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Abstract
Background: - Neck pain is de ned as mechanical, neuropathic or secondary to any other disorder and it
can be acute, 6 weeks; sub acute, 3 months; chronic, >3 months. types of potential causes for neck pain:
medical effects, severe or non-threatening causes, usual and rare conditions, and genuine and invalid
causes. Motor control was de ned as motor relearning program with emphasis on coordination and
holding capabilities of speci c neck exor, extensor, and shoulder girdle muscles. MET is a method of
treatment that involves the voluntary contraction of a Patients muscle in a precisely controlled direction,
against a counterforce provided by the therapist.
Methodology: - In the study 50 chronic neck pain patients will be enrolled. And will be divided into 25 in
each group. One group will receive Muscle Energy Technique and the other group will receive Motor
Control Exercise as well as conventional therapy for 4 weeks. Pain, ROM and strength will be evaluated
using the standard technique.
Discussion: - The goal of this Interventional study is to examine the impact of MET versus MCE with
conventional therapy on patients with chronic neck pain. This research will help in identifying rapid and
long term effects of MET versus MCE with conventional therapy on patients with chronic neck pain. The
clinical trial registry-India(CTRI) registration number for this trial is CTRI/2021/05/033497.

Introduction
The neck is the body part between the head and the shoulder, and it also attaches the head to the body.
The placement of the neck and the bottom of the head and shoulders is at greater risk where people stay
in almost the same spot for a long period of time as there is a substantial increase in time in the
subsequent tasks, such as learning, writing or using a laptop.
The cervical and neck anatomy consists of different muscle groups. The sternocleidomastoid muscle as
an oblique band that crosses the side of the neck from the sternoclavicular joint to the mastoid process
of the skull. Categorizes the neck into the anterior triangle and the posterior triangle. Provenance of
manubrium streni and medial third of the calvical and insert into the mastoid process of the temporal and
occipital bones. Spinal part of the accessory nerve, C2 and C3. Two acts together for the extension of the
head and the exion of the neck, and one help to rotate the opposite side. Scalenus anterior originates
from the transverse processes of the 3rd, 4th, 5th and 6th cervical vertebrae and is inserted into the 1st
rib. The muscle is supplied by the spinal nerves C4, C5 and C6. Elevates the 1st rib; laterally exes and
rotates the cervix. The longus cervical muscle extends from the atlas to the third vertebra, with the upper
and lower part and the middle vertical part supplied by the ventral rami nerve C3-C8. It allows the neck to
ex, lateral exion through the oblique part, and the opposite side through the oblique lower part. The
longus capitis nerves helps in the exion of head supplied by vetral rami of C1-C3 nerves and assists in
the exion of head. The rectus capitis lateral hel to ex head laterally and is a short at muscle supplies
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by ventral rami. The anterolateral exion, rotation to the opposite side of the cervical spine, is conducted
by the anterior muscle of the scalnus, which again is supplied by the C3-C ventral rami. The role of the
scalenus medius and posterior, which is supplied by the ventral rami of the C3-C8 ventral rami nerves,
helps to ex the cervical laterally. Sub-occipital nerve that supplies rectus capitis posterior minor and
major predominantly helps in posture, moves the chin to the same side and extends the head. The
obliquus capitis superior and inferior to the dorsal branch of the C1 action is to extend the head and ex it
laterally.
Neck pain exists in a range of forms. Neck pain can be de ned in a variety of ways, including severity,
aetiology/structure, and form of pain (acute, 6 weeks; sub acute, 3 months; chronic, >3 months)
(mechanical vs neuropathic). Neck pain is de ned as mechanical, neuropathic, or secondary to another
disorder (e.g., referred pain from the heart or vascular pathology). Mechanical pain occurs when the spine
or its surrounding structures, such as ligaments and muscles.
There are three types of potential causes for neck pain: medical effects, severe or non-threatening causes,
usual and rare conditions, and genuine and invalid causes. In ammatory arthropathies have a lower
incidence. The relevance of these diseases as a source of neck pain is evident, as the condition can be
detected by evaluation, and they are believed to cause joint pain when they affect the appendicular
skeleton's joints. Patients of neck pain and obvious radiograph variations are likely to be diagnosed with
spondylosis or osteoarthritis.
Neck pain concerns more than a billion people worldwide and is the most major source of severe, longterm pain and impairment. The point prevalence of neck pain is 2.9% (95% CI 2.21–8.87).
Neck pain should be treated medically as per the severity of the symptoms. Nonsteroidal antiin ammatory drugs (NSAIDs) seem to be the most common conservative therapies for severe neck pain
without severe pathology (NSAIDs). Individuals with serious neck problems and may not have signi cant
pathology can be treated with NSAIDs, acetaminophen, and opioids. A variety of physiotherapy
treatments are used to relieve neck pain. Exercise, physiotherapy, and super cial heat are the favoured
conservative treatment strategies for serious neck pain with no severe pathology. Exercise, meditation,
behavioural therapy, acupuncture, biofeedback, gradual relaxation, massage, manual therapy, and
interdisciplinary rehabilitation seem to be the most common treatments for chronic neck pain without
signi cant pathology.
This study will be conducted to analyze the Effect of muscle energy technique Versus Motor control
Exercise adjunct to conventional therapy on Pain, Range of motion and functional disability in patient
with chronic neck pain.

Reagents
Equipment
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Universal Goniometer.

Procedure
1.Recruit Subjects(N=50): They will be randomly allocated equally i.e. 25 each (into each group) by using
sampling formula in Group A and Group B.
2. Subjects will be screened by inclusion and exclusion criteria, informed consent & medical history will
be obtained from subjects.
3.Pre-test Pain , Range of Motion and strength will be assessed.
4. Both the Group will receive hot fermentation for 10 mins.
5. Group A :-MET group will receive 3-5 repetitions of post-isometric relaxation with 30-50 percent
isometric contraction of the muscle to be stretched for 7-10 seconds, followed by a rest period of 5
seconds, followed by a stretch of 10-60 seconds. 5 sessions a week for 4 weeks.
6. Group B:-The subject will be given static stretching and motor control exercise. With each stretch being
sustained around 15-30 seconds and repeated 2-4 times. The subject will be managed for 5 sessions a
week for 4 weeks. Motor control exercise will be 5 sessions/week for 4 weeks. Each session will be 30
minutes in duration.
7. Post 4 weeks Pain , Range of Motion, Muscle Strength and Functional Disability will be assessed.

Troubleshooting
Time Taken
4 Weeks

Anticipated Results
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