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ABSTRACT

Purpose: Translate and validate two questionnaires (STart Back Screening Tool and
Musculoskeletal Health Questionnaire) into Bangla language for diagnosing low back pain.
Obijectives: to translate and validate MSK-HQ and SBST instruments into Bangla among
low back pain patients, to adjust Bangla translated version with English translated version.
Methodology: Cross cultural adaptation of these questionnaires is done through seven
phases where 95 samples were selected for STart Back Screening Tool and 84 samples
were selected for Musculoskeletal Health Questionnaire (MSK-HQ) for low back pain
condition as convenience sampling from CRP, Savar, Dhaka. Sociodemographic
information was also included during data collection procedure. Descriptive statistics were
used for data analysis which focused through table and bar chart. Results: Most of the
patient who were affected by low back pain, their age was between 31-60. Among them
through MSK-HQ, almost 68% patients’ condition were found to be chronic and through
SBST, patients with low back pain can be categorized as low risk- 16.84%, in medium risk-
55.79%, in high risk- 27.37%. Conclusion: It can be concluded that by translating and
validating both of these questionnaires could bring positive result while diagnosing low

back pain.

Key words: Translation, validation, low back pain, SBST, MSK-HQ.



CHAPTER-: | INTRODUCTION

1.1 Background Information:

Low back pain (LBP) is one of the major causes of disability that is often characterized as
non-specific and has numerous contributing factors. It impacts most individuals with
prevalent recurring episodes at some stage in their life. It has a major effect on the
psychological, social and physical performance of an individual (Alamam et al., 2019).
The European Low-back Pain Guidelines state that 90 percent of patients with acute low-
back pain recover within six weeks Short-term recovery estimates ranging from 39 to 76
percent (Menezes Costa et al., 2012). Low back pain is not a disease but a symptom. Like
other symptoms, it can have many causes, such as headache and dizziness. Non-specific
low back pain is the most prevalent type of low back pain. This word is used if the
pathoanatomic cause of the pain is not determinable (Maher et al., 2017). A significant
issue is why, some patients develop long-term issues while most do not. To decrease long-
term issues, early identification of patients at danger of developing constant disabling pain
may be useful (Grotle et al., 2007).

In clinical practice, rather than a single clinical disorder, the word ' low back pain’ includes
a wide range of symptoms and behaviors. This inherently implies that LBP patients are a
group, which includes both male and female, that requires distinct treatment strategies
despite the availability of a range of efficient medicines (Aebischer et al., 2015). Low back
pain without sciatica, stenosis or serious spinal deformity is prevalent, with a reported
prevalence point as high as 33 percent and a prevalence of one year as high as 73 percent.
The annual incidence of clinically important low back pain with functional disability is
roughly 10 to 15% in physically active adults, who are not seeking any medical attention.
Acute low back pain (three to six weeks in duration) generally resolves in several weeks,
although recurrence is prevalent and low-grade symptoms often occur years after an
original episode. Serious or persistent disability is rare even among people with low back
pain that lasts longer than three months (Carragee, 2005).



Identifying patients at risk for early development of persistent LBP is of great significance.
To detect these patients, it is necessary to know prognostic chronicity factors in order to
evaluate these influencing variables and predict the course of LBP, screening tools are
required (Melloh et al., 2009).

Musculoskeletal Health Questionnaire (MSK-HQ) is a newly established PROM
evaluating musculoskeletal health associated quality of life for use by patients with distinct
musculoskeletal problems in a variety of environments, in various form of settings. It has
been shown that musculoskeletal MSK-HQ has strong internal consistency between
components, as well as good test-retest reliability and convergent validity relative to other
musculoskeletal health interventions (Norton et al., 2018).

The STarT Back Screening Tool (SBST) was created for LBP patients, because it is easy,
concise, self-administered result survey (Azimi et al.,, 2014). To predict long-term
disability and failure to return to work, some questionnaires have been developed. The
STarT Back Screening Tool (SBST) has lately been created and validated to define patient
subgroups to guide original primary care decision-making. This instrument is based on the
existence of possibly modifiable physical and psychological factors recognized by nine
inquiries for persistent, disabled symptoms. If patients score favorably on less than four
issues, they are categorized as "low danger" of future disabling LBP. The rest are then split
into "medium risk" (weak outcome physical and psychosocial indicators but without
elevated psychological factors) and "low risk" (elevated psychological prognostic
indicators with or without physical indicators). This instrument has a strong psychometric
ability and is smaller than other questionnaires (Bruyere et al., 2012). These groups can be
used to support opinions on suitable evidence-based pathways of therapy. For the low-risk
group, advice and instruction are suggested, referral for further therapy which focuses on
medium-risk groups physical components and referral for multidimensional therapy that
targets high-risk group for both physical and psychosocial aspects (Morso et al., 2011). For
instance, for some low-risk patients, guidance and easy self-care exercises are given which
will be adequate to resolve the problem, while for others who are at high risk may encounter
permanent disability, psychological distress which may be linked with depressed mood and
activity limitations, affecting recovery. Therefore, a difficult job for clinicians is to



summarize the correct therapy strategy from individual patients when they first consult
with them (Aebischer et al., 2015). The initial version of the STarT has been officially
converted into Brazilian, Danish, Dutch, French, Japanese, Spanish, Swedish, and Turkish
within just 2 years (Luan et al., 2014).

Translation, adaptation and validation of a tool or scale for cross-cultural research requires
more time and involves strategic planning and implementation of strict methodological
methods in order to derive a credible and valid measure of the target population's notion of

concern (Sousa & Rojjanasrirat 2010).

This study focuses on translation and validation of Musculoskeletal Health Questionnaire
(MSK-HQ) and STarT Back Screening Tool (SBST) into Bangla language through cross

cultural adaptation process.



1.2 Rationale

The experience of pain, which interferes with patient’s life can happen due to any illness
or disabilities, it varies from one person to another. As the perception of pain changes from
one another, so specific measurement tools are needed in order to clarify exactly how much

pain they are in and how it is affecting their quality of life and working ability.

The lack of culturally adapted and validated instruments for patients with low back pain
and musculoskeletal disorders is a barrier to assessing health and psychosocial problems,
evaluating interventions and determining cost-effective program. Physiotherapists can
assess patients’ condition by using appropriate culturally adapted and validated tool to
determine the risk level and chronicity level of a patient and which type of intervention
method can be used for treatment purpose, rather than using common intervention for every
patient. These tools can also help them to reach a proper diagnosis of a patient. SBST and
MSK-HQ questionnaires also play major role in assessing psychosocial aspects of patients
with low back pain especially those who are developing chronicity or who already
developed chronicity. Physiotherapists, by using these tools not only can improve low back
pain patients’ health conditions but also bring positive impact by improving their
psychological health. Because of this, patients may start to show positive attitude towards

their condition which ultimately can lead to a better health prognosis.

In Bangladesh, there is not enough culturally validated instruments, which can assist
Physiotherapists to reach a proper diagnosis to determine risk level and severity level of
low back pain among patients and also contains good psychometric properties. The use of
SBST and MSK-HQ questionnaires can help to achieve all of these. So, in my opinion
translation and validation of both SBST and MSK-HQ is very important for those who
work as Physiotherapy practitioners and dealing with musculoskeletal pain.



1.3 Objectives of the Study
1.3.1 General Objectives

The aim of this study was therefore, to translate and validate the Musculoskeletal Health
Questionnaire (MSK-HQ) and STarT Back Screening Tool (SBST) into Bangla for low

back pain patients.

1.3.2 Specific objectives:

. To translate MSK-HQ into Bangla language from English.
To adjust the Bangla translation version of MSK-HQ with the English version

. To identify whether the patients understand the Bangla translated version of MSK-HQ.

1

2

3

4. To translate SBST into Bangla language from English.

5. To adjust the Bangla translation version of SBST with the English version
6

. To identify whether the patients understand the Bangla translated version of SBST.



1.4 Operational definitions:

Translation-validation: Translation validation is the process of linguistically validation
of an instrument or questionnaire translated by different translators at the same time, after
combining them into a single version, this single version is back-translated into the original
language. Finally comparing them to check the differences between the combined version

and original version (Tsang et al.,2017).
Musculoskeletal disorder:

Musculoskeletal disorders are conditions that can affect muscles, bones, and joints and

that lead to pain and disability (Perruccio et al., 2018).
Low back pain:

Low back pain is described as pain, which is located below the costal margin and above
the lower gluteal folds, without or with pain in the legs. Acute low back pain is usually
described because an episode of low back pain persists for less than six weeks; sub-acute
low back pain as low back pain persists for six to twelve weeks; continuous low back pain

as low back pain persists for twelve weeks or more (Van et al., 2006).



CHAPTER-II: LITERATURE REVIEW

Musculoskeletal disorders are not contagious. They are one of the most common cause of
disability in developed countries which uses very vast amount of health and social
resources (Branco et al., 2016). It includes a considerable amount of health problems in
developed countries relating to increased prevalence rates and becoming burdensome and
causing increased medical costs, work disability and lowering quality of life (Woolf, 2001).

Musculoskeletal disorders may cause damages of the muscles ,tendons, ligaments ,joints,
peripheral nerves and supporting blood vessels by an inflammatory and degenerative
process comprises a considerable extent of inflammatory and degenerative process ,which
mostly includes low back ,neck , shoulder ,forearm and hand at present lower extremity is

being more prioritized( (Punnett & Wegman, 2004).

Musculoskeletal problems are one of the main reasons why disability is persisting for a
long time and causing serious significant changes to the healthcare system in all around the
world for examples, osteoporosis, osteoarthritis, rheumatoid arthritis, and sports injuries
(Wong et al., 2019).

Prevalence rate of musculoskeletal disorders around the world is significantly higher and
becoming one of the major reasons for long-term pain and disability and hundreds of
million people are suffering from these, according to World Health Organization (WHO)
and United Nations with their endorsement pf the Bone and Joint decade 2000-2010
(Brooks, 2004).

These disorders include 40% in patients who developed chronicity, 54% among patients
who are disabled, 24% with activity limitation. Social participation and psychological
welfare, in overall daily life of a person, are being hampered because of musculoskeletal
related disorders. So, gaining a thorough knowledge about the prevalence rate of
musculoskeletal injury could influence authority’s decision to use resources for preventive

and treatment purposes (Torgbenu et al., 2017).

26.3 percent people are suffering from musculoskeletal disorders in Bangladesh, among
them men are 21.1 percent and women are 31.3 percent. People who work as housewives,

cultivators, weavers, laborers are more affected. Low back, knee, neck, shoulder are mostly
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affected site. (Haq et al., 2008). In Canada, 22.3% of Ontario’s population almost 2.8
million people visited a physician for musculoskeletal disorders in ambulatory settings.
Among them, patients with arthritis and related conditions are much more than other
conditions (107.7 per 1000 persons) (MacKay et al., 2010). In a study conducted in
Taiwan’s working population, and found that musculoskeletal disorders affecting some
body parts are very common in Taiwan. Amidst the working people above 10% people are
suffering from musculoskeletal disorders of the neck, shoulders, or hands and wrists (Guo
et al., 2004). In Norway, musculoskeletal disorders affected adult ranges from 23-80%, it

is found in a population study (Kinge et al., 2015).

Musculoskeletal disorders result of long-term effect of repeated injuries associated with
work risk. The major causes for musculoskeletal disorders are static body positions,
repetitive work, muscle contracted for extended time, and amount of the force applied
(Ortiz-Hernandez et al., 2003). Because of their excessive and abnormal postures of back,
neck and shoulder, dentists develop musculoskeletal disorders like back pain, overuse
injuries of neck and problems of shoulder. (Alexopoulos et al., 2004). Among 43,000
agricultural workers in Britain, 27,000 with back pain, 10,000 suffering from upper limb
or neck pain and 11,000 suffering from lower limb pain due to work related
musculoskeletal disorders (Walker-Bone, 2002). The site which is most frequently affected
in work related musculoskeletal disorders is low back (4.54%), one of the major reasons
for visiting physician for treatment (16.8%) and taking leave from work (7.3%). Workers
who work at construction site for a long time mainly affected musculoskeletal disorders
related with knee and wrist or hand and also low back pain is also associated with these.
49.7% construction workers rated working in a same position for a long time as major or
moderate problem in relation to musculoskeletal disorders (Merlino et al., 2003). Computer
users are at a risk for developing musculoskeletal disorders, because of frequent use of
mouse, sitting in the same position for long time, developing abnormal postures and

working on computers (Ortiz-Hernandez et al., 2003).

Musculoskeletal disorders mainly happen in workers who perform repetitive work in
extreme, develop postural abnormality and do heavy lifting activities (da Costa and Vieira,
2009). In 1995, a national household survey was held in Britain and it was found than



around 506,000 people are suffering from work-related musculoskeletal problems.Those
with musculoskeletal complaints said there are some sort of movement limitation between

86% and less strength between 83% present. (Buckle & Jason Devereux, 2002).

In a statement published by the Global Burden of Disease (GBD) stated that
musculoskeletal disorders related implication is much greater than it was thought before,
it is observed that in between 188 countries it is assorted from 9.6 percent to 28.9 percent.
Low back pain became main source of problem in 86 countries and the 2" or 3 main
reason of problem in between 67 countries (Vos et al., 2015). Depending upon the long-
term nature of these conditions or based on the reason that majority of the patients may
possess more than one musculoskeletal feature in many parts of the body, countless
musculoskeletal treatment provider unable to find out the exact cause (Hartvigsen et al.,
2013). Using proper testing procedures and intervention to acquire score through various
tools are important to reach a conclusion in a scientific way. Tools which are being used
for the purpose of Health status measurement should be logical and trustworthy or else
there is a threat of the severe aftereffect because of the prejudiced and inaccurate outcome
which can eventually lead to a false answer. These health status measurement tools features
should be, for example; reliability, validity, satisfaction level and how people react to these
tools, should be taken into account. (Mokkink et al., 2010)

Health practitioners do not have any clear concept regarding the effect of disease and
management on patients’ daily lives. There are many standard protocols regarding these
problems have been initiated to understand patient reported outcomes such as symptom

status, physical function, mental well-being and social activities (Nelson et al., 2015)

Patient reported outcome measures (PROMSs) are standardized, verified questionnaires
which are finished through patients to measure their perceptions of their very own
functional repute and well-being. PROMSs are designed to measure either patients’
perceptions of their general health or their perceptions of their health in relation to specific
diseases or conditions. (Dawson et al., 2010). PROMs are stated without delay from the

patient and determine how the affected person feels or functions with admire to their fitness



situation. these measures reflect the affected person burden of disorder (Gossec et al.,
2014).

The Arthritis Research UK Musculoskeletal Health Questionnaire (MSK-HQ) is a
validated patient reported outcome measure (PROM) is a validated outcome measure
reported by the patient (PROM) which provides a general picture of the musculoskeletal
health of a patient and how the situation of the patient changes. It involves 14 questions
that include health problems like, pain, function, and also psychological symptoms. It is
scored out of 56 with better musculoskeletal health reflecting the greater scores. There is
one unscored question based on how much aerobic exercise has been done in the last week
(Levy & Ahmed, 2018).

Acrthritis Research UK's objective was to introduce a validated new Musculoskeletal Health
Questionnaire (MSK-HQ) that would measure results, which would be reported by patients
(PROMS) and assist the clinicians to establish individual therapy goals (Hill et al., 2016).

According to importance in Musculoskeletal Health Questionnaire(MSK-HQ): severity of
pain/stiffness (in the day and night),physical function (walking and dressing), physical
activity level, pain interference (with work/daily routine and with social activities/hobbies),
difficulty with sleep ,fatigue/low energy levels, emotional well-being (anxiety and mood),
understanding of diagnosis and treatment confidence to self-manage (pain self-efficacy),
independence and overall impact from symptom. It was decided that the MSK-HQ should
consist of 15 items (Hill et al., 2016).

The MSK-HQ has 14 questions, each scored from 0 (biggest influence) to 4 (least
influence) (O'Neill etal., 2018). This research verified that the MSK-HQ has good working
capability as a PROM, which assess the quality of life associated with musculoskeletal
health and has acceptable psychometric characteristics. The MSK-HQ is easy to administer

and has excellent patient acceptability (Norton et al., 2018).

Low back pain is a prevalent disorder that affects many people at some stage in their lives.
It is believed that between 5 percent and 10 percent patient will develop chronic low back
pain (LBP), which is liable for increased treatment expenses, sick leave, and individual
suffering (Meucci et al., 2015).
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Low back pain (LBP) is one of the most common health concerns, especially low back
pain comprises of 15% of all back pain related conditions and 50 percent of back pain is
due to a prolapsed intervertebral disc (PID) cause. Pain that lasts well below 4 weeks is
generally categorized as acute pain (Konstantinovic et al., 2010). A systematic assessment
of the worldwide incidence of low back pain Low back pain has been shown to be a
significant issue worldwide, with the greatest incidence among women and those aged 40—
80. And the incidence of one month was estimated at 23 percent (Hoy et al., 2012). In the
United States, where chronic pain such as low back pain disables at least 50 million
Americans. Approximately 45 percent of Americans are reported that they require medical
assistance because of this matter (American Pain Society). It is often undiagnosed or treated
poorly, resulting in tragic and expensive effects including long-term disability, depression,
and overuse of diagnostic facilities and methods, hospitalizations, surgery (DeLeo &
Winkelstein, 2002). In Australia, 12-33 percent of twenty-one million individuals
experiencing low back pain every day (Henschke et al., 2008). In Canada, the yearly
prevalence of low back pain is 18.6 percent in the overall adult population, and most of it
is mild. 40.2 percent of those with low back pain have constant symptoms, 36.1 percent
have some improvement, and 14.2% have exaggerated symptoms. (Cassidy et al., 2005).
In UK, 1-year prevalence rate is 36.1 percent Denmark 56.0 percent, Germany 39.2 percent
point prevalence, Belgium 33.0 percent, Sweden 23.2 percent, Iran 15.0 percent,
Bangladesh 20.1 percent week prevalence (Hoy et al., 2010). Yellow flags generally focus
on psychosocial variables, including the existence of pre-existing psychological
circumstances, maladaptive coping strategies, reduced socio-economic or educational
status, bad job satisfaction, greater physical work requirements, poor health or level of
function, smoking, obesity, compensation at work or disability / sick leave, and unresolved
lawsuits or back pain-related compensation problems. Sex and age were also often assessed
as predictors of worse outcome (Chou & Shekelle, 2010). Some degenerative conditions,
inflammatory diseases, infectious and neoplastic causes, metabolic bone disease, referred
pain, psychogenic pain, trauma and congenital illnesses are relevant causes of back pain.
Non-specific low back pain is described as back pain caused by unknown underlying
disease (Krismer & van Tulder, 2007). Various research indicates that low back pain can

result from any of the anatomical structures, including bones, intervertebral disks, joints,

11



ligaments, muscles, neural structures and blood vessels (Hoy et al., 2010). 24% Patients
with chronic low back pain continue to have limited exercise due to risk factors such as

age, smoking, neurological signs, psychosocial evaluation and stress (Grotle et al., 2005).

Back pain is now the sixth largest contributor to the global disease burden. In the recent
Subgroups for Targeted Treatment (STarT) Back survey, internationally accepted research
priorities, studied and demonstrated the clinical and cost-effectiveness of stratified care for
non-specific low back pain in primary care (Foster et al., 2014). There are a few clinical
instruments for back pain to help clinicians detect patient’s danger of chronicity or to
improve treatment strategy. The STarT Back Tool is a newly validated tool created to
recognize patient subgroups to guide the delivery of primary care and early secondary
prevention and helps in making decision in the beginning (Hill et al., 2010). Psychosocial
variables are especially helpful in assessing people who develop chronic back pain, which
is hard to detect and is often unnoticed in primary care. In responding to this challenge, the
STarT Back Tool has been created as a convenient-to-use LBP sub-grouping tool for
primary care use (Hay et al., 2008). We used the five-item STarT Back generic condition
tool, the psychosocial subscale of nine-items adapted to screen and recognize distress under
other circumstances. The issues are addressed: fear, depression, pessimistic patient
expectation low mood and how much the patient is disturbed by their pain. All questions
use a ' agree ' or ' disagree ' reaction format, with the exception of the bothersome item by
using a Likert scale (Irgens et al., 2013). Two scores are generated by the Keele STarT
Back Screening Tool: total score and a bothersome subscale score. The distress subscale
score is used to distinguish the high-risk group. Therefore, subscale scores range from zero
to five, where patients score four or five are categorized as high danger. The general score
is used to distinguish low-risk patients from the medium-risk group. Scores range from
zero to nine and are generated by adding answers to all instrument components. Patients
who are categorized from zero to three are categorized as low risk and those at four to nine
are categorized as medium risk (Main et al., 2012). LBP patients could be assigned into
varying interventions by making use of SBST. SBST developers suggested particular
intervention for high-risk patients by combining physical and psychological methods. The
SBST has been recently discovered in 16 languages (Irgens et al., 2013). However, recent
results indicate that therapy results are better when using STarT Back scores to perform

12



risk-stratified procedures; for example, patients with high STarT Back scores benefit from
risk-level focused treatments (Wideman et al., 2012).

The purpose of STarT Back Tool is to detect those patients with the most severe backpain
complaints and who may therefore have a particular need for care. Patients in the high-risk
group mentioned more frequently a high amount of duration because of low back pain in
the previous year and the current episode lasted more than two weeks, and that they were
more likely to have had regular pain in the previous two weeks than patients in the low and
medium risk groups. In early years, a greater amount of low back pain duration has been
shown to be an unfavorable prognostic factor in patients with primary care of low back
pain. STarT was developed in the UK and translated into Norwegian, Dutch, French,
Spanish, Welsh, Arabic and Chinese Mandarin (Morso et al., 2011). The SBST is being
translated into almost 20 languages at the moment. The SBST has been recently validated
and cross-cultural adapted into French language. Furthermore, apart from the validation
of the translation itself, it is strongly suggested that researchers should provide guarantee
about the latest version which has adequate psychometric characteristics for the planned
implementation after the translation and adaptation phase. In fact, a tool should maintain
both component-level features and internal consistency, as well as reliability and validity

of the score (Bruyére et al., 2014).

Translational research on the use of PROMs in clinical practice, taking into account the
gap between scientific evidence based on result and their execution in practice, appears to
be an important need (Osthols et al., 2018). Cross-cultural analysis has particular
methodological limitations, most of which have to do with the consistency of translation
and the comparability of outcomes in various cultural and ethnic groups. It is insufficient
to translate a questionnaire literally. The additional challenge is to adapt it in a culturally
relevant and comprehensible manner while maintaining the meaning and purpose of the
original versions (Sperber, 2004). Also, each society has its own features that influence its
writings. However, despite the fact that the medical language has similarities across

different languages, the translations in this study were not exactly the same as the original
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versions. Thus, even though there is something prevalent widely in cultural traits, linguistic
variances are still present (Pudas-Téhka et al., 2013). The translation process has various
methods. The method of translation needs proficiency, understanding and expertise. There
are important translation issues which produces negative impact unless professional
translators work for this matter (Sperber, 2004). All self-referenced approaches require a
cross-cultural framework. They describe the cross-cultural version as a technique that looks
at each language translation and cultural variation problems in order to prepare a
questionnaire to be used in some other language. it promotes that this technique must be
adjusted in accordance with five one-of - a-kind circumstances defined by the target
population (Acquadro et al., 2008)

An actual translation involves: 1. a double forward and backward translation; 2. face
validity of the documents and includes understanding of multidisciplinary specialist panel;
3. final translation testing in practice; and 4. process documentation (Stilma et al., 2015).
Selecting appropriate translators and members of the panel is a main component to be
regarded in order to improve the performance of an tool or scale's translation, back-
translation and cross-culturally adaption. Pilot testing of a translated tool or scale among
respondents whose language is the tool's required language to assess directions, materials
and the tool's reaction format for clarity also improves the quality of the translated
instrument's final version. (Sousa & Rojjanasrirat, 2010).

A pilot research in Bangladesh determined the validity and reliability for use in postpartum
Bangladeshi females with urinary incontinence for the Bengali transcribed in brief form
11Q-7. The analysis showed that both the Bengali language version of the short form 11Q-
7 and theSF-36 are both dependable and legitimate. Both the SF-36 andllQ-7 Bengali
language translation demonstrated proper test-retest reliability, internal consistency,
simultaneous, discriminant and probabilistic validity for use in the postpartum population
of Bangladesh and consistent with earlier studies (Walton et al.,2012).

The translated and culturally modified FIM tool is a scientifically valid tool which can be
used in future days by physicians, other healthcare professionals, health researchers,
clinical experts and environmental decision makers to initiate clinical trials and assess

health policies for individuals with disabilities in Bangladesh (N Rahman et al.,2017)
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CHAPTER-: 11 METHODOLOGY

3.1 Study design

The aim of this study was therefore, to translate and validate the Musculoskeletal Health
Questionnaire (MSK-HQ) and STarT Back Screening Tool (SBST) into Bangla for low
back pain patients. For this reason the investigator choose a quantitative research model in

the form of cross sectional study design to conduct this study.
3.2 Study area

Musculoskeletal department of Centre for the Rehabilitation of the Paralyzed (CRP) at
Savar, Dhaka was chosen as a venue by which investigator could obtain an appropriate
sample who had low back pain. The investigator thought that it was the most suitable place
because there has the availability of the desire sample.

3.3 Study duration:
The data has been collected from 1% June 2019 to 30" September 2019.
3.4 Study population

A population refers to the members of a clearly defined set or class of people, objects or
events that was the focus of the investigation. So, all of the low back pain patients receiving
treatment from CRP, Savar, Dhaka, Bangladesh within the study period, who fulfilled the
inclusion and exclusion criteria of this study were the population of this study.

3.5 Sampling techniques

The study was conducted by using the convenience sampling method because it is easier
to get subjects according to the criteria concerned with the study purpose through the
convenience sampling procedure. convenience sampling where “all" the available persons
in the study population are selected for the study until the required sample size is reached.
(Omair, 2014)
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3.6 Sample size

Sample size for this study was calculated by the following equation-

Z (1 - %) =1.96
d=0.05

p = 0.42 (Prevalence p = 42%)

According to this formula of sample size calculation, the actual sample size was about 374
but due to the limitation of time took only 84 samples for MSK-HQ and 95 samples for
SBST conveniently from the population for this study. They were selected according to the

inclusion and exclusion criteria from the population of the study.
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3.7 Inclusion criteria

e Participants with low back pain

e Both male and female are selected.

e All ages were included as there was objective of the study.

e Subject who were willing to participate in the study otherwise they will not give
exact information that was helpful to the study.

e Those who are cooperative.

3.8 Exclusion criteria

e Subject who are not willing to participate in the study.
e Subject who were medically unstable. Because medically unstable patient can be
confused with the question that can mislead the result of the study.

e Subjects who do not have low back pain
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3.9 Method of data collection

3.9.1 Data collection tools & instruments

Before going through data collection procedure, there are six phases such as, Contact with
Musculoskeletal Health Questionnaire (MSK-HQ) and STarT Back Screening Tool
(SBST) developers, initial translations (English to Bangla), synthesis, backward

translations, Expert committee review, Test of the pre-final version were performed.

Two structured questionnaires and demographic information chart was used as a data
collection instrument. In that time some other necessary materials are used like pen, pencil,

white paper, clip board. For data collection, the Bangla questionnaire was delivered.
3.9.2 Data collection procedure

Before data collection, researcher was first introduced himself to the participants & took
verbal consent. Then provide written consent form to the participant, and after signed the
consent form, data was collected through two questionnaires separately from the
participants by face to face conversation. In both questionnaires, there was participant’s
socio-demographic information included. For data collection, the Bangla type of
questionnaire was delivered. After that a date was fixed to collect the questionnaire from

the recipients. The question will ask face to face interview.
3.9.3 Data analysis

Data was analyzed with the software named Statistical Package for Social Sciences (SPSS)
Version 22.0. Data resolve numerically coded and captured in Microsoft Excel, used an
SPSS 22.0 version software program. Microsoft Office Excel 2013 used to decorate the bar
graph and pie charts.
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3.10 Ethical consideration

The research project was presented to the BHPI Department of Physiotherapy at first to
perform the study and received permission from the ethical board. Institutional Review
Board (IRB) authorized the study and obtained permission to conduct this study. The
World Health Organization (WHO) and the Medical and Research Council of Bangladesh
(BMRC) pursued ethical problems. During the course of the study, the participants who
were involved in the study gave their permission and researcher verbally clarified the
objective of the research and the contents of the consent form to the participants. Their jobs
were not interfered by the research.

3.11 Informed Consent

A consent form was provided for this study and verbally clarified the objective of the types

of studies and consent to the topic. Participants were completely voluntary and are entitled
to withdraw at any moment. Participants were also assured of maintaining their
confidentiality. Information may be released in any presentation or writing, but their
secrecy will be maintained. The research findings may not have any direct impacts on them,
but in the future the research may benefit the members of the physiotherapy population.
The study wouldn't make them embarrassed.
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CHAPTER-: IV RESULTS

4.1: Musculoskeletal Health Questionnaire (MSK-HQ)-
Number of participants-84,

Musculoskeletal condition- Low back pain

4.1.1 Sociodemographic information for MSK-HQ:

Age of the participants:

The study was conducted on 84 participants who have low back pain. In the study the
minimum age of a participant is 16 & maximum age of a participant is 70. Their mean
age is 41.7619, median is 40 and standard deviation is 14.99.

Table-1: Age range of the participants (MSK-HQ)

Age range Number (N=84) Percentage (%)

11-20 5 6.0

21-30 18 13.1
31-40 23 14.3
41-50 12 17.9
51-60 15 21.4
61-70 11 27.4
Total 84 100
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Gender ratio:

Among the 84 participants, Figure-1 shows 51.19% participants were male(n=43) &
48.81% participants were female (n=41).

Female
49%
Male
51%

Figure-1: Gender ratio of the participants (MSK-HQ)

Marital status:

Figure-2 shows, among the participants, married participants were 82.14 % (n=69)
unmarried were 14.29%, (n=12) and widow were 3.57% (n=3).

Unmarried,
143 %

Married,
82.1%

Figure-2: Marital status of the participants (MSK-HQ)
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Educational Background:

In Figure-3 shows, educational background of the participants such as, no formal education
29.76% (n=25) , Primary 19.05% (n=16), Secondary 22.62% (n=19), Higher secondary
9.52% (n=8), Graduate 19.05%(n=16).

29.8 %

19.0 % 226 %
19.0 %
: '
No formal Primary Secondary Higher Graduate
education secondary

Figure-3: Educational background of the participants (MSK-HQ)

Monthly income:

In figure-4, monthly income ranges from; 1) 0-35,000 thousand (88.10%) taka;

2) 36,000- 70,000 thousand (11.90%) taka.

36000-70000 taka
12%

0-35000 taka
88%

Figure-4: Monthly income of the participants (MSK-HQ)
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Occupation:

In this study, table-2 shows among the 84 participants housewives were 45.24%, Service
haw2older 14.29%, Businessman & Retired 8.33%, Farmer 5.95%, Jobless 4.76%, Student
3.57%, teacher, day laborer &driver 2.38%, garments worker& immigrant 1.19%.

Table-2: Occupation of the participants (MSK-HQ)

Occupation Number Percentage%
Farmer 5 6.0
Day Laborer 2 24
Service holder 12 14.3
Garments
worker . 12
Driver 2 24
Businessman 7 8.3
House wife 38 452
Student 3 36
Teacher 2 24
Retired 7 83
Jobless 4 48
Immigrant 1 1.2
Total 84 100
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Co-morbid disease:

Figure-5 shows morbid disease such as diabetes, hypertension, asthma, heart disease

present among 41.7% (n=35) and absent among 58.3% (49) participants.

Absent 42%
58%

Figure-5: Co-morbid disease among the participants (MSK-HQ)
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Causes of pain:

In this study, table-3 shows, among 84 participants pain occurred due to; bending activities
& degeneration 17.86%, prolong sitting 16.67%, due to fall 9.53% , heavy load 8.33% ,
injury & muscle stiffness 7.14%, disc prolapse & muscle weakness 5.95%, nerve

compression, disc protrusion, walking 1.19%.

Table-3: Causes of pain among the participants (MSK-HQ)

Causes of pain Number Percentage %
Nerve compression 1 1.2
Due to fall 8 9.5
Degeneration 15 17.9
Disc protrusion 1 1.2
long time walking 1 1.2
Bending activities 15 17.9
Injury 6 7.1
disc prolapse 5 6.0
prolong sitting 14 16.7
Muscle stiffness 6 7.1
Heavy load 7 8.3
Muscle weakness 5 6.0

Total 84 100
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Table-4: Musculoskeletal Health Questionnaire (MSK-HQ) related information

The MSK-HQ is scored on a range of 0- 56, with a higher score indicating better MSK-HQ

health status. Mean of the total score=30.96 was found in this study.

MSK-HQ data: Number Percentage%

1. Pain/stiffness during the day-

Very severe 5 5.95
Fairly severe 17 20.24
Moderately 43 51.19
Slightly 19 22.62
Not at all 0 0

2. Pain/stiffness during the night-

Very severe 2 2.38
Fairly severe 15 17.86
Moderately 39 46.43
Slightly 28 33.33
Not at all 0 0
3.Walking-

Unable to walk 3 3.57
Severely 31 36.90
Moderately 26 30.95
Slightly 21 25

Not at all 3 3.57
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MSK-HQ data: Number Percentage%

4. Washing/Dressing-

Unable to wash or dress myself 1 1.19
Severely 12 14.29
Moderately 23 27.38
Slightly 23 27.38
Not at all 25 29.76

5. Physical activity levels-

Unable to do physical activities

5 5.95
Very much 6 714
Moderately 43 5119
Slightly 27 32.14
Not at all 3 357
6. Work/daily routine-
Extremely 5 238
Severely 11 13.10
Moderately a1 48.81
Slightly 27 32.14
Not at all 3 357
7. Social activities and hobbies
Extremely 5 238
Severely 9 10.71
Moderately 39 46.43
Slightly 29 34.52
Not at all 5 505
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MSK-HQ data: Number Percentage%

8. Needing help-

All the time 2 2.38
Frequently 13 15.48
Sometimes 28 33.33
Rarely 27 32.14
Not at all 14 16.67
9. Sleep-
Every night 1 1.19
Frequently 21 25
Sometimes 28 33.33
Rarely 26 30.95
Not at all 8 9.52
10. Fatigue or low energy-
Extreme 3 3.57
Severe 7 8.33
Moderate 21 25
Slight 34 40.48
Not at all 19 22.62
11. Emotional well-being-
Extremely 7 0
Severely 11 13.10
Moderately 39 46.43
Slightly 27 32.14
Not at all 7 8.33
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MSK-HQ data: Number Percentage%

12. Understanding of your condition and any

current treatment

Not at all 0 0
Slightly 13 15.48
Moderately 46 54.76
Very well 23 27.38
Completely 2 2.38
13. Confidence in being able to manage your
symptoms
Not at all 0 0
Slightly 17 20.24
Moderately 50 59.52
Very well 17 20.24
Extremely 0 0
14.0verall impact
Extremely 0 0
Very much 18 20.48
Moderately 38 45.78
Slightly 27 32.53
Not at all 1 1.20
» Scoring (0-56) —
0-28 27 32.14
29-56 57 67.86
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MSK-HQ data: Number Percentage%o

Physical activity levels-

None 49 58.33
1 day 2 2.38
2 day 9 10.71
3 day 5 5.95
4 day 5 5.95
5 day 5 5.95
6 day 1 1.19
7 day 8 9.52
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Scoring of MSK-HQ:
Figure-7, shows Scoring (0-56) of MSK-HQ ; ranges from
1) 0-28 (32.14%) & n=27

2) 29-56 (67.86%) & n=57

0-28 score
32%

29-56 score
68%

Figure-7: MSK-HQ Scoring of the participants
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4.2: The STarT Back Screening Tool (SBST)-

Number of participants-95,

Musculoskeletal condition- Low back pain

4.2.1 Sociodemographic information for SBST:

Age of the participants:

In table-5, the study was conducted on 95 participants who have low back pain. In the
study the minimum age of a participant is 13 & maximum age of a participant is 75. Their
mean age is 44.98, median is 45 and standard deviation is 11.83.

Table-5: Age range of the participants (SBST)

Age range Number (N=95) Percentage (%)
11-20 1 11
21-30 9 9.5

31-40 26 27.4
41-50 36 37.9
51-60 14 14.7
61-75 9 9.5

Total 95 100
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Gender ratio of the participants:

In figure-8, it shows among the 95 participants 49.5% participants are male(n=47) &
50.5% participants are female (n=48).

Female
51%

Figure-8: Gender ratio of the participants (SBST)
Marital status:

Figure-9 indicates the marital status of the participants in which, participants who are
married 89.5% (n=85), unmarried 6.3% (n=6) and widow 4.2%. (n=4).

Unmarried
6%

Married
90%

Figure-9: Marital status of the participants (SBST)

33



Educational Background:

In figure-10, participants educational background is shown, participants with no formal
education 46.32% (n=44), Primary education 14.74% (n=14), Secondary education 20%
(n=19), Higher secondary education 10.53% (n=10) and Graduate 8.42% (n=8).

46.3 %

20.0 %

14.7 %

10.5 %
- 1

No formal Primary Secondary Higher secondary Graduate
education

Figure-10: Educational background of the participants (SBST)

Monthly income:

Figure-11; participants monthly income ranges from 1) 0-25000 taka among 87.37%
(n=83) participants, 2) 26000-50000 taka among 5.26% (n=5) participants and 3) 51000-
70000 taka among 7.37% (n=7) participants.

26000-50000 taka,
5%

51000-70000 taka,
7%

0-25000 taka, 88%

Figure-11: Monthly income of the participants (SBST)
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Occupation:

Table-6 of this study, shows among the 84 participants housewives were 46.32%, day
laborer 12.63%, farmer 8.42%, service holder & businessman 7.37%, retired 4.21%,
jobless 3.16%, garments worker, driver& student 2.11%, teacher, rickshaw puller,

immigrant, security guard 1.05%.

Table-6: Occupation of the participants (SBST)

Occupation Number Percentage%
Farmer 8 8.4
Day Laborer 12 12.6
Service holder 7 7.4
Garments
worker ’ ot
Driver 2 2.1
Rickshaw puller 1 1.1
Businessman 7 7.4
House wife 44 46.3
Student 2 2.1
Teacher 1 1.1
Retired 4 4.2
Jobless 3 3.2
Immigrant 1 1.1
Security guard 1 1.1
Total 95 100
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Co-morbid diseases:

Figure-12 of this study shows, co-morbid disease such as diabetes, hypertension, asthma,
heart diseases, were present among 32.63% and were absent among 67.37% participants.

Present
33%

Absent
67%

Figure-12: Presence of co-morbid diseases among the participants (SBST)
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Causes of pain:

In this study, different causes of pain among the participants was shown in table-7,where
various causes like degeneration 21.05%,prolong sitting & heavy load 17.89%,bending
activities 12.63%,injury 9.47%,due to fall,8.42%,disc prolapse 4.21%, standing 3.16%

,nerve compression 2.11%, walking, muscle stiffness, muscle weakness 1.1% has been

found.
Table-7: Causes of pain among the participants (SBST)

Causes of pain Number Percent
Nerve | 5 ’1
compression

Due to fall 8 8.4
Degeneration 20 21.1
long time walking 1 1.1
Bending activities 12 12.6
Injury 9 9.5
disc prolapse 4 4.2
prolong sitting 17 17.9
Muscle stiffness 1 1.1
Heavy load 17 17.9
Muscle weakness 1 1.1
long time standing 3 3.2

Total 95 100.0
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Table-8: STarT Back Screening Tool (SBST) related information-

To determine risk level (low, medium, high) of low back pain patients.

SBST data Number Percentage%

1. My back pain spread down my legs-

Disagree 31 32.98

Agree 64 67.02
2. Pain in the shoulder or neck-

Disagree 64 67.37

Agree 31 32.63
3. Walked short distances-

Disagree 23 24.21

Agree 72 75.79
4. Dressed more slowly than usual-

Disagree 43 45.26

Agree 52 54.74

5. Not really safe to be physically active with

this condition-

Disagree 22 23.16

Agree 73 76.84
6. Worrying thoughts-

Disagree 27 28.42

Agree 68 71.58
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SBST data Number Percentage%
7. My back pain is terrible, never going to be
better-
Disagree 63 66.32
Agree 32 33.68
8. Unable to enjoy-
Disagree 33 34.74
Agree 62 65.26
9. Bothersome level-
Not at all, Slightly, Moderately 65 68.42
Very much, Extremely 30 31.58
Risk level
Low risk 16 16.84
Medium risk 53 55.79
High risk 26 27.37
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Risk level:

Figure-14 of this study shows that among 95 participants; participants who were in low
risks 16. 84% (n=16), who were in medium risks -55.79% (n=53), and those who were in
high risks - 27.37%. (n=26).

Low risk
17%

High risk
27%

Medium risk
56%

Figure-14: Risk level of low back pain participants (SBST)
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CHAPTER-: V DISCUSSION

The objective of this study was to translate and validate Musculoskeletal Health
questionnaire (MSK-HQ) for musculoskeletal disorders and STarT Back screening tool
(SBST) for low back pain patients. It is a common knowledge that patients do not like
interventions which are of poor quality and does not benefit the patients. So appropriate
validated tool which can measure patients physical status, mental status and which are cross

culturally adapted should be implemented.

Bangla as a language consists of many complex words. Translating a question from any
other language into Bangla requires extra concentration and requires the help of experts
who are familiar with these translation process. One question that can arise even before
translation and cross-cultural adaptation begin is whether any understandable target-
language version of the instrument is possible. In the focus-group discussions conducted

after psychometric testing of version (Fukuhara et al., 1998).

In this study, before pre-final version testing of Musculoskeletal Health Questionnaire
(MSK-HQ), some linguistic differences have been found in forward translations. It was
observed for pain/stiffness during the day(item-1), pain/stiffness during the night(item-2),
walking(item-3), washing/dressing(item-4), physical activity levels(item-5),work/daily
routine(item-6), social activities and hobbies(item-7), needing help(item-8), sleep(item-9),
fatigue or low energy(item-10), emotional well-being (item-11), understanding of your
condition and any current treatment(item-12), confidence in being able to manage your

symptoms(item-13), overall impact(item-14) and physical activity levels(item-15).

Linguistic differences found in forward translation of Bangla language from English
version of the questionnaire, in physical activity levels(item-5), social activities and
hobbies(item-7), understanding of your condition and treatments(item-12), confidence in
being able to manage your symptoms(item-13).some linguistic differences also found in
the introductory phase because of difficulty in understanding of the word ° joint’ and

‘stiffness’.
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Before the pre-final version testing, all of these were modified through expert committee
opinion to ensure that these Bangla translated version of the questionnaires were related to
the original version of the English questionnaire. In the pre-final version testing, while
communicating with patient, it was found that participants encountered less difficulty while
answering the questions even though they had still little trouble understanding the item-12
and item-13 during the pre-final version testing and needed to repeat a few times more to
make them understand. Some similar problem also found in the Italian version of MSK-
HQ. There some phrases were unknown and because of that in Italian survey some parts
were deleted or modified to get the scale in Italian such as introductory part and items, 1,
2 and 8 (Galeoto et al., 2019).

It should be acknowledged that while this formal translation process has provided useful
insights into how a person interprets each questionnaire item, it did not address the
construct validity, reliability, or item response patterns necessary for a successful cross-

cultural adaptation (Bruyere et al., 2012).

In this study, mean of the total score was found 30.96 among 84 participants and mean of
the total score 37.39 was found among 250 sample in the Italian study of MSK-HQ
(Galeoto et al., 2019).

In this study, all of the information obtained from the 84 participants through verbal
communication, where mean age was found 41.76. Between the participants, profession
such as, housewives 45.24%, Service holder 14.29%, Businessman & Retired 8.33%,
Farmer 5.95%, Jobless 4.76%, Student 3.57%, teacher, day laborer &driver 2.38%,
garments worker& immigrant 1.19% were found. These participants verbally reported their
causes of pain which were bending activities & degeneration 17.86%, prolong sitting
16.67%, due to fall 9.53%, heavy load 8.33%, injury & muscle stiffness 7.14%, disc
prolapse & muscle weakness 5.95%, nerve compression, disc protrusion, walking 1.19%.
In another study in Italy, mean age was found 40.64. Professions such as students, health
professionals, sedentary worker, non-sedentary worker, retired, housewife, freelancer and
unemployed were found accordingly 19.2%, 8.4%, 24%, 24%, 7.2%, 4.8%, 7.6% and 4%
among 250 participants (Galeoto et al., 2019). Both of these studies show similarity with

each other.
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STarT Back screening tool is a valid, simple, and useful tool for subgrouping low back
pain patients, it has its own considerations, as well. For example, targeted treatment based
on STarT is not explicit. Medium risk patients refer to physiotherapy, however it is not
clear what kind of physiotherapy methods are useful for such patients. It seems that further

clinical research is needed to shed light on these uncertainties (Abedi et al., 2015).

The focus of this study is translating language and the direct comparison of discriminative
validity with data from the original validation of the English version. Disadvantage of this
study is that the translation and validation were not specifically inclusive of non-native

speakers as suggested by some methodologists (Morso et al., 2011).

In this study, before pre-final version testing, during forward translation process, linguistic
differences have been identified. They were observed for ‘spread down’(item-1), | have
had pain in the shoulder (item-2), walked short distances(item-3), dressed more
slowly(item-4) it’s not really safe and to be physically active, (item-5), worrying
thoughts(item-6), back pain is terrible and it’s never going to get any better(item-7), have

not enjoyed all the things(item-8), Bothersome (item-9).

Translation difficulties encountered as a part of this study included the fact that some
English words and sentences from the original start back screening tool were hard to
translate into Bangla, such as, in item-5 ‘it’s not really safe for a person with a condition
like mine to be physically active’ , in item-6 worrying thought have been going through
my mind a lot of the time. Some linguistic differences have also been seen in some words
such as ‘short distances’, ‘terrible’, ‘not enjoyed’ also have been encountered during
forward translation process. Similar difficulties also found in the French version of the
SBST questionnaire during the translation process for example, “back pain”, “my leg(s)”,
“enjoy”, “how bothersome” and “worrying thoughts™ and also translation of item 6 was the
most difficult because “worrying thoughts have been going through my mind a lot of the

time” has no real equivalence in French (Bruyeére et al., 2012).

Before pre-final version, all of these were modified through expert committee opinion to
ensure that these Bangla translated version of the questionnaires were related to the original

English version of the questionnaire. In the pre-final version testing, while communicating
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with patient, it was found that participants encountered no difficulty while answering the

questions during the pre-final version testing.

In this study, between 95 participants with low back pain, mean age was found 44.98
which was similar with a study conducted in France, where participants mean age was 48
(Bruyere et al., 2012). Risk level of low back pain among 95 participants, those with low
risks were 84%, medium risks were 55.79% and those who were in high risks were
27.37%. In a Danish cohort study, the risk level among 311 participants was 39.8%
(low), 34.0% (medium) and 26.2% (high) was found (Morso et al., 2011). In a Persian
study with 295 participants, risk level: low risk 41.7%, medium risk 31.7% and high risk
26.6% was found (Abedi et al., 2015). There seems to be similar risk level could be found

between these studies.

Cross cultural validation for the Musculoskeletal Health Questionnaire and STarT Back
Screening Tool was not included in this study, as it is still under process and has not been

competed yet, in the future it will be also included with this study.
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Limitation of the study

The expected sample size was 374 for this study but due to resource constrain & time
limitation researcher could manage 84 samples for MSK-HQ and 95 samples for SBST,
which were smaller than actual sample size. There were no similar literatures found in
general for Translation and validation for Musculoskeletal Health Questionnaire for
musculoskeletal disorders and STarT Back Screening tool for low back pain, because of
that, it is difficult to compare the study with the other research. The researcher was able to
collect data from CRP, Savar, Dhaka for a short period of time which will affect the result
of the study to generalize for wider population. The questionnaire was collected only
through searching sufficient literature but considering the context of the demography of
the population a pilot study would substantial before developing questionnaire. The formal
translation process provides necessary insights into how a person interprets each question,
it did not address the construct reliability or patient responsiveness which is needed for
successful cultural adaptation. The research project was done by an undergraduate student
and it was first research project. So, the researcher had limited experience with techniques
and strategies in terms of the practical aspects of research. As it was the first survey of the
researcher so might be there were some mistakes that overlooked by the supervisor and the

honorable teacher.
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CHAPTER-: VI CONCLUSION & RECOMMENDATIONS

6.1 Conclusion:

Low back pain is one of the most common musculoskeletal disorder all around the world.
Even though it is very known but diagnostic instruments designed for treatment purpose of
low back pain is very limited. All low back pain problem related patients are treated
similarly, in this study, why proper instruments are important for determining a patient’s
condition is shown. STart Back screening tool (SBST) and Musculoskeletal Health
Questionnaire (MSK-HQ) both of these questionnaires are designed to fulfill these
objectives. These tools can determine chronicity level of patient’s condition and also can
identify the risk level they are in (low, medium or high). Not only that, it also assesses their
mental health as well as physical health. Analysis of this study showed that for MSK-HQ,
among 84 participants, mean age was 41, with maximum inclusion of middle-aged patients
who are suffering from low back pain and between them almost 68% are going towards
chronicity. In SBST, between 95 participants, mean age found almost 44, with also
maximum inclusion of middle-aged patients of low back pain and among them 16.8% low
risk, 55.8% medium risk, 27.4% are of high-risk level. Treatment approach can vary for
each category, with the help of these instruments.

Translating and validating STarT Back screening tool and Musculoskeletal Health
Questionnaire in Bangla can bring great impact because of these positive outcomes, it also
shows patients good acceptability and how a patient is coping up with his condition.
Patients thought, their daily activities, their worries, which factors aggravating their
symptoms etc. all this information can be gathered through patient’s own words. If these
are accurately applied these can ultimately play a major role for better management of low
back pain. These questionnaires are less time consuming but proved to be effective. If it is
applied appropriately, it may bring better result than expected in management program of

low back pain.
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6.2 Recommendation

The objective of this study was translating and validating the Musculoskeletal Health
Questionnaire (MSK-HQ) and STarT Back Screening Tool (SBST) into Bangla from
English for low back pain patients. This study still has some limitations which could not
be fulfilled because of time limitation. Some recommendation for further improvement of

this study would be as follow:

This study only focused on translation and validation of the instruments, for

further study on reliability can strengthen for better result.
Patients responsiveness towards these instruments can also be included

Time to complete this study was limited, this study can be better with more

time.

Actual sample size for this study was 374, but because of limitation only 84
sample for MSK-HQ and 95 sample for SBST were taken, more sample can be

taken later to validate the study.

This study was based on the patients who came to CRP, Savar to receive their
treatment but it can be extended to many other area.
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Code no-

Informed consent

Assalamualikum, | am Faiza Bahauddin, 4" year student of B. Sc in Physiotherapy at Bangladesh
Health Professions Institute (BHPI) under faculty of Medicine in University of Dhaka. To obtain
my Bachelor degree, | shall have to conduct a thesis and it is a part of my study.

My thesis title is, “Translation and validation of STarT Back Screening Tool for low back pain and
Musculoskeletal Health Questionnaire (MSK-HQ) for musculoskeletal disorders”. To fulfill my
research project, | need to collect data. So, you can be a respected participant of my research and |
would like to request you as a subject of my study. | would like to know about some personal and

other related information. This will take approximately 10-15 minutes.

I would like to inform you that this is a purely academic study and will not be used for any other
purpose. Your participation in the research will have no impact on your present or future treatment.
I assure that all data will be kept confidential. Your participation will be voluntary. You have the

right to withdraw consent and discontinue participation at any time of the experiment.

If you have any query about the study or your right as a percipient, you may contact with me or my
supervisor, Firoz Ahmed Mamin, Associate Professor, Department of Rehabilitation Science,

Course Coordinator, M.Sc. in Physiotherapy Program, BHPI, CRP, Savar.
Signature of the interviewee...................ccooevienni. Date......ooooovviieiin.

Name of the interviewee...................coooieiennn.
Signature of the interviewee..................ccoeveiiienne. Date..........ooooeiiiiiii,
Name of the researcher.................c.cooeviininnn
Address:
Village

Post office
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Code no:

Title: Translation and validation of Low back pain and Musculoskeletal disorders related
questionnaires

Socio-demographic informations:

1.2. Gender:
1= Male 2=Female
1.3. Occupation
1=Farmer 2=Day laborer 3=Service holder 4=Garments worker
5=Driver 6=Rickshaw puller 7=Businessman 8=Housewife
9=Student 10=Teacher 11=Retired 12=Unemplyed 13=.........
1.4. Marital status:
1=Married 2= Unmarried 3=Widow
1.5. Number of family members:
1.6. Family type:
1=Neuclear family 2=Joint family
1.7. Living area:
1= Village 2= City
1.8. Religion:
I=Islam 2= Hindu 3=Christian 4=Buddhist
1.9. Educational qualifications:
1=No formal education 2=Primary

2=Secondary 4=Higher secondary 5=Graduate
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1.11: Any co-morbid disease:

1=Diabates 2= High blood pressure 3=Asthma 4=Heart disease

1.12.Smoking habits:
I=Yes 2=No
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Name:

Age:

Score:

MUSCULOSKELETAL HEALTH QUESTIONNAIRE

This questionnaireis about your joint, back, neck, bone and muscle symptoms such as aches, pains and/or

stiffness.

Please focus on the particular health problem(s) for which you sought treatment from this service.

For each question tick(\/) one box to indicate which statement best describes you over the last 2 weeks.

1. Pain/stiffness during the day
How severe was your usual joint or muscle pain
and/or stiffness overall during the day in the last 2

weeks?

1. Pain/stiffness during the night
How severe was your usual joint or muscle pain
and/or stiffness overall during the night in the last 2

weeks?

3. Walking
How much have your symptoms interfered with your

ability to wash or dress yourself in the last 2 weeks?

4. Washing/Dressing
How much have your symptoms interfered with your

ability to walk in the last 2 weeks?

Not at all

Not at all

Not at all

Not at all

Slightly

Slightly

Slightly

Slightly
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Moderately

Moderately

Moderately

Moderately

Fairly severe

Fairly severe

Fairly severe

Fairly severe

Very
severe

0

Very

severe

Unable to

walk

Unable to
wash or dress
myself

0




5. Physicak activity levels

How much has it been a problem for you to do
physical activities(e.g.going for a walk or jogging) to
the level you want because of your joint or muscle

symptims ?

6. Work/daily routine
How much have your joint or muscle symptoms
interfered with your work or daily routine in the last

2 weeks(including work & jobs around the house)?

7. Social activitiesand hobbies
How much have your joint or muscle symptoms
interfered with your social activities and hobbies in

the last 2 weeks?

8. Needing help
How often have you needed help from
others(including family,friends or carers) because of

your joint or muscle symptoms in the last 2 weeks?

9. Sleep
How often have you had trouble with either falling
asleep or staying asleep because of your joint or

muscle symptoms in the last 2 weeks?

Not at all

Not at all

Not at all

Not at all

Not at all

Slightly Moderately

Slightly Moderately

Slightly Moderately

3 2

Rarely Sometimes

3 2

Rarely Sometimes
2

3
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Very

much

Severely

Severely

Frequently

Frequently

Unable to do
physical

activities

Extremely

Extremely

All the

time

Every
night




10. Fatigue or low energy
How much fatigue or low energy have you felt in the

last 2 weeks?

11. Emotional well-being
How much have you felt anxious or low in your
mood because of your joint or muscle symptoms in

the last 2 weeks?

12. Understanding of your condition and any
current treatment

Thinking about your joint or muscle symptoms, how
well do you feel you understand your condition and
any current treatment(including your diagnosis and

medication)

13. Confidence in being able to manage your
symptoms

How confident have you felt in being able to manage
your joint or muscle symptoms by yourself in the last

2 weeks(e.g. medication, changing lifestyle)?

14. Overall impact
How much have your joint or muscle symptoms

bothered you overall in the last 2 weeks?

Not at all

Not at all

Completely

Extremely

Not at all
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Slight

Slightly

Very

well

Very

Slightly

Moderate

Moderately

Moderately

Moderately

Moderately

Severe

Severely

Slightly

Slightly

Very much

Extreme

Extremely

Not at
all

Not at
all

Extremely




Physical activity levels

In the past week,on how many days have you done a total of 30 minutes or more of physical activity, which was
enough to raise your heart rate? This may include sport, exercise and brisk walking or cycling for recreation

or to get to and from places but should not include housework or physical activity that is part of your job.

None 1 day 2 days 3 days 4 days 5 days 6 days 7 days
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The Keele STarT Back Screening Tool

Patient name: Date:

Thinking about the last 2 weeks tick (\) your response to the folloeing questions

Disagree | Agree
0 1

1. My back pain has spread down my leg(s) at some time in

the last 2 weeks

2. I have had pain in the shoulder or neck at some time in the

last 2 weeks

3. I have only walked short distances because of my back

pain

4. In the last 2 weeks, I have dressed more slowly than usual

because of back pain

5. It’s not really safe for a person with a condition like mine to

be physically active

6. Worrying thoughts have been going through my mind a lot

of the time.

7.1 feel that my back pain is terrible and it’s never going to

get any better

8. In general I have not enjoyed all the things 1 used to enjoy

9. Overall, how bothersome has your back pain been in the last 2 weeks?

0 0 0 1

Not at all Slightly Moderately Very much Extremely

1

Total score(all 9)—
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Sub Score (Q5-9)-




Department of Physiotherapy.
Center for the Rehabilitation of the Paralysed (CRP) , Chapain , Savar, Dhaka-1343

Through: Head of the Department, Department of Physiotherapy,
Bangladesh Health Professions Institute (BHPI),

Subject: Seeking permission for data collection. .
Dear Sir,
With due respeet and humble submission to state that, | am Faiza Bahauddin, student
of 4" professional B.Sc. in Physiotherapy at Bangladesh Health Professions Institute
(BHPI). In 4" vear we have to do a research project and my research project entitled
on “Translation and validation of the STarT Back screening toolfor low back
pain and Musculoskeletal Health Questionnaire(MSQ-HQ) for musculoskeletal
disorders.” To conduct this research, 1 want o colleet data from the patients with low
back pain and patients with musculoskeletl disorders who are taking their
rehabilitation treatment from CRP. So. | need permission for data collection from
CRP, I would like 10 assure that anything of my study will not be harmful for the
participants.
1, therefore. pray and hope that you would be kind enough to grant my application and
oblige thereby.
Sincerely Yours,
Faa Bahaud Jin p
Faiza Bahauddin o
Student of 4" professional B.Sc. in physiotherapy %w
-XRMIM'BI Session: 2014-2015
‘Bangladesh Health Profession Institute. (BHPI)
_'":lnsﬁm!c:of‘CRP)
1, Savar, Dhaka-1343,
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ARFTA (2T AT ZRHTH (Razsfreng)
BANGLADESH HEALTH PROFESSIONS INSTITUTE (BHPI)

(The Academic Institute of CRP)
CRP-Chapain, Savar, Dhaka-1343, Tel; 02-7745464-5, 7741404

Rel: CRP-BHPIVIRB/09/19/133] Date: 170972019

To

Faiza Bahauddin

B.Sc. in Physiotherapy

Session: 2014-2015, Student 1D:112140263
BHPI, CRP, Savar, Dhaka-1343. Bangladesh.

Subject: Approval of the thesis proposal “Translation and validation of the STarT Back
screening tool for low back pain and Musculoskeletal Health Questionnaire (MSK-HQ) for
musculoskeletal disorders™ by ethics committee

Dear Faiza Bahauddin,

Congratulations,
The Institutional Review Board (IRB) of BHPI has reviewed the above-mentioned dissertation, with
you, as the Principal investigator. The Following documents have been reviewed and approved:

Sr. No.  Name of the Documents

| Dissertation Proposal
2 Questionnaire (Enghsh & Bangla version)
3 Information sheet & consent {orm,

The purpose of this study is to formally transkate and validate the STart Back screening tool for low
back pain and Musculoskeletal Health Questionnaire (MSK-HQ) Jor musculoskeletal disorders into
Bangla from English. The participant may take 10 to |5 minutes o answer the questionnaire during
validation process. There is no likelihood of any harm to the participants. Data collectors will
receive informed consents from all participants. Any data collected will be kept confidential. The
members of the Ethics committee have approved the study to be conducted in the presented form at
the meeting held at 10 AM on 11" August 2018 at BHPL

The institutional Ethics committee expects to be informed about the progress of the study, any
changes occurring in the course of the study, any revision in the protocol and patient information or
informed consent and ask to be provided a copy of the final report, This Ethics committee is
working accordance 10 Nuremberg Code 1947, World Medical Association Declaration of Helsinki,
1964 - 2013 and other applicable regulation.

Best regards,
befiaffomain
Muhammad Millat Hossain
Assistant Professor, Dept. of Rehabilitation Science

Member Secretary, Institutional Review Board (IRB)
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

73



74



