracic spine pain, upper back pain in Bangladesh 

and no speci$c data is found in any article or abstract. So 

detailed knowledge about the demographic pro$le and 

pattern of TSP is very important for proper management 

including rehabilitation.

MATERIAL AND METHODS

!is Longitudinal Observational Study was carried out in 

the department of Physical Medicine & Rehabilitation of 

Shaheed Suhrawardy Medical College Hospital 

(ShSMCH) during July 2015 to December 2015. Patients 

presented with thoracic spine pain (TSP) were recruited 

in this study. History taking, physical examination and 

baseline investigations were done for every consecutive 

patient to reach a diagnosis. All cases were checked for 

eligibility criteria (inclusion & exclusion criteria) and 

those found eligible were approached for informed 

consent by the investigator.

Inclusion criteria:

a)   Patients with thoracic spine pain of any duration.

b)   Age group 16-75 years.

Exclusion criteria:

a)   Patients   with   co-morbidities   like   IHD, COPD, 

bronchial   asthma, pneumonia, CLD, renal failure.

b)   Patients of remote area who will not be able to come 

for follow up visit.

One hundred ten (110) cases were enrolled for the study 

from ShSMCH, among them 95 cases from outpatient 

and 15 cases from inpatient department. !e 

pre-designed semi-structured questionnaire was used for all 

cases. A face to face interview with the cases were carried 

out for $lling up the questionnaire. !e minimum time 

to take an interview was one (1) hour. !en they were   

given   conventional   treatment   according   to   their   

diagnosis.  Treatment modalities include rest for acute 

and traumatic pain. NSAID-local & systemic and other 

drugs like muscle relaxant, anti-depressant, calcium 

supplementation, vitamin D, bisphosphonates, anti-TB 

drugs according to cause of pain. Physical 

therapy-super$cial heat, deep heat like SWD, MWD. 

Upper back pain rehabilitation exercises like pectoralis 

stretch, thoracic stretch, thoracic extension, arm slides on 

wall, scapular squeezes, mid-trap, rowing-all these 

exercises done 2-3 sets of 10 daily. Besides spinal 

mobilization, exercises for scoliosis, aerobic exercises 

were given.  Spinal bracing was also given when indicated. 

General measures like postural correction, avoid carrying 

heavy loads, weight reduction, dietary modi$cation, stop 

smoking/alcohol were advised. Patients were evaluated 

clinically and by standardized assessment tools at 

enrolment and followed up at 7 days interval for one 

visit, two weekly for three visits (total four visits). 

Assessments were included baseline demographics, 

clinical $ndings and disabilities. !e tools used for 

measurement of pain intensity, tenderness and 

disability were Numeric Rating Scale (NRS-11).23 

Assessment of tenderness,24 Pain Disability Index 
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(PDI)25. Information obtained from history, physical 

examination and assessment tools were recorded in 

patients’ data sheet.

Collected data was sorted and screened for any discrepancy 

and edited for $nalized result. After editing and coding, the 

coded data were analyzed by SPSS®16. Results on 

continuous measurements were presented on mean ± SD 

(min-max) and results on categorical measurements were 

presented in number (%). Descriptive statistical analysis 

was done where P- value (<0.05) was considered as 

signi$cant. Student ‘t’ test was done to see the level of 

signi$cance.

OPERATIONAL DEFINITIONS:

Acute, sub-acute and chronic TSP: Acute TSP present for 

up to six weeks. Sub-acute TSP present with duration of 

greater than six weeks after injury but no longer than 12 

weeks after onset of symptoms. Chronic TSP present for 

more than 12 weeks.26

Myofascial pain syndrome (MFPS): MFPS is a form of 

myalgia that is characterized by local regions of muscle 

hardness that are tender and that cause pain to be felt at a 

distance, i.e., referred pain. !e central component of the 

syndrome is the trigger point that is composed of a tender, 

taut band27.Patients with MFPS often report regional, 

persistent pain that usually results in a decreased range of 

motion of the muscle in question.28 So according to 

operational de$nition of TSP, trigger points situated in the 

inter-scapular area were included in the study.

Occupational TSP: Occupational thoracic spine pain can 

be de$ned as pain experienced in the region of upper back 

or middle back from repetitive movement or prolong bad 

posture during various occupation.29,30

RESULTS

Of the 110 subjects enrolled in the study, 3 subjects lost at 

3rd follow up visit and 7 subjects were lost at 4th follow-up 

visit. Finally 100 patients evaluated and analyzed 

according to objectives. !e $ndings are presented 

through tables, graphs and organized as below:

Table-I shows that the Mean SD age among the 

patients was 34.76±13.26. Highest 45% patients 

belong to 16-30 years age group. Rest 35%, 18% and 

2% were belonged to 31-45, 46-60 and 61-75 years age 

group respectively. !e study shows 60% patients were 

male and 40% were female with M:F = 1.5:1.

Table-I Age distribution

Table-II shows that among the study patients highest 

frequency 28% belonged to higher secondary or diploma 

level. Primary 27%, secondary 25%, illiterate17%and 

graduate or more were 3% respectively.

Table-II Distribution of educational level

Table-III shows that maximum 26% patients were house-

wife. Among the rests manual  labor 20%,  students 19%,  

sedentary  worker 15%,  manufacturing  and industrial 

worker 8%, health professional 4%, driver 3% and 5% 

were in others group.

Table-III Distribution of occupation

                                Age group

Age group Frequency Percent (%) Mean SD

16-30 years 45 45 

31-45 years 35 35 

46-60 years 18 18 34.76±13.26

61-75 years 2 2 

Total 100 100 

                   Educational level 

Education Frequency Percent (%)

Illiterate 17 17

Primary 27 27

Secondary 25 25

Higher Secondary or diploma 28 28

Graduate or more 3 3

Total 100 100

                    Occupation  

Occupation Frequency Percent (%)

Housewife 26 26

Manual labor 20 20

Student 19 19

Sedentary worker 15 15

Manufacturing and  8 8

industrial worker

Health professional 4 4

Driver 3 3

Others 5 5

Total 100 100
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Among the patients 86.0% were married and 14.0% were 

unmarried. Ninety one percent (91%) patient’s residences 

were in urban area and 9% were from rural area.

Table-IV shows that most of the patients (71.0%) belong 

to <12000-taka monthly income group. Others 19.0% 

were 12001-25000, 6.0% were 25001-40000 and 4.0% 

were above 40,000 taka monthly income group.

Table-IV Monthly income status of the population

                     Monthly Income

Monthly Income Frequency Percent (%)

<12000 71 71

12001-25000 19 19

25001-40000 6 6

Above 40000 4 4

Total 100 100

Character of pain according to chronicity

Character of Pain Frequency Percent (%)

Constant 52 52

Intermittent 27 27

Recurrent 20 20

Episodic 1 1

Total 100 100

Nature of Pain

Character of Pain Frequency Percent (%)

Dull 57 57

Burning 27 27

Stabbing 16 16

Shooting 0 0

Total 100 100

               Site of pain

Site of Pain Frequency Percent (%)

Upper TSP 51 51

Lower TSP 5 5

Right sided TSP 18 18

Left sided TSP 17 17

Widespread TSP 9 9

Total 100 100

Table-V shows that among the patients the mean duration 

of thoracic spine pain was 1.80±0.889. Acute TSP was 

found 46%, sub-acute 16% and chronic in 38% patients.

Table-V Distribution of TSP duration

Table-VI shows that most of the patient’s site of pain were 

(51%) upper TSP. Among the others right sided TSP 

18%, left sided TSP 17%, widespread TSP 9% and lower 

TSP 5% respectively. 

Table-VI Distribution of site of pain

Table-VIII shows nature of pain among the patients 57% 

was dull, burning 27% and stabbing16% respectively.

Table-VIII Distribution of nature of pain.

                                   "oracic spine pain duration 

TSP Duration Frequency Percent (%)   Mean±SD

Acute (6 weeks) 46 46 

Sub-acute (>6-12 weeks 16 16 1.80±0.889

Chronic (>12 weeks) 38 38 

Total 100 100 

Figure-1. shows onset of pain among the patients 66% 

were gradual. Sudden and after trauma onset pain were 

28% and 6% respectively.

Table-VII shows character of pain according to chronicity 

among the patients 52% were constant, intermittent 27%, 

recurrent 20% and episodic1% respectively.

Table-VII

Distribution of character of pain according to chronicity.

Figure-1 Onset of pain distribution

Onset of pain among the patients

 Sudden    Gradual    After trauma   

6 %  
28  %  

66  %  
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Radiation of pain

Radiation of pain Frequency Percent (%)

Neck 4 4

Low back region 18 18

Shoulder 14 14

None 64 64

Total 100 100

Aggravating Factor

Aggravating Factor Frequency Percent (%)

Prolong sitting 42 42

Prolong walking 15 15

Leaning forward 30 30

Empty stomach 2 2

Rich diet 2 2

None 9 9

Total 100 100

Associated Condition

Associated Condition Frequency Percent (%)

Sleep disturbance 16 16

DM 25 25

HTN 7 7

Dyspepsia 10 10

None 42 42

Total 100 100

Figure-2 shows intensity of pain among the patients were 

mild 54%, moderate 44% and severe 2% respectively.

Table-IX shows 64% had no radiation. Radiation of pain 

on neck had 4%, low back region 18% and shoulder 14% 

respectively.

Table-IX Distribution of radiation of pain

Relieving Factor

Relieving Factor Frequency Percent (%)

Rest 24 24

Lying 36 36

Activity 16 16

None 24 24

Total 100 100

!e table-XI shows that 36% patients relieving factor were 

lying, 24% rest, activity 16% and no relieving factor for 24% 

patients.

Table-XI Distribution of relieving factors

Table-XII shows associated condition among the patients 42% 

had no associated condition. DM 25%, sleep disturbance16%, 

dyspepsia10% and HTN were in 7% patients respectively. 

!is study also shows 20% patient had morning sti"ness and 

25% had depression among all patients respectively.

Table-XII Distribution of associated condition

Table-X shows aggravating factors among the patients 

42% were prolong sitting, 15% and 30% were prolong 

walking and leaning forward. Only 2% patients aggravat-

ing factors were empty stomach and rich diet each. Nine 

percent (9%) patients had no aggravating factor.

Table-X Distribution of aggravating factors

 

 

 

 

 

Intensity of pain among the patients   

60 0                       
50 0  

         
           

40 0   
       

         
30 0   

 
  

54 4       
20 0     

  44 4         
10 0                     

0 

0

0 2 2
 

Mild d 
Moderate at 

Severe e 

Mild

Moderate

Severe

Figure-2 Distribution of intensity of pain

Figure-3 Distribution of causes of TSP

46

16

14

7

6

4
7

Causes

Occupational

MFPS

Degenerative

AS and other

inflammatory disorder

Traumatic

Pott’s disease 

Others



  31

Bangladesh Med J. 2021 Sept; 50(3)

Numeric Rating Scale (0-10)

Numeric Rating Scale             Frequency (%)     P value

 First Visit Last Visit

 Day-1 Week-7

No Pain (0) 0 (0%) 31(31%)

Mild (1-3) 54(54%) 69(69%)

Moderate (4-6) 44(44%) 0(0%)      0.001   

Severe (7-10) 2(2%) 0(0%)

Total  100 (100%) 100(100%)

Figure-3 shows most of the patients’ cause was occupational 

46%. Rest of the causes were MFPS 16%, degenerative 14% 

(dorsal spondylosis 5%, cervical spondylosis 6% and lumbar 

spondylosis 3%), Ankylosing Spondylitis (AS) and other 

in!ammatory disorder 7% and Traumatic were 6%. Pott‘s 

disease 4% and 7% patients’ causes were others.  Among 

others group, Dyspepsia were 3%, Kyphoscoliosis 1%, 

Kyphosis 1%, Odynophagia 1% and Osteoporotic fracture 

1% respectively.

Table-XIII according to Numeric Rating Scale (0-10) at 

enrollment 54% patients were mild, 44% moderate and 2% 

severe. In the last visit (week-7) it was found that 69% 

patients were mild and rest 31% had no pain. "is status was 

statistically signi#cant (p=0.001).

Table-XIII TSP according to Numeric Rating Scale (0-10)

Assessment of Tenderness

Assessment of                        Frequency (%)     P value

Tenderness First Visit Last Visit

 Day-1 Week-7

No tenderness  21 (21%) 79(79%)

Grade 1  56(56%) 21(21%)

Grade 2   20(20%) 0(0%)       0.001  

Grade 3  3(3%) 0(0%)

Grade 4  0(0%) 0(0%)

Total  100 (100%) 100(100%)

According to Assessment of Joint Tenderness Table-XIV 

shows at enrollment 56% patients were in grade 1, 20% grade 

2 and 3% in grade 3, 21% patients had no tenderness. In the 

last visit (week-7) it was found that only 21% patients in 

grade 1 and rest 79% had no tenderness. "is status was 

statistically signi#cant (p=0.001).

Table-XIV  TSP according to Assessment of Tenderness

Pain Disability Index

Pain Disability                        Frequency (%)     P value

Index First Visit Last Visit

 Day-1 Week-7

No disability (0)  2(2%) 26(26%)

Mild (1-28)  67(67%) 74(74%)      0.001   

Moderate (29-49)  31(31%) 0(0%)

Severe (50-70)  0(0%) 0(0%)

Total  100(100%) 100(100%)

Table-XV shows mild disability were found in 67% patients, 

moderate 31% and 2% had no disability. In the last visit 

(week-7) mild were 74% and 26% had no disability according 

to Pain Disability Index at enrollment. "is status was statisti-

cally signi#cant (p=0.001).

Table-XV TSP according to Pain Disability Index

DISCUSSION

"is study was conducted in a tertiary care hospital in 

Dhaka city. One hundred (n=100) patients with 

thoracic spine pain (TSP) attending in the Department 

of Physical  Medicine  and  Rehabilitation (PMR)  of  

Shaheed  Suhrawardy  Medical College Hospital 

(ShSMCH) were selected for the study during a period 

of six months from July 2015 to December 2015.

"e demographic characteristic of study people found 

Mean±SD age among the patients was 34.76±13.26. 

Most of the patients 45% belong to 16-30 years age 

group. Rest 35%, 18% and 2% were belong to 31-45, 

46-60 and 61-75 years age group respectively. One 

study31 reported mean age was 47.1 (±20.2) years among 

300 patients age ranged from13 years to 78 years (range 

65 years). Age composition of their study population 

showed that 30% of patients were more than 60 years and 

65% of patients were in the age-group of 40- 60 years. 

Only 5% of patients belonged to less than 40 years 

group. 

In the current study among 100 patients 60% were male 

and 40% were female. Male and female ratio was 1.5:1. 

A study32 showed male 71.09% and 28.9% were female 

patients. 

Among the study patients highest frequency 28% 

belonged to higher secondary or diploma level. Primary 

27%, secondary 25%, illiterate 17% and graduate or 

more were 3% respectively. One study31 showed the 

educational level of the patients (expressed in terms of 
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number of completed years of formal institutional 

education) ranged from 0 (illiterate) to 17 years the mean 

being 8.3 (±5.1) years.

In current study most of the patients (26%) were 

housewife. Among the rests manual  labor 20%,  

students 19%,  sedentary  worker  15%,  manufacturing  

and industrial worker 8%, health professional 4%, driver 

3% and 5% were in others group. In others group there 

were players, military personnel, performing artists and 

others occupation excepting the listed occupation in the 

study. Almost half of the male patients were agriculture 

worker by profession while more than two-third of the 

female patients were household worker found in a study31.

Most of the patients 86% were married and 14% were 

unmarried found in our study. Highest 71% patients 

belong to <12000 taka monthly income group. Others 

19% were 12001-25000, 6% were 25001-40000 and 4% 

were above 40000 taka monthly income group. In a 

study31, per capita monthly income of the patients ranged 

from Rs.2000 to Rs.7200, the mean being Rs.6610 

(±2842.8%) and the median being Rs.6000.

Among the studied patients 91% residences were in 

urban area and 9% were from rural area. One study31 

showed patients coming from urban areas were 61% 

whereas 39% patients belonged to rural areas.

Among the patients the mean duration of thoracic spine 

pain was 1.80±0.889. Acute TSP was found 46%, 

sub-acute 16% and chronic in 38% patients. One study33 

found eight patients with an acute presentation 

(3.8%) included 4 men and 4 women with a mean age 

of 53 years (range 38-76 years), whereas 201 patients 

without an acute presentation included 82 men and 119 

women with a mean age of49.2 years (range 23-83 years).

Most of the patient‘s site of pain were (51%) upper TSP. 

Among the others rights sided TSP 18%, left sided TSP 

17%, widespread TSP 9% and lower TSP 5% 

respectively. One article reported some causes of right 

upper back pain and left upper back pain34 but these 

causes are not included in the current study. Onset of pain 

among the patients 66% was gradual. Sudden and after 

trauma onset pain were 28% and 6% respectively. 

Character of pain according to chronicity among the 

patients 52% were constant, intermittent 27%, recurrent 

20% and episodic 1% respectively. Fifty seven percent 

(57%) patients’ nature of pain was dull, 27% burning 

and stabbing 16%. According to history of patient mild 

intensity of pain among the patients was 54%, moderate 

44% and severe 2%. No radiation was found in 64% 

patients. Radiation of pain on neck had 4%, low back 

region 18% and shoulder 14%.Aggravating factors like 

prolong sitting were 42%, prolong walking 15% and 

30% were leaning forward. Only 2% patients aggravating 

factors were empty stomach and rich diet. Nine percent 

(9%) patients had no aggravating factors. "irty six 

percent (36%) patients’ relieving factor were lying, 24% 

rest, activity 16% and no relieving factors were found in 

24% patients. Morning sti#ness and depression was found 

20% and 25% patients respectively.

Most of the patients (42%) had no associated condition. 

Among the others DM 25%, sleep disturbance 16%, 

dyspepsia 10% and HTN were in 7% patients 

respectively. One study35 found hypertension 30%, 

diabetes 24.7% and rheumatoid arthritis 13.3%, the 

three most commonly associated disease conditions.

Most of the patients’ cause was occupational 46%. One 

meta-analysis12 showed one year prevalence of TSP 

ranged from 3.0-55.0%, with most occupational groups 

having medians around 30% which did not di#er much 

with this study. "is implies that occupational TSP is 

prevalent in both developed and developing countries.

Second most common cause was MFPS 16%. One 

study36 reported 0.45% prevalence of MFPS in the rural 

community of Bangladesh. "e di#erence may be due to 

the sample taken in the current study is not 

representative of the rural community as 91% patients’ 

residences were in urban area.

In the present study degenerative causes were 14% 

(dorsal spondylosis 5%, cervical spondylosis 6% and 

lumbar spondylosis 3%). One study37 reported the 

prevalence of disc degeneration (DD) over the entire 

spine was 71% in men and 77% in women aged <50 years 

and >90% in both men and women aged >50 years. "e 

prevalence of an intervertebral space with DD was highest 

at C5/6 (men 51.5%, women 46%), T6/7 (men 32.4%, 

women 37.7%) and L4/5 (men 69.1%, women 

75.8%)37. "e high prevalence possibly due to sample 

taken from the population irrespective of symptoms and 

de$nite spinal pathology on MRI in the thoracic spine in 

asymptomatic individuals is also prevalent38.

"e current study showed the prevalence of Ankylosing 

Spondylitis (AS) and other in&ammatory disorder was 

7%. Another study39 reported11.03% were in&ammatory 
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arthritis and out of this AS was 28.89%, studied in the 

department of Physical Medicine & Rehabilitation, 

Chittagong Medical College Hospital (CMCH), 

Bangladesh. Globally the mean prevalence40 of AS per 

10,000 in Asia was 16.7, in Europe 23.8, in North 

America 31.9, in Latin America 10.2 and 7.4 in Africa.

!is study showed traumatic cause was 6% and Pott‘s 

disease 4%.  One retrospective cross-sectional study of 

the spinal injury patients in the Spine Unit of 

Bangabandhu Sheikh Mujib Medical University 

(BSMMU) Hospital reported that traumatic spinal injury 

a"ected the thoracic spine in 13.54%, thoraco-lumbar 

06.25% and cervico-thoracic region 03.13% cases35. 

Majority of the tuberculous spondylitis involved the 

thoracic spine (30.3%)41.

Among others group (7%), Dyspepsia were 3%, 

Kyphoscoliosis 1%, Kyphosis 1%, Odynophagia 1% and 

Osteoporotic fracture 1% respectively. One study39 

reported the prevalence of osteoporosis about 1.63% in 

CMCH, Bangladesh. Approximately 25% of all 

postmenopausal women in the USA get a compression 

fracture during their lifetime. !e prevalence of this 

condition increases with age, reaching 40% by age 

8042.!ere is no widely-accepted de#nition of 

hyperkyphosis, and therefore the prevalence of 

hyperkyphosis in older persons is not precisely known. 

However, the current estimates range between 20 and 40 

percent among community-dwelling individuals aged ≥60 

years43.

According to Numeric Rating Scale (0-10) in the #rst visit 

54% patients were mild, 44% moderate and 2% severe. 

!ree percent (3%) patients had no pain. In the last visit 

it was found that 69% patients were mild and rest had 

no pain. One study30 showed that the baseline pain score 

mean (SD) was 5.6(2.0) and in the last visit3.4(2.4) 

indicating moderate intensity in both settings according 

to Visual Analogue Scale (VAS). Both of the studies show 

signi#cant improvement in pain intensity (p<0.05).

Assessment of Joint Tenderness in #rst visit 56% patients 

were in grade 1, 20% grade 2 and 3% in grade 3, 21% 

patients had no tenderness. In the last visit it was found 

that only 21% patients in grade 1 and rest 79% had no 

tenderness. !ese results show signi#cant improvement in 

joint tenderness (p=0.001).

In the #rst visit rating of Pain Disability Index were found 

mild 67%, moderate 31% and 2% had no disability.  In 

the last visit mild were 74% and 26% had no disability. 

Baseline disability score mean (SD) was 28.5(10.4) 

indicating moderate disability and in the last visit 

17.8(15.2) indicating mild disability according to 

Oswestry Disability Index (0-100 ODI) modi#ed for 

thoracic spine pain. Both the study results show 

signi#cant improvement in their disability (p<0.05) found 

in a article30.

CONCLUSIONS

!is study revealed that maximum 45% patients belonged 

to 16-30 years age group and mean±SD age was 

34.76±13.26. Teenager, young adults and adults were the 

most commonly a"ected patients with M:F=1.5:1. Most 

of the patient of upper TSP presented before 6 weeks; 

common presenting features were gradual onset, constant, 

mild to moderate, without radiation, aggravated by 

prolong sitting and leaning forward, relieved by lying and 

rest. Frequent associated conditions were none, 

dyspepsia, DM with no depression and signi#cant 

morning sti"ness. Common causes were occupational and 

MFPS. Most of the patients were married, completed 

primary and secondary level of education, monthly 

income <12000 taka and inhabitants of urban area. 

Occupations were commonly housewife and manual 

labor. Patients’ pain, tenderness and disability were mild 

at enrollment and signi#cantly improved (p=0.001) after 

seven weeks of conventional treatment in most of the 

cases.

RECOMMENDATION

Further multicenter descriptive and analytical studies 

with larger sample size that may be representative of total 

population are warranted to establish the clinical pattern 

of thoracic spine pain.
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