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ENGLISH ABSTRACT 

# # 5679053353 : MAJOR PUBLIC HEALTH SCIENCES 
KEYWORDS: EFFECTIVENESS, COURT-TYPE TRADITIONAL THAI MASSAGE, FROZEN SHOULDER, 
TOPICAL DICLOFENAC 

PUANGPAKA TANKITJANON: A RANDOMIZED CONTROLLED TRIAL ON THE EFFECTIVENESS 
OF COURT-TYPE TRADITIONAL THAI MASSAGE VERSUS TOPICAL DICLOFENAC TO TREAT 
FROZEN SHOULDER. ADVISOR: ASST. PROF. CHANIDA PALANUVEJ, Ph.D., CO-ADVISOR: 
ASSOC. PROF. NIJSIRI RUANGRUNGSI, Ph.D. {, 126 pp. 

This study aims to evaluate the effectiveness of the court-type traditional Thai massage 
(CTTM) in treating patients suffering from frozen shoulder in comparison with topical diclofenac 
(TD). A randomized controlled trial was conducted at the Thai Traditional Medical Service Center, 
Sukhothai Thammatirat University, Nonthaburi province. The participants of idiopathic frozen 
shoulder were diagnosed by the orthopedic doctor. Sixty female patients aged were randomly 
assigned to receive CTTM (treatment group, n=30) and TD (control group, n=30). CTTM was 
performed for 12 sessions during a 1–6 week period, and followed up at week 8th, 10th. TD was 
administered 5 g three times a day for 6 weeks, and followed up at week 8th, 10th. The outcomes 
of this research were assessed by shoulder range of motion (SROM), pain intensity (by VAS), 
Disabilities of the Arm, Shoulder and Hand (DASH), shoulder function assessment (by VAS) and 
quality of life (QoL). Descriptive statistics was used as percentage, mean and standard deviation. 
Inferential statistics was used by repeated ANOVA, Friedman test, paired t-test and student t-test. 
The results found that the comparison within the same group in both CTTM and TD groups showed 
the significant improvement of SROM (P<0.05) but the average values of SROM of CTTM group at 
week2 nd week4th and week6 th were significantly better than those of  TD group (p<0.05). Both 
CTTM and TD groups showed the significant relief pain intensity at week2 nd week4th and week6 th 
(P<0.05), but VAS scores of CTTM group were significantly better than those of TD group. DASH and 
VAS (shoulder function assessment) score significantly decreased after treatment (p < 0.0001). In 
addition, the scores between CTTM and TD groups after treatment were not significantly different. 
The overall picture of quality scores indicated that both CTTM and TD showed significant 
improvement of QoL within the same group (P<0.05). In addition, the scores of QoL between CTTM 
and TD groups after treatment showed that CTTM group was significantly better than TD group. 
Both CTTM and TD were capable to heal frozen shoulder and demonstrated a positive effect but 
CTTM could cure frozen shoulder better than TD. The side effects of CTTM were not found.   
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CHAPTER I 
INTRODUCTION 

 

Background and rationale 

  Frozen shoulder (FS), clinically known as adhesive capsulitis, is an insidious 
painful condition with gradual restriction of all planes of movement in the shoulder. 
In 1934, Codman [1] defined that the characteristics of frozen shoulder were composed 
of pain at deltoid muscle, night pain and inability to sleep on the affected side, 
restricted elevation, normal radiological appearance and the whole of symptoms were 
gradually developed condition. In 1945, Neviaser defined frozen shoulder as a adhesive 
capsulitis which occurred from the inflammatory pathogenesis and fibrosis [2]. 
Currently, the definition of frozen shoulder defined by the American Shoulder and 
Elbow Surgeons is: “condition of uncertain etiology characterized by significant 
restriction of both active and passive shoulder motion that occurs in the absence of a 
known intrinsic shoulder disorder” [3, 4].  

Frozen shoulder has been divided into two types: primary and secondary 
frozen shoulder. Primary (idiopathic) frozen shoulder is an insidious onset of painful 
stiffness of the glenohumeral joint. Secondary  frozen shoulder is  associated  with  a  
known  predisposing  condition of the shoulder such as humerus  fracture, shoulder 
dislocation, avascular  necrosis, osteoarthritis  or  stroke [5, 6]. Frozen shoulder is 
classified as three stages [7, 8]: Stage I is mainly characterised by pain of 2–9 months 
duration. Stage II is called frozen stage which pain gradually decreases but stiffness is 
shown for 4–12 months. Stage III is thawing phase which pain decreases and range of 
motion (ROM) is improved. 

Many factors are associated with frozen shoulder including female gender, 
trauma, immobilization, diabetes, thyroid disease, stroke, myocardial infarction and the 
presence of autoimmune [9-11].   Approximately 70% of frozen shoulder patients are 
women [12, 13] especially in women aged between 40 to 60 years and about 20-30% 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

14 

of cases are bilateral [14]. However, frozen shoulder in men is at greater risk for longer 
recovery and greater disability [15].   

  Frozen shoulder affects up to 5% of the population [12, 16]. There were more 
than 13 million patients of painful shoulder conditions in 2003 in America. The 
prevalence of shoulder pain reported by the American Academy of Orthopedic 
Surgeons was found that the third most common is musculoskeletal complaint 
following knee and spinal disorders [17].  

From the epidemiological data of muscle disease, the prevalence of neck and 
shoulder ache in Thailand was found to be 38.5 %. Women were at greater risk than 
men. Disease presented typically between the ages of 50 – 60 years. About two-thirds 
of the patients with shoulder ache from shoulder joint inflammation could become 
frozen shoulder. The data from Thai Traditional Medicine Services Center has shown 
that in 2015, there have been 274,188 and 88,871 patients with neck and shoulder 
pain and frozen shoulder respectively [18].  

The main muscles of shoulder consist of supraspinatus which affects on 
abduction of the shoulder and acts as a shoulder stabilizer; subscapularis which effects 
on internal rotation and acts as a shoulder stabilizer; infraspinatus which affects on 
external rotation and acts as a shoulder stabilizer and biceps which affects on elbow 
flexion, supination and shoulder flexion. The subscapularis muscle particularly is 
referred to as the frozen shoulder muscle because the trigger points in this muscle 
cause limitations in shoulder elevation and external rotation [19].  

Frozen shoulder  treatment involves  non-medicinal  and medicinal approaches  
to reduce  pain and increase range of motion such as acupuncture,  stretching massage, 
physiotherapy, non-steroidal anti-inflammatory drugs (NSAIDs), intra-articular injections 
with steroids and  manipulate under anesthetics [13, 20, 21].  

NSAIDs are medications, used to reduce pain and inflammation in the joints. 
NSAIDs has been proven to be highly effective in controlling the symptoms and signs 
of frozen shoulder. Diclofenac is used for musculoskeletal complaints, especially 
arthritis, rheumatoid arthritis, polymyositis, dermatomyositis, steoarthritis, dental pain, 
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spondylarthritis, ankylosing spondylitis, gout attacks and pain management in cases of 
kidney stones and gallstones. However, NSAIDs have side effects, including irritation of 
the stomach or the intestine [22].  

Traditional Thai massage (TTM) is an alternative treatment for musculoskeletal 
illnesses and relaxation. There are two types of TTM i.e. general TTM or Cha luei sak 
massage and the court -type traditional Thai massage (CTTM) or Ratcha samnak 
massage [23, 24]. CTTM is a therapeutic massage which has been promoted in health 
care system. The Ministry of Public Health has promoted the CTTM in alleviating public 
health problems and improving people’s health which is consistent with the WHO 
Traditional Medicine Strategy 2014-2023 in Strategic objective 2: To strengthen the 
quality assurance, safety, proper use and effectiveness of traditional medicine and 
complementary medicine (T&CM ) by regulating products, practices and practitioners; 
and Strategic objective 3: To promote universal health coverage by integrating T&CM 
services into health care service delivery and self-health care [25].   

The therapists use their thumbs press directly to the specifically massage points 
and lines to relieve pain and increase flexibility. Deep friction massage is reported to 
be able to increase shoulder range of motion and reduce pain among patients suffering 
from frozen shoulder [26]. In addition, CTTM  has  been described as the  national  art  
and  science  of   healing to treat  muscle  fatigue, pain, stress, improve blood 
circulation, blood pressure, heart rate and promote relaxation [23, 27]. The trigger 
points in subscapularis are at similar positions of CTTM points. Therefore, this massage 
therapy has been used to treat frozen shoulder patients in traditional Thai medicine.  

 

Research gap 

The effectiveness of the court- type traditional Thai massage (CTTM) in treating 
frozen shoulder in Thailand has never been reported. Therefore, the researcher aims 
to conduct a randomized controlled trial to assess the effectiveness of CTTM 
compared to topical diclofenac (TD) for treating frozen shoulder. 
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Research questions 

Can the court- type traditional Thai massage relieve frozen shoulder? 

 

Objectives 

General objective  

To evaluate the effectiveness of the court- type traditional Thai massage 
(CTTM) in treating patients suffering from frozen shoulder in comparison to topical 
diclofenac (TD). 

Specific objectives 

1. To assess pain intensity in the patients treating with CTTM and TD using visual 
analogue scale (VAS). 

2. To assess the shoulder range of motion (SROM) in the patients treating with 
CTTM and TD using goniometer. 

3. To assess the ability to do activities in the patients treating with CTTM and 
TD using activity self-assessment questionnaire (Disabilities of the Arm, 
Shoulder and Hand; DASH) 

4. To assess the shoulder function in the patients treating with CTTM and TD 
using visual analogue scale (VAS). 

5. To evaluate the quality of life in the patients treating with CTTM and TD 
using WHOQOL-BREF-Thai. 

6. To compare the effectiveness of the treatments between CTTM group and 
TD group. 
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 Operational definition   

  Frozen shoulder in this study is idiopathic frozen shoulder. Idiopathic frozen 
shoulder is a self-limiting regional skeletal problem, clinically phase 2 of frozen 
shoulder, which progresses to a freezing phase when glenohumeral motion is lost. 

Court - type traditional Thai massage (CTTM) is the art and wisdom of 
therapeutic traditional Thai massage using only thumbs and hands. Neither elbow nor 
knee is used. The main  actions are  pressing  along  the lines  and Sanyan points  of  
the body to restore  various systems  of  the body to improve health, healing and 
rehabilitation [23, 24]. 

Sanyan is a massage point for treating, according to the theory of CTTM. 

Topical diclofenac is a non-steroidal anti-inflammatory drug (NSAID) for 
preventing the production of irritant chemicals which cause pain and inflammation. It 
is used topically to reduce muscular pains, sprains and strains [22].  
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Conceptual framework 
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Figure 1. Conceptual framework

Eligible Patients 

(Frozen shoulder stage II) 

 

 

-Pain intensity (VAS) 

-Shoulder range of motion 
(SROM) 

-Shoulder function (VAS) 

- Disabilities of the Arm, 
Shoulder and Hand (DASH) 

-Quality of life (WHOQOL-
BREF-Thai) 

Experimental Group 

-CTTM 

-Stretching 

Control Group 

-TD 

Demographic characteristics 

-Age 

- Education 

- Occupation 

Frozen shoulder clinical 
characteristics 

- Duration of symptom 

- Side of hand 

- Severity of symptom 

- Treatment 
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CHAPTER II 
LITERRATURE REVIEW 

  

This research aims to evaluate the effectiveness of the CTTM in treating 
patients suffering from frozen shoulder in comparison with topical diclofenac. Relevant 
concepts, theories, documents and research have been reviewed and presented as 
follows: 

1. Frozen shoulder  

1.1 Definition     

1.2 Types and stages of frozen shoulder 

1.3 Diagnosis       

1.4 Risk Factors  

1.5 Treatment 

2.  Traditional Thai massage (TTM) 

2.1 General TTM  

 2.2 Court -type traditional Thai massage 

3. Steps of court -type TTM for treating frozen shoulder 

 3.1 Basic massage of the shoulders and the shoulder Joint 

 3.2 Basic massage of the inside and outside parts of the arms 

 3.3 Sanyan or massage point 

4. Nonsteroidal anti-inflammatory drugs (NSAIDs) 

5. Outcome measurement 

6. Related research works  
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Frozen shoulder 

The first definition of this condition was described by Duplay in 1872 as 
“periarthritis” [28]. The second, in 1934, Codman described as “Frozen shoulder” 
which consisted of slow-onset shoulder pain at deltoid muscle, night pain and inability 
to sleep on the affected side and restricted elevation with normal radiological 
appearance. In 1945, Neviaser defined frozen shoulder as an adhesive capsulitis which 
occurred from the inflammatory pathogenesis and fibrosis [8]. The histological studies 
confirmed the presence of fibroblasts and chronic inflammatory cells which seeped in 
joint capsule of the shoulder [29]. 

Currently, the definition of frozen shoulder defined by the American Shoulder 
and Elbow Surgeons is: “A condition of uncertain etiology characterized by significant 
restriction of both active and passive shoulder motion that occurs in the absence of a 
known intrinsic shoulder disorder” [4, 30].  

1.2 Types and stages of frozen shoulder 

Types and stages of frozen shoulder depend on the duration of onset, signs 
and symptoms such as pain, stiffness, limited function of the glenohumeral joint and 
loss of motion [7, 10, 31-34].  

Frozen shoulder has been divided into two types: [7, 31, 32, 35, 36] 

1) Primary (idiopathic) frozen shoulder is an insidious onset of painful and stiffness of 
the glenohumeral joint. 

2) Secondary  frozen shoulder  is  associated  with  a  known  predisposing  condition 
of the shoulder such as humerus  fracture, shoulder dislocation, avascular  necrosis, 
osteoarthritis  or  stroke.  

Frozen shoulder was classified by Reeves into three stages of the disease as 
shown in Table 1: [33]   
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Table 1. Stages of frozen shoulder by Reeves 

Stage Duration of onset symptom 

Stage I 

(Painful stage) 

2–9 months Very painful at rest and at doing 
activity 

Stage II 

(Frozen stage) 

4–12 months Painful and stiffness , painful with 
movement 

Stage III 
(Thawing stage) 

12 to 24 months Slow and steady return of motion, 
range of motion (ROM) begins to 
improvement and pain lessening 

 

Associated symptoms can refer to the upper arm, upper back and neck 
region, resulting in stiffness in any of these areas. 

Frozen shoulder was classified by Neviaser and Hannafin into four stages of 
the disease and correlated with clinical examination and histological features as 
follows in Table 2: [7, 31, 32]  

Table 2. Stages of frozen shoulder by Neviaser and Hannafin 
Stage Duration of onset symptoms 

Stage I 

(Painful stage) 

less than 3 months Pain referred to the deltoid 
muscle, night pain, mild limitation 
of ROM 

Stage II 

(Freezing stage) 

3–9 months Pain moreover when the patients 
lying on the affected side, loss of 
both active and passive ROM, no 
inflammatory 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

22 

Stage Duration of onset symptoms 

Stage III 

(Frozen stage) 

9 to 14 months Shoulder stiffness, pain may still 
be present at the end of motion 
or at night, synovial thickening and 
loss of axillary recess 

Stage IV 

   (Thawing stage) 

15 and 24 months Minimal pain and a gradual 
improvement of ROM 

 

1.3 Diagnosis 

The diagnosis of frozen shoulder is usually clinical [15, 31, 33]. X-ray of the 
shoulder reveals no pathological changes, but computer tomography (CT) is also 
important to exclude other causes of shoulder pain such as glenohumeral or acromion-
clavicular osteoarthritis. Sometimes osteopenia of disuse can be observed. Magnetic 
resonance imaging (MRI) and MR arthrography may show thickening of the coraco-
humeral ligament and joint capsule in the rotator interval, loss of axillary recess, 
obliteration of subcoracoid fat (subcoracoid triangle sign) which are characteristic 
findings in frozen shoulder [37].  

 Clinical diagnosis in the early phase of idiopathic frozen shoulder is difficult. In 
the pain phase, symptoms are similar to rotator cuff tendonitis. In the freezing phase 
the patient often compensates for decreased glenohumeral motion by increased 
scapulothoracic motion, masking the limitations in motion. Biopsies have shown that 
the pathology of idiopathic frozen shoulder is a chronic fibrosing condition of the 
shoulder joint capsule.       

1.4 Risk Factors 

The most common limitations in range of motion are flexion, abduction, and 
external rotation. Approximately 70% of frozen shoulder patients are women; 
however, males with frozen shoulder are at greater risk for longer recovery and greater 
disability [13, 16, 21].  
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The risk factors of frozen shoulder include female gender, age older than 40 
years, trauma, immobilization, diabetes, thyroid disease, stroke, myocardial infarction, 
the presence of autoimmune diseases, cervical spine disorders and reflex sympathetic 
dystrophy syndrome [21, 38-40].  

 

                 

                                Figure 2. Anatomy of frozen shoulder [41]  
 

1.5 Treatments  

Treatments of frozen shoulder are various depending on the stage of the 
condition and severity of pain and stiffness. A frozen shoulder may get better naturally, 
but recovery is often slow and may take at least 18-24 months [20, 29, 39]. The aim 
of treatment is to keep shoulder joint as pain free and mobile as possible while 
shoulder heals.  
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1.5.1 Early stage 

The first stage of a frozen shoulder is the most painful stage. Therefore, 
treatment is mainly focus on relieving the pain using painkillers such as paracetamol, 
NSAIDs and corticosteroid injection.  

1.5.2 Later stages 

After the painful stage, stiffness stage is the main symptom of a frozen 
shoulder. The physiotherapist can use a number of techniques to maintain movement 
and flexibility in shoulder. The physiotherapies include stretching exercises using 
specific techniques to move the joint in all directions, massage and thermotherapy 
with warm or cold temperature packs. 

2. Traditional Thai massage (TTM) [23, 24, 27, 42]  

TTM has been a healing procedure in traditional Thai medicine since the 
ancient times.  TTM can be divided into two types: general TTM and court-type TTM  

Traditional Thai medicine indicates that there are 72,000 energy lines throughout the 
body. Among there are only 10 main energy lines (Sen Prathan Sib) to control human 
health including  I-Tha, Ping Kala, Sumana, Kalataree, Sahasarangsee, Tawaree, 
Jantaphusang, Rusum, Sukhumang  and Sigkhinee.  

The position of Sen Prathan Sib is located two fingers deep around a navel. 
These lines are arranged neatly out of its navel center. The details are as follows: 
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1. I-Tha: runs through the left side of the body 

Starting Area: one - finger length on the left side of the navel 

Ending Area: left nostril 

                  

                                                            Figure 3. I-Tha line 
 

2. Ping Kala: runs through the right side. 

Starting Area: one - fingers length on the right side of the navel  

Ending Area: right nostril 

               

Figure 4. Ping Kala line 
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3. Sumana: runs  through  the  central  of  the  body 

Starting Area: two - finger length above the navel 

Ending Area: back of the tongue 

          

Figure 5. Sumana line 
 

4. Kalataree: this  line  criss – crosses  the  whole  body 

Starting Area: one-finger length above the navel 

Ending Area: fingers and toes 

           

Figure 6. Kalataree line 
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5. Sahasarangsee: runs  down  the  left – hand  side  of  the  body 

Starting Area: three - finger length on the left side of the navel 

Ending Area: left eye 

          

Figure 7. Sahasarangsee line 
 

6. Tawaree: runs down the right – hand side the  body. 

Starting Area: three -finger length on the right side of the navel 

Ending Area: right eye 

          

Figure 8. Tawaree line 
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7. Jantaphusang: runs  down  the  left  side  of  the  head  and  chest 

Starting Area: four – finger length on the left side of the navel 

Ending Area: left ear 

          

Figure 9. Jantaphusang line 
 

8. Rusum: runs down  the  right  side 

Starting Area: four - finger length on the right side of the navel 

Ending Area: right ear 

             

Figure 10. Rusum line 
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9. Sukhumang: runs from the navel  down  through  the  vagina  or  
penis. 

Starting Area: two-finger length under the navel on the left 

Ending Area: anus 

           

Figure 11. Sukhumang line 
 

10. Sigkhinee: runs  from  the  navel  down  through  the  vagina  or  
penis 

Starting Area: two-finger length under the navel on the right 

Ending Area: urinary passage 
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Figure 12. Sigkhinee line 
 

Frozen shoulder is related with I-tha, Ping kala and Kalataree line, especially 
Kalataree line because this line criss – crosses the whole body. Kalataree line crosses 
through the upper part of the body including shoulder, arms, hands and fingers. I-tha 
and Ping kala lines represent the power of the brain and spinal cord, Kalataree line 
represents the blood circulation of limbs.  

The treatment points of frozen shoulder or shoulder pain of Sen Sip are shown 
in Figure 13 [23, 24, 27, 42]. 

 

 
Figure 13. The treatment point of frozen shoulder of Sen Sip  
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2.1 General TTM or Cha Luei Sak massage is ordinary Thai massage practically based 
on the local wisdom of each region. The practitioner uses the thumbs, palms, elbows 
or knee for massage and pressing on the massage lines.  

2.2 Court - type traditional Thai massage (CTTM) is the therapeutic massage 
traditionally for the royal court (Ratcha samnak) since Ayudhaya era. CTTM practitioner 
only uses the thumbs or hands to treat patient.    

2.2.1 Basic massage of court –type TTM 

Basic massage of court –type TTM involves massage along the line and body organs to 
stimulate the muscles, blood circulation, lymph and nervous system. This basic step 
is preparedness for trigger point massage. 

 

1. Supine position; lying down on the back, lying on one’s side 

Lying down on the back   

In this position, the practitioner will massage on the basic lines; basic massage 
of the legs, basic massage of the inside parts of the arms, basic massage of the outside 
parts of the arms and basic massage of the stomach. 

 

                   

                  Figure 14. Supine position; lying down on the back 
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A. Lying on one’s side 

In this position, the practitioner will massage on the basic lines; basic massage of 
the outside parts of the legs, basic massage of the inside parts of the legs and basic 
massage of the back. 

                        

Figure 15. Lying on one’s side 
 

1) Sitting position 

In this position, the practitioner will massage on the basic lines; basic massage of 
the shoulders, basic massage of the shoulder joint, basic massage of the neck. 

                                            

Figure 16. Sitting position 
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2.2.2 Sanyan [23, 24, 25, 42]  

Sanyan is a massage point for treating, to flow the energy of the nerve and 
control the blood and heat to the target organs. 

There are major Sanyan points including;  

2) Sanyan of the back (5 points) 

3) Sanyan of the outside parts of the legs (5 points) 

4) Sanyan of the inside parts of the legs (5 points) 

5) Sanyan of the knee (3 points) 

6) Sanyan of the  inside parts of the arms (5 points) 

7) Sanyan of the  outside parts of the arms (5 points) 

8) Sanyan  of the  shoulder (5 points) 

9) Sanyan of the  in front  parts of the head (5 points) 

10) Sanyan  of the  in posterior parts of the head (5 points) 

11) Sanyan  of the stomach (5 points) 

12) Sanyan  of the ankle (1 points) 

13) Sanyan of the middle of head (1 points) 

 

2.2.3 Basic practices [23, 24, 25, 42] 

 The important basic practices for CTTM are recommended as follows; 

Polite manners: The therapist must do polite manners to the patient prior to 
the body touch by doing ‘Wai’. In addition, the therapist must not stoop, breathe on 
the patient, or look up in an impolite way.  

Force and direction of massage:  
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Force: The therapist has to check pain threshold of the patient and the force 
will gradually increase. The therapist controls the level of force by one’s posture. 
There are 3 postures for 3 levels of force (figure 17). 

Direction of massage: generally, the therapist presses massage points using a 
perpendicular angle. 

      

Level 1                                Level 2                               Level 3 

Figure 17. Level of force to massage depending on the therapist’s posture 
 

A. Duration of pressure: There are 2 periods i.e. short period and long period. Short 
period refers to a short pressure lasting 10-15 seconds used for basic massage 
and pressure trigger point in danger area such as neck, the central of skull and 
the axillary artery. Long period refers to a pressure lasts longer for 30-45 
seconds used for wind-gate opening massage and applied to massage points. 

B. Patient evaluation: [42, 43]  

Before treatment, the therapist must evaluate the patient by history of illness, 
physical examination including vital signs, range of motion and pain intensity. 

After treatment, the therapist must check the result of treatment such as range of 
motion, pain intensity and give the suggestion about the body stretching.   
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2.2.4 Precautions and contraindications to massage therapy [42, 43] 

A. Sharp pain  

B. Weakness along the arms or the legs which might indicate acute herniated disc 

C. Fever over 38.5°C 

D. Hypertension with systolic blood pressure above 160 mmHg and/or diastolic 
blood pressure above 100 mmHg  

E. Recent surgery (less than 1 month)   

F. Severe osteoporosis 

G. Communicable diseases, especially airborne types, e.g. influenza, Tuberculosis 

 

  The benefits of Thai massage [9, 24, 42, 44, 45]  

TTM increases the rate of blood flow, improve the performance of fatigued 
muscle and deep massage, promotes venous return and increase cardiac stroke 
volume. In addition, massage is used for therapy such as reducing pain, anxiety, 
depression, muscle tension and increase joint range of motion, quality of sleep and 
stimulation of the stomach and intestine resulting in better appetite and reducing 
flatulence. 

 

3. Steps of CTTM for treating frozen shoulder [24, 27, 42]  

 3.1 Basic massage of the shoulder and the shoulder joint  

 A. Basic massage of the shoulder  

 To relax the muscle and increase blood circulation.  

 The posture of patient: sitting position 

 The posture of therapist: standing position  

 This step affects muscle, nerve, artery and vein as follows: transverse fiber of 
trapezius muscle, supraspinatus muscle, levator sapulae muscle, rhomboid minor 
muscle, longissimus capitis muscle, splenius capitis muscle, splenius cervicis muscle, 
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semispinalis muscle, multifidi muscle, suprascapular nerve,  accessory nerve, dorsal 
scapular nerve, suprascapular artery, transverse cervical artery and  superficial cervical 
vein. 

 

                    

Figure 18. Basic massage of the shoulder 
 

 B. Basic massage of the shoulder joint [24, 27, 42] 

To relax the teres minor muscle and increase blood and energy flow to shoulder joint.  

 The posture of patient: sitting position 

 The posture of therapist: standing position   

 This step affects triangular space with circumflex scapular artery and vein, 
suprascapular nerve, artery and vein, shoulder joint.   
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                                 Figure 19. Basic massage of the shoulder Joint 
 

3.2 Basic massage of the inside and outside part of the arm 

 A. Basic massage of the inside part of the arm [24, 27, 42] 

To relax the muscle of the inside part of the arm and increase blood circulation. 

 The posture of patient: lying position 

 The posture of therapist: sitting position  

 This step affects biceps brachil muscle, musculocutaneous nerve, median 
nerve, ulnar nerve, brachial artery, basillie vein, long head of triceps brachil muscle 
brachial artery, bicipital aponeurosis tendon, pronator  teres muscle, tendon  of  
palmaris longus muscle, flexor digitorum superficialis muscle, tendon of brachialis 
muscle, flexor carpi radialis muscle, remnant of antebrachial fassa. 
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Figure 20. Basic massage of the inside parts of the arms 
 

B. Basic massage of the outside part of the arm [24, 27, 42] 

To relax the muscle of the outside part of the arm and increase blood circulation. 

 The posture of patient: lying position 

 The posture of therapist: sitting position  

 This step affects long head of triceps muscle, deltoid muscle, lateral head of 
triceps muscle, radial nerve, profundal brachii artery, medial brachii cutaneous nerve, 
superior lateral brachii cutaneous nerve. 

Remnant of antebrachial fassa Cubital 

fossa 

Left 
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Figure 21. Basic massage of the outside parts of the arm 
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3.3 Sanyan or massage points [24, 27, 41] 

 A. Sanyan of the inside part of the arm 

The posture of patient: lying position 

 The posture of therapist: sitting position 

  Massage points are as follows:  

The 1 th sanyan of inside arm, to flow blood and energy to shoulder joint and inside 
arm. 

The 2 th sanyan of inside arm, to flow blood and energy to inside arm. 

The 3 th sanyan of inside arm, to flow blood and energy to elbow joint. 

The 4 th sanyan of inside arm, to flow blood and energy to elbow joint. 

The 5 th sanyan of inside arm, to flow blood and energy to carpal bones. 

 

 

                     Figure 22. Massage points of the inside parts of the arm 
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 B. Sanyan of the outside parts of the arms [24, 27, 41] 

The posture of patient: lying position 

 The posture of therapist: sitting position 

  Sanyan points are as follows: 

The 1 th sanyan of outside arm, to flow blood and energy to shoulder joint and outside 
arm. 

The 2 th sanyan of outside arm, to flow blood and energy to outside arm. 

The 3 th sanyan of outside arm, to flow blood and energy to elbow joint. 

The 4 th sanyan of outside arm, to flow blood and energy to elbow joint. 

The 5 th sanyan of outside arm, to flow blood and energy to carpal bones and fingers. 
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Figure 23. Massage points of the outside parts of the arm 
 

 C. Sanyan of the shoulders [24, 27, 41] 

The posture of patient: sitting position 

 The posture of therapist: sitting position  

Sanyan points are as follows: 

The 1 th sanyan of the shoulder, to flow blood and energy to shoulder joint, scapula 
and outside arm. 

The 2 th sanyan of the shoulder, to flow blood and energy to scapula, posterior deltoid 
and outside arm. 

The 3 th sanyan of the shoulder, to flow blood and energy to scapula, anterior deltoid 
and inside arm. 

The 4 th sanyan of the shoulder, to flow blood and energy to supraspinatus muscle, 
infraspinatus muscle, subscapularis muscle and rotator cuff. 

The 5 th sanyan of the shoulder, to flow blood and energy directly to glenohumeral 
joint and rotator cuff. 
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                    Figure 24. Massage points of the shoulders 
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4.  Nonsteroidal anti-inflammatory drugs (NSAIDs) [46-49]  

Sodium salicylate was the first NSAID discovered in 1763 [45]. NSAIDs have been 
especially used to treat pain and inflammation from medical conditions such as 
arthritis, menstrual cramps and other types of short-term pain. The mechanism of 
NSAIDs is via inhibiting cyclooxygenase (COX) enzyme essentially for the production of 
prostaglandins, which are lipid inflammatory mediators [23, 57-61]. 

COX enzyme is actually present in two different forms, COX-1 and COX-2. COX-
2 is the enzyme responsible for inflammation and fever, whereas COX-1 actually 
performs other functions such as protecting the gastric mucosa from the acid in the 
stomach. COX-1 also plays a role in making platelets stick together to form clots. 

Type of NSAIDs 

NSAIDs are divided into two groups i.e. non-selective NSAIDs and selective 
NSAIDs.  

1) Non-selective NSAIDs work by inhibit COX-1 and COX-2. They are very 
commonly prescribed to reduce pain, inflammation and fever. Examples of non-
selective NSAIDs include aspirin, ibuprofen, naproxen and diclofenac.  

  2) Selective NSAIDs inhibit only the COX-2 enzyme, allowing for the production 
of the prostaglandins that protect the stomach, while still relieving fever, pain and 
inflammation. Examples of selective NSAIDs include; celebrex, mobic. 

 Side effects of NSAIDs [50, 51]  

 Serious side effects include heart attack, stroke, high blood pressure, heart 
failure from body swelling (fluid retention), kidney problems including kidney failure, 
bleeding and ulcers in the stomach and intestine, low red blood cells (anemia), life-
threatening skin reactions, life-threatening allergic reactions, liver problems including 
liver failure. Asthmatics should be avoid taking NSAIDs. 

 Other side effects include stomach pain, constipation, diarrhea, gas, heartburn, 
nausea, vomiting, dizziness. 
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Diclofenac [52]    

  Diclofenac is used to relieve pain and inflammation in a wide range of 
musculoskeletal conditions, including various forms of arthritis, gout, sprains, fractures, 
dislocations, back pain, tendinitis and frozen shoulder 

Topical diclofenac [53]   

Topical NSAIDs are used for muscle pain and joint pain. There are various forms 
such as gels, creams, sprays, or plasters. 

Topical NSAIDs penetrate the skin, enter tissues or joints, and reduce processes 
causing pain in the tissue. Drug levels in the blood with topical NSAIDs are very much 
lower than with the same drug taken orally. This minimises the risk of harmful effects 
[54].  

Diclofenac sodium gel 1% is a new topical formulation, pharmacologically 
similar to 1.16% diclofenac diethylamine gel. Diclofenac sodium gel 1% has approved 
with a maximum daily dose of 32 g by the US Food and Drug Administration (FDA) in 
October 2007 for the relief of pain of osteoarthritis of joints amenable to topical 
treatment, such as the knees and those of the hands, making it the first topical NSAID 
approved in the United States [55, 56].  

Diclofenac topical side effects include skin rash, pain, tingling, or burning 
sensation, body ache, headache, blood in the urine, cough, eye pain, redness or 
swelling of the eyes, nasal congestion, tightness in the chest and troubled breathing 
[22]. 

5. Outcome measurement 

 5.1 Visual analog scale (VAS) for pain intensity 

VAS is used to measure pain intensity of shoulder. The VAS is 10 centimeters line 
marked  every 1  cm increment  with  the  descriptors  “no pain”  on the  left  end 
and  “worst  pain”  on  the  right  end. Subsequent   recordings  of  VAS  should be 
done  on separate   sheets  of  paper  in  order  to  prevent  the   subjects  from 
comparing  score  with  the  previous  one [57, 58].  
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0 10 

 

               

 

No pain                                                                          worst pain 

 

Figure 25. Visual analog scale 
5.2 Goniometer [40, 59-61]   

The goniometer is used to measure shoulder range of motion (SROM), both active and 
passive shoulder range of motion. For example normal active and passive ranges of 
motion of the shoulder as shown in Table 3 and Table 4  

Table 3. Normal active ranges of motion of the shoulder 

Action Degrees of motion 

Flexion 

Extension 

Abduction 

Internal rotation 

External rotation 

0-180 

0-40 

0-180 

0-80 

0-90 

 

Table 4. Normal passive ranges of motion of the shoulder 

Action Degrees of motion 

Flexion 

Extension 

Abduction 

Internal rotation 

External rotation 

0-180 

0-60 

0-180 

0-90 

0-90 
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5.3 Quality of life by WHOQOL – BREF – THAI including 4 domains of total 26 items as 
follows: [64, 65]  

 physical domain   7  items 

 psychological domain    6  items 

 social relationships domain   3 items 

 environment domain   8 items 

 overall quality of life 2 items  

5.4 Activity self-assessment questionnaires [66]  

The questionnaire: Disabilities of the Arm, Shoulder and Hand (DASH) includes 2 
domains of total 30 items that indicates patient’s ability to do activities and severity 
of symptoms of frozen shoulder. 

5.5 Visual analog scale (VAS) for shoulder function 

VAS is used to measure shoulder function. The VAS is 10 centimeters line marked  
every 1  cm increment  with  the  descriptors  “usually available”  on the  left  end 
and  “unworkable”  on  the  right  end. 

 

6. Related research works  

6.1 Related research works in Thailand 

Buttagat (2012) conducted pilot study on the effects of TTM compared with 
physical therapy on pain, muscle tension and anxiety in patients with scapulocostal 
syndrome by a randomized single-blinded study. The results indicated significant 
improvement in all parameters in TTM arm i.e. pain intensity, pressure pain threshold, 
muscle tension and anxiety associated with scapulocostal syndrome (p < 0.05) [67].  

Damapong (2015) conducted the randomized controlled trial on effectiveness 
of court-type TTM versus amitriptyline in patients with chronic tension-type headache. 
Treatment group were received court –type TTM and control group were received 
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amitriptyline. The results were found that court –type TTM showed significant  
decrease in pain (P < 0.05) and increase in pressure pain threshold, and heart rate 
variability (P < 0.05) when compared within-group. The results between-group were 
found that the tissue hardness of court –type TTM group was significantly lower than 
the control group [68].  

Saetung (2013) conducted the randomized controlled trial on effectiveness of 
TTM among postmenopausal women. The results were found that TTM significant 
increased the serum of procollagen type 1 amino-terminal propeptide (P <0.01). It 
suggested that TTM could be used to promote healthy in postmenopausal women 
[69].  

Chiranthanut (2014) studied the intervention of Thai massage and herbal 
compress versus oral ibuprofen on the patients with osteoarthritis of the knee. The 
results  indicated significant improvement of all parameters in Thai massage arm i.e. 
pain, stiffness, Lequesne’s functional index and time for climbing up ten steps. [70].  

Thanakiatpinyo (2014) studied the treatment comparison between TTM and 
physical therapy in elderly stroke patients and found that TTM could relieve spasticity, 
increase functional ability, improve quality of life and decrease anxiety and depression 
significantly [71].  

Sitikaipong (2014) studied the treatment comparison between court –type TTM 
and diclofenac to relief shoulder pain. The results indicated significant improvement 
of all parameters in TTM arm i.e. pain intensity, pressure pain threshold, flexibility at 
neck and shoulder muscle (p < 0.05) [72].  

6.2 International research works 

Paul A van den Dolder and David L Roberts. (2003) conducted the single 
blinded randomized controlled trial on effectiveness of soft tissue massage among 
patients with shoulder pain. The results showed significant improvements in all 
parameters in massage arm i.e. pain intensity, shoulder function and shoulder range of 
motion [73].  
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Yang (2012) conducted the randomized controlled trial on effectiveness of 
shoulder muscle massage in patients with posterior shoulder tightness. The results 
indicated significant improvement in internal rotation range of motion, shoulder 
function and muscle tightness. It was suggested that massage was an effective 
treatment for patients with shoulder tightness [74].  

Johnson (2007) studied the treatment comparison between massage and 
exercise to reduce pain and improve shoulder function among patients with frozen 
shoulder. The results revealed the significant improvement in massage arm in range of 
motion, pain intensity, and shoulder function [6].  

  Krzysztof (2013) studied the treatment comparison between massage based on  
the  tensergrity  principle  and  classic  massage among patients with chronic idiopathic 
shoulder pain. The results of massage based on the tensegrity principle indicated 
significant improvement in the passive and active ranges of flexion and abduction. Both 
groups demonstrated significant decrease pain [75]. 

Dudkiewicz (2004) conducted the long-term follow-up of patients with 
idiopathic adhesive capsulitis. All patients were received physical therapy and non-
steroidal anti-inflammatory drugs. The results were found that both groups indicated 
significant improvement on elevation, external rotation and internal rotation in the 
long-term treatment [76].  

Chethakumar (2010) studied the treatment comparison between Mulligan’s 
mobilization with movement and cyriax manipulation among patients with frozen 
shoulder. Both groups indicated significant improvement in range of motion and 
shoulder function. Cyriax manipulation group improved at abduction range of motion 
more than Mulligan’s mobilization group [36]



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

50 

CHAPTER III 
RESEARCH METHODOLOGY 

 1. Study design  

The experimental study comparative randomized controlled trial was conducted at 
the Thai Traditional Medical Service Center, Sukhothai Thammatirat Open University, 
and Nonthaburi province.  

 

2. Study population 

The study participants were those who had idiopathic frozen shoulder diagnosed at 
the Thai Traditional Medical Service Center, Sukhothai Thammatirat Open University, 
and Nonthaburi province. Participants for inclusion in the study were primarily selected 
by the licensed of Applied Thai traditional medicine practitioner and diagnosed by the 
orthopedic doctor. Baseline data were collected from all eligible individuals who 
responded to the announcements. 

 

3. Sample size    

The sample size was calculated using range of motion improvement rate from a 
previous study [73].  The different level of flexion range of motion degree measured 
by the Patient Specific Functional Disability Measure was found to be 18.50 with a 

standard deviation of 2.0 (σ2 ). The sample  size  at  the  significant  level  of  lower  

than 0.05 (Z α = 1.96) and  a  power    of  test  at  80 %   Zβ  =0.84) was used. 

 

4. Formula and calculation 

N/ group = 2 σ2(Z α/2 + Zβ )2      
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  N/ group =         2(18.50) 2× (1.96+0. 84) 2 

                                                            (114.4- 129.5)2 

  N/ group =      23.53 

  N/ group =      30 (20 % drop out) 

 Where   N is the number of participants per group.  After  adjusting  for  a  20 
% drop  out, 30 participants  per group (60  for  total)  was suggested  to  be  an  
appropriate  sample size. 

 

5. Inclusion criteria and exclusion criteria  

5.1 Inclusion criteria 

The inclusion criteria of this study were as follows:  

Idiopathic frozen shoulder 

Female gender 

Ages 40 to 65 years   

Level of pain greater than or equal to 4 of 10 scores 

Duration of frozen shoulder for 4 to 12 months (phase 2 of frozen shoulder) 

Having a limited ROM at least two in four position as follows: 

Forward flexion, External rotation, Abduction, Internal rotation 

Blood pressure not over 140/90 mmHg 

Informed written consent 

5.2 Exclusion criteria  

The exclusion criteria of this study were as follows: 

1. History of rotator cuff tears, rheumatoid arthritis, osteoarthritis, malignancies 
in the shoulder region, thyroid, stroke and diabetes 
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2. Pregnancy and breast feeding 

3. Patient of breast cancer surgery 

4. Using steroidal or other drugs for treating frozen shoulder 

 

6. Discontinuation criteria  

1. The participant could not follow the protocol. 

2. The participant wanted to withdraw by themselves. 

 

7. Sampling technique 

The patients were randomly assigned to treatment group and control group 
using random sampling technique (opening a sealed envelope). 

 

8. Research procedures  

8.1 Preparation 

 1) This study was approved by the Ethical Committee of Thai Traditional and 
Alternative Medicine Department Ministry of Public Health. (Number10-2559 Date of 
approval October 27, 2016 – October 27, 2017). 

 2) A letter was allowed by Dean of Faculty of Health Science and Board of Thai 
Traditional Medical Service Center, Sukhothai Thammatirat. 

 3) An announcement for recruitment and selection of the participants were 
performed at Sukhothai Thammatirat Open University by postings. 

 4) The patients satisfied with the selection criteria was screened by the licensed 
applied Thai traditional medicine practitioner and diagnosed by the orthopedic doctor. 

5) The patients were assigned to treatment group and control group by simple 
random (opening a sealed envelope). The treatment group was receive CTTM and 
control group was receive TD. 
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 6) The researcher was explained the research protocol to the participants and 
all participants signed the consent form. 

 8.2 Intervention stage 

The interventions were the CTTM and 5 g topical diclofenac gel assigned to the 
treatment group and the control group respectively. 

8.2.1 Treatment group: CTTM [72] 

The patients were treated for 45 minutes per session, 2 sessions a week for 6 
weeks, stretching by pulling the arm after massage, followed up at week 8th and 10th. 
There were 7 steps of the massage as follows: 

Step 1 Basic massage of the shoulder 

 The landmark of basic massage of the shoulder was from the start at 
acromioclavicular joint to the 7th cervical (C7) vertebra, also called vertebra prominens. 
The therapist placed both thumbs at the acromioclavicular joint, a joint at the top of 
the shoulder and pressed on land mark until finished at C7. The therapist started with 
the force of level 1 then changed the posture to level 2 and 3 respectively. 

 Step 2 Basic massage of the shoulder joint 

 The therapist pressed on the teres minor muscle nearly triangular space for 1 
minute.   

 Step 3 Basic massage of the inside part of the arm  

The therapist placed the palm at brachial artery and gently pressed, stopped 10 
seconds after that, slowly lifted the palm, then pressed the both thumbs on the bicep 
muscle and continued to the remnant of antebrachial fassa. 

 Step 4 Basic massage of the outside part of the arm 

The therapist pressed the both thumbs on the deltoid muscle, lateral head of triceps 
muscle continues to the wrist. 

Step 5 Pressing sanyan of the inside part of the arm 
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The 1th sanyan of inside arm: the therapist pressed the thumb on the axillary artery, 
to flow blood and energy to shoulder joint and inside arm. 

The 2 th sanyan of inside arm: the therapist pressed the palm on the brachial artery, 
to flow blood and energy to inside arm. 

The 3th sanyan of inside arm: the therapist pressed the thumbs on the cubital fossa, 
to flow blood and energy to elbow joint. 

The 4th sanyan of inside arm: the therapist pressed the thumbs on the flexor carpi 
radialis muscle, to flow blood and energy to elbow joint. 

The 5th sanyan of inside arm: the therapist pressed the thumbs on the remnant of 
antebrachial fassa, to flow blood and energy to carpal bones. 

Step 6 Pressing sanyan of the outside part of the arm 

The 1th sanyan of outside arm: the therapist pressed the thumbs on the teres minor 
muscle, to flow blood and energy to shoulder joint and outside arm. 

The 2th sanyan of outside arm: the therapist pressed the thumbs on the deltoid 
muscle, to flow blood and energy to outside arm. 

The 3th sanyan of outside arm: the therapist pressed the thumbs on the lateral 
epicondyle, to flow blood and energy to elbow joint. 

The 4th sanyan of outside arm: the therapist pressed the thumbs on the extensor capi 
radialis longus muscle, to flow blood and energy to elbow joint. 

The 5th sanyan of outside arm: the therapist pressed the thumbs on the extensor 
digitorum muscle, to flow blood and energy to carpal bones and fingers. 

Step 7 Pressing sanyan of the shoulder 

The 1th sanyan of the shoulder: the therapist pressed the thumbs on the teres minor 
muscle, to flow blood and energy to shoulder joint and outside arm. 

 The 2th sanyan of the shoulder: the therapist pressed the thumb on the 
sternocleidomastoid muscle, to flow blood and energy to scapula, posterior deltoid 
and outside arm. 
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The 3th sanyan of the shoulder: the therapist pressed the thumb on the 
sternocleidomastoid muscle, to flow blood and energy to scapula, anterior deltoid 
and inside arm. 

The 4th sanyan of the shoulder: the therapist pressed the thumb on the supraspinatus 
muscle, to flow blood and energy to supraspinatus muscle, infraspinatus muscle, 
subscapularis muscle and rotator cuff. 

The 5th sanyan of the shoulder: the therapist pressed the thumb on the axillary artery, 
to flow blood and energy directly to glenohumeral joint and rotator cuff. 

*Notes: The therapist pressed on sanyan for 10-15 seconds per point, carefully at the 
axillary artery. 

8.2.2 Control group: 5 g of topical diclofenac gel [77-80] 

The control group received 5 g of topical diclofenac gel and applied on the 
average surface of 10 ×14 cm, three times a day for 6 weeks after that stopped therapy 
and followed up at week 8th and 10th.  
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The procedures flowchart 

 

 

 

                                  Enrollment                                  

 

 

 

                    Randomized allocation 

 

 

 

 

             Follow-up                                                 

 

 

 

 

 

 

 

 

 

             

                          Analysis: intension to treat 

 

 

                                        

Figure 26. Procedure flowchart  

Eligibility patients with frozen 
shoulder (N= 60) 

 
Exclusion criteria N=0 

Randomized (N=60) 

          CTTM 

Twice a week for 6 weeks (N=30) 

5 g Topical diclofenac gel 

Three times a day for 6 weeks (N=30) 

Follow-up at weeks 8th and 10th Follow-up at weeks 8th and 10th 

 

Outcome measurement 

-QoL, DASH, shoulder function (VAS) at baseline and 10 th weeks 

-Pain intensity (VAS), SROM at 2nd, 4th, 6th, 8thand 10th weeks in 
treatment group and control group 

 

Analysis and comparison of effectiveness 

Discontinuation 
(N=1) 
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9. Measuring instruments 

 9.1 Visual analog scale (VAS) for pain intensity 

Visual analog scale measurement of pain intensity of shoulder was assessed. The VAS 
is 10 centimeters  line  marked  every  1  cm  increment  with  the  descriptors  “no 
pain”  on the  left  end and  “worst  pain”  on  the  right  end. Subsequent   recordings  
of  VAS  was done  on separate   sheets  of  paper  in  order  to  prevent  the   subjects  
from comparing  score  with  the  previous  one.  

9.2 Shoulder range of motion (SROM) 

Range of motion was measured by goniometer. It was measured both active and 
passive range of motion as follows: 

 

Abduction 

 

 

Figure 27. Abduction range of motion 
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Forward flexion  

 

             

 

Figure 28. Forward flexion range of motion 
 
External rotation 

          

 

Figure 29. External rotation range of motion 
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Internal rotation 

 

                   

Figure 30. Internal rotation range of motion 
 

9.3 Visual analog scale measurement of shoulder function was assessed.  

The VAS is 10 centimeters  line  marked  every  1  cm  increment  with  the  
descriptors  “usually available”  on the  left  end and  “unworkable”  on  the  right  
end. Subsequent   recordings  of  VAS  was done  on separate   sheets  of  paper  in  
order  to  prevent  the   subjects  from comparing  score  with  the  previous  one.  

9.4 Quality of life was measured by WHOQOL – BREF – THAI   

Including 4 domains of total 26 items as follows; physical domain (7 items), 
psychological domain (6 items), social relationships domain (3 items) and environment 
domain (8 items) overall quality of life (2 items). 

9.5 Activity self-assessment was evaluated by the DASH questionnaire including 
2 domain of total 20 items that indicated patient’s ability to do activities and severity 
of symptoms of frozen shoulder. 
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10. Data analysis 

The statistical significance was set at probability level less than 0.05 (p<0.05) 
and the data analysis by STATA was used as follows:  

1) Descriptive statistics was used as percentage, mean and standard deviation. 

2) Inferential statistics as repeated ANOVA, Friedman test were used to compare 
means of VAS, SROM, within the same group. 

3) Paired t-test was used to compare mean of QoL, activity self-assessment and 
shoulder function between base line and end point at 10 weeks in within each group. 

4) Student t-test and wilcoxon rank sum test were used to compare between 
groups. 

5) Data was determined by intention-to-treat (ITT) analysis 
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CHAPTER IV 
RESULTS 

The study was single blind randomized controlled trial on the effectiveness of 
court-type traditional Thai massage (CTTM) versus topical diclofenac (TD) to treat 
frozen shoulder. In this single-blind randomized controlled trial, 60 patients were 
assigned into the treatment group(CTTM) and the control group (TD) by simple random 
sampling method using a pre-generated random assignment scheme enclosed in 
envelopes, each with 30 subjects. 

A total of 60 patients were identified by idiopathic frozen shoulder, aged 
between 40-65 years. Only female patients who suffered from frozen shoulder with 
the level of pain from 4 of 10 scores were recruited. The duration of frozen shoulder 
was from 4 to 12 months (phase 2 of frozen shoulder). The female patients had a 
limited at least 25% loss of shoulder motion in all planes at least two in four position 
(abduction, forward flexion, internal rotation, and external rotation). Their blood 
pressure was not be over 140/90 mmHg. Moreover, the female patients gave informed 
written consents.  

The interventions were the CTTM and 5 g topical diclofenac gel assigned to the 
treatment group and the control group respectively. Treatment group patients were 
treated for 45 minutes per CTTM session, 2 sessions a week for 6 consecutive weeks. 
Each participant was taught to stretch her arm by pulling it immediately after receiving 
massage. After the experiment had been completed, the assessors followed up the 
SROM of all the participants in the treatment group at week 8th and 10th. On the other 
hand, the control group patients received 5 g of diclofenac gel and applied on the 
average shoulder surface of 10 ×14 cm, three times a day for 6 weeks. After that, the 
assessors followed up SROM of all participants in the control group at week 8th and 
10th.  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

62 

The reliability of DASH was tested in thirty patients with frozen shoulder at 
Sangkha hospital, Surin province. The intraclass correlation coefficient (ICC) showed a 
high degree of correlation (ICC = 0.93). 

 

The research results were divided into 6 parts as follows: 

Demographic data and baseline clinical characteristics of the patients 

Shoulder range of motion 

Pain intensity 

The ability of arm, shoulder and hand  

Shoulder function assessment  

The quality of life WHOQOL-BREF-Thai 

 

1. Demographic data  

Demographic data and baseline clinical characteristics of the patients were 
presented in Table 5. The mean age of CTTM and TD were 53.9 ±4.7 years and 53.3 ± 
4.2 years respectively. Most of CTTM group with bachelor’s degree accounted for 90% 
and those in TD group with bachelor’s degree accounted for 83.3%. Regarding the 
careers of the participants in both groups, the majority of the participants worked as 
civil servants 76.6% and 73.3 % respectively. Duration of symptom was around 9 
months (98.7% for CTTM group and 90.3 % for TD group). The side of frozen shoulder 
was found on left- handed side (56.6%) for CTTM group and right-handed side (63.3%) 
for TD group. 

According to the baseline analysis from all participants in both groups, the 
shoulder range of motion was not significantly different in both parts of active and 
passive range of motion.                                       

The majority of demographic data and baseline clinical characteristics were 
equally balanced between the two groups. There were no significantly differences 
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between CTTM group and TD group in terms of age, education, occupation, duration 
of symptom, side of hand, treatment, shoulder range of motion, pain intensity and 
shoulder function assessment. 

 

Table 5. Demographic data and baseline clinical characteristics 
Demographic and 
baseline clinical 

 

CTTM group 

(Mean ± SD) 

N (%) 

TD group 

(Mean ± SD) 

N (%) 

 

P-value 

 

Age (years) 

 

53.9 ±4.7 

 

53.3 ± 4.2 

 

0.60a 

Education 

Lower than bachelor 

Bachelor 

Higher than bachelor 

 

1 (3.3) 

27 (90.0) 

2 (6.6) 

 

3 (10.0) 

25 (83.3) 

2 (6.6) 

 

 

1.07b 

 

Occupation 

Civil servants 

Employees 

Merchant 

Other 

 

23 (76.6) 

1 (3.3) 

4 (13.3) 

2 (6.6) 

 

22 (73.3) 

7  (23.3) 

1 (3.3) 

0 

 

 

8.32b 

 

 

 

Side of hand 

Left 

Right 

 

 

17 (56.6) 

13 (43.3) 

 

 

11 (36.6) 

19 (63.3) 

 

 

2.41b 

 

Treatment 

Take a medicine 

See a doctor 

physical therapy 

Acupuncture 

 

 

1 (3.3) 

20 (66.6) 

6 (20.0) 

3 (10) 

 

 

 

25 (83.3) 

0 

5  (16.6) 

 

 

 

 

8.05b 
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Demographic and 
baseline clinical 

 

CTTM group 

(Mean ± SD) 

N (%) 

TD group 

(Mean ± SD) 

N (%) 

 

P-value 

 

Active range of motion 

Abduction 

Flexion 

Internal rotation 

External rotation 

 

Passive range of motion 

Abduction 

Flexion 

Internal rotation 

External rotation 

 

Pain intensity (VAS) 

 

Shoulder function 
assessment 

(VAS) 

 

 

116.5±19.5(n=30) 

129.6±16.1(n=30) 

52.2±7.1(n=9) 

41.6±8.9(n=28) 

 

 

        134.16±13.5(n=30) 

  142.83±9.2(n=30) 

58.88±3.3(n=9) 

49.10±8.6(n=28) 

 

6.4 ±0.6 

 

6.0±0.7 

 

 

120.2±19.3(n=30) 

132.1±16.7(n=30) 

52.5±6.7(n=10) 

43.3±8.6 (n=28) 

 

 

        137.16±12.7(n=30) 

 143.50±10.5(n=30) 

59.09±3.0(n=10) 

52.14±6.7(n=28) 

 

6.1±0.8 

 

5.9±0.7 

  

           

0.46a 

0.51c 

0.93a 

0.44a 

 

 

           0.31c 

0.80c 

0.88c 

0.14a 

 

0.10c 

 

0.86a 

           a =student t-test   b=chi-square test   c= Wilcoxon rank sum test  

 

2. Shoulder range of motion 

2.1 The comparison of shoulder range of motion (SROM) degree before and 
after treatments within the same group and between both groups (CTTM, TD) at 
baseline, week 2, 4 and 6 were shown in Table 6 and Figure 32, 33. 

The comparison within the same group in both CTTM and TD groups showed 
the significant improvement of SROM because the means degree were increased in all 
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planes involving the measurement of active and passive range of motion in abduction, 
flexion, internal rotation and external rotation(P<0.0001). In particular, a greater 
increase in SROM degree was found in all planes for the CTTM group. Moreover the 
average values of SROM of CTTM group was significantly improvement better than 
those of TD group.  

On the whole, the average range of active SROM degree for CTTM and TD 
groups in all planes improved continuously every two week  including CTTM abduction  
13-15° , flexion 11-14°, internal rotation 8-12° and external rotation 9-10° ; TD abduction 
5-7°, flexion 5-6°, internal rotation 4-6°, external rotation 5-7°. Similarly, the average 
range of passive SROM degree for CTTM and TD in all planes improved constantly 
every two weeks including CTTM abduction 10-15°, flexion 7-13°, internal rotation 6-
13°, external rotation 7-10° ; TD abduction 5-7°, flexion 5-7°, internal rotation 3-5°, 
external rotation 4-6°. 

To conclude, the average range of SROM degree in CTTM group was significantly 
different from that in TD group from week 4 based on the comparison between p-
values of both groups. 

2.2 The Comparison of shoulder range of motion (SROM) degree before and 
after treatments within the same group and between group (CTTM, TD) at baseline and 
follow- up week 8th, week10th was shown in Table 7 and Figure 32, 33. 

Both CTTM and TD group showed the significant improvement of SROM with 
the mean degree within the same group at all assessment time points (p<0.05). In 
addition, the SROM degree between CTTM and TD groups at baseline and the follow-
up at week 8th, week10th reported  significant differences in planes of abduction, 
flexion, internal rotation at week 8th and week10th (p<0.05). However, there were no 
significant differences in passive external rotation. The finding indicated that when the 
average range of SROM of active and passive in all planes between CTTM group and 
TD group was compared, the average range of SROM in CTTM was significantly better 
than TD group at week 8th and week10th.   
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Table 6. Shoulder range of motion at baseline and week 2nd 4th 6th 
SROM                  Time 

                                                      

CTTM group 

(Mean ± SD) 

TD group 

(Mean ± SD) 

 

P-value 

Active ROM 

Abduction            baseline 

                            Week 2                    

                            Week 4  

                            Week 6  

p-value                 

 

116.5±19.5 

131.6±15.9 

146.3±12.5 

160.2±8.9 

<0.0001c 

 

120.2±19.3 

127.3±17.8 

132.6±16.9 

140.1±16.6 

<0.0001c 

 

0.46a 

0.32a 

0.0007a 

0.0001b 

Flexion                 baseline 

                            Week 2 

                            Week 4  

                            Week 6  

 p-value                                  

129.60±16.10 

144.20 ±15.41 

155.46 ±12.19 

167.50±9.07 

<0.0001c 

132.00±16.16 

137.90±15.70 

143.30±14.56 

149.73±13.59 

<0.0001d 

0.51b 

0.09b 

0.0009a 

0.0001b 

Internal                baseline 

rotation                Week 2 

                           Week 4  

                           Week 6                 
p-value                                                    

52.2±7.1 

64.4±4.6 

72.4±5.3 

82.7±5.6 

<0.0001c 

52.5±6.7 

58.5±5.7 

63.1±4.9 

68.5±5.7 

< 0.0001d 

0.93a 

0.25a 

0.001a 

0.0005b 

External               baseline 

rotation                Week 2 

                           Week 4  

                           Week 6   

p-value                                

41.6±8.9 

51.7±8.0 

61.1±7.5 

70.1±7.2 

<0.0001d 

43.3±8.6 

50.3±8.1 

56.2±7.9 

61.9±8.0 

< 0.0001c 

0.44a 

0.52a 

0.03b 

0.0002a 
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SROM                  Time 

                                                      

CTTM group 

(Mean ± SD) 

TD group 

(Mean ± SD) 

 

P-value 

Passive ROM 

Abduction            baseline 

                           Week 2 

                           Week 4  

                           Week 6  

 p-value                              

 

      134.1±13.5 

147.7±11.5 

158.5±10.3 

168.7±9.6 

<0.0001d 

 

      137.1±12.7 

142.9±13.0 

147.9±12.8 

155.1±13.4 

<0.0001d 

   

           0.31b 

0.16b 

0.0007b 

0.0001b 

Flexion                baseline 

                           Week 2 

                           Week 4  

                           Week 6 

 p-value                              

142.8±9.2 

155.5±10.6 

165.8±8.3 

173.8±7.5 

<0.0001d 

143.5±10.5 

149.1±10.1 

154.5±9.6 

161.8±10.1 

<0.0001d 

0.80b 

0.02b 

0.0001b 

0.0001b 

Internal                baseline 

rotation                Week 2 

                           Week 4  

                           Week 6 

p-value                               

58.8±3.3 

68.2±2.2 

74.3±4.7 

81.6±5.0 

<0.0001d 

59.0±3.0 

64.0±3.0 

68.1±2.4 

71.5±2.01 

<0.0001d 

0.88b 

0.0006b 

0.002b 

0.0001b 

 

External               baseline 

rotation                Week 2 

                           Week 4  

                           Week 6 

 p-value                                                                              

49.1±8.6 

58.6±8.3 

67.8±7.1 

75.4±5.9 

<0.0001d 

52.1±6.7 

57.6±8.3 

63.5±6.1 

68.0±5.1 

< 0.0001d 

0.14a 

0.66b 

0.030b 

0.0001b 

 

     a=student t-test    b=  Wilcoxon rank sum test       c= repeated ANOVA    d= Friedman test 
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Table 7. Shoulder range of motion at baseline and follow- up week 8th 10th 
SROM                  Time 

                                                      

    CTTM group            

Mean ± SD  

         TD group 

         Mean ± SD  

                 

        P-value 

Active ROM 

Abduction          baseline               

                         Week 8 

                         Week 10 

P-value                 

 

116.5±19.5 

152.7±12.5 

149.0±2.2 

0.0001d 

 

120.2±19.3 

131.6±18.4 

129.4±18.0 

0.0001c 

 

0.46a 

0.0001b 

0.0001b 

 

Flexion               baseline 

                         Week 8 

                         Week 10 

 P-value                  

129.6±16.1 

158.2±9.1 

154.5±8.6 

0.0001c 

132.0±16.1 

142.5±13.8 

139.2±14.8 

0.0001d 

0.51b 

0.0001b 

0.0001b 

 

Internal              baseline 

rotation              Week 8 

                         Week 10  

P-value                

52.2±7.1 

70.5±6.3 

67.2±6.6 

0.0003c 

52.5±6.7 

57.5±4.2 

56.5±4.1 

0.0006d 

0.93a 

0.0004b 

0.0003a 

External             baseline 

rotation              Week 8 

                         Week 10 

P-value                   

41.6±8.9 

53.5±6.5 

52.8±6.7 

0.0001d 

43.3±8.6 

53.0±6.8 

50.0±7.2 

0.0001c 

0.44a 

0.71b 

0.14a 

Passive ROM 

Abduction          baseline 

                         Week 8 

                         Week 10 

P-value                 

 

134.1±13.5 

157.3±10.0 

153.6±10.3 

0.0009d 

 

137.1±12.7 

147.5±12.4 

143.7±13.1 

0.0001d 

 

0.316b 

0.001b 

0.004b 
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SROM                  Time 

                                                      

    CTTM group            

Mean ± SD  

         TD group 

         Mean ± SD  

                 

        P-value 

Flexion               baseline 

                         Week 8 

                         Week 10 

P-value                  

142.8±9.2 

162.3±6.7 

158.0±8.4 

0.0007d 

143.5±10.5 

152.9±9.3 

150.0±10.8 

0.0001d 

0.80b 

0.0001b 

0.003b 

 

Internal              baseline 

rotation              Week 8 

                         Week 10 

P-value                 

58.8±3.3 

72.7±6.6 

69.4±6.3 

0.002d 

59.0±3.0 

62.2±2.6 

61.3±3.2 

0.0003d 

0.88b 

0.001b 

0.004b 

 

External             baseline 

rotation              Week 8 

               Week 10 

P-value                 

49.1±8.6 

62.1±5.8 

60.6±5.6 

0.0001c 

52.1±6.7 

58.9±4.5 

57.0±5.2 

0.0001c 

0.14a 

0.02a 

0.01a 

 

     a=student t-test    b= Wilcoxon rank sum test       c= repeated ANOVA    d= Friedman test  
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Figure 31. Active and passive range of motion 
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Ab base Ab w2 Ab w4 Ab w6 Ab w8 Ab w10

CTTM 116.5 131.66 146.36 160.2 152.73 149

TD 120.23 127.36 132.63 140.16 131.66 129.43

0

50

100

150

200
sh

o
u

ld
er

 r
an

ge
 o

f 
m

o
ti

o
n

 (
d

eg
re

e)

position and assessment periods

Active abduction ROM

CTTM TD

fl base fl w2 fl w 4 fl w6 fl w8 fl w10

CTTM 129.6 144.2 155.46 167.5 158.23 154.5

TD 132 137.9 143.3 149.73 142.5 139.26

0

20

40

60

80

100

120

140

160

180

sh
o

u
ld

er
 r

an
ge

 o
f 

m
o

ti
o

n
 (

d
eg

re
e)

position and assessment periods  

Active flexion ROM

CTTM TD



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

72 

             

 
 

 
 

 

Figure 32. Active range of motion 

int base int w2 int w4 int w6 int w8 int w10
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Ab base Ab w2 Ab w4 Ab w6 Ab w8 Ab w10
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Figure 33. Passive range of motion 
  

int base int w2 int w4 int w6 int w8 int w10
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3. Pain intensity 

According to Table 8 and Figure 34, the VAS mean scores before and after 
treatment as well as between CTTM and TD group were compared. The results within 
the same group at baseline, week2nd, week4th and  week6th  indicated that CTTM and 
TD group showed significant difference in the VAS scores since the VAS scores 
decreased from 6.4 to 4.3, 3.3 and 2.5 (p-value<0.0001) respectively for CTTM group 
based on weekly assessment. On the same hand, the VAS scores declined from 6.1 to 
4.8, 3.8 and 3.1 (p-value<0.0001) for TD based on weekly assessment. The results 
within the same group at baseline and follow-up at week8th and week10th showed that 
CTTM group and TD group showed significant differences in the VAS scores as the VAS 
scores of CTTM group decreased from 6.4 to 3.0, and 3.0 (p-value=0.006) respectively 
whereas the VAS scores of TD group declined from 6.1 to 3.1, and 3.1 (p-value<0.0001) 
respectively.  

CTTM group and TD group were compared at each assessment time point, it was 
found that the VAS scores were statistically different at week 2nd (p = 0.01) week4th 
(p=0.0008) week6th (p=0.0005). VAS scores treatment representing the pain intensity 
showed that CTTM treatment was significantly better than TD treatment, but the scores 
of VAS of CTTM and TD groups at follow- up at week8th and week10thwere not 
significantly different.  
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Table 8. The comparison of pain intensity at treatment periods and follow-up periods 
VAS                  Time 

                                                      

CTTM group            

 (Mean ± SD)  

      TD group 

      (Mean ± SD)  

                 

         P-value 

Treatment  

baseline 

Week 2 

Week 4 

Week 6 

p-value                 

 

6.4±0.6 

4.3±0.6 

3.3±0.5 

2.5±0.6 

<0.0001d 

 

6.1±0.8 

4.8±0.8 

3.8±0.6 

3.1±0.6 

<0.0001c 

 

0.10b 

0.01b 

0.0008b 

0.0005b 

Follow up     

                baseline 

Week 8 

Week 10 

p-value                                  

 

6.4±0.6 

3.0±0.5 

3.0±0.5 

0.006d 

 

6.1±0.8 

3.1±0.6 

3.1±0.6 

<0.0001c 

 

0.10b 

0.42a 

0.42a 

 

a=student t-test    b= Wilcoxon rank sum test        c= repeated ANOVA    d= Friedman test 
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Figure 34. Pain intensity 
 

 

4. The ability of arm, shoulder and hand 

The ability of arm was measured using DASH questionnaires. Table 9 showed the 
scores before and after receiving CTTM and TD.  

The score of DASH part 1 indicated patient’s ability to do activities (100 scores 
represent higher degree of disabilities). Both CTTM and TD groups significantly showed 
the improvement of the ability of arm with the scores decreased from 75.0 to 28.5 (p-
value <0.0001), and 72.9 to 37.3 (p-value<0.0001) respectively. 

The score of DASH part 2 indicated the severity of symptoms. Both CTTM and TD 
groups significantly showed the reduction of the severity of symptoms with the scores 
decreased from 73.7 to 36.8 (p-value <0.0001), and 75.0 to 36.6 (p-value<0.0001) 
respectively. 

Table 10 showed the scores before and after treatment between CTTM and TD 
groups. Before treatment, the scores of DASH part 1 and part 2 of both CTTM and TD 
groups were not significantly different. In addition, the scores of DASH part 1 which 
represented the ability to do the activities between CTTM and TD groups after 
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treatment showed that CTTM was significantly better than TD and the scores of DASH 
part 2 which represented the severity of symptoms showed that CTTM was non-
significantly better than TD. 

 

Table 9. DASH scores before and after treatments comparison (within group) 
DASH  CTTM (n=30) TD (n=30) 

Mean±SD t p-value Mean±SD t p-
value 

DASH: Part1 
Before 
treatment 
After 
treatment 

 
75.0±12.5 

 
28.5±7.9 

 
 

28.5 

 
 

<0.0001 

 
72.9±10.2 

 
37.3±3.9 

 
 

18.7 

 
 

<0.0001 

DASH: Part2 
Before 
treatment 
After 
treatment 

 
73.7±11.7 

 
36.8±13.2 

 

 
 

12.1 

 
 

<0.0001 

 
75.0±12.3 

 
36.6±5.1 

 

 
 

17.2 

 
 

<0.0001 
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Table 10. DASH scores before and after treatment between CTTM and TD groups 

 

 Treatment 

 

           DASH Part1                 DASH Part2 

Mean±SD t p-value Mean±SD  z p-value 

Before    

CTTM (n=30) 

 

 

TD (n=30) 

 

 

 

After treatment 

CTTM (n=30) 

TD (n=30) 

 

75.00±12.54    

 

 

72.92±10.27 

 

  

 0.70 

 

 

0.484a 

 

 

73.7±11.7 

 

 

75.0±12.3 

 

 

0.620 

 

 

0.535b 

DASH Part1 DASH Part2 

Mean±SD z p-value Mean±SD z p-value 

 

28.5±7.9 

 

37.3±3.9 

 

 

4.78 

 

 

<0.0001b 

 

36.8±13.2 

 

36.6±5.1 

 

 

0.687 

 

 

0.491b 

        a=Student t-test, b=Wilcoxon rank sum test    
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Figure 35. Ability of arm, shoulder and hand 
 

5. Shoulder function assessment  

The shoulder function assessment was measured using VAS. Table 11 showed the 
scores of VAS before and after receiving CTTM and TD. A comparison within group 
revealed that both CTTM and TD groups showed significant improvement of function 
of shoulder with the scores decreased from 6.0 to 3.0 (p-value <0.0001), and 5.9 to 3.1 
(p-value<0.0001) respectively. In addition, the scores between CTTM and TD groups 
before and after treatment were not significantly different. 

  

PreDASH part1 postDASH part1 preDASH part2 postDASH part2

CTTM 75 28.55 73.75 36.87

TD 72.92 37.3 75 36.6
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Table 11. Function VAS score before and after treatments in CTTM and 
TD groups 

Shoulder 
function 
assessment 
(VAS) 

 CTTM (n=30)       95%CI  TD (n=30)      95%CI             

Mean±SD    Mean±SD t p-value 

 

Before 
treatment 

After  

treatment 

p-value 

 

6.0±0.7 

 

3.0±0.7 

 

<0.0001a   
t=15.72 

 

5.7-6.2 

 

2.7-3.3 

 

5.9±0.7 

 

3.1±0.6 

 

<0.0001a 

t=16.58 

 

5.6-6.2 

 

2.9-3.4 

 

 

0.17 

 

0.72 

 

0.86b 

 

0.46b 

 

 

 
 

Figure 36. VAS scores of shoulder function assessment 
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6. The quality of life WHOQOL-BREF-Thai 

Table 12 and Table 13 showed the scores of quality of life (QoL) which was 
measured using WHOQOL-BREF before and after receiving CTTM and TD. WHOQOL 
including 4 domains of total 26 items (overall picture of quality 130 scores) composed 
of physical 7  items (35 scores) psychological 6  items (30 scores) social relationships 
3 items (15 scores) environment  8 items (40 scores). 

Regarding a comparison of the participants within the same group, both CTTM 
and TD groups showed significant improvement of QoL with the subscale scores 
increased in each domain. Physical scores increased from 25.1 to 31.0 for CTTM 
(p<0.0001) and from 24.6 to 30.7 for TD (p<0.0001), psychological scores from 23.9 to 
26.7 (p<0.0001) and from 23.6 to 26.3 (p<0.0001), social relationships scores from 11.7 
to 12.4 (p<0.0001) and from 11.6 to 12.6 (p<0.0001), environment scores from 31.7 to 
12.4 (p<0.0001) and from 11.6 to 12.6 (p<0.0001), overall of quality   from 94.4 to 112.6 
for CTTM (p<0.0001) and from 98.6 to 105.2 for TD (p<0.0001) respectively. In addition, 
the scores between CTTM and TD groups after treatment were significantly different 
at physiological health (p<0.0001), psychological (p<0.0001), environment (p<0.0001), 
but social relationships were not significantly different. However, the overall picture of 
quality scores indicated that CTTM showed significant improvement of QoL which 
represented that CTTM was significantly better than TD especially physiological health. 
In other words, before the treatment, the majority of participants (25 from 30) in CTTM 
group were in moderate physiological health. After the treatment, all of the 
participants (25 from 30) in CTTM group were in good physiological health.
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Table 12. Comparison of mean scores of quality of life WHOQOL-BREF-Thai before 
and after treatment within group and between groups 

Domains 
 

CTTM group 
Mean±SD       95%CI 

(n=30) 

TD group 
Mean±SD        95%CI 

(n=30) 

 
P-value 

 Physical health 
Before 
treatment 
 
After treatment 
 
p–value  

 
25.1 ±1.2        24.6-25.6 

 

 
31.0±0.9         30.7-31.4 

 
<0.0001a t=18.27 

 
25.1±1.4         24.5-25.6 

 
 

28.2±0.6         27.9-28.4 
 

<0.0001a t=13.38 

 
t=0.18   0.85b 

 
 

z=6.73 <0.0001 
 

Psychological 
  
Before 
treatment 
After treatment 
 
p–value  

          
 
23.9±0.6     23.6-24.1 
 
26.7±1.0     26.3-27.1 
     
    <0.0001a t=13.25 

  
 
24.0±0.7        23.7-24.2 
 
25.3±0.9        24.9-25.7 
 
     <0.0001a t=7.10 

 
                 
   t=0.18   0.85b 
 
 
 
t=5.22  <0.0001b  

Social  
Before 
treatment 
After treatment 
 
p–value 

 
   11.7±0.7     11.4-12.0 
 
12.4±0.8     12.1-12.7 
         
  <0.0001a t=5.80 

 
11.6±0.8        11.2-11.9 
 
12.2±0.8        11.8-12.5 
     
0.0006a t=3.84 

 
 t=0.64   0.52b  
 
   t=1.23   0.22b  

Overall of 
quality 
Before 
treatment 
After  
treatment 
p–value 

 
 

99.4±2.2      98.5-100.2 
 

112.6±1.8   111.9-113.2 
 

<0.0001a t=24.95 

 
 

98.6±2.4        97.8-99.5 
 

105.2±1.8       104.5-105.8 
 

<0.0001a t=17.26 

 
 

t=1.37    0.17a 
 

t=15.51  <0.0001b 

    a= paired t-test  b= student t-test  c=Wilcoxon rank sum test 
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Table 13. The level of QoL before and after treatment 
Domains 

                                                      

Before After 

CTTM group TD group CTTM group TD group 

Physical health 

Poor (7-16) 

Middle (17-26) 

Good (27-35) 

x ± SD 

 

0 

25(83.3%) 

5(16.6%) 

25±1.28 

 

0 

25(83.3%) 

5(16.6%) 

25.10±1.47 

 

0 

0 

30(100%) 

31.06±0.98 

 

0 

0 

30(100%) 

28.20±0.66 

Psychological 

    Poor (6-14) 

Middle (15-22) 

Good (23-30) 

x ± SD 

 

0 

0 

30(100%) 

23.93±0.69 

 

0 

0 

30 (100%) 

24.00±0.78 

 

0 

0 

30(100%) 

26.73±1.08 

 

0 

0 

30(100%) 

25.33±0.99 

Social  

Poor (3-7) 

Middle (8-11) 

Good (12-15) 

x ± SD 

 

0 

11(36.6%) 

19(63.3%) 

11.73±0.73 

 

0 

13(43.3%) 

17(56.6%) 

11.60±0.85 

 

0 

3(10%) 

27(90%) 

12.46±0.81 

 

0 

5(16.6%) 

25(83.3%) 

12.20±0.84 

Environment 

Poor (8-18) 

Middle (19-29) 

Good (30-40) 

x ± SD 

 

0 

0 

30(100%) 

31.30±1.02 

 

0 

6(20%) 

24(80%) 

30.60±1.49 

 

0 

0 

30(100%) 

33.50 ±1.22 

 

0 

3(10%) 

27(90%) 

31.03±1.32 
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Domains 

                                                      

Before After 

CTTM group TD group CTTM group TD group 

Overall of quality 

Poor (26-60) 

Middle (61-95) 

Good (96-130) 

x ± SD 

 

0 

2(6.6%) 

28(93.3%) 

99.43±2.23 

 

0 

3(10%) 

27(90%) 

98.60±2.44 

 

0 

0 

30(100%) 

112.6±1.84 

 

0 

0 

30(100%) 

105.20±1.84 

 

 
 

Figure 37. Scores of quality of life
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CHAPTER V 
DISCUSSION AND CONCLUSION 

 

The aim of this study was to evaluate the effectiveness of the court-type 
traditional Thai massage (CTTM) versus topical diclofenac in treating patients with 
frozen shoulder. The results of this research were reported through SROM, pain 
intensity, functional capacity (DASH), shoulder function assessment and quality of life. 
The pathophysiology of frozen shoulder is capsular fibrosis and inflammation with 
chondrogenesis [82]. The goals of treatment patients with frozen shoulder are to 
improve shoulder range of motion and to control pain. The highlighting significant 
improvement by the studied intervention were demonstrated.  

A comparison of the mean scores for the SROM, which was assessed in terms 
of abduction, flexion, internal rotation, and external rotation at baseline, week 2nd, 
week 4th, week 6th indicated a significant improvement in all planes in treatment period 
( p<0.05) for both CTTM and TD. The mean scores of SROM at follow-up at week 8th 
and week10th indicated a significant improvement in all planes when compared with 
baseline, but the mean scores were not significantly different when compared with 
week 6th . The finding on the average scores of SROM of active and passive in all planes 
between CTTM and TD showed that CTTM was significantly better than TD. The 
increase in SROM between both groups was noticeable from week 4 to the completion 
of treatment. Moreover, the comparison of the follow-up period between CTTM and 
TD pointed out that CTTM still maintained the increase in SROM. The results of SROM 
can be explained in terms of physical effects. Massage is used for therapy such as 
reducing pain, anxiety, depression, muscle tension and increasing joint range of motion 
[9, 24]. CTTM increases the rate of blood flow, improves the performance of fatigued 
muscle and deep massage, promotes venous return and increases cardiac stroke 
volume [42, 44]. Massage also calls up the body's natural painkillers because it can 
stimulate the release of endorphins, the morphine-like substances that the body 
manufactures, into the brain and nervous system. As the gate control theory, CTTM 
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essentially involves the exertion of pressure on the skin and muscles, thereby 
stimulating pressure receptors and inhibiting the transmission of pain receptors at the 
spinal cord or the ‘gate’ [45]. The massage point of CTTM puts a direct pressure on 
the axillary artery and releases blood to get rid of fibrosis gradually. Pain-relieving 
neurotransmitters such as serotonin (5HIAA) may be stimulated by CTTM resulting in 
lower pain intensity. In other words, massage therapy designed to treat many pain 
syndromes can trigger the releasing pain-relieving neurotransmitters [85]. Moreover, 
pain can be lessened by CTTM for a short-term effect because of lower pain intensity 
and substance P which is a neuropeptide whose crucial duty is to transmit nociceptive 
signal [86] According to the principle proposed by Simons, specific physical pressure 
may help alleviate the contraction knot sarcomeres considered as the small unit of 
human muscles by relaxing the muscle fiber in pain. As a result, such pressure will 
improve the energy supply and blood circulation to the muscle fiber while abating 
myofascial trigger point (MTrP) sensitivity [87]. The previous studies by Chatchawan et 
al. and Buttagat et al. revealed significant improvement in MTrP associated back pain 
patients after TTM treatment [67, 88]. 

The trigger points in subscapularis are at similar positions of CTTM points. 
Therefore, this massage therapy has been used to treat frozen shoulder patients in 
traditional Thai medicine.  Buttagat et al. investigated the effect of TTM in patients 
with scapulocostal syndrome. The researcher reported that TTM could reduce pain 
intensity, increase pain threshold, muscle tension and decrease anxiety [67].  
Chiranthanut studied TTM and herbal compress versus oral ibuprofen on the patients 
with osteoarthritis of the knee. The researcher stated that Thai massage yielded 
positive results in reducing pain, increasing movements of joints and knees p<0.05 [70].  

Non-selective NSAIDs work by inhibiting COX-1 and COX-2. They are very 
commonly prescribed to reduce pain, inflammation and fever. Examples of non-
selective NSAIDs include aspirin, ibuprofen, naproxen and diclofenac. Topical 
diclofenac gel could reduce pain intensity and increase shoulder range of motion 
because TD has analgesic, anti-pyretic, and anti-inflammatory effects so that it will also 
increase joint range of motion. Therefore, TD is commonly used for acute or chronic 
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musculoskeletal pain. It is applied directly to the area of pain on the skin, back, or 
joint. Similar findings were also reported to confirm TD’s effects. For instance, Ippokratis 
P, et.al studied the effectiveness of topical NSAIDs for prolonged treatment (8 weeks 
or more) of osteoarthritis. TD were found to be as effective as oral NSAIDs for pain 
relief. Adverse gastrointestinal side effects were less common with the topical than 
oral NSAIDs, and occurred at a rate comparable to placebo [83].  

Therefore, for clinical practices, therapists should be concerned and diagnose 
which SROM position patients have been suffering from so that the therapists can 
determine how long the duration of the treatment is going to take. Moreover, previous 
study reported that both internal and external rotations would take longer time to 
recover and the duration of the treatment for both SROM rotations would take longer 
time to treat as well. 

The ability of arm, shoulder and hand is defined by the increase in SROM, better 
physical function and the decrease in pain intensity. Both CTTM and TD can have 
considerable effects on the increase in SROM and the decrease in pain intensity. 
However, CTTM many have more satisfactory results than those of TD. One of the 
standard measurement tools to measure pain and disability of human organs. DASH 
questionnaires consist of 2 parts which are to evaluate ability to use arm, shoulder 
and hand in daily activities and severity of symptoms.  Previous research studies carried 
out experiments on SROM and pain intensity by applying DASH questionnaires are 
designed to measure the disability of arm, shoulder and hand. Fernandes MR. studied 
the correlation between functional disability and quality of life of patients with frozen 
shoulder. The results showed only physical domain of WHOQOL-BREF correlates with 
DASH and the study suggested that measures to promote the improvement of 
functional capacity may lead to better quality of life of patients with frozen shoulder 
[84]. 

Apparently, both CTTM and TD could help improve the quality of life of the 
participants in both groups based on the overall picture of quality of life scores. In 
particular, physical health of the participants in CTTM group was much better than that 
of TD group because of the results of DASH questionnaires and shoulder function 
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assessment. Frozen shoulder has have a very negative impact on the participants 
because it causes night pain which disrupts quality of sleep at night. The research has 
achieved its objective to relieve frozen shoulder, promote quality of life of the 
participants. Thanakiatpinyo et.al studied the effectiveness TTM in treating muscle 
spasticity, functional ability, anxiety, depression, and quality of life (QoL) in Thai stroke 
patients. The results were found that TTM significant increase in functional ability and 
QoL, decreases in anxiety and depression [71]. 

 

Conclusions 

The findings in present study strongly suggested that CTTM could reduce 
muscle tension, pain intensity and increase joint range of motion. TD could reduce 
pain intensity and anti-inflammatory so that it will also increase joint range of motion.  

In particular, a greater increase in SROM degree was found in all planes for the 
CTTM group. Moreover, the average SROM values of CTTM group indicated significant 
improvement which was better than those of TD group from week 4 based on the 
comparison between p-values of both groups. Therefore, the finding could support 
CTTM which is capable of healing frozen shoulder better than TD. 

In conclusion, according to the research findings from all measurement tools 
which are SROM, pain intensity, DASH questionnaires, function assessment and quality 
of life, CTTM is as effective and comparable as TD in treating frozen shoulder, 
enhancing physical activities as well as improving quality of life without any side 
effects. 

 

Benefits of the study 

The results of this study can provide CTTM guidelines for the management of 
patients with frozen shoulder. 

The finding of the average SROM values of CTTM group every two weeks of all 
planes can follow up the progress of treatment for CTTM. 
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Limitation 

This current research recruited only female participants aged between 40 and 
65 years old. However, the results could not be generalized to a larger population 
because the experiment was conducted on female participants. This issue was 
considered as the limitation of this current research. 

 

Future research  

Frozen shoulder is prevalent among senior citizens. Thailand is going to enter 
the senior society very soon. Consequently, CTTM is considered as an appropriate 
treatment to treat and prevent frozen shoulder. The researcher would like to suggest 
that future research conducted on frozen shoulder should include 3 target groups of 
participants who are patients suffering from diabetes, patients suffering from 
smartphone syndrome and male patients with frozen shoulder. Future research should 
recruit male patients as participants so that the research findings could be compared 
with those of this research study to verify if there is any difference in recovery phase 
between male and female participants
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                                                                          เลขที่  

แบบสอบถาม 

การศึกษาเปรียบเทียบประสิทธิผลการนวดไทยราชส านักกับยาทาไดโคลฟิแนคในผู้ป่วยไหล่ติด 

แบบสอบถามชุดนี้ ประกอบด้วย 5 ส่วน ดังนี้ 

ส่วนที่ 1 แบบบันทึกข้อมูลทั่วไป และแบบคัดกรองกลุ่มตัวอย่างเข้าร่วมโครงการ 

ส่วนที่ 2 แบบประเมินการวินิจฉัยไหล่ติด(ส าหรับแพทย์) 

ส่วนที่ 3 แบบประเมินความสามารถในการท ากิจกรรม, ความรู้สึกเจ็บปวดและการท างานของไหล่
ด้วยตนเอง (self-assessment)  

3.1 แบบประเมินความสามารถในการท ากิจกรรม (Disabilities of the Arm, Shoulder and 
Hand) 

 3.2 แบบประเมินอาการเจ็บปวด (Pain Intensity : VAS) 

 3.3  แบบประเมินการท างานของไหล่ (Function Assessment :VAS) 

ส่วนที่ 4 แบบประเมินองศาการเคลื่อนไหวของข้อไหล่ (shoulder Range of motion : 
Goniometer) 

 ส่วนที่ 5 แบบประเมินคุณภาพชีวิต  

ค าชี้แจง : การประเมินนี้เป็นส่วนหนึ่งของการศึกษาเปรียบเทียบประสิทธิผลการนวดไทยราชส านัก 
กับยาทาไดโคลฟิแนคในผู้ป่วยไหล่ติด ทั้งนี้เพ่ือให้การประเมินผลและการวิเคราะห์ผลได้ใกล้เคียง
ความจริงมากท่ีสุด ขอให้ท่านปฏิบัติตนดังนี้ โปรดตอบค าถามแต่ละข้อให้ตรงกับความเป็นจริง ตอบ
ทุกข้อทุกตอน หากบางข้อไม่ตรงตามความเห็นของท่านให้เลือกตอบในข้อที่ใกล้เคียงกับความจริงมาก
ที่สุด ซึ่งจะน าผลไปใช้เป็นแนวทางในการพัฒนาการบริการด้านการแพทย์แผนไทยให้ก้าวหน้าและ
เป็นประโยชน์แก่ผู้ใช้บริการทางการแพทย์แผนไทยมากยิ่งขึ้น 
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ส่วนที่ 1 แบบบันทึกข้อมูลทั่วไป 

ค าชี้แจง: โปรดกาเครื่องหมาย √ ลงใน (  ) และ/หรือเติมข้อความลงในช่องว่างตรงตามความเป็นจริง 

อายุ.................ปี 

สถานภาพ 

  (     ) 1 โสด     (    ) 2 สมรส     (   ) 3 หย่า     (   ) 4 หม้าย   (   ) 5 แยกกันอยู่ 

ศาสนา 

(     ) พุทธ         (    ) คริตส์     (    ) อิสลาม    (    ) อ่ืนๆ........................ 

 

ระดับการศึกษา 

(    ) ไม่ได้รับการศึกษา   (    ) ประถมศึกษา   (    ) มัธยมศึกษา  

(    ) ต่ ากว่าปริญญาตรี     (    ) ปริญญาตรีหรือเทียบเท่า   (    ) ปริญญาโทหรือเทียบเท่า  

(    ) สูงกว่าปริญญาโทขึ้นไป    

อาชีพของท่าน 

(    ) ไม่ได้ท างาน   (    ) พ่อบ้าน/แม่บ้าน  (    ) รับจ้าง 

(    ) ค้าขาย        (    ) รับราชการ/รัฐวิสาหกิจ  (    ) อ่ืนๆ(โปรดระบุ)............................ 

ท่านมีอาการไหล่ติดข้างไหน 

(    ) ซ้าย          (    ) ขวา 

ท่านมีอาการปวดข้อไหล่เป็นเวลา.................................วัน/เดือน/ปี 

ท่านท าอย่างไรต่ออาการปวดไหล่หรือข้อไหล่ติด 

(    ) ซื้อยามารับประทานเอง      (    ) ไปพบแพทย์  (    ) ไปรักษาด้วยการนวด 

(    ) ไปท ากายภาพบ าบัด          (    ) ไปฝังเข็ม      (    ) อ่ืนๆ โปรดระบุ....................... 
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แบบคัดกรองกลุ่มตัวอย่างเข้าร่วมโครงการ 

เกณฑ์การคัด
เข้า/การคัดออก 

                      รายละเอียดการวินิจฉัยโรคไหล่ติด ใช่ ไม่ใช่ 

 

 

 

 

 

Inclusions 
criteria 

เพศหญิงอายุตั้งแต่ 40 ปีถึง 65 ปี   

ระยะเวลาที่มีอาการปวด/ติดของไหล่ 4-12 เดือน   

ระดับความเจ็บปวด(VAS)อยู่ในระดับ 4 ขึ้นไป   

องศาการเคลื่อนไหวของข้อไหล่ 

4.1  Forward Flexion  

4.2 External Rotation 

4.3 Abduction  

4.4 Internal Rotation 

  

ความดันโลหิตน้อยกว่า 140/90 mmHg   

ไม่มีไข้   

ไม่มีอาการอักเสบติดเชื้อ   

ไม่แพ้ยาไดโคลฟิแนค   

ยินยอมเข้าร่วมโครงการ   

Exclusion 
criteria 

ไหล่ติดจากภาวะข้ออักเสบ    

ไหล่ติดจากอุบัติเหตุ   

ผู้ป่วยหญิงอยู่ในช่วงตั้งครรภ์และหญิงที่อยู่ระหว่าง ให้
นมบุตร 

  

ผู้ป่วยผ่าตัดมะเร็งเต้านม   

ผู้ป่วยทานยาที่เป็นสเตอร์รอยด์ขณะเข้าร่วมโครงการ   

ผู้ป่วยที่ทานยาแก้ปวด แก้อักเสบ หรือยาสมุนไพรเพื่อ
ลดอาการปวดตามกล้ามเนื้อและข้อ 
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เกณฑ์การคัด
เข้า/การคัดออก 

                      รายละเอียดการวินิจฉัยโรคไหล่ติด ใช่ ไม่ใช่ 

มีโรคประจ าตัวที่ต้องรับประทานยาละลายลิ่มเลือด   

 

ส่วนที่ 2 แบบประเมินการวินิจฉัยไหล่ติด(ส าหรับแพทย์) 

ID: 

เพศ (   ) หญิง                  

อายุ: …………. ปี 

วันที่……..เดือน………..พ.ศ. 
......... 

  ข้างที่ไหล่ติด:  

(  ) ขวา    (  ) ซ้าย  

 

 

การตรวจสัญญาณชีพ(Vital signs) 

วัดอุณหภูมิ(T)……………………………….....องศาเซลเซียส  

วัดความดันโลหิต (BP)……………………….mmHg 

วัดอัตราการเต้นของชีพ(P)...............................ครั้ง/นาที  

วัดอัตราการหายใจ(R)……………………ครั้ง/นาที 

ซักประวัติและตรวจร่างกาย 

ล าดับที่ รายละเอียด รหัส 

1. ระยะเวลาในการปวดหรือไหล่ติด 

1-3 เดือน 

4-6 เดือน 

6-9 เดือน 

8-12 เดือน 

มากกว่า 12 เดือน.(โปรดระบุ).......................... 

 

2. ระดับของความเจ็บปวด 

0 = ไม่ปวด 
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ล าดับที่ รายละเอียด รหัส 

1-3 = ปวดเล็กน้อย 

4-6 = ปวดปานกลาง 

7-10 = ปวดมาก 

3. การใช้งานของข้อไหล่ 

0 = ใช้งานไมไ่ด้เลย 

1-3 = ใช้งานได้เล็กน้อย 

4-6 = ใช้ได้ปานกลาง 

7-10 = ใช้ได้ปกติ 

 

 

4. ท่านมีโรคประจ าตัวหรือไม่ 

  ไม่มี      มี(โปรดระบุ)............................................ 

 

5. ประวัติการแพ้ยา (Drug alergy) 

 ไม่มี        มี (โปรดระบุ)........................................ 

 

 

ความสามารถในการท ากิจกรรม 

ล าดับ ค าถาม ความสามารถในการท ากิจกรรม 

ท าไม่ได้
เลย   

ยากมาก ค่อนข้าง
ยาก 

ท าได้
ปกติ 

1. หวีผม หรือ สระผม     

2. นอนทับแขนข้างที่ปวด     

3. ติดตะขอเสื้อชั้นใน หรือ ไขว้หลัง     

4. เอ้ือมมือหยิบของที่อยู่ที่สูง 
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ล าดับ ค าถาม ความสามารถในการท ากิจกรรม 

ท าไม่ได้
เลย   

ยากมาก ค่อนข้าง
ยาก 

ท าได้
ปกติ 

5. อาบน้ าถูสบู่     

6. เหวี่ยงแขนเหนือศีรษะ เช่นการ
ขว้างลูกบอล  

    

7. ยกของหนักเกิน 5 กิโล 

 

    

8. ยกแขนเวลาส่วมใส่เสื้อผ้า 

 

    

9. การท างานตามปกติท่ีเคยท า     

10. การเล่นกีฬาที่เคยเล่น 

 

    

 

ตรวจองศาการเคลื่อนไหว 

การเคลื่อนไหล องศาการเคลื่อนไหว (หน่วยเป็นองศา) 

External Rotation  

Abduction  

Internal Rotation  

Forward Flexion  

สรุปผลตรวจ  

ไหล่ติด          เข้าข่าย     ไม่เข้าข่าย 

                                                                             ลงชื่อ........................................ 

                                                                                          แพทย์ผู้ตรวจ 
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ส่วนที่ 3 แบบประเมินด้วยตนเอง(self-assessment) 

แบบประเมินที่ 3.1 แบบประเมินความสามารถในการท ากิจกรรม (Disabilities of the Arm, 
Shoulder and Hand) 

โปรดประเมินความสามารถของท่านเกี่ยวกับการท ากิจกรรมต่อไปนี้ในช่วงอาทิตย์ที่ผ่านมา หากเมื่อ
อาทิตย์ที่แล้วท่านไม่ได้ท ากิจกรรมนั้นให้ประมาณให้ใกล้เคียงว่าข้อใดน่าจะตรงที่สุด โดยวงกลม
ตัวเลขค าตอบที่เหมาะสม  

กิจกรรม ไม่ยาก ยาก
เล็กน้อย 

ยากปาน
กลาง 

ยากมาก ท าไม่ได้
เลย 

1. เปิดฝาขวดที่ปดิแน่นหรือท่ียังไม่ถูกเปิดมา
ก่อน 

1 2 3 4 5 

2. เขียนหนังสือ 1 2 3 4 5 

3. ไขกุญแจ 1 2 3 4 5 

4. ท าอาหาร 1 2 3 4 5 

5. ผลักประตูที่หนักให้เปดิออก 1 2 3 4 5 

6. เอาของวางบนช้ันท่ีสูงเหนือศีรษะ 1 2 3 4 5 

7. ท างานบ้านหนักๆ(เช่น ขัดห้องน้ า, ถูพื้น) 1 2 3 4 5 

8. ท าสวนหรืองานสนาม เช่น ตดัหญ้า กวาด
ใบไม ้

1 2 3 4 5 

9. เก็บที่นอน ปูท่ีนอน 1 2 3 4 5 

10.หิ้วถุงใส่ของหรือกระเป๋าเอกสาร 1 2 3 4 5 

11.ถือของหนัก (เกิน 5 กิโลกรมั) 1 2 3 4 5 

12.เปลี่ยนหลอดไฟท่ีอยูสู่งเหนือศรีษะหรือ
กวาดหยากไย ่

1 2 3 4 5 

13. สระผมหรือเปา่ผมเอง 1 2 3 4 5 

14. ถูหลังเองขณะอาบน้ า 1 2 3 4 5 

15. สวมเสื้อแบบสวมหัว 1 2 3 4 5 

16. ใช้มีดหั่นอาหาร(เช่น ผัก,ผลไม้,เนื้อ) 1 2 3 4 5 
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กิจกรรม ไม่ยาก ยาก
เล็กน้อย 

ยากปาน
กลาง 

ยากมาก ท าไม่ได้
เลย 

17. ท ากิจกรรมยามว่างเบาๆ (เช่น งานเย็บปัก
ถักร้อย,หมากฮอส ฯลฯ) 

1 2 3 4 5 

18. ท ากิจกรรมยามว่างที่ต้องออกแรงแขน, 
ไหล่หรือมือ (เช่น ตีกอล์ฟ, ตีเทนนิส ฯลฯ) 

1 2 3 4 5 

19. ท ากิจกรรมยามว่างได้ขยับแขนไปมา (เช่น 
เล่นแบดมินตัน, ตีปิงปอง) 

 

1 2 3 4 5 

20.เดินทางด้วยพาหนะตามต้องการ(จากท่ีหนึ่ง
ไปยังอีกท่ีหนึ่ง) เช่น ขับรถ, โหนรถเมล ์

1 2 3 4 5 

21.ท ากิจกรรมทางเพศ เช่น การกอดและ
สัมผสัอย่างใกล้ชิด, การมีเพศสัมพนัธ์, การ
ส าเรจ็ความใครด่้วยตนเอง 

1 2 3 4 5 

22.ในช่วงที่ผ่านมา ปัญหาเกี่ยวกบัแขน, ไหล่
หรือมือของท่านรบกวนการท ากิจกรรมทาง
สังคมกับครอบครัว,เพื่อน ฯลฯ มากน้อย
เพียงใด 

 

ไม่เลย เล็กน้อย ปาน
กลาง 

ค่อนข้างมา
ก 

มากที่สุด 

     1 2 3  4 5 

23.ในช่วงอาทิตย์ที่ผ่านมา ท่านมขี้อจ ากัดใน
การท างานประจ าวัน เนื่องจากปัญหาเกี่ยวกับ
แขน, ไหล่หรือมือหรือไม ่

ไม่มี
ข้อ 

จ ากัด 

มี
เล็กน้อย 

มีปาน 
กลาง 

มีข้อจ ากัด
มาก 

ท าไม่ได้
เลย 

1 2 3 4 5 
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โปรดวงกลมล้อมรอบตัวเลขที่บอกระดับความรุนแรงของอาการดังระบุด้านล่างในช่วงอาทิตย์ที่ผ่าน
มา 

กิจกรรม ไม่ม ี เล็ก 

น้อย 

ปาน
กลาง 

รุนแรง รุนแรง 

มากที่สุด 

24.โดยทั่วไป ท่านมีอาการปวดแขน, ไหล่หรือมือ หรือไม ่ 1 2 3 4 5 

25.ท่านมีอาการอาการปวดแขน, ไหล่หรือมือ เมื่อท างาน
เฉพาะ อย่างใดอย่างหน่ึงหรือไม ่

1 2 3 4 5 

26.ท่านมีอาการซู่ซ่าเหมือนเป็นเหน็บ, แปลบปลาบคล้าย
เข็มต าที่แขน, ไหล่หรือมือหรือไม ่

1 2 3 4 5 

27.ท่านมีอาการอ่อนแรงท่ีแขน,ไหล่หรือมือหรือไม ่ 1 2 3 4 5 

28. ท่านมีอาการฝืดหรือติดขดับรเิวณแขน,ไหล่หรือมือ 
หรือไม ่

     

 

29.ในช่วงอาทิตย์ที่ผ่านมา ท่านมอีาการปวดแขน, ไหล่
หรือมือทีจ่นท าให้นอนหลับยากหรือไม ่

ไม่ยาก ยาก
เล็กน้อ
ย 

ยาก
ปาน
กลาง 

ยากมาก ยากจน
หลับ
ไม่ได ้

1 2 

 

3 4 5 

 

30.ตัวท่านเอง รู้สึกว่าความสามารถ, ความมั่นใจและ
ประโยชน์ของตัวเองลดลง เนื่องจากปัญหาที่แขน, ไหล่
หรือมือ  

ไม่เห็น
ด้วย
อย่าง
ยิ่ง 

ไม่เห็น
ด้วย 

เฉยๆ เห็นด้วย เห็นด้วย
อย่างยิ่ง 

1 2 

 

3 4 5 
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ชุดค าถามเกี่ยวกับการท างาน 

O ไม่ต้องตอบค าถามส่วนนี้ถ้าท่านไม่ได้ท างาน 

ค าถามต่อไปนี้ถามถึงผลกระทบจากปัญหาของแขน,ไหล่หรือมือต่อความสามารถในการท างานของ
ท่าน(รวมทั้งงานบ้าน ถ้าเป็นหน้าที่หลักของท่าน) 

ให้บอกอาชีพ/งานของท่าน....................................................................................................... ............ 

โปรดวงกลมรอบตัวเลขท่ีบอกระดับความยากล าบากในการท างานของท่านในช่วงอาทิตย์ที่ผ่าน
มา 

กิจกรรม ไม่ยาก ยาก
เล็กน้อย 

ยากปาน
กลาง 

ยาก
มาก 

ท า
ไม่ได้
เลย 

1.ท่านท างานท่ีท าอยู่เป็นประจ าได้ล าบากหรือไม ่      1 2 3  4 5 

2.ความเจ็บปวดท่ีแขน, ไหล่หรือมอื ท าให้ท่านท างาน
ประจ าไดล้ าบากหรือไม ่

     1 2 3  4 5 

3.ท่านมีความยากล าบากในการท างานให้ดีดั่งใจหรือไม ่      1 2 3  4 5 

4.ท่านมีความยากล าบากในการท างานให้เสร็จภายใน
เวลาเท่าเดิมหรือไม ่

     1 2 3  4 5 
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ชุดค าถามเกี่ยวกับการเล่นกีฬา/การท างานด้านศิลปะ 

O ไม่ต้องตอบค าถามส่วนนี้ถ้าท่านไม่ได้เล่นกีฬาหรือดนตรี 

ค าถามต่อไปนี้ถามถึงผลกระทบจากปัญหาของแขน, ไหล่หรือมือต่อความสามารถในการเล่นดนตรี
หรือกีฬาของท่าน 

หากท่านเล่นกีฬาหรือเครื่องดนตรีมากกว่าหนึ่งชนิด ให้เลือกเพียงชนิดเดียวที่มีความสาคัญต่อท่าน
มากที่สุดให้บอกชื่อกีฬาหรือเครื่องดนตรีชนิดนั้น:............................................................... ................. 

โปรดวงกลมรอบตัวเลขท่ีบอกระดับความยากล าบากในการท างานของท่านในช่วงอาทิตย์ 

ที่ผ่านมา 

 

กิจกรรม ไม่ยาก ยาก
เล็กน้อย 

ยากปาน
กลาง 

ยาก
มาก 

ท าไม่ได้
เลย 

1.ท่านเล่นดนตรีหรือกีฬาท่ีเล่นอยูเ่ป็นประจ าได้
ล าบากหรือไม ่

1 2 3 4 5 

2.ความเจ็บปวดท่ีแขน, ไหล่หรือมอื ท าให้ท่านเล่น
ดนตรีหรือกีฬาชนิดนั้นได้ล าบากหรือไม ่

1 2 3 4 5 

3.ท่านมีความยากล าบากในการเลน่ดนตรีหรือกีฬา
ชนิดนั้นให้ดีดั่งใจหรือไม ่

1 2 3 4 5 

4.ท่านมีความยากล าบากในการฝกึซ้อมหรือเล่น
ดนตรีหรือกีฬาชนิดนั้นได้นานเท่าที่เคยท าหรือไม ่

1 2 3 4 5 
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แบบประเมินที่ 3.2 แบบประเมินอาการเจ็บปวด (Pain Intensity : VAS) 

  
           ไม่ปวด 

 

ก่อนการรักษา 

ครั้งที่ วันที่ กรุณา X ลงบนค่าตัวเลขทีแ่สดงถึงระดับอาการปวดโดยเฉลี่ยในชว่ง 1 วันที่

ผ่านมา 

VAS 

  

...../......./....... 

  0    1     2     3    4     5     6     7      8    9    10     

ไม่ปวด                                                                   ปวดมาก 
 

 

 

หลังการรักษาสัปดาห์ที่ 2 

ครั้งที่ วันที่ กรุณา X ลงบนค่าตัวเลขทีแ่สดงถึงระดับอาการปวดโดยเฉลี่ยหลังการรักษา

ด้วยการนวด 

VAS 

  

...../......./....... 

  0    1     2     3    4    5     6     7      8     9    10 

ไม่ปวด                                                                      ปวดมาก 

 

 

 

หลังการรักษาสัปดาห์ที่ 4 

ครั้งที่ วันที่ กรุณา X ลงบนค่าตัวเลขทีแ่สดงถึงระดับอาการปวดโดยเฉลี่ยหลังการรักษา

ด้วยการนวด 

VAS 

  

...../......./....... 

  0    1     2     3     4     5     6     7      8    9   10 

ไม่ปวด                                                                     ปวดมาก 

 

 

1-3 ปวด
เล็กน้อย 

ข- 

4-6 ปวดปานกลาง 
      7-10 ปวดมาก 
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หลังการรักษาสัปดาห์ที่ 6 

ครั้งที่ วันที่ กรุณา X ลงบนค่าตัวเลขทีแ่สดงถึงระดับอาการปวดโดยเฉลี่ยหลังการรักษา

ด้วยการนวด 

VAS 

  

...../......./....... 

  0    1     2     3    4    5     6     7      8     9    10 

ไม่ปวด                                                                     ปวดมาก 

 

 

 

ติดตามผลการรักษาสัปดาห์ที่ 8 

ครั้งที่ วันที่ กรุณา X ลงบนค่าตัวเลขทีแ่สดงถึงระดับอาการปวดโดยเฉลี่ยหลังการรักษา

ด้วยการนวด 

VAS 

  

...../......./....... 

  0    1     2     3    4    5    6     7      8      9     10 

ไม่ปวด                                                                      ปวดมาก 

 

 

 

ติดตามผลการรักษาสัปดาห์ที่ 10 

ครั้งที่ วันที่ กรุณา X ลงบนค่าตัวเลขทีแ่สดงถึงระดับอาการปวดโดยเฉลี่ยหลังการรักษา

ด้วยการนวด 

VAS 

  

...../......./....... 

  0    1     2     3     4     5     6     7      8    9   10 

ไม่ปวด                                                                      ปวดมาก 
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แบบประเมินที่ 3.3  แบบประเมินการท างานของไหล่ (Function Assessment:VAS) 

  
          ท าได้ปกติ       

 

ก่อนการรักษา 

ครั้งที่ วันที่ กรุณา X ลงบนค่าตัวเลขทีแ่สดงถึงระดับความสามารถในการใช้งานของไหล่ 

โดยเฉลี่ยในช่วง 1 วันที่ผ่านมา 

VAS 

  

...../......./....... 

   0    1     2     3    4    5    6     7      8     9    10    

ท าได้ปกติ                                                                  ท าไม่ได ้

                                                                                         

 

 

 

 ติดตามผลการรักษาสัปดาห์ที่ 10   

ครั้งที่ วันที่ กรุณา X ลงบนค่าตัวเลขทีแ่สดงถึงระดับความสามารถในการใช้งานของไหล่ 

หลังการนวด 

VAS 

  

...../......./....... 

   0    1     2     3    4     5     6     7      8    9   10    

ท าได้ปกติ                                                                    ท าไม่ได ้
 

 

 

 

 

 

 

1-3 ติดขัด
เล็กน้อย 

 

       4-6  

ท าได้ปานกลาง 
7-10 ท าไม่ได้ 
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ส่วนที่ 4 แบบประเมินองศาการเคลือนไหวของข้อไหล่  โดยผู้ประเมิน(assessor) 

แบบประเมินการวัดองศาการเคลือนไหวของข้อไหล่ (shoulder Rang of motion : Goniometer) 

ประเมินแบบ Active and Passive  

 

  

 

พิสัยการ
เคลื่อน 

ไหว  

 Forward 
Flexion  

องศา 

 

Base line 

....../....../..... 

Week 2 

....../....../..... 

Week 4 

....../....../..... 

Week 6 

....../....../..... 

Follow-up 

 

Week8 

....../....../..... 

Week10 

....../....../..... 

Active       

Passive       
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พิสัยการ
เคลื่อนไหว  

 Abduction  

องศา 

Base line 

....../....../..... 

Week 2 

....../....../..... 

Week 4 

....../....../..... 

Week 6 

....../....../..... 

Follow-up 

Week8 

....../....../..... 

Week10 

....../....../..... 

Active       

Passive       
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พิสัยการ
เคลื่อนไหว  

 External 
Rotation  

องศา 

 

Base line 

....../....../..... 

Week 2 

....../....../..... 

Week 4 

....../....../..... 

Week 6 

....../....../..... 

Follow-up 

Week8 

....../....../..... 

Week10 

....../....../..... 

Active       

Passive       



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

119 

    

 

 

 

 

 

 

 

 

พิสัยการ
เคลื่อนไหว  

 Internal 
Rotation  

องศา 

Base line 

....../....../..... 

Week 2 

....../....../..... 

Week 4 

....../....../..... 

Week 6 

....../....../..... 

Follow-up 

Week8 

....../....../..... 

Week10 

....../....../..... 

Active       

Passive       



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

120 

ส่วนที่ 5 แบบประเมินคุณภาพชีวิตขององค์การอนามัยโลก (WHOQOL – BREF – THAI) 

ค าชี้แจง: ข้อค าถามต่อไปนี้จะถามถึงประสบการณ์อย่างใดอย่างหนึ่งของท่าน ในช่วง 2 สปัดาห์ที่ผ่าน

มา ให้ท่านส ารวจตัวท่านเอง และประเมินเหตุการณ์หรือความรู้สึกของท่าน แล้วท าเครื่องหมาย√ � 
ในช่องค าตอบที่เหมาะสมและเป็นจริงกับตัวท่านมากท่ีสุด โดยค าตอบมี 5 ตัวเลือก คือ 

ไม่เลย หมายถึง ท่านไม่มีความรู้สึกเช่นนั้นเลย รู้สึกไม่พอใจมาก หรือรู้สึกแย่มาก 

เล็กน้อย หมายถึง ท่านมีความรู้สึกเช่นนั้นนาน ๆ ครั้ง รู้สึกเช่นนั้นเล็กน้อย รู้สึกไม่พอใจหรือ รู้สึกแย่ 

ปานกลาง หมายถึง ท่านมีความรู้สึกเช่นนั้นปานกลาง รู้สึกพอใจระดับกลาง ๆ หรือรู้สึกแย่ระดับกลาง 
ๆ 

มาก หมายถึง ท่านมีความรู้สึกเช่นนั้นบ่อย ๆ รู้สึกพอใจหรือรู้สึกดี 

มากที่สุด หมายถึง ท่านมีความรู้สึกเช่นนั้นเสมอ รู้สึกเช่นนั้นมากที่สุด หรือรู้สึกว่าสมบูรณ์ รู้สึกพอใจ
มาก รู้สึกดีมาก 

ข้อที่  ในช่วง 2 สัปดาห์ที่ผ่านมา ไม่
เลย  

เล็กน้อย  ปาน  

กลาง  

มาก  มาก  

ที่สุด  

1 ท่านพอใจกับสุขภาพของท่านในตอนนี้เพียงใด      

2 การเจ็บปวดตามร่างกาย เช่น ปวดไหล่ ที่ท า
ให้ท่านไม่สามารถท าในสิ่งที่ต้องการมากน้อย
เพียงใด 

     

3 ท่านมีก าลังเพียงพอที่จะท าสิ่งต่าง ๆ ในแต่ละ
วันไหม 

(ท้ังเรื่องงานและการด าเนินชีวิตประจ าวัน) 

     

4 ท่านพอใจกับการนอนหลับของท่านมากน้อย
เพียงใด 

     

5 ท่านรู้สึกพึงพอใจในชีวิต (เช่น มีความสุข 
ความสงบ 

มีความหวัง) มากน้อยเพียงใด 

     

6 ท่านมีสมาธิในการท างานต่าง ๆ ดีเพียงใด      
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ข้อที่  ในช่วง 2 สัปดาห์ที่ผ่านมา ไม่
เลย  

เล็กน้อย  ปาน  

กลาง  

มาก  มาก  

ที่สุด  

7 ท่านรู้สึกพอใจในตนเองมากน้อยแค่ไหน      

8 ท่านยอมรับรูปร่างหน้าตาของตัวเองได้ไหม      

9 ท่านมีความรู้สึกไม่ดี เช่น รู้สึกเหงา เศร้า หดหู่ 
สิ้นหวังวิตกกังวล บ่อยแค่ไหน 

     

10 ท่านรู้สึกพอใจมากน้อยแค่ไหนที่สามารถท า
อะไร ๆผ่านไปได้ในแต่ละวัน 

 

 

 

    

11 ท่านจ าเป็นต้องไปรับการรักษาพยาบาลมาก
น้อยเพียงใดเพ่ือที่จะท างานหรือมีชีวิตอยู่ไปได้
ในแต่ละวัน 

     

12 ท่านพอใจกับความสามารถในการท างานได้
อย่างที่เคยท ามามากน้อยเพียงใด 

     

13 ท่านพอใจต่อการผูกมิตรหรือเข้ากับคนอ่ืน 
อย่างที่ผ่านมาแค่ไหน 

     

14 ท่านพอใจกับการช่วยเหลือที่เคยได้รับจาก
เพ่ือน ๆ แค่ไหน 

     

15 ท่านรู้สึกว่าชีวิตมีความม่ันคงปลอดภัยดีไหมใน
แต่ละวัน 

     

16 ท่านพอใจกับสภาพบ้านเรือนที่อยู่ตอนนี้มาก
น้อยเพียงใด 

     

17 ท่านมีเงินพอใช้จ่ายตามความจ าเป็นมากน้อย
เพียงใด 

     

18 ท่านพอใจที่จะสามารถไปใช้บริการ
สาธารณสุขได้ตาม 
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ข้อที่  ในช่วง 2 สัปดาห์ที่ผ่านมา ไม่
เลย  

เล็กน้อย  ปาน  

กลาง  

มาก  มาก  

ที่สุด  

ความจ าเป็นเพียงใด 

19 ท่านได้รู้เรื่องราวข่าวสารที่จ าเป็นในชีวิตแต่ละ
วัน 

มากน้อยเพียงใด 

     

20 ท่านมีโอกาสได้พักผ่อนคลายเครียดมากน้อย
เพียงใด 

     

21 สภาพแวดล้อมดีต่อสุขภาพของท่านมากน้อย
เพียงใด 

     

22 ท่านพอใจกับการเดินทางไปไหนมาไหนของ
ท่าน 

(หมายถึงการคมนาคม) มากน้อยเพียงใด 

     

23 ท่านรู้สึกว่าชีวิตท่านมีความหมายมากน้อยแค่
ไหน 

     

24 ท่านสามารถไปไหนมาไหนด้วยตนเองได้ดี
เพียงใด 

     

25 ท่านพอใจในชีวิตทางเพศของท่านแค่ไหน? 

(ชีวิตทางเพศ หมายถึง เมื่อเกิดความรู้สึกทาง
เพศข้ึนแล้วท่าน มีวิธีจัดการท าให้ผ่อนคลาย
ลงได้ รวมถึง การช่วยตัวเองหรือการมี
เพศสัมพันธ์) 

     

26 ท่านคิดว่าท่านมีคุณภาพชีวิต (ชีวิตความ
เป็นอยู่)อยู่ระดับใด 

     

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

123 

เอกสารประชาสัมพันธก์ารรับอาสาสมัครเข้ารว่มโครงการ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                        

 

 

 

 

 
 

ผู้ที่มีอาการปวดไหล่ติด เพศหญิง อายุ 40 ปีถึง 65 ปี 

สนใจเข้าร่วมโครงการวิจัย 

เร่ือง การศึกษาเปรียบเทียบประสิทธิผลของการนวดไทยแบบราชส านักกับ
ยาทาไดโคลฟีแนกในการรักษาไหล่ติด 

                                    

 

โดย : จะได้รับการตรวจวินิจฉัยจากแพทย์ผู้เชี่ยวชาญ เมื่อท่านผ่านเกณฑ์เข้าร่วมงาน
วิจัยท่านจะได้ถูกสุ่ม ให้ได้รับการนวดไทยแบบราชส านัก (โดยแพทย์แผนไทยประยุกต์) 
หรือได้รับยาทาไดโคฟิแนค (โดยแพทย์แผนปัจจุบัน) อย่างใดอย่างหนึ่ง 

: ท่านจะได้รับการตรวจวินิจฉัยอาการไหล่ติดในโครงการวิจัยนี้ ด้วยแพทย์แผนปัจจุบัน 
โดยไม่เสียค่าใช้จ่าย 

: จ านวนผู้เข้าร่วมโครงการวิจัย 60 คน และมีระยะเวลาในการศึกษา 10 สัปดาห์ 

ผู้สนใจติดต่อ : นางพวงผกา ตันกิจจานนท์ นายอดิศักดิ์ สุมาลี 

นางสาวณธนันต์ บุญแรงโทรศัพท์ติดต่อ 084-6426384, 02-5058968 
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APPENDIX B 

Certificate of Approval of the Ethics Review Committee for Research Involving Human 
Research Subjects, Thai Traditional and Alternative Medicine, Department Ministry of 

Public Health. (Number10-2559 Date of approval October 27, 2016 – October 27, 
2017). 
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