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ABSTRACT 

 

Purpose: To determine the pain, disability, kinesiophobia and quality of life among 

PLID patients in Bangladesh. Objective: To find out the socio-demographic 

information, understand the nature of current pain, identify the level of disability, find 

out about the kinesiophobia and explore the rate of functional limitations among the 

participants PLID. Methodology: It was a cross sectional study. Total 300 

participants were attended willingly and conveniently for this study. Data was 

collected NPRS, RMDQ, TSK, SF-36 with Socio-demographic questions. SPSS 

version 20was used for data analysis. Result: Among the 300 participants, the most 

attended age group 44-56 years, Most of the participants were male (61%),came from 

urban areas(42%) andhouse wife(30%). In NPRS, 86% participants had severe back 

pain, 66% patients had unilateral and 30% had bilateral radiating pain. In NPRS, it 

was found that gender & education were significantly associated with back pain. This 

study found an association in between marital status, Gender, education and NPRS in 

Below Knee region andeducation, Gender and NPRS in Above Knee region was 

significant. In RMDQ, minimum disability score was 7 and maximum disability score 

was 22.There was 96.3% (n=289) had severe kinesiophobia according to TSK.From 

SF-36 score, the participant’s physical health of quality of life was poor and mental 

health, social, emotional quality of life was fair.Conclusion: From this study, it could 

be concluded that most of the participants had severe back pain; most of them had 

unilateral radiating pain. Maximum participants had disability and kinesiophobia 

along with poor physical health of quality of life and fair mental health, social, 

emotional quality of life. The major socio-demographic factors were associated with 

NPRS and MRI finding and RMDQ was significantly associated. The researcher also 

found that, gender and TSK was significantly associated and most of the socio-

demographic factors were found significantly associated with different domains of 

SF-36 questionnaire. 

 

Key word: PLID, Pain, Disability, Kinesiophobia, Quality of life.  



1 
 

CHAPTER – I                                                             INTRODUCTION  

 

1.1 Background  

Bangladesh is one of the world's most densely inhabited developing countries 

(Sarkar&Rahman, 2007). According to the World Health Organization, 10% of 

Bangladesh's population is disabled (Hossain, 2012). Prolapsed Lumbar Intervertebral 

Disc, or PLID, is one of the most prevalent causes of disability and a financial burden 

on individuals, society, and the National Health Service around the world (McKenzie, 

1995). The most frequent condition in developed Western countries is PLID, or 

Prolapsed Lumbar Intervertebral Disc (Doherty, 2012). Prolapsed Lumbar 

Intervertebral Disc affects about 80% of people at some point in their lives (Fatima, 

2016). PLID limits activities and is the second most common reason for seeking 

treatment and the third most common reason for undergoing surgery (Apfel et al., 

2010). 

In a recent study on the global burden of disease, low back pain placed sixth in terms 

of the overall burden of disease, just behind stroke and HIV/AIDS and ahead of 291 

other ailments such as road injury, depression, diabetes, and others (Shats, 2015). 

According to the World Health Organization (WHO), non-communicable diseases 

(NCDs) are one of the biggest health challenges to global development, posing a 

hazard to almost 60% of fatalities worldwide, with around 80% occurring 

economically developing countries. Not only that, but NCDs are responsible for half 

of all annual deaths (51%) and nearly half of all disease burdens (41%). (Bleich et 

al.,2011). Because of a rise in lifestyle-related risk factors, which are assumed to be 

underlying variables as a result of social and economic transformation. According to 

the study, Bangladesh, like many other countries in the field of chronic problems or 

impairments, has been undergoing an epidemiological transformation of global 

disease threats (Bleich et al., 2011). 

 The term "prolapsed lumbar disc" refers to disc displacement beyond the 

intervertebral disc space. The most common age group is 30-50 years old, with a male 

to female ratio of 2:1. There is minimal data to show that pharmacological therapies 
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for herniated discs are beneficial (Jordonet al., 2009). According to West et al., 2010, 

78.2 percent of people had Prolapsed Lumbar Intervertebral Disc Disease. Disc 

bulging affects 56% of people (Orthofracs, 2021). One of the most frequent 

musculoskeletal problems in the population is prolapsed lumbar intervertebral disc 

(PLID) (Khruakhornet al., 2010). Musculoskeletal problems are a major public health 

issue in our culture. Prolapsed Lumbar Intervertebral Disc has a lifetime prevalence 

rate of up to 85-90 percent (Taechasubamornet al., 2011). Lumbosacral pain is caused 

by a prolapsed lumbar intervertebral disc, which is a common musculoskeletal 

disease. Its clinical manifestation could be acute, subacute, or chronic. It affects 80% 

of the population at some point during their lives (Srivastava, 2013).  

In Bangladesh, the number of people with the prolapsed lumbar intervertebral disc is 

increasing and is a matter of concern. Disc degeneration is a cellular-mediated 

abnormal reaction to gradual structural failure. A degenerative disc is one that has a 

structural breakdown as well as advanced or accelerated indicators of aging (Michael 

& Peter, 2006).  

Lumbosacral radiculopathy is most commonly caused by PLID (Hahne et al., 2010). 

The lumbar radicular syndrome is caused by a prolapsed lumbar disc (Erdogmus, 

2007). The lower limb may be exposed to PLID. Leg pain as a referred symptom 

associated with back pain or a prolapsed lumbar intervertebral disc has been estimated 

to be 35 percent common, while real sciatica frequency is 2-5 percent (Nachemson et 

al., 2009). 

Because it causes temporary productivity loss, expensive medical and indirect 

expenditures, or perhaps permanent incapacity, PLID has important social 

implications (Apfel et al., 2010). As one of the most frequent health conditions, PLID 

is a global cause of personal, community, and financial stress (Hoy et al., 2012). One 

of the most common causes of impairment in the working population is PLID. The 

occurrence of musculoskeletal disorders or other musculoskeletal diseases was highly 

linked to self-reported occupational impairment (Miranda et al., 2010). Employees 

who are unable to work owing to back discomfort spend a large amount of time on 

sick absences, thus impacting workplace productivity (Johanning, 2008).  

Low back pain is a very common occurrence. Mechanical issues are the most 

common cause (about 90%), while the rest of the cases (70% to 85%) have no known 



3 
 

cause. Any lesion to an intervertebral disc (disc tear, disc herniation), ligament, or 

joint results in discomfort (Manusov, 2012). LBP can be caused by a variety of 

reasons. According to Fatima (2016), the mechanical Prolapsed Lumbar Intervertebral 

Disc is the most common cause of work-related occupational impairment. Poor sitting 

position aggravates prolapsed Lumbar Intervertebral Disc in both sedentary and 

manual workers (McKenzie, 1995). Although disk protrusion and herniation have 

been promoted as causes of LBP, the most common cause of Prolapsed Lumbar 

Intervertebral Disc is traumatic or degenerative diseases of the spine (Wheeler, 2007).  

According to MeucciI et al., 2015, the prevalence of LBP ranges from 15% to 30%, 

with worldwide estimates ranging from 50% to 85%. According to Last & Hulbert 

(2009), the one-year prevalence of LBP in the United Kingdom was 49%, while it was 

35% in the Nordic countries. According to Ferllands (2011), LBP prevalence rates are 

30% and 40% in the Netherlands and Belgium, respectively; 60% of LBP is 

recognized as an occupational condition in Italy, and 40% of LBP is reported in 

France. Furthermore, a cross-sectional survey of car drivers discovered that 78% had 

back pain on at least one day in the previous year (Nahar et al., 2012).   

As one of the most frequent health diseases, prolapsed Lumbar Intervertebral Disc is a 

global cause of personal, community, and financial strain (Hoy et al., 2012). Because 

LBP can result in a temporary loss of productivity, substantial medical and indirect 

costs, or even permanent disability, it has a significant socioeconomic impact (Apfel 

et al., 2010).  

In 86 nations, low back pain (LBP) is the top cause of long years disabled, and in 67 

countries, it is either the second or third major reason (Vos et al., 2013). LBP was 

projected to have a global age-standardized point prevalence of 9.4% in 2010 (Hoy et 

al., 2014). Back pain that interferes with daily activities is very common (17% to 

70%). (Takasaki &May, 2014). Lumbar radiculopathy has an annual incidence of 83.2 

per 100000 in the general population, with a higher frequency in the fifth decade of 

life (Polston, 2007).  

A numeric rating scale for pain was used to assess self-reported pain intensity (NRS). 

This questionnaire has an 11-point scale ranging from 0 (―no pain‖) to 10 (―worst pain 

imaginable‖) on which users can identify the average pain intensity in their lower 
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back over the previous three days. The psychometric properties of the NRS for pain 

are regarded as excellent (Farrar et al., 2008). 

QOL is a wide notion that encompasses a person's impression of his or her physical 

health, psychological state, amount of independence, social interactions, personal 

values and beliefs, and interaction with the environment, according to the World 

Health Organization (Chandra &Ozturk, 2005). HRQOL is a subset of total QOL that 

comprises those characteristics of QOL that are directly related to an individual's 

health and maybe the goal of therapeutic intervention. It has garnered a lot of 

attention in medicine and allied health disciplines. It has been suggested that using a 

QOL measure is one approach to capturing the personal and social context of 

wellbeing (Bowling, 1995). When making decisions about a patient's care, health 

professionals frequently make the quality of life judgments (Manara et al., 1998), and 

the professional view of the expected QOL is often the deciding factor in whether 

effective treatment for a life-threatening condition is given or withdrawn (Pellegrino 

et al., 2000). To characterize the natural history of the condition, assess treatment 

effectiveness, and design an appropriate health and disability policy, it is critical to 

assess disability status and QOL in people with LBP.  

Because chronic pain has a detrimental impact on one's quality of life, an assessment 

of several areas of one's quality of life should be included (Breivik et al., 2006). 

Appropriate pain assessment, appropriate pain management, and accurate evaluation 

of treatment result in clinical and research contexts require knowledge of the pain 

characteristics and impact on the quality of life of each chronic pain condition. 
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1.2. Rational  

PLID is a most common musculoskeletal disorder which is affected by the QOL, 

Disability, Kinesiophobia of an individual. In CRP a large number of people attend to 

get treatment of LBP but the aim of treatment does not succeed always due to patient 

quality of life. As a physiotherapy final year student my concentration centered to 

evaluate the Pain, Disability, Kinesiophobia and quality of life of PLID patients.  

The word Quality of life need to be explained here because the low back pain largely 

depends on the patients day to day life activities. LBP affects patient’s mobility, 

personal care, usual activities as well as mental status also. Mostly these things can 

change the course of treatment positively. After this study physiotherapist get a idea 

which level of QOL, Disability, Kinesiophobia for the patients withPLID. This idea 

help to set up treatment plan according to patients needs. We can provide better 

treatment as well as essential advice to the patients. As a health professional it 

improves our knowledge. By this study patients also benefited by gaining knowledge 

about his/her condition and gain some information about their life style which are 

responsible or not for their mobility, personal care, usual activities, and mental status. 

This research was based on the practical data collected from the patients coming to 

the hospital for the treatment according to my questionnaire. I had made the relation 

between this information and draw some conclusion which could be used in future. 

This kind of research was not done before in Bangladesh, so it will be a resource for 

physiotherapist and other medical professionals for the quick analysis to find out the 

efficiency of the treatment that why the therapy is working faster or not. There is no 

alternative to do research as a professional in order to develop the profession. 

However, for fulfillment the 4th year of B. Sc in Physiotherapy I have to carry out a 

research of my interest which accomplish the professional body of interest.  
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1.3 Research Question  

 What are the associations between pain, kinesiophobia, disability and quality of 

life among patients with Prolapsed Lumber Intervertebral Disc (PLID)?  

 

1.4 Objectives  

1.4.1 General objective   

To determine the pain, disability, kinesiophobia and quality of life among PLID 

patients in Bangladesh. 

1.4.2 Specific objectives   

 To find out the socio-demographic (age, gender, residential area and occupation) 

information   

 To understand the nature of current pain among the participants of prolapse 

lumbar intervertebral disc (PLID) 

 To identify the level of disability of the PLID patients.  

 To find out about the kinesiophobia of PLID patients. 

 To explore the rate of functional limitations among the participants prolapse 

lumbar intervertebral disc (PLID) 
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1.5 Conceptual framework: 

Independent Variables            Dependent  

 

 

 

 

 

  

Socio-demography 

(Age, sex, 

education etc)  

Duration of 

suffering from 

PLID 

 

Pain intensity 

Quality of life 

Kinesiophobia 

Functional 

disability level 

Prolaps Lumber 

Intervertibral Disc 

Figure -1: Conceptual framework: 
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1.6 Operational definition  

Pain:An unpleasant sensation that can range from mild, localized discomfort to 

agony. Pain has both physical and emotional components. The physical part of pain 

results from nerve stimulation. Pain may be contained to a discrete area, as in an 

injury, or it can be more diffuse, as in disorders like fibromyalgia.  

Disability:A disability is any condition of the body or mind (impairment) that makes 

it more difficult for the person with the condition to do certain activities (activity 

limitation) and interact with the world around them (participation restrictions). 

Kinesiophobia:It is fairly common for people in pain to avoid rehabilitative exercises 

out of a reluctance to endure the discomfort that it entails, but when this avoidance 

becomes pathological, it is labeled as kinesiophobia. 

Quality of life:The general well-being of population in individuals and societies. 

The World Health Organization (WHO) defines QOL as "an individual's perception of 

their position in life in the context of the culture and value systems in which they live 

and in relation to their goals, expectations, standards and concerns". Standard 

indicators of the quality of life include wealth, employment, the environment, 

physical and mental health, education, recreation and leisure time, social belonging, 

religious beliefs, safety, security and freedom. QOL has a wide range of contexts, 

including the fields of international development, healthcare, politics and 

employment. 

PLID:Is a medical condition affecting lumbar spine, in which a tear in the outer 

fibrous ring (annulus fibrosus) of an intervertebral disc that allows the soft, central 

portion (nucleus pulposus) to bulge out beyond the damaged outer rings Prolapsed 

Lumbar Intervertebral Disc (PLID). 

  

https://www.medicinenet.com/pain_quiz/quiz.htm
https://www.medicinenet.com/fibromyalgia_facts/article.htm
https://en.wikipedia.org/wiki/World_Health_Organization
https://en.wikipedia.org/wiki/Wealth
https://en.wikipedia.org/wiki/International_development
https://en.wikipedia.org/wiki/Healthcare
https://en.wikipedia.org/wiki/Politics
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CHAPTER – II                                               LITERATURE REVIEW 

 

Low back musculoskeletal pain disorders appear to be a substantial health problem 

among the working population worldwide these days (Hoy et al., 2012). According to 

Balague et al., 2012, 84% of persons would experience low back pain in their lifetime, 

with 23% of those experiencing chronic low back pain and 11 to 12% being 

incapacitated by low back pain. LBP is the second most prevalent cause of disability 

in people in the United States, according to several studies, and a common source of 

missed workdays. They discovered that over 149 million days of work are lost each 

year due to low back musculoskeletal discomfort and that the ailment costs the 

sufferers a large sum of money, with annual expenses estimated to be between $100 

and $200 billion in the Western world (Freburger et al., 2009).  

The vertebral bodies (bones of the spine), vertebral discs (cushions between the 

bones), cartilage (lines the bones that connect with other bones), and supporting 

structures surrounding the spine, such as muscles, tendons (connecting muscle to 

bone), and ligaments (connecting bone to bone) make up the low back architecture 

(Integrative pain medicine, 2012). Patients with intractable back pain and 

degenerative disc disease (DDD) have a variety of treatment choices. The mechanical 

benefits of the disc space anteriorly, such as a large fusion bed, excellent blood 

supply, and graft compression, are exploited by interbody fusion procedures 

(Truumees et al., 2008).  LBP has been associated with a variety of MRI 

abnormalities in the spine, with the strongest evidence for disc herniation (protrusion 

or worse), nerve root deviation/compression, disc degeneration, and high-intensity 

zone (HIZ). However, each of these abnormalities can be discovered even when there 

are no symptoms, and many people with back pain have no visible pathology on MRI 

(Shambrook et al., 2011).  

Injury or overuse of muscles, ligaments, and joints, pressure on nerve roots in the 

spinal canal (caused by a herniated disc, by repeated vibration or motion during sports 

activity or when using a machine or lifting in the wrong way), osteoarthritis in older 

age when it affects the small joints in the spine, and osteoarthritis in older age when it 

affects the small joints in the spine are the most common causes of low back pain. 

Spondylolisthesis, Fractures of the vertebrae, spinal stenosis (Integrative pain 
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medicine, 2012). Curvature issues such as severe scoliosis or kyphosis are examples 

of spinal abnormalities. 

Lumbar disc herniation is a medical, societal, and financial issue. This disorder affects 

persons of all ages, and it is frequently diagnosed in young teenagers. According to 

epidemiological studies, the incidence is around 30%, increasing after the age of 30 to 

reach a high in patients aged 55-64 years (Zhelev, 2012). It should be noted that CT 

scans of people with no symptoms revealed ruptured discs, spinal stenosis, and other 

degenerative abnormalities in 50% of patients over the age of 40. According to 

official data by 2014, around 5% of the male and 2.5% of the female population had 

been diagnosed with an advanced stage herniated disc and their percentage has 

generally increased (Kasnakova et al., 2018).  

Lumbar spine disc herniation or disc prolapse is a common occurrence that causes 

pain, physical impairment, and in some cases, disability. It is most common in adults 

aged 30 to 50, with a male to female ratio of 2:1. (Jordan et al., 2008). Aside from 

that, it has been discovered that disc herniation occurs primarily in the fourth and fifth 

decades of life (mean age of 37 years), but evidence suggests that it can affect people 

of any age group, with a prevalence of 4.8 percent among men over 35 years of age 

and 2.5 percent among women over this age (Islam, 2019). According to several 

studies, the prevalence of low back pain (LBP) in the general population ranges from 

12% to 33% at any given time, with lifetime prevalence reaching 84% (Kashani et al., 

2013). As a result, according to a study, the average age of the first attack is 37, and 

76% of cases have a prior history of low back pain during the last ten years (Carvalho 

et al., 2013).  

One of the most common causes of impairment in the working population is PLID. 

The term "disability" has been described as "limited functioning," which includes 

"activity limitation" and "participation in living circumstances." PLID is frequently 

accompanied by disability, which can range in severity and be temporary or 

permanent (Waddell, 2013). The emphasis of the International classification of 

functioning, disability, and health has shifted to activity and activity limitation, which 

refers to difficulties performing, accomplishing, or completing a task. When there is a 

qualitative or quantitative change in the way activities are carried out, difficulties in 

doing them arise. Difficulty refers to all of the factors that can influence how an 
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activity is completed. Acute pain lasts up to 7 days, sub-acute pain lasts more than 7 

days but less than 7 weeks, and chronic pain lasts more than 7 weeks, according to the 

length of PLID. Because the essential aspect of adult back pain is that it has normal 

lifetime patterns of fluctuating symptoms of variable intensity, a patient who has 

recurrent periods of pain separated by at least 3 months of pain-free time meets the 

diagnosis of acute LBP.  

There are intervertebral discs between two vertebrae in the lumbar vertebral column, 

which is made up of five vertebrae. The intervertebral discs play a vital role in the 

functioning of the spine. The motions permitted between vertebral bodies are (1) 

Translational motion in the long axis of the spine (2) Rotary motion about a vertical 

axis (3) Antero-posterior bending and (4) Lateral bending. The zygapophyseal facets 

orientation from L1 to L4 restricts lateral flexion and rotation (Srivastava et al., 2013). 

The Range Of Motion in the rotation is shorter when the lumbar spine is flexed than 

when it is in the neutral position. Forward flexion and backward extension are favored 

by the lumbar zygapophyseal facets orientation. The degree of flexion varies between 

the interspaces of the lumbar vertebrae, although the lumbosacral joint is where the 

majority of the flexion occurs. The typical flexion range is 80 degrees at L1/L2, 90 

degrees at L2/L3, and 120 degrees at L3/L4 and L5/S1 (Srivastava et al., 2013).  

Medication, mainly non-steroidal anti-inflammatory medications (NSAIDs), muscle 

relaxants, and narcotic analgesics, is the most common treatment for back pain. In one 

study of primary care patients with Prolapsed Lumbar Intervertebral Disc, 69% were 

given non-steroidal anti-inflammatory drugs, 35% muscle relaxants, 12% opioids, and 

4% acetaminophen, while 20% were given no medication. The guidelines indicated 

paracetamol as a first choice and NSAIDs as a second choice for pain management 

from acute PLID. If paracetamol or NSAIDs don't work, a brief course of muscle 

relaxants, either alone or in combination with NSAIDs, may be considered (Tulder et 

al., 2011).  

Exercise therapy was defined as any program in which participants were required to 

perform repeated voluntary dynamic movements or static muscular contractions (in 

each case, either "whole-body" or "region-specific," and with or without external 

loading) during therapy sessions, to treat Prolapsed Lumbar Intervertebral Disc. The 

activity was supposed to be overseen or "prescribed" in some way (Koes et al.,2010). 
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A recent analysis of systematic reviews found good evidence that exercise regimens 

can help persons with non-specific Prolapsed Lumbar Intervertebral Disc pain and 

disability (Swinkels et al., 2009).  

Prolapsed Lumbar Intervertebral Disc refers to pain in the lumbo-sacral portion of the 

spine, which spans the distance between the first lumbar vertebra and the first sacral 

vertebra, and is where the lordotic curve occurs (Phansopkar&Kage, 2014). It is well-

known as one of the most prevalent symptoms felt by people all around the world. 

According to Rhon& Fritz (2015), LBP is one of the top ten worldwide burden 

diseases on society. Chronic back pain is a complex disease that affects over 20% of 

the population in Bangladesh each year between the ages of 30 and 60 and has a 

significant negative impact on individual health, work, and everyday activities. Back 

pain is the most common cause of disability and inability to perform daily tasks in the 

United Kingdom (UK). 

In their lives, 60% to 80% of the world's population has had at least one episode of 

Prolapsed Lumbar Intervertebral Disc. Within a year, 45% to 55% of adults will 

develop Prolapsed Lumbar Intervertebral Disc. Furthermore, after a year, about 62% 

of patients who had previously experienced LBP would still be in pain. This disorder 

can lead to a decrease in people's quality of life as well as a decline in their physical 

activity, and it's one of four key causes of disability. LBP-related functional 

impairment is a significant issue. It affects people of all ages, from infants to the 

elderly, and is a common cause of medical visits (Fatima, 2016). 

Many people are affected by low back discomfort. It has an impact on prosperity and 

is frequently the source of significant physical and mental health issues. Low back 

discomfort also has an impact on work performance and social responsibilities, such 

as family life, and is becoming a more prominent factor in rising healthcare 

expenditures. A global survey of the prevalence of low back pain in the adult 

population found it to be around 12%, with a one-month prevalence of 23%, a one-

year prevalence of 38%, and a lifetime prevalence of nearly 40%. Furthermore, as the 

population ages in the next decades, the number of persons suffering from low back 

pain is expected to rise dramatically (Manchikanti et al., 2014). This comprehensive 

audit is being conducted to assess the rising prevalence of low back pain and the 

impact of comorbid conditions, as well as rising costs. Based on the available 18 
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publications, it appears that the prevalence of low back pain, as well as numerous 

modalities and their use in managing low back pain, is continuing to grow. Comorbid 

mental disorders and a variety of restorative difficulties, such as obesity, smoking, 

lack of activity, advancing age, and way of life variables, are all considered risk 

factors for low back pain. Even though it has been established that low back pain 

settles in around 80% to 90% of patients in around a month and a half, regardless of 

the organization or type of treatment, with only 5% to 10% of patients experiencing 

persistent back pain, this idea has been frequently addressed as the condition tends to 

backslide and most patients encounter different scenes years after the underlying 

assault, this idea has been frequently addressed as the condition tends to backslide and 

most patients encounter different scenes years after the underlying assault 

(Manchikanti et al., 2014).  

Burdens of low back pain, in addition to workers, had ramifications on industry and 

society as a whole. Patients with low back pain had significantly poorer quality of life 

sub-domains than employees without low back pain, and with a decline in quality of 

life, workers with low back pain also had significantly higher mental health sub-

domains than other workers. The frequency of low back pain among 451 blue 

employees was 44.2% after a year. Workers with low back pain scored considerably 

lower on the SF36 (63.90 17.39 vs. 79.42 15.01; P 0.001) and General health sub-

domains (58.29 19.63 vs. 69.84 18.63; P0.001) than other workers (Bahrami et al., 

2016). Low back pain (LBP) is one of the leading causes of disability globally, with 

an estimated 651 million individuals suffering from it between 1990 and 2013. 

Chronic low back pain can result in despair, anxiety, sleeplessness, and other 

psychological problems (Singh et al., 2018).  

The emphasis in the international classification of functioning, disability, and health 

(ICF) has shifted to activity and activity limitation, which refers to difficulties 

performing, accomplishing, or completing a task. When there is a qualitative or 

quantitative change in the way activities are carried out, difficulties in doing them 

arise. Difficulty refers to all of the factors that can influence how an activity is 

completed (WHO, 2009).  

Although LBP has been extensively investigated in adults, its specific causes remain 

unknown.  Various factors appear to play a role in the development of LBP, according 
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to the evidence. Both the weight of the load (OR 141.11 [95% CI 1.05–1.18] per 10 

kg lifted) and the number of lifts (OR 141.09 [1.03–1.15] per ten lifts per day) were 

found to be factors that enhanced pain in a study of workplace lifting. Smoking (OR 

14.130 [1.16–1.45] (Coenen et al., 2016), obesity (OR 14.153 [1.22–1.92]) (Shiri et 

al., 2016), and depressive symptoms (OR 141.59 [1.26–2.01]) (Pinheiro et al., 2016) 

also elevated the incidence of LBP.  

Individual attributes (confidence, copping style, feeling of control (potential right, 

human right, condition) and financial status are included in the personal satisfaction 

measurement: well-being (physical, passionate, intellectual), social (people's 

impression of relational connections and social part in their lives), individual 

attributes (confidence, copping style, feeling of control (potential right, human right, 

condition) and financial status (Soh et al., 2011). The study of personal satisfaction 

looks at how it affects the decency and importance of life, as well as people's 

happiness and success. The From-36 wellbeing overview (SF-36) is a 36-question 

multifunctional wellbeing survey. The SF-36 is a non-exclusive measure of well-

being that focuses on a certain age, disease, or treatment group. Its goal is to provide a 

global assessment of well-being-related personal satisfaction. There are eight scales in 

total (Caliborne et al., 2002). Physical working, part confinements, significant agony, 

general wellbeing, essentialness (vitality/weakness), social working, part enthusiastic, 

and psychological well-being are the eight enter associated wellbeing measurements 

(Carrone et al., 2010).  

Because the Tampa Scale of Kinesiophobia (TSK) is designed to assess 

kinesiophobia, it could be useful for physiotherapists treating patients with persistent 

musculoskeletal discomfort (Lundberg et al., 2004). The Norwegian version of the 

Tampa Scale of Kinesiophobia appears to be a one-dimensional kinesiophobia 

construct. Damsgrd et al. (2008) found that the scale was robust across age and 

gender, and that reaction patterns to the items were similar in patients with low back 

pain and patients with widespread pain distribution including low back pain. The TSK 

was the first instrument to measure fear of movement/(re)injury and it has a wide 

range of uses and language variations. The TSK was found to be sensitive in detecting 

clinical changes in patients undertaking rehabilitation following lumbar fusion and 

chronic low back pain in research (Monticone et al., 2016).  
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The original TSK contains 17 components, four of which are reverse-scored (items 4, 

8, 12, and 16). The overall score of the test is the sum of the patient's scores, which 

range from 17 to 68. The higher the score, the greater the patient's fear of 

movement/(re)injury. The patient is diagnosed with kinesiophobia if the score is 

greater than 37 (Liu et al., 2021). 

One of the most common instruments used to measure the functional state of patients 

with LBP is the Roland–Morris Disability Questionnaire (RMDQ) (Roland & Morris, 

1983). The RMDQ is a self-administered disability questionnaire that was created by 

selecting statements from the Sickness Impact Profile (Bergner et al., 1976). The 

RMDQ is a reliable, one-dimensional ordinal measure that performs well in 

population studies (Nambi, 2013).  

The SF 36 is made up of eight scaled scores that are the sums of each section's 

questions. They are Physical functioning, Role Physical, Bodily Pain, General Health 

Vitality, Social Functioning, Role Emotional, Mental Health (ware et al.,1993). 

The physical segment summary measure of the SF-36 four measurements is: physical 

working, part limitation physical, body discomfort, and general wellbeing. These four 

people's spaces reflect their physical strength and wealth. A low score indicates poor 

overall health, severe physical pain, and constant delicacy, as well as an impediment 

to self-mind, physical versatility, social connection, and part workouts. A high score 

indicates that overall health is excellent, with no physical limitations, inabilities, or 

reductions in part-time activities (Sohey et al., 2011). 
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CHAPTER – III                                                         METHODOLOGY 

 

3.1 Study design 

This study was conducted using cross sectional survey under a quantitative study 

design. Survey methodology was chosen to meet the study aim as an effective way to 

collect data. 

 

3.2 Study area 

Data wascollect from the- 

 Musculoskeletal Unit of CRP, Savar. 

 Enam medical college& Hospital, Savar. 

 

3.3 Study population 

Peoples who were suffering from Prolapsed lumber intervertebral disc (PLID) was 

collected using convenience sampling from Tertiary level rehabilitation hospitals like 

Centre for the Rehabilitation of the Paralyzed (CRP) Savar. 

 

3.4 Method of sampling: 

In the study here used convenience sampling technique, considering the inclusion and 

exclusion criteria. 

 

3.5 Sampling Technique 

Findings the appropriate number and type of people taking part in the study is called 

―sampling‖ (Hicks, 2009). The study was conducted by using the convenience 

sampling methods due to the time limitation and as it was the one of the easiest, 

cheapest and quicker method of sample selection. The researcher used this procedure, 

because, getting of those samples whose criteria were concerned with the study 

purpose. 
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3.6 Sample size 

Sample was a group of subjects were selected from population, who were used in a 

piece of research (Hicks, 2009). A sample was a smaller group taken from the 

population. Sometimes the sample size might be big and sometimes it may be small, 

depending on the population and the characteristics of the study.  

When the sample frame is finite, The equation of finite population correction in case 

of cross sectional study is:  

n= 
    

  
 

= 
                      

       
=38 

Here,  

Z (confidence interval) = 1.96 

 P (prevalence) = 5% 

And, q= (1-p) 

           = (1-0.025)  

           = 0.975 

The actual sample size was, n= 38. 

The actual sample size for this study is calculated as 38, but as the study performed as 

a part of academic research project. So that 300 PLID patients was taken as the 

sample of this study. 

3.7 Inclusion criteria of the study 

 Patient is being diagnosed PLID by MDT team. 

 Age limitation in between 18-56 years. 

 Male and female both are included. 

 Voluntary participation. 

 Patients having or done MRI in lumbar region for back problem 

 First conducting patients. 

 

3.8 Exclusion criteria of the study 

 Patient’s having fracture of lumbar spine or spondylolisthesis. 

 Physically and psychologically unstable patient. 

 Patient’s having spinal tumour or malignancy or TB in their spine. 

 Patients who are not-interested. 
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3.9 Data collection tools 

The tools that needed for the study are-  

 Consent paper 

 Questionnaire 

 Pain related questionnaire  

 Disability related questionnaire 

 Kinesiophobia related questionnaire 

 Quality of life scale 

 Paper 

 Pen 

 File 

 Calculator 

 Computer   

 Printer 
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3.10 Measurement tools: 

Pain related questionnaire (Numeric Pain Rating Scale): 

For measuring pain intensity in several function positions. Visual analogue scale is 

one of the most frequently used measurement scales in health care research. The 

Numeric pain rating scale is most commonly known and used for measurement of 

pain. Numeric Pain Rating Scale is a line of a defined length (10 cm), usually 

horizontal, anchored at each end by a descriptive word or phrase representing the 

extremes (e.g. worse, best). Numeric Pain Rating Scale to rate the pain status 

experienced by patients. It is known as Pain Rating Scale. The scale is a 10cm long 

scale ranging from 0-10. Here a zero (0) means no pain, ten (10) is severe pain feeling 

experienced by patients (Bowling, 2007). 

 

Disability related questionnaire (Ronald Morris Disability questionnaire):  

The Ronald Morris Disability questionnaire(RMDQ) is a self-administered disability 

measure, in which greater level of disability are reflected by higher numbers on a 24-

point scale. The RMDQ has been shown to yield reliable measurements, which are 

valid for inferring the level of disability and to be sensitive to change over time for 

groups of patients with low back pain. Little is known about the usefulness of this 

instrument in aiding decision making regarding individual patients. This questionnaire 

has been adapted to limit confusion by the patient with nerve root pain, who may have 

little back pain (Statford et al., 1997). 

 

Kinesiophobia related questionnaire (Tampa scale for kinesiophobia):  

The TSK is a 17-item self report checklist using a 4-point Likert scale that was 

developed as a measure of fear of movement or (re)injury. Kinesiophobia is defined 

by the developers as ―an irrational, and debilitating fear of physical movement and 

activity resulting from a feeling of vulnerability to painful injury or re-injury‖ (Kori et 

al., 1990). The scale is based on the model of fear avoidance, fear of work related 

activities, fear of movement and fear of re-injury (Vlaeyan et al., 1995). The TSK has 

also been linked to elements of catastrophic thinking (Burwinkle et al., 2005). The 

scale can be useful in measuring unhelpful thoughts and beliefs about pain in people 

with chronic pain or fibromyalgia. 

 



20 
 

Quality of life related scale (SF-36): 

The Short Form-36 (SF-36) is a 36 item questionnaire which measures Quality of Life 

(QOL) across eight domains, which are both physically and emotionally based and it 

is a structured, self-report questionnaire (Jenkinson et al., 2014).The eight domains 

that the SF36 measures are as follows: physical functioning; role limitations due to 

physical health; role limitations due to emotional problems; energy/fatigue; emotional 

well-being; social functioning; pain; general health. It is the most widely used 

measures to predict health-related quality of life and it also help in showing the 

difference between subjects with variety of chronic conditions and between subjects 

with different level of severity of the same disease. The Test-retest reliability of sf-36 

Bangla version has been tasted and the value of Test- retest reliability (.94-1.0) 

(Walton et al., 2012). 

 

3.11 Data collection procedure 

At the very beginning researcher clarified that, the participant had the right to refuse 

to answer of any question during completing questionnaire. They could withdraw 

from the study at any time. Researcher also clarified to all participants about the aim 

of the study. Participants had ensured that any personal information would not be 

published anywhere. Researcher took permission from each volunteer participant by 

using a written consent form.  After getting consent from the participants, standard 

questionnaire was used to identify thecomplain and collect demographic information. 

Questions were asked according to the Bangla format. For conducting the interview, 

the researcher conducted a face to face interview and asked questions. Physical 

environment was considered strictly. Stimuli that could distract interviewee were 

removed to ensure adequate attention of interview. Interviewee was asked questions 

alone as much as possible with consent as sometimes close relatives can guide answer 

for them. The researcher built a rapport and clarified questions during the interview.  

Face to face interviews were the most effective way to get full cooperation of the 

participant in a survey. Face to face interviews were also effective to describe 

characteristics of a population. Face to face interviews was used to find specific data 

which describes the population descriptively during discussion. According to the 

participants’ understanding level, sometimes the questions were described in the 

native language so that the patients can understand the questions perfectly and answer 

accurately. All the data were collected by the researcher own to avoid the errors.  
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3.12 Data Analysis 

Descriptive statistics were used to analyze data. Descriptive statistics refers methods 

of describing a set of results in terms of their most interesting characteristics (Hicks, 

2009). Data were analyzed with the software named Statistical Package for the Social 

Science (SPSS) version 20.0. The variables were labeled in a list and the researcher 

established a computer based data definition record file that consist of a list of 

variables in order. The researcher put the name of the variables in the variable view of 

SPSS and defined the types, values, decimal, label alignment and measurement level 

of data. The next step was cleaning new data files to check the inputted data set to 

ensure that all data has been accurately transcribed from the questionnaire sheet to the 

SPSS data view. Then the raw data were ready for analysis in SPSS. Data were 

collected on frequency and contingency tables. Measurements of central tendency 

were carried out using the mean plus standard deviation (SD) for variables. For the 

study of the association of numeric variables chi squared test were used. 

Data were analyzed by descriptive statistics and calculated as percentages and 

presented by using table, bar graph, pie charts etc. Microsoft Office Excel 2007 was 

used to decorating the bar graph and pie charts. The results of this study were 

consisted of quantitative data. By this study a lot of information was collected.   

 

3.13 Inform consent:  

Verbal and written inform consent will take from every patient. And ensure every 

patient that they can leave any time during data collection, & it was ensured that 

participants were not influence by data collector. The researcher strictly maintained 

the confidentiality regarding participant’s condition and treatments. The study was 

conducted in a clean and systematic way. Every subject had the opportunity to discuss 

their problem with the senior authority or administration of CRP and have any 

questioned answer to their satisfaction. 
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3.14Ethical considerations  

The proposal of the dissertation including methodology was presented to the 

Institutional Review Board (IRB) of Bangladesh Health Professions Institute (BHPI). 

Again before the beginning of the data collection, Ethical permission was taken from 

IRB to conduct the study. The whole process of this research project was done by 

following the Bangladesh Medical Research Council (BMRC) guidelines and World 

Health Organization (WHO) Research guidelines.  
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CHAPTER-IV                                                                             RESULT 

 

4.1 Socio demographic information: 

Table 1: Socio demographic information of the participants- 

Variables Frequency  Percent (%) 

 

Age 

18-30 63 21% 

31-43 112 37.3% 

44-56 125 41.7% 

Gender Male 182 60.70% 

Female 118 39.30% 

 

Marital Status 

Married 271 90.3% 

Unmarried 25 8.3% 

Widow 4 1.3% 

 

Living area 

Rural 79 26.3% 

Semirural 96 32% 

Urban 125 41.7% 

 

 

Education 

Qualification 

Illiterate 11 3.7% 

Primary 77 25.7% 

Secondary 86 28.7% 

Higher secondary 70 23.3% 

Graduation 33 11% 

Post-graduate 23 7.7% 

Occupation Farmer 21 7% 

Garments worker 20 6.7% 

Day laborer 11 3.7% 

Service holder 59 19.7% 

Businessmen 48 16% 

Retired 10 3.3% 

Students 19 6.3% 

Teacher 21 7% 

Housewife 91 30.3% 

 

Tobacco Intake 

Cigarette 70 23.3% 

betel leaf 54 18% 

Jorda 4 1.3% 

Gull 1 0.3% 

Null 171 57% 
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4.1.1 Age of the Participants  

In Table- 1: Among the 300 participants, the age group 18-30 has 21% (n=63), 31-43 

has 37.3% (n=112), 44-56 has 41.7% (n=125) participants. In which Mean 40.56 and 

Std. Deviation 10.94.  

4.1.2 Gender of the Participants: 

In Table- 1: Among the 300 participants, 60.70% (n=182) was male and 39.30% 

(n=118) was female participants. In which Mean 1.39 and Std. Deviation 0.49. 

4.1.3 Marital Status of the Participants: 

In Table- 1: Among the 300 participants, 90.3% (n=271) were married, 8.3% (n=25) 

were unmarried, and 1.3% (n=4) were Widow. 

4.1.4 Living area of the participants:  

In Table- 1: Among the 300 participants, 26.3% (n=79) were in Rural area, 32% 

(n=96) were in Semirural area, and 41.7% (n=125) were in Urban area. 

4.1.5 Education Qualification of the participants:  

In Table- 1: Among the 300 participants, 3.7% (n=11) were Illiterate, 25.7% (n=77) 

were Primary, 28.7% (n=86) were Secondary, 23.3% (n=70) were Higher secondary, 

11% (n=33) were Graduation and 7.7% (n=23) were Post-graduate participants.  

4.1.6 Occupation of the participants: 

In Table- 1: Among the 300 participants, 7% (n=21) were Farmer, 6.7% (n=20) were 

Garments worker, 3.7% (n=11) were Day laborer, 19.7% (n=59) were Service holder, 

16% (n=48) were Businessmen 3.3% (n=10) were Retired, 6.3% (n=19) were 

Students, 7% (n=21) were Teacher and 30.3% (n=91) were House wife.  

4.1.7 Tobacco Intake of the participants: 

In Table- 1: Among the 300 participants, 23.3% (n=70) were take cigarette, 18% 

(n=54) were take betel leaf, 1.3% (n=4) were take jorda, 0.3% (n=1) were take gull 

and 57% (n=171) participants were didn’t take anything.   
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4.2 Clinical information: 

4.2.1 MRI Report Finding of the Participants:  

Among the 300 participants, 32.7% (n=100) had Disc Protrusion, 30.4% (n=93) had 

Disc Harniation, 32% (n=98) had Disk Bulging, and 4.9% (n=15) had Disc 

Sequestration. 

 

Figure 2: MRI Report Finding of the Participants 
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4.2.2 X-Ray Report finding of the participants: 

Among the 300 participants, 7.6% (n=44) had increase lumbar lordosis, 41.3% 

(n=239) had decrease lumbar lordosis, 4.7% (n=27) had flat lumbar spine, 17.5% 

(n=101) had disc space reduce, 27.9% (n=161) had disc degenerative change and 1% 

(n=6) had normal study in X-ray report findings. 

 

Figure 3: X-Ray Report finding of the participants 

4.2.3 Duration of suffering from PLID: 

Table 2: Duration of suffering from PLID of the participants- 

Mean Std. Deviation 

16.0883 18.42429 

In Table- 2: Among the 300 participants suffering from PLID minimum duration is 1 

month and maximum duration is 60 month. In which Mean 16.09 and Std. Deviation 

18.42. 
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4.2.4 Type of Pain: 

Among the 300 participants, 16% (n=48) had acute pain, 35.7% (n=107) had sub-

acute pain and 48.3% (n=145) had chronic pain. 

 

Figure 4: Type of Pain 

4.2.5 Radiating Pain: 

Among the 300 participants, 4.3% (n=13) had no radiating pain, 66% (n=198) had 

radiating unilateral pain and 29.7% (n=89) had radiating bilateral pain. 

 

Figure 5: Radiating Pain 
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4.2.6 Radiating Pain above knee/Thigh Region: 

Among the 300 participants, 5.7% (n=17) had no radiating pain above knee region, 

65.3% (n=196) had radiating unilateral pain above knee region and 29% (n=87) had 

radiating bilateral pain above knee region. 

 

Figure 6: Radiating Pain Above knee/Thigh Region 
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4.2.7 Radiating Pain below knee/Thigh Region: 

Among the 300 participants, 6.3% (n=19) had no radiating pain below knee region, 

63% (n=189) had radiating unilateral pain below knee region and 30.7% (n=92) had 

radiating bilateral pain below knee region. 

 

Figure 7: Radiating Pain below knee Region 
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4.3 Descriptive characteristics of the responds:  

Table 3:Numeric pain rating scale, Ronald- Morris disability, Tampa scale for 

kinesiophobia& SF-36- 

Variable Percent% (Frequency) 

Mean ± SD 

 

Numeric pain rating scale in 

back region  

None  0.3% (n=1) 

Mild 3.3% (n=10) 

Moderate  10.3% (n=31) 

Severe  86% (n=258) 

 

Numeric pain rating scale in 

above knee/thigh region 

None  4% (n=12) 

Mild 5.3% (n=16) 

Moderate  26.7% (n=80) 

Severe  64% (n=192) 

 

Numeric pain rating scale in 

below knee/thigh 

None  5% (n=15) 

Mild 3.3% (n=10) 

Moderate  23% (n=69) 

Severe  68.7% (n=206) 

Tampa scale forkinesiophobia No kinesiophobia 3.7% (n=11) 

Severe kinesiophobia 96.3% (n=289) 

Roland – morris low back 

pain and disability 

questionnaire 

Mean ± SD 16.50±3.50 

 

 

 

SF-36 questionnaire 

(Mean ± SD) 

Physical Functioning 41.75±14.11 

Role Physical  12.67±20.80 

Bodily Pain 55.80±16.99 

General Health  53.98±12.15 

Vitality 43.20±17.87 

Social Functioning  47.58±15.55 

 Role Emotional 43.44±50.25 

Mental Health 48.03±16.48 
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4.3.1 Numeric Pain Rating Scale in Back: 

In Table- 3: Among the 300 participants, 0.3% (n=1) had no pain in back region, 

3.3% (n=10) had mild pain in back region, 10.3% (n=31) had moderate pain in back 

region and 86% (n=258) had severe pain in back region. 

 

4.3.2 Numeric Pain Rating Scale in Above Knee/Thigh Region: 

In Table- 3: Among the 300 participants, 4% (n=12) had no pain above knee region, 

5.3% (n=16) had mild pain above knee region, 26.7% (n=80) had moderate pain 

above knee region and 64% (n=192) had severe pain above knee region. 

 

4.3.3 Numeric Pain Rating Scale in Below Knee/Thigh: 

In Table- 3: Among the 300 participants, 5% (n=15) had no pain below knee region, 

3.3% (n=10) had mild pain below knee region, 23% (n=69) had moderate pain below 

knee region and 68.7% (n=206) had severe pain below knee region. 

 

4.3.4 The Roland – Morris Low Back Pain and Disability Questionnaire: 

In Table- 3: Among the 300 participants suffering from PLID minimum disability 

score is 7 and maximum disability score is 22. In which Mean 16.50 and Std. 

Deviation 3.50. 

 

4.3.5 Tampa Scale for Kinesiophobia: 

In Table- 3: Among the 300 participants, 3.7% (n=11) had no kinesiophobia and 

96.3% (n=289) had severe kinesiophobia. 

 

4.3.6 SF-36 scoring among the participants 

The SF 36 consists of eight scaled scores, which are the sums of the questions in their 

section. This data was also analyzed by using SPSS version 20. In Table- 3: From 300 

participants the mean score of physical functioning was 41.75, Role physical was 

12.67, Bodily Pain was 55.80, General Health was 53.98, Vitality was 43.20, Social 

Functioning was 47.58, Role Emotional was 43.44, Mental Health was 48.03 And 

standard deviation of PF was 14.11, RP was 20.80, BP was 16.99, GH was 12.15, VT 

was 17.87, SF was 15.55, RE was 50.25, MH was 16.48. 

When the score is near about 100, like 70,80,90, it means the quality of life of 

Survivors is good & when the score is poor like 30,40, it means the quality of life of 

Survivors is poor. Among the participants the mean of physical functioning was 

41.75, Bodily pain 55.80, General health 53.98, Vitality was 43.20, Social functioning 

was 47.58, Role emotional was 43.44 and Mental health was 48.03. According to SF-

36 this range was moderate score and the Role physical mean was 12.67, according to 

SF-36 this range was poor. So among the participants their physical health quality of 

life was poor and mental health, social, emotional quality of life was fair. 
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4.4 Association between Numeric pain rating scalein back&Socio-demographic 

variables:  

Table 4: Association between Numeric pain rating scale in back & Demographic 

variables- 

 

Variable 

Numeric pain rating scale in back Chi-

Square  

P-

Value None  Mild  Moderate  Severe  

Age 

18-30 0.0% (n=0) 1.3% (n=4) 2.3% (n=7) 17.3%(n=52)  

5.63 

 

0.466 31-43 0.3% (n=1) 0.7% (n=2) 4.7% (n=14) 31.7%(n=95) 

44-56 0.0% (n=0) 1.3% (n=4) 3.3% (n=10) 37.0%(n=111) 

Gender 

Male 0.3% (n=1) 2.7% (n=8) 9.0% (n=27) 48.7%(n=146) 13.08 0.004* 

Female 0% (n=0) 0.7% (n=2) 1.3% (n=4) 37.3%(n=112) 

Marital Status 

Married 0.3% (n=1) 2.7% (n=8) 8.7%(n=26) 78.7%(n=236)  

4.13 

 

0.659 Unmarried  0% (n=0) 0.7% (n=2) 1.3% (n=4) 6.3% (n=19) 

Widow  0% (n=0) 0% (n=0) 0.3% (n=1) 1.0% (n=3) 

Education 

Illiterate 0% (n=0) 0% (n=0) 0.7% (n=2) 3.0% (n=9)  

 

44.63 

 

 

0.000* 

Primary 0% (n=0) 0.3% (n=1) 2.3% (n=7) 23.0% (n=69) 

Secondary 0% (n=0) 0% (n=0) 2.7% (n=8) 26.0% (n=78) 
Higher secondary 0% (n=0) 1.0% (n=3) 2.0% (n=6) 20.3% (n=61) 

Graduation 0% (n=0) 0.3% (n=1) 2.0% (n=6) 8.7% (n=26) 

Post-graduation 0.3% (n=1) 1.7% (n=5) 0.7% (n=2) 5.0% (n=15) 

Living Area 

Rural 0% (n=0) 0.3% (n=1) 3.3%(n=10) 22.7% (n=68)  

3.61 

 

 

0.73 Semirural 0% (n=0) 1.3% (n=4) 2.7% (n=8) 28.0% (n=84) 

Urban 0.3% (n=1) 1.7% (n=5) 4.3%(n=13) 35.3%(n=106) 

Occupation 

Farmers 0%(n=0) 0.3%(n=1) 0.3%(n=1) 6.3%(n=19)  

 

 

 

 

29.39 

 

 

 

 

 

0.21 

Garments workers 0% (n=0) 0% (n=0) 0% (n=0) 6.7% (n=20) 

Day Laborer 0% (n=0) 0% (n=0) 0% (n=0) 3.7% (n=11) 

Service Holder 0.3% (n=1) 0.7% (n=2) 3.0% (n=9) 15.7% (n=47) 

Businessman 0% (n=0) 0.7% (n=2) 2.7% (n=8) 12.7% (n=38) 

Retired 0% (n=0) 0% (n=0) 1.3% (n=4) 2.0% (n=6) 

Student 0% (n=0) 0.7% (n=2) 0.7% (n=2) 5.0% (n=15) 

Teacher 0% (n=0) 0.3% (n=1) 0.7% (n=2) 6.0% (n=18) 

Housewife 0% (n=0) 0.7% (n=2) 1.7% (n=5) 28.0%(n=84) 

Tobacco Intake 

Cigarette 0.3% (n=1) 1.3% (n=4) 2.3% (n=7) 19.3% (n=58)  

 

9.51 

 

 

 

 

0.66 

 

 

Betel leaf 0% (n=0) 0% (n=0) 1.0% (n=3) 17.0% (n=51) 

Jorda 0% (n=0) 0% (n=0) 0% (n=0) 1.3% (n=4) 

Gull 0% (n=0) 0% (n=0) 0% (n=0) 0.3% (n=1) 

Null 0% (n=0) 2.0% (n=6) 7.0% n=21) 48.0%(n=144) 
*Chi-Square test 
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4.4.1: Association between Age and Numeric pain rating scale in back region- 

In Table- 4: this study found no association in between Age and Numeric Pain Rating 

Scale in Back region among the participants. The Chi-Square value of this association 

was 5.63 and P value was 0.47.  This was not significant. Significant value was 

P<0.05. 

 

4.4.2: Association between Gender and Numeric pain rating scale in back region- 

In Table- 4: this study found an association in between Gender and Numeric Pain 

Rating Scale in Back region among the participants. The Chi-Square value of this 

association was 13.08 and P value was 0.004*. P<0.05 was significant.  

 

4.4.3 Association between Marital Status and Numeric pain rating scale in back 

region- 

In Table- 4: this study found no association in between Marital Status and Numeric 

Pain Rating Scale in Back region among the participants. The Chi-Square value of 

this association was 4.13 and P value was 0.66. This wasnot significant. Significant 

value wasP<0.05. 

 

4.4.4 Association between Educational Qualification and Numeric pain rating 

scale in back region- 

In Table- 4: this study found an association in between Educational Qualification and 

Numeric Pain Rating Scale in Back region among the participants. The Chi-Square 

value of this association was 44.63 and P value was 0.000*. P<0.05 wassignificant. 

 

4.4.5 Association between Living Area and Numeric pain rating scale in back 

region- 

In Table- 4: this study found no association in between Living area and Numeric Pain 

Rating Scale in Back region among the participants. The Chi-Square value of this 

association was 3.61 and P value was 0.73. This wasnot significant. Significant value 

wasP<0.05. 

 

4.4.6 Association between Occupation and Numeric pain rating scale in back 

region- 

In Table- 4: this study found no association in between Educational Qualification and 

Numeric Pain Rating Scale in Back region among the participants. The Chi-Square 

value of this association was 29.39 and P value was 0.21. This wasnot significant. 

Significant value wasP<0.05. 

 

4.4.7 Association between Tobacco Intake and Numeric pain rating scale in back 

region- 

In Table- 4: this study found no association in between Tobacco Intake and Numeric 

Pain Rating Scale in Back region among the participants. The Chi-Square value of 

this association was 9.51 and P value was 0.66.This wasnot significant. Significant 

value wasP<0.05. 
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4.5 Association between Numeric pain rating scale in above knee & Socio-

demographic variables:  

Table 5: Association between Numeric pain rating scale in above knee & Socio-

demographic variables- 

 

Variable 

Numeric pain rating scale in above knee Chi-

Square  

P-

Value None  Mild  Moderate  Severe  

Age 

18-30 0.3% (n=1) 2.0% (n=6) 5.7% (n=17) 13.0% (n=39)  

4.42 

 

0.62 31-43 1.7% (n=5) 2.0% (n=6) 9.7% (n=29) 24.0% (n=72) 

44-56 2.0% (n=6) 1.3% (n=4) 11.3% (n=34) 27.0% (n=81) 

Gender 

Male 3.7%(n=11) 4.3%(n=13) 16.7%(n=50) 36.0%(n=108) 9.36 0.03* 

Female 0.3% (n=1) 1.0% (n=3) 10.0%(n=30) 28.0% (n=84) 

Marital Status 

Married 4.0%(n=12) 4.3%(n=13) 23.0%(n=69) 59.0%(n=177)  

6.23 

 

0.39 Unmarried  0% (n=0) 1.0% (n=3) 3.0% (n=9) 4.3% (n=13) 

Widow  0% (n=0) 0% (n=0) 0.7% (n=2) 0.7% (n=2) 

Education  

Illiterate 0.3% (n=1) 0% (n=0) 1.3% (n=4) 2.0% (n=6)  

 

39.24 

 

 

0.001* 

Primary 1.0% (n=3) 0.7% (n=2) 5.3% (n=16) 18.7% (n=56) 

Secondary 1.7% (n=5) 0.7% (n=2) 5.7% (n=17) 20.7% (n=62) 
Higher secondary 0.3% (n=1) 1.7% (n=5) 7.7% (n=23) 13.7% (n=41) 

Graduation 0% (n=0) 0.3% (n=1) 4.3% (n=13) 6.3% (n=19) 

Post-graduation 0.7% (n=2) 2.0% (n=6) 2.3% (n=7) 2.7% (n=8) 

Living Area 

Rural 1.7% (n=5) 1.0% (n=3) 7.7% (n=23) 16.0% (n=48)  

3.09 

 

0.80 Semirural 1.0% (n=3) 2.0% (n=6) 7.3% (n=22) 21.7% (n=65) 

Urban 1.3% (n=4) 2.3% (n=7) 11.7%(n=35) 26.3% (n=79) 

Occupation 

Farmers 0.7% (n=2) 0.3% (n=1) 2.0% (n=6) 4.0% (n=12)  

 

 

 

26.64 

 

 

 

 

0.32 

Garments workers 0% (n=0) 0.3% (n=1) 0.7% (n=2) 5.7% (n=17) 

Day Laborer 0.3% (n=1) 0% (n=0) 0.3% (n=1) 3.0% (n=9) 

Service Holder 2.0% (n=6) 1.0% (n=3) 6.3% (n=19) 10.3% (n=31) 

Businessman 0.7% (n=2) 0.7% (n=2) 4.3% (n=13) 10.3% (n=31) 

Retired 0% (n=0) 0.3% (n=1) 1.0% (n=3) 2.0% (n=6) 

Student 0% (n=0) 1.0% (n=3) 1.7% (n=5) 3.7% (n=11) 

Teacher 0.3% (n=1) 0.3% (n=1) 1.7% (n=5) 4.7% (n=14) 

Housewife 0% (n=0) 1.3% (n=4) 8.7% (n=26) 20.3% (n=61) 

Tobacco Intake 

Cigarette 0.7% (n=2) 1.7% (n=5) 4.7% (n=14) 16.3% (n=49)  

 

8.36 

 

 

 

 

0.76 

 

 

Betel leaf 0.7% (n=2) 0% (n=0) 6.3% (n=19) 11.0% (n=33) 

Jorda 0% (n=0) 0% (n=0) 0.3% (n=1) 1.0% (n=3) 

Gull 0% (n=0) 0% (n=0) 0% (n=0) 0.3% (n=1) 

Null 2.7% (n=8) 3.7%(n=11) 15.3%(n=46) 35.3%(n=106) 
*Chi-Square test 
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4.5.1 Association between Age and Numeric pain rating scale in Above Knee 

region: 

In Table- 5:This study found no association in between Age and Numeric Pain Rating 

Scale in Above Knee region among the participants. The Chi-Square value of this 

association was 4.42 and P value was 0.62. This wasnot significant. Significant value 

wasP<0.05. 

 

4.5.2 Association between Gender and Numeric pain rating scale in Above Knee 

region:  

In Table- 5: This study found an association in between Gender and Numeric Pain 

Rating Scale in Above Knee region among the participants. The Chi-Square value of 

this association was 9.36 and P value was 0.03. P<0.05 is significant. 

 

4.5.3 Association between Marital Status and Numeric pain rating scale in Above 

Knee region: 

In Table- 5: this study found no association in between Marital Status and Numeric 

Pain Rating Scale in Above Knee region among the participants. The Chi-Square 

value of this association was 6.23 and P value was 0.39. This wasnot significant. 

Significant value wasP<0.05. 

 

4.5.4 Association between Educational Qualification and Numeric pain rating 

scale in Above Knee region: 

In Table- 5: this study found an association in between Educational Qualification and 

Numeric Pain Rating Scale in Above Knee region among the participants. The Chi-

Square value of this association was 39.24 and P value was 0.001. P<0.05 was 

significant. 

 

4.5.5 Association between Living Area and Numeric pain rating scale in Above 

Knee region: 

In Table- 5: this study found no association in between Living area and Numeric Pain 

Rating Scale in Above Knee region among the participants. The Chi-Square value of 

this association was 3.09 and P value was 0.80. This wasnot significant. Significant 

value wasP<0.05. 

 

4.5.6 Association between Occupation and Numeric pain rating scale in Above 

Knee region: 

In Table- 5: this study found no association in between Educational Qualification and 

Numeric Pain Rating Scale in Above Knee region among the participants. The Chi-

Square value of this association was 26.64 and P value was 0.32. This wasnot 

significant. Significant value wasP<0.05. 

 

4.5.7 Association between Tobacco Intake and Numeric pain rating scale in 

Above Knee region: 

In Table- 5: this study found no association in between Tobacco Intake and Numeric 

Pain Rating Scale in Above Knee region among the participants. The Chi-Square 

value of this association was 8.36 and P value was 0.76. This wasnot significant. 

Significant value wasP<0.05. 

  



36 
 

4.6 Association between Numeric pain rating scale in below knee & Socio-

demographic variables:  

Table 6: Association between Numeric pain rating scale in below knee & Socio-

demographic variables- 

 

Variable 

Numeric pain rating scale in below knee Chi-

Square  

P-

Value None  Mild  Moderate  Severe  

Age 

18-30 1.0% (n=3) 0.7% (n=2) 5.7% (n=17) 13.7% (n=41)  

4.08 

 

0.67 31-43 1.3% (n=4) 0.7% (n=2) 7.7% (n=23) 27.7% (n=83) 

44-56 2.7% (n=8) 2.0% (n=6) 9.7% (n=29) 27.3% (n=82) 

Gender 

Male 4.0%(n=12) 3.0% (n=9) 15.3%(n=46) 38.3%(n=115) 9.02 0.03* 

Female 1.0% (n=3) 0.3% (n=1) 7.7% (n=23) 30.3% (n=91) 

Marital Status 

Married 4.0%(n=12) 3.0% (n=9) 19.0%(n=57) 64.3%(n=193)  

18.66 
 

0.005

* 
Unmarried  1.0% (n=3) 0.3% (n=1) 2.7% (n=8) 4.3% (n=13) 

Widow  0% (n=0) 0% (n=0) 1.3% (n=4) 0% (n=0) 

Education  

Illiterate 0% (n=0) 0% (n=0) 1.3% (n=4) 2.3% (n=7)  

 

25.85 

 

 

0.04* 

Primary 1.7% (n=5) 0.7% (n=2) 6.3% (n=19) 17.0% (n=51) 

Secondary 1.0% (n=3) 0.3% (n=1) 5.7% (n=17) 21.7% (n=65) 
Higher secondary 1.0% (n=3) 0.3% (n=1) 5.0% (n=15) 17.0% (n=51) 

Graduation 0.7% (n=2) 0.7% (n=2) 2.0% (n=6) 7.7% (n=23) 

Post-graduation 0.7% (n=2) 1.3% (n=4) 2.7% (n=8) 3.0% (n=9) 

Living Area 

Rural 2.3% (n=7) 0.3% (n=1) 6.7% (n=20) 17.0% (n=51)  

5.20 

 

0.52 Semirural 1.3% (n=4) 1.3% (n=4) 7.0% (n=21) 22.3% (n=67) 

Urban 1.3% (n=4) 1.7% (n=5) 9.3% (n=28) 29.3% (n=88) 

Occupation 

Farmers 1.0% (n=3) 0.7% (n=2) 2.0% (n=6) 3.3% (n=10)  

 

 

 

33.79 

 

 

 

 

0.09 

Garments workers 0% (n=0) 0% (n=0) 1.0% (n=3) 5.7% (n=17) 

Day Laborer 0% (n=0) 0% (n=0) 0.7% (n=2) 3.0% (n=9) 

Service Holder 2.0% (n=6) 1.3% (n=4) 4.3% (n=13) 12.0% (n=36) 

Businessman 0.7% (n=2) 0% (n=0) 4.0% (n=12) 11.3% (n=34) 

Retired 0% (n=0) 0% (n=0) 1.0% (n=3) 2.3% (n=7) 

Student 0.7% (n=2) 0.3% (n=1) 2.0% (n=6) 3.3% (n=10) 

Teacher 0% (n=0) 0.3% (n=1) 3.0% (n=9) 3.7% (n=11) 

Housewife 0.7% (n=2) 0.7% (n=2) 5.0% (n=15) 24.0% (n=72) 

Tobacco Intake 

Cigarette 0.7% (n=2) 1.0% (n=3) 5.7% (n=16) 16.3% (n=49)  

 

2.68 

 

 

0.99 

Betel leaf 1.3% (n=4) 0.7% (n=2) 3.7% (n=11) 12.3% (n=37) 

Jorda 0% (n=0) 0% (n=0) 0.3% (n=1) 1.0% (n=3) 

Gull 0% (n=0) 0% (n=0) 0% (n=0) 0.3% (n=1) 

Null 3.0% (n=9) 1.7% (n=5) 13.7%(n=41) 38.7%(n=116) 
*Chi-Square test 
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4.6.1 Association between Age and Numeric pain rating scale in Below Knee 

region: 

In Table- 6: this study found no association in between Age and Numeric Pain Rating 

Scale in Below Knee region among the participants. The Chi-Square value of this 

association was 4.08 and P value was 0.67. This wasnot significant. Significant value 

wasP<0.05. 

 

4.6.2 Association between Gender and Numeric pain rating scale in Below Knee 

region:  

In Table- 6: this study found an association in between Gender and Numeric Pain 

Rating Scale in Below Knee region among the participants. The Chi-Square value of 

this association was 9.02 and P value was 0.03. P<0.05 was significant.  

 

4.6.3 Association between Marital Status and Numeric pain rating scale in Below 

Knee region: 

In Table- 6: this study found an association in between Marital Status and Numeric 

Pain Rating Scale in Below Knee region among the participants. The Chi-Square 

value of this association was 18.66 and P value was 0.0.005. P<0.05 was significant. 

 

4.6.4 Association between Educational Qualification and Numeric pain rating 

scale in Below Knee region: 

In Table- 6: this study found an association in between Educational Qualification and 

Numeric Pain Rating Scale in Below Knee region among the participants. The Chi-

Square value of this association was 25.85 and P value was 0.04. P<0.05 was 

significant. 

 

4.6.5 Association between Living Area and Numeric pain rating scale in Below 

Knee region: 

In Table- 6: this study found no association in between Living area and Numeric Pain 

Rating Scale in Below Knee region among the participants. The Chi-Square value of 

this association was 5.20 and P value was 0.52. This wasnot significant. Significant 

value wasP<0.05. 

 

4.6.6 Association between Occupation and Numeric pain rating scale in Below 

Knee region: 

In Table- 6: this study found no association in between Educational Qualification and 

Numeric Pain Rating Scale in Below Knee region among the participants. The Chi-

Square value of this association was 33.79 and P value was 0.09. This wasnot 

significant. Significant value wasP<0.05. 

 

4.6.7 Association between Tobacco Intake and Numeric pain rating scale in 

Below Knee region: 

In Table- 6: this study found no association in between Tobacco Intake and Numeric 

Pain Rating Scale in Below Knee region among the participants. The Chi-Square 

value of this association was 2.68 and P value was 0.99. This wasnot significant. 

Significant value wasP<0.05. 
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4.7 Association between Ronald-Morris disability questionnaire&Demographic 

variables:  

Table 7:Association between Ronald-Morris disability questionnaire & Demographic 

variables- 

Variable Number of 

participants 
Mean  Std. 

Deviation  

F value P value  

Age  

18-30 63 16.89 3.19  

0.86 

 

0.42 31-43 112 16.19 3.79 

44-56 125 16.58 3.38 

Gender 

Male 182 16.35 0.27 0.85 0.36 

Female 118 16.73 0.29 

Marital Status 

Married 271 16.37 3.57  

1.89 

 

0.15 Unmarried 25 17.64 2.74 

Widow 4 18.00 0.82 

Educational Qualification 

Illiterate 11 15.00 4.24  

 

 

1.08 

 

 

 

0.37 

Primary 77 16.53 3.29 

Secondary 86 16.41 3.68 
Higher 

secondary 
70 16.91 3.29 

Graduation 33 16.94 2.72 

Post graduation 23 15.52 4.58 

Living area 

Rural 79 15.80 3.33  

2.24 

 

0.11 Semirural 96 16.85 3.68 

Urban 125 16.66 3.44 

Occupation 

Farmers 21 16.29 3.52  

 

 

 

0.56 

 

 

 

 

0.81 

Garments workers 20 17.10 3.04 

Day Laborer 11 16.09 4.23 

Service Holder 59 16.83 3.25 

Businessman 48 15.75 4.37 

Retired 10 17.00 3.74 

Student 19 17.21 3.07 

Teacher 21 16.38 3.93 

House Wife 91 16.46 3.15 

Tobacco intake 

Cigarette 70 16.64 3.25  

 

0.54 

 

 

0.70 

Betel leaf 54 16.44 3.25 

Jorda 4 14.00 3.56 

Gull 1 16.00 0 

Null 171 16.51 3.69 

*One-Way ANOVA test  
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Association between Ronald-Morris disability questionnaire & Demographic 

variables- 

Variable Number of 

participants 
Mean  Std. 

Deviation  

F value P value  

MRI Findings 

Protrution 100 15.90 4.53  

4.30 
 

0.005* Harniation 93 16.05 2.58 

Bulging 98 17.38 2.91 

Type of pain 

Acute pain 48 16.08 3.57 1.23 0.29 

Sub acute pain 107 16.91 3.06 

Chronic pain 145 16.33 3.78 

*One-Way ANOVA test  

4.7.1 Association between Age and Ronald Moris Disability Questionnaire:  

In Table- 7: this study found no association in between Age and Ronald Moris 

Disability Questionnaire among the participants. The highest mean value of this 

association 16.89 in the age group (18-30) was indicating the severe disability and 

lowest mean value 16.19 in the age group (31-43) was indicating the low level of 

disability. In this association F value was 0.86 and P value was 0.42. This wasnot 

significant. Significant value wasP<0.05. 

 

4.7.2 Association between Gender and Ronald Moris Disability Questionnaire:  

In Table- 7: this study found no association in between Gender and Ronald Moris 

Disability Questionnaire among the participants. The highest mean value of this 

association 16.73 in female was indicating the severe disability and lowest mean 

value 16.35 in male was indicating the low level of disability. In this association F 

value was 0.85 and P value was 0.36. This wasnot significant. Significant value 

wasP<0.05. 

 

4.7.3 Association between Marital Status and Ronald Moris Disability 

Questionnaire:  

In Table- 7: this study found no association in between Marital Status and Ronald 

Moris Disability Questionnaire among the participants. The highest mean value of this 

association 18.00 in widow was indicating the severe disability and lowest mean 

value 16.37 in married was indicating the low level of disability. In this association F 

value was 1.89 and P value was 0.15. This wasnot significant. Significant value 

wasP<0.05. 

 

4.7.4 Association between Educational Qualification and Ronald Moris 

DisabilityQuestionnaire:  

In Table- 7: this study found no association in between Educational qualification and 

Ronald Moris Disability Questionnaire among the participants. The highest mean 

value of this association 16.94 was indicating the severe disability and lowest mean 

value 15.00 was indicating the low level of disability. In this association F value was 

1.08 and P value was 0.37. This wasnot significant. Significant value wasP<0.05. 
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4.7.5 Association between Living area and Ronald Moris Disability 

Questionnaire:  

In Table- 7: this study found no association in between Living area and Ronald Moris 

Disability Questionnaire among the participants. The highest mean value of this 

association 16.85 was indicating the severe disability and lowest mean value 15.80 

was indicating the low level of disability. In this association F value was 2.24 and P 

value was 0.11. This wasnot significant. Significant value wasP<0.05. 

 

4.7.6 Association between Occupation and Ronald Moris Disability 

Questionnaire:  

In Table- 7: this study found no association in between Occupation and Ronald Moris 

Disability Questionnaire among the participants. The highest mean value of this 

association 17.21 in students was indicating the severe disability and lowest mean 

value 15.75 in Businessman’s was indicating the low level of disability. In this 

association F value was 0.56 and P value was 0.81. This wasnot significant. 

Significant value wasP<0.05. 

 

4.7.7 Association between Tobacco Intake and Ronald Moris Disability 

Questionnaire:  

In Table- 7: this study found no association in between Tobacco intake and Ronald 

Moris Disability Questionnaire among the participants. The highest mean value of this 

association 16.64 was indicating the severe disability and lowest mean value 14.00 

was indicating the low level of disability. In this association F value was 0.54 and P 

value was 0.70. This wasnot significant. Significant value wasP<0.05. 

 

4.7.8 Association between MRI finding and Ronald Moris Disability 

Questionnaire:  

In Table- 7: this study found an association in between MRI finding and Ronald 

Moris Disability Questionnaire among the participants. The highest mean value of this 

association 18.11 was indicating the severe disability and lowest mean value 15.90 

was indicating the low level of disability. In this association F value was 4.30 and P 

value was 0.005. P<0.05 was significant. 

 

4.7.9 Association between Type of Pain and Ronald Moris Disability 

Questionnaire:  

In Table- 7: this study found no association in between Type of pain and Ronald 

Moris Disability Questionnaire among the participants. The highest mean value of this 

association 16.91 was indicating the severe disability and lowest mean value 16.08 

was indicating the low level of disability. In this association F value was 1.23 and P 

value was 0.29. This wasnot significant. Significant value wasP<0.05. 
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4.8 Association between Tampa scale for Kinesiophobia&Demographic 

variables:  

Table 8:Association between Tampa scale for Kinesiophobia questionnaire & 

Demographic variables- 

 

Variable 

Tampa scale for Kinesiophobia Chi-

Square  

P-

Value No Kinesiophobia Suffering From Kinesiophobia 

Age  

18-30 1.0% (n=3) 20.0% (n=60)  

0.29 

 

0.86 31-43 1.3% (n=4) 36.0% (n=108) 

44-56 1.3% (n=4) 40.3% (n=121) 

Gender 

Male 0.7% (n=2) 60.0% (n=180) 8.64 0.003* 
Female  3.0% (n=9) 36.3% (n=109) 

Marital Status 

Marred 3.3% (n=10) 87.0% (n=261)  

0.161 

 

0.92 Unmarried  0.3% (n=1) 8.0% (n=24) 

Widow 0% (n=0) 1.3% (n=4) 

Educational Qualification 

Illiterate 0.0% (n=0) 3.7% (n=11)  

 

 

 

1.66 

 

 

 

 

0.89 

Primary 1.0% (n=3) 24.7% (n=74) 

Secondary 1.3% (n=4) 27.3% (n=82) 
Higher secondary 1.0% (n=3) 22.3% (n=67) 

Graduation 0.3%  (n=1) 10.7% (n=32) 

Post graduation 0.0% (n=0) 7.7% (n=23) 

Living Area 

Rural  1.3% (n=4) 25.0% (n=75)  

0.59 

 

0.74 Semirural 1.0% (n=3) 31.0% (n=93) 

Urban  1.3% (n=4) 40.3% (n=121) 

Occupation 

Farmers 0.3% (n=1) 6.7% (n=20)  

 

 

 

 

 

12.48 

 

 

 

 

 

 

0.13 

Garments workers 0% (n=0) 6.7% (n=20) 

Day Laborer 0% (n=0) 3.7% (n=11) 

Service Holder 0% (n=0) 19.7% (n=59) 

Businessman 0% (n=0) 16.0% (n=48) 

Retired 0% (n=0) 3.3% (n=10) 

Student 0.7% (n=2) 5.7% (n=17) 

Teacher 0.3% (n=1) 6.7% (n=20) 

House Wife 2.3% (n=7) 28.0% (n=84) 

Tobacco Intake 

Cigarette 0.3% (n=1) 23.0% (n=69)  

 

3.33 

 

 

0.50 

Betel leaf 1.3% (n=4) 16.7% (n=50) 

Jorda 0% (n=0) 1.3% (n=4) 

Gull 0% (n=0) 0.3% (n=1) 

Null 2.0% (n=6) 55.0% (n=165) 

*Chi-square test 
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4.8.1 Association between Age and Tampa scale for Kinesiophobia: 

In Table- 8: this study found no association in between Age and Tampa scale for 

Kinesiophobia among the participants. The Chi-Square value of this association was 

0.29 and P value was 0.86. This wasnot significant. Significant value wasP<0.05. 

 

4.8.2 Association between Gender and Tampa scale for Kinesiophobia: 

In Table- 8: this study found an association in between Gender and Tampa scale for 

Kinesiophobia among the participants. The Chi-Square value of this association was 

8.64 and P value was 0.003. P<0.05 was significant.  

 

4.8.3 Association between Marital Status and Tampa scale for Kinesiophobia: 

In Table- 8: Table- 8: this study found no association in between Marital Status and 

Tampa scale for Kinesiophobia among the participants. The Chi-Square value of this 

association was 0.16 and P value was 0.92. This wasnot significant. Significant value 

wasP<0.05. 

 

4.8.4 Association between Educational Qualification and Tampa scale for 

Kinesiophobia: 

In Table- 8: this study found no association in between Educational Qualification and 

Tampa scale for Kinesiophobia among the participants. The Chi-Square value of this 

association was 1.66 and P value was 0.89. This wasnot significant. Significant value 

wasP<0.05. 

 

4.8.5 Association between Living Area and Tampa scale for Kinesiophobia: 

In Table- 8: this study found no association in between Living Area and Tampa scale 

for Kinesiophobia among the participants. The Chi-Square value of this association 

was 0.59 and P value was 0.74.This wasnot significant.Significant value wasP<0.05. 

 

4.8.6 Association between Occupation and Tampa scale for Kinesiophobia: 

In Table- 8: this study found no association in between Occupation and Tampa scale 

for Kinesiophobia among the participants. The Chi-Square value of this association 

was 12.48 and P value was 0.13. This wasnot significant. Significant value 

wasP<0.05. 

 

4.8.7 Association between Tobacco Intake and Tampa scale for Kinesiophobia: 

In Table- 8: this study found no association in between Tobacco Intake and Tampa 

scale for Kinesiophobia among the participants. The Chi-Square value of this 

association was 3.33 and P value was 0.50. This wasnot significant. Significant value 

wasP<0.05. 
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4.9 Association between SF-36 Questionnaire &Demographic variables:  

Table 9:Association between SF-36 Questionnaire & Demographic variables- 

Variable 

 (SF-36 domain) 

Number of 

participants 

Mean  Std. 

Deviation  

F value P value  

Age (Physical Functioning) 

18-30 63 18.38 2.60  

2.78 
 

0.04* 31-43 112 18.79 3.28 

44-56 125 17.94 2.42 

Occupation (Physical Functioning) 

Farmers 21 17.81 2.69  

 

 

0.59 

 

 

 

0.79 

Garments workers 20 18.65 2.48 

Day Laborer 11 18.45 2.02 

Service Holder 59 18.37 2.52 

Businessman 48 18.13 2.38 

Retired 10 17.90 3.45 

Student 19 17.58 2.24 

Teacher 21 18.24 3.08 

House Wife 91 18.74 3.37 

MRI finding (Physical Functioning) 

Protrution 100 17.82 2.42 4.89 0.002* 

Harniation 93 18.08 3.03 

Bulging 98 19.21 2.92 

Sequestration 9 17.67 1.58 

Gender (Role Physical) 

Male  182 4.46 0.66 1.72 0.19 

Female  118 4.58 1.04 

MRI finding (Role Physical) 

Protrution 100 4.43 0.67  

2.61 
 

0.04* Harniation 93 4.67 0.66 

Bulging 98 4.48 1.10 

Sequestration 9 4.00 0.00 

Marital Status (General Health) 

Married 271 15.78 2.44  

0.50 

 

0.61 Unmarried 25 15.80 2.52 

Widow 4 17.00 0.82 

Living Area (General Health) 

Rural  79 16.09 2.08 1.15 0.32 

Semirural  96 15.53 2.49 

Urban  125 15.82 2.58 

Education (Vitality) 

Illiterate 11 14.00 1.95  

 

3.60 

 

 

0.004* 

Primary 77 13.49 3.80 

Secondary 86 11.92 3.44 

Higher secondary 70 11.71 3.48 

Graduation 33 13.58 3.56 

Post graduation 23 13.30 3.16 
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Association between SF-36 Questionnaire & Demographic variables- 

Variable 

 (SF-36 domain) 

Number of 

participants 

Mean  Std. 

Deviation  

F value P value  

Type of Pain (Vitality) 
Acute  48 12.21 3.50  

1.26 

 

0.09 Sub-acute  107 12.38 3.21 

Chronic  145 12.97 3.84 

Marital Status (Social Functioning) 
Married 271 5.83 1.25  

2.86 
 

0.04* Unmarried   25 5.36 1.11 

Widow  4 6.75 0.96 

Living area (Social Functioning) 
Rural  79 5.91 1.35  

0.66 

 

0.52 Semirural 96 5.70 1.27 

Urban 125 5.82 1.16 

Age (Mental Health) 
18-30 63 15.29 4.53  

7.95 
 

0.000* 31-43 112 17.79 3.68 

44-56 125 17.18 4.06 

Gender (Mental Health) 
Male  182 17.69 3.86 13.33 0.000* 

Female 118 15.95 4.31 

Occupation (Mental Health) 
Farmers 21 18.00 3.38  

 

 

 

2.80 

 

 

 

 

0.005* 

Garments workers 20 16.30 3.89 

Day Laborer 11 17.91 4.57 

Service Holder 59 18.32 3.48 

Businessman 48 17.69 4.01 

Retired 10 16.20 5.07 

Student 19 15.37 3.89 

Teacher 21 17.90 4.35 

House Wife 91 15.84 4.28 

*One-Way ANOVA test  
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4.9.1 Association between Age and SF-36 Questionnaire (Physical Functioning):  

In Table- 9: this study found an association in between Age and SF-36 Questionnaire 

(Physical Functioning) among the participants. The P value was 0.04. P<0.05 was 

significant. 

 

4.9.2 Association between Occupation and SF-36 Questionnaire (Physical 

Functioning):  

In Table- 9: this study found no association in between Occupation and SF-36 

Questionnaire (Physical Functioning) among the participants. The P value was 0.79. 

This wasnot significant. Significant value wasP<0.05. 

 

4.9.3 Association between MRI finding and SF-36 Questionnaire (Physical 

Functioning): 

In Table- 9: this study found an association in between MRI findings and SF-36 

Questionnaire (Physical Functioning) among the participants. The P value was 0.002. 

P<0.05 was significant. 

 

4.9.4 Association between Gender and SF-36 Questionnaire (Role Physical):  

In Table- 9: this study found no association in between Gender and SF-36 

Questionnaire (Role Physical) among the participants. The P value was 0.19. This 

wasnot significant. Significant value wasP<0.05. 

 

4.9.5 Association between MRI finding and SF-36 Questionnaire (Role Physical): 

In Table- 9: this study found an association in between MRI findings and SF-36 

Questionnaire (Role Physical) among the participants. The P value was 0.04. P<0.05 

was significant. 

 

4.9.6 Association between Marital Status and SF-36 Questionnaire (General 

Health): 

In Table- 9: this study found no association in between Marital status and SF-36 

Questionnaire (General Health) among the participants. The P value was 0.61. This 

wasnot significant. Significant value wasP<0.05. 

 

4.9.7 Association between Living Area and SF-36 Questionnaire (General 

Health): 

In Table- 9: this study found no association in between Living area and SF-36 

Questionnaire (General Health) among the participants. The P value was 0.32. This 

wasnot significant. Significant value wasP<0.05. 

 

4.9.8 Association between Educational Qualification and SF-36 Questionnaire 

(Vitality): 

In Table- 9: this study found an association in between Educational qualification and 

SF-36 Questionnaire (Vitality) among the participants. The P value was 0.004. P<0.05 

was significant. 
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4.9.9 Association between Type of Pain and SF-36 Questionnaire (Vitality): 

In Table- 9: this study found no association in between Type of pain and SF-36 

Questionnaire (Vitality) among the participants. The P value was 0.09.  This wasnot 

significant. Significant value wasP<0.05. 

 

4.9.10 Association between Marital Status and SF-36 Questionnaire (Social 

Functioning): 

In Table- 9: this study found an association in between Marital status and SF-36 

Questionnaire (social functioning) among the participants. The P value was 0.04. 

P<0.05 was significant. 

 

4.9.11 Association between Living area and SF-36 Questionnaire (Social 

Functioning): 

In Table- 9: this study found no association in between Living area and SF-36 

Questionnaire (Social Functioning) among the participants. The P value was 0.52. 

This wasnot significant. Significant value wasP<0.05. 

 

4.9.12 Association between age and SF-36 Questionnaire (Mental Health): 

In Table- 9: this study found an association in between Age and SF-36 Questionnaire 

(Mental health) among the participants. The P value was 0.000.P<0.05 was 

significant.  

 

4.9.13 Association between Gender and SF-36 Questionnaire (Mental Health): 

In Table- 9: this study found an association in between Gender and SF-36 

Questionnaire (Mental health) among the participants. The P value was 0.000.P<0.05 

was significant. 

 

4.9.14 Association between Occupation and SF-36 Questionnaire (Mental 

Health):  

In Table- 9: this study found an association in between Occupation and SF-36 

Questionnaire (Mental health) among the participants. The P value was 0.005.P<0.05 

was significant. 
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CHAPTER –V                                                              DISCUSSION  

 

The purpose of this study was to find out the associations between pain, 

kinesiophobia, disability and quality of life among patients with Prolapsed Lumber 

Intervertebral Disc (PLID). According to Rhon& Fritz (2015), LBP is one of the top 

ten worldwide burden diseases on society. In this study 300 Patients with PLID were 

included as sample, among them the age group 18-30 has 21% (n=63), 31-43 has 

37.3% (n=112), 44-56 has 41.7% (n=125) participants. In which Mean 40.56 and Std. 

Deviation 10.94. According to West et al., 2010, 78.2 percent of people had Prolapsed 

Lumbar Intervertebral Disc Disease. Disc bulging affects 56% of people (Orthofracs, 

2021).Deyo et al (2006) showed that 26% of American adults reporting low back pain 

between the age of 26-40 years. In this study most frequent age range of participants 

was (41.7%) who suffered from low back pain in between 44-56 years. It was 

observed from this study that the prevalence of low back pain was higher among the 

male (60.70%) than the female (39.30%). In a research that was published by Tissot et 

al (2009) a significantly larger proportion of men (58%) than women (51%) usually 

stand at work. 90.3% (n=271) were married, 8.3% (n=25) were unmarried, and 1.3% 

(n=4) were widow. 

Among 300 patients 26.3% (n=79) came from rural living area, 32% (n=96) came 

from semirural living area, and 41.7% (n=125) came from urban living area. Among 

the 300 participants, 3.7% (n=11) were Illiterate, 25.7% (n=77) were Primary, 28.7% 

(n=86) were Secondary, 23.3% (n=70) were Higher secondary, 11% (n=33) were 

Graduation and 7.7% (n=23) were Post-graduate participants. 

Workers with low back pain scored considerably lower on the SF36 (63.90 17.39 vs. 

79.42 15.01; P 0.001) and General health sub-domains (58.29 19.63 vs. 69.84 18.63; 

P0.001) than other workers (Bahrami et al., 2016). In this study Occupation of the 

participants, 7% (n=21) were Farmer, 6.7% (n=20) were Garments worker, 3.7% 

(n=11) were Day laborer, 19.7% (n=59) were Service holder, 16% (n=48) were 

Businessmen 3.3% (n=10) were Retired, 6.3% (n=19) were Students, 7% (n=21) were 

Teacher and 30.3% (n=91) were House wife. And 23.3% (n=70) were take cigarette, 

18% (n=54) were take betel leaf, 1.3% (n=4) were take jorda, 0.3% (n=1) were take 

gull and 57% (n=171) participants were didn’t take anything. 
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The radiological MRI report finding among the 300 participants, 32.7% (n=100) had 

Disc Protrusion, 30.4% (n=93) had Disc Harniation, 32% (n=98) had Disk Bulging, 

4.9% (n=15) had Disc Sequestration and X-Ray Report finding of the participants 

7.6% (n=44) had increase lumbar lordosis, 41.3% (n=239) had decrease lumbar 

lordosis, 4.7% (n=27) had flat lumbar spine, 17.5% (n=101) had disc space reduce, 

27.9% (n=161) had disc degenerative change and 1% (n=6) had normal study in X-

ray report findings. 

LBP was projected to have a global age-standardized point prevalence of 9.4% in 

2010 (Hoy et al., 2014). Back pain that interferes with daily activities is very common 

(17% to 70%) (Takasaki &May, 2014). Lumbar radiculopathy has an annual 

incidence of 83.2 per 100000 in the general population, with a higher frequency in the 

fifth decade of life (Polston, 2007). The participants suffering from PLID minimum 

duration is 1 month and maximum duration is 60 month. In which Mean 16.09 and 

Std. Deviation 18.42 and in there was acute type of pain had 16%(n=48), sub-acute 

type of pain had 35.7%(n=107) and chronic type of pain had 48.3%(n=145). Self-

reported pain intensity was assessed using a numeric rating scale for pain (NRS). This 

questionnaire consists out of an 11-point scale ranging from 0 (―no pain‖) to 10 

(―worst pain imaginable‖) (Farrar et al., 2008) 

The study concludes that participants who were suffering from PLID0.3% (n=1) had 

no pain in back region, 3.3% (n=10) had mild pain in back region, 10.3% (n=31) had 

moderate pain in back region and 86% (n=258) had severe pain in back region. The 

association between gender and numeric pain rating scale in back region was 

significant, Chi-Square value was 13.08 (P<0.05). Educational qualificationand 

numeric pain rating scale in back region was significant, Chi-Square value was 44.63 

(P<0.05). Radiating leg pain due to lumber disc prolapsed was one of the painful 

experiences the patients ever had. Stynes et al. (2018) stated that of the 395 

participants, 75% participants had radiating leg pain and that worsen their functional 

capability in their daily livelihood. In this study found an association in between 

marital status, Gender, educational qualification and Numeric Pain Rating Scale in 

Below Knee region among the participants. Low back pain is the most common 

causes for chronic or temporary impairment in U.S. adults under the age of 65, & the 

most common cause of activity limitations in persons under the age of 45 & it is 

established by (Sabino&Grauer, 2008). Leg pain as a referred symptom associated 
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with back pain or a prolapsed lumbar intervertebral disc has been estimated to be 35 

percent common, while real sciatica frequency is 2-5 percent (Nachemson et al., 

2009). 4.3% (n=13) had no radiating pain, 66% (n=198) had radiating unilateral pain 

and 29.7% (n=89) had radiating bilateral pain.5.7% (n=17) had no radiating pain 

above knee region, 65.3% (n=196) had radiating unilateral pain above knee region, 

29% (n=87) had radiating bilateral pain above knee region and Association between 

educational qualification, Gender and Numeric Pain Rating Scale in Above Knee 

region was also significant (P<0.05). About6.3% (n=19) had no radiating pain below 

knee region, 63% (n=189) had radiating unilateral pain below knee region and 30.7% 

(n=92) had radiating bilateral pain below knee region. In this study found an 

association in between marital status, Gender, educational qualification and Numeric 

Pain Rating Scale in Below Knee region among the participants (P<0.05). 

According to the World Health Organization, 10% of Bangladesh's population is 

disabled (Hossain, 2012). Prolapsed Lumbar Intervertebral Disc, or PLID, is one of 

the most prevalent causes of disability and a financial burden on individuals, society, 

and the National Health Service around the world (McKenzie, 1995). Ronald Moris 

Disability Questionnaire has been verified to be a reliable and valid LBP 

measurement for patients (Koc et al.,2018). Duration of suffering from lumber disc 

degenerative disorders like lumber disc prolapse could be a trigger to fall in disability 

in worldwide (Jacobsen et al., 2012). Among the 300 participants suffering from 

PLID minimum disability score was 7 and maximum disability score was 22. In 

which Mean 16.50 and Std. Deviation 3.50. For functional disability, the mean 

Ronald Moris Disability score was 13.94 ([3–24] median: 14; S.D.: 4.72). Seventy 

percent of the patients had Ronald Moris Disability score above 12 (Thomas et al., 

2010). Among the 15% patients needed surgery who had lumber disc prolapsed and 

they had more chance to fall in disability and among these patients, 42.5% patients 

had anxiety (Arif et al., 2019). Researcher found an association in between MRI 

finding and Ronald Moris Disability Questionnaire among the participants (P<0.05). 

PLID is frequently accompanied by disability, which can range in severity and be 

temporary or permanent (Waddell, 2013). The highest mean value of this association 

was indicating the severe disability and lowest mean value was indicating the low 

level of disability. The Ronald Moris Disability Questionnaire is a health status 

measure, which is designed to be completed by patients to assess their physical 
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disability of LBP. It consists of 24 items addressing daily life and physical activity, 

such as personal care, sleeping,work and walking (Roland & Fairbank, 2000). One 

point is assigned to each of these items, resulting in the total scores of 0 (no disability) 

to 24 (maximum disability) points (Fan et al., 2019). 

All of the 300 participants there was 3.7% (n=11) had no kinesiophobia and 96.3% 

(n=289) had severe kinesiophobia. The association between gender and Tampa Scale 

of Kinesiophobia was significant, Chi-Square value was 8.64 (P<0.05).  For  the  

Tampa Scale of Kinesiophobia score, interpretation was possible for 44 patients, with 

an average of 46 ([19–65]  median:  46;  S.D.:  9.50);  79.55%  of  the  patients(95% 

CI: 64.25–89.67) had a score over 40 (Thomas et al.,2010). 

From 300 participants the mean score of physical functioning was 41.75, Role 

physical was 12.67, Bodily Pain was 55.80, General Health was 53.98, Vitality was 

43.20, Social Functioning was 47.58, Role Emotional was 43.44, Mental Health was 

48.03 And standard deviation of PF was 14.11, RP was 20.80, BP was 16.99, GH was 

12.15, VT was 17.87, SF was 15.55, RE was 50.25, MH was 16.48.The SF-36 is 

composed of 8 multi-item scales, which can assess the physical function, role 

limitations due to physical health problems, bodily pain, general health, vitality, social 

functioning, role limitations due to emotional problems and emotional well-being of 

patients (Wang et al., 2003). The impact of lumber disc prolapsed on devastating in 

individuals life on physically, socially, mentally and also economically (Gardner et 

al., 2019). Association between age, MRI finding and physical functioning was 

significant (P<0.05). In this study found an association in between MRI findings and 

role physical was also significant (P<0.05). Association in between 

Educationalqualification and vitality was significant (P<0.05). Association between 

marital status and social functioning was significant (P<0.05). Researcher found 

association between age, gender, occupation and mental health was significant 

(P<0.05). Specifically, these eight scales have been aggregated into two summary 

measures, which are the Physical Component Summary (PCS) score and Mental 

Component Summary (MCS) score (Zhou et al., 2012). The lowest score indicate the 

poor quality of life and highest score indicate the good quality of life. Because LBP 

can result in a temporary loss of productivity, substantial medical and indirect costs, 

or even permanent disability, it has a significant socioeconomic impact (Apfel et al., 

2010).  
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CHAPTER –VI             CONCLUSION AND RECOMMENDATION 

 

6.1 Conclusion 

The result of this study has shown that, the associations between pain, kinesiophobia, 

disability and quality of life among patients with Prolapsed Lumber Intervertebral 

Disc (PLID). Low back pain is a very common musculoskeletal condition in the 

developing country where Bangladesh is not out of range. Everyday a lot of patients 

of low back pain with Prolapsed Lumbar Intervertibral disc come to the physician’s. 

Low back pain has great impact causing severe long term physical disability and give 

rise to huge cost for the society. Literature showed that more than one-third of 

disability is caused due to low back pain. From this study, it was found that the more 

frequency of PLID among the age group 44-56 years. It was observed from this study 

that the prevalence of PLID was higher among the male 60.70% than the female 

39.30% and about half of the participants came from urban area. Most of the 

participants of this study were service holder. In numeric pain rating scale there was 

about 86% participants has severe back pain with 66% patients had unilateral 

radiating pain and about 30% had bilateral radiating pain. In numeric pain rating 

scale, severe back pain among the male were 146 & female were 112 participants. 

Among the 300 participants suffering from PLID, minimum disability score was 7 

and maximum disability score was 22. In MRI report findings, the participants who 

had sequestration were highest level of disability. All of the 300 participants there was 

3.7% (n=11) had no kinesiophobia and 96.3% (n=289) had severe kinesiophobia 

among them male were 180 and female were 109 participants and 11 participants had 

no kinesiophobia. According to SF-36 scoring, among the 300 participants the mean 

value of physical functioning, Bodily pain, General health, Vitality, Social 

functioning, Role emotional and Mental health was moderate score and the Role 

physical mean score was poor. So among the participants their physical health quality 

of life was poor and mental health, social, emotional quality of life was fair. 

 

  



52 
 

6.2 Recommendation  

A recommendation evolves out of the context in which the study was conducted. The 

purpose of the study was to find out the associations between pain, kinesiophobia, 

disability and quality of life among patients with Prolapsed Lumber Intervertebral 

Disc (PLID). Through the research has some limitation but researcher identified some 

further step that might be taken for the better accomplishment of further research. For 

the ensuring of the generalization of the research it is recommended to investigate 

large sample. But due to time limitation the investigator was not able to gather huge 

amount of participants and for this result cannot be generalized in all over the 

Bangladesh. So for further study it is strongly recommended to increase sample size 

to generalize the result PLID patients in Bangladesh.    

  



53 
 

REFERENCE  

 

Adams, M. and Roughley, P., (2006). What is Intervertebral Disc Degeneration, and 

What Causes It?. Spine, 31(18):2151-2161. 

Apfel, C.C., Cakmakkaya, O.S., Martin, W., Richmond, C., Macario, A., George, E., 

and Pergolizzi, J.V., (2010). Restoration of disk height through non-surgical spinal 

decompression is associated with decreased discogenicProlapsed Lumber 

Intervertebral Disc: a retrospective cohort study. BMC Musculoskeletal Disorders, 

11(1):155. 

Bahrami-Ahmadi, A., Aghilinejad, M., Nassiri-Kashani, M.H., Aghili, N., Shahnaghi, 

N., and Kabir-Mokamelkhah, E., (2016). "Quality of Life and Mental Health Status 

among Iranian Blue Workers With Self-Reported Chronic Low Back at 2015", Iranian 

Journal of Health, Safety and Environment, 3(1):495-498. 

Balagué, F., Mannion, A., Pellisé, F. and Cedraschi, C., (2012).Non-specific low back 

pain. The Lancet, 379(9814):482-491. 

Bergner M, Bobbitt RA, Kressel S, Pollard WE, Gilson BS, Morris JR., (1976) the 

sickness impact profile: conceptual formulation and methodology for the development 

of a health status measure. Int J Health Serv 6:393–415 

Bernstein, I.H., Jaremko, M.E. and Hinkley, B.S., (1995).On the utility of the West 

Haven-Yale multidimensional pain inventory. Spine, 20(8):956-963. 

Bleich, S.N., Tracey, L.P., Rashid, K. M., David, H., Peters.  And Anderson, G., 

(2011). Noncommunicable chronic disease in Bangladesh: Overview of existing 

programs and priorities going forward. NIH Public Access PMC 2012 May. Published 

in final edited form as Health Policy, 100(2-3):282–289. 

Bogduk, N., and McGuirk, B., (2012). Medical management of acute and chronic 

Prolapsed Lumber Intervertebral Disc: an evidence-based approach, USA: Elsevier 

Health Sciences. 

Bowling, A., (1995).Measuring disease- a review of quality of life measurement 

scales. Milton Keyes: Open University Press. 

Breivik, H., Collett, B., Ventafridda, V., (2006). Survey of chronic pain in Europe: 

prevalence, impact on daily life, and treatment. Eur J Pain, 10:287-333. 

Carvalho, B. B., Oyakawa, A., Martins, R. S., Castro, P. C., and Nunes, L. N., ( 

2012). Lumbar disc herniation: Treatment. Brazilian Society of Clinical 

Neurophysiology. The Brazilian Association of Physical Medicine and Rehabilitation 

, 20(2):75-82. 



54 
 

Chandra, A., Ozturk, A., (2005). In context: Quality of life issues and assessment 

tools as they relate to patients with chronic nonmalignant pain. Hospital Topics: 

Research and Perspectives on Healthcare, 83:33-37. 

Coenen, P., Gouttebarge, V., van der Burght, A.S., (2014). The effect of lifting during 

work on low back pain: a health impact assessment based on a meta-analysis. Occup 

Environ Med, 71(12):871–877. 

Damsgård, E., Fors, T., Anke, A., and Røe, C., (2008). The Tampa Scale of 

Kinesiophobia: a Rasch analysis of its properties in subjects with low back and more 

widespread pain. Journal of rehabilitation medicine, 39(9):672-678. 

Deyo, R.A., Mirza, S.K. and Martin, B.I., (2006). Back pain prevalence and visit 

rates: estimates from US national surveys, 2002. Spine, 31(23):2724-2727. 

Doherty, M., (2012). Musculoskeletal disorders, In: C Hslett, ER Chilvers, JAA 

Hunter & NA Boon (eds), Davidson‟s Principles and Practice of Medicine, 19th ed., 

London: Churchill Livingstone. 

Erdogmus., (2007). Physiotherapy based rehabilitation following disc herniation, 

32(19):2041-2049. 

Fan, S., Hong, H., and Zhao, F., (2012). Cross-cultural adaptation and validation of 

simplified Chinese version of the Roland-Morris Disability Questionnaire.Spine, 

37(10):875-880. 

Farrar, J.T., Troxel, A.B., Stott, C., Duncombe, P., and Jensen, M.P., (2008). Validity, 

reliability, and clinical importance of change in a 0-10 numeric rating scale measure 

of spasticity: a post hoc analysis of a randomized, double-blind, placebo-controlled 

trial. ClinTher, 30(5):974-985. 

Fatima, K., (2016). Effectiveness of neurodynamics along with conventional 

physiotherapy for patients with prolapsed lumber intervertebral disc 

(PLID).Undergraduate.The University of Dhaka. 

Freburger, J., Holmes, G., Agans, R., Jackman, A., Darter, J., Wallace, A., Castel, L., 

Kalsbeek, W., and Carey, T., (2009).The Rising Prevalence of Chronic Low Back 

Pain. Archives of Internal Medicine, 169(3):251. 

Gardner, T., Refshauge, K., McAuley, J., Hübscher, M., Goodall, S., and Smith, L., 

(2019). Combined education and patient-led goal setting intervention reduced chronic 

low back pain disability and intensity at 12 months: a randomised controlled 

trial. British Journal of Sports Medicine, 100080. 

Hahne, A.J., Ford, J.J., and McMeeken, J.M., (2010). Conservative management of 

lumber disc herniation with associated radiculopathy: A systemic review, 35(11):488-

504. 



55 
 

Hossain, D., (2012). Prevalence of common musculoskeletal disorders among 

paraplegic wheelchair users.Undergraduate.The University of Dhaka. 

Hoy, D., Bain, C., Williams, G., March, L., Brooks, P., Blyth, F., and Buchbinder, R., 

(2012a). A systematic review of the global prevalence of Prolapsed Lumber 

Intervertebral Disc. Arthritis & Rheumatism, 64(6):2028-2037. 

Hoy, D., Bain, C., Williams, G., March, L., Brooks, P., Blyth, F., Woolf, A., Vos, T. 

and Buchbinder, R., (2012b). A systematic review of the global prevalence of low 

back pain. Arthritis & Rheumatism, 64(6):2028-2037. 

Hoy, D., March, L., and Brooks, P., (2014). The global burden of low back pain: 

estimates from the Global Burden of Disease 2010 study. Ann Rheum Dis, 73(6):968–

974. 

Integrative pain medicine, (2012). Low Back Pain: Causes [Online]. United States: 

University Hospital and Campus for the Albert Einstein College of Medicine. 

Available: http://www.healingchronicpain.org/content/backpain/causes.asp [accessed 

on 17th October, 2012]. 

Islam, F., (2019). Effect Of Early Physiotherapy Intervention for Patients with 

Prolapsed Lumbar Intervertebral Disc (PLID). Undergraduate.The University of 

Dhaka. 

Johanning, E., (2008). Evaluation and management of occupational low back 

disorders. American Journal of Industrial Medicine, 37(1):94-111. 

Jordon, J., Konstantinou, K., and O‟Dowd, J., (2009). Herniated lumbar disc, BMJ 

ClinEvid, 2009:1118. 

Kashani , F.O., Hasankhani, E. G., Esfandiari, M.M., (2013). Prevalence and Severity 

of Preoperative Disabilities in Iranian Patients with Lumbar Disc Herniation.Journal 

of Bone Joint Surgery.  10(10):97-102. 

Kasnakova, P., Mihaylova, A., and Petleshkova, P., (2018). Comprehensive 

rehabilitation of herniated disc in the lumbar section of the spine. Biomedical 

Research, 29(14):3002-3005. 

Khruakhorn, S., (2010).Prevalence and risk factors of Prolapsed Lumber 

Intervertebral Disc among the university staff. Journal of Medical Association of 

Thailand, 93(7):142-8. 

Koç, M., Bayar, B., and Bayar, K., (2018). A comparison of Back pain functional 

scale with Roland Morris disability questionnaire, Oswestry disability index, and 

short form 36-health survey. Spine, 43(12):877-882. 

http://www.healingchronicpain.org/content/backpain/causes.asp


56 
 

Koes, B.W., Van Tulder, M.W., and Thomas, S., (2010). Diagnosis and treatment of 

Prolapsed Lumber Intervertebral Disc. BMJ: British Medical Journal, 

332(7555):1430. 

Li, L., Wang, H.M., and Shen, Y., (2003). Chinese SF-36 Health Survey: translation, 

cultural adaptation, validation, and normalisation. Journal of Epidemiology & 

Community Health, 57(4):259-263. 

Liu, H., Huang, L., Yang, Z., Li, H., Wang, Z., and Peng, L., (2021). Fear of 

Movement/(Re) Injury: An Update to Descriptive Review of the Related Measures. 

Frontiers in psychology, 12:2765. 

Lundberg, M.K., Styf, J. and Carlsson, S.G., (2004). A psychometric evaluation of the 

Tampa Scale for Kinesiophobia—from a physiotherapeutic 

perspective. Physiotherapy theory and practice, 20(2):121-133. 

Manara A.R., J.A. Pittman, F.E. Braddon., (1998) Reasons for withdrawing treatment 

in patient receiving intensive care. Anaesthesia, 53:523-528. 

Manchikanti, L., Singh, V., Falco, F. J., Benyamin, R. M., & Hirsch, J. A., 

(2014).Epidemiology of low back pain in adults.Neuromodulation: Technology at the 

Neural Interface, 17(2):3-10. 

Manusov, E.G., (2012).Evaluation and diagnosis of Prolapsed Lumber Intervertebral 

Disc. Primary care, 39(3):471-77. 

McKenzie, R., (1995). The lumber spine. New Zealand: Spinal Publication. 

MeucciI, R.D., Fassa, A.G.,  andFaria, N.M., (2015). Prevalence of chronic low back 

pain: systematic review. Rev SaúdePública , 49:73. 

Miranda, H., Kaila-Kangas, L., Heliövaara, M., Leino-Arjas, P., Haukka, E., Liira, J., 

and Viikari-Juntura, E., (2010).Musculoskeletal pain at multiple sites and its effects 

on work ability in a general working population. Occupational and Environmental 

Medicine, 67(7):449-455. 

Monticone, M., Ambrosini, E., Rocca, B., Foti, C., and Ferrante, S., (2016). 

Responsiveness of the tampa scale of kinesiophobia in Italian subjects with chronic 

low back pain undergoing motor and cognitive rehabilitation. Euro.Spine J. 25:2882–

2888.  

Nachemson, A., Waddell, G., and Norlund, A. L., (2009).Epidemiology of neck and 

Prolapsed Lumber Intervertebral Disc. Neck and Back Pain: The Scientific Evidence 

of Causes, Diagnosis and Treatment, 165-188. 

Nahar, B.N.,  Ahsan, G.U.,  Nazmul, A. and Khan., (2012).  Prevalence of low back 

pain and associated risk factors among professional car drivers in Dhaka city, 



57 
 

Bangladesh. Occupational Health Short Communication. South East Asia Journal of 

Public Health, 2(1):60-63. 

Nambi, S.G., (2013). Reliability, validity, sensitivity and specificity of Guajarati 

version of the Roland-Morris Disability Questionnaire. Journal of back and 

musculoskeletal rehabilitation, 26(2):149-153. 

Orthofracs, (2021). Nonprofit Orthopaedic Educational Resource - Orthofracs 

[Online]. Australia: Orthofracs. Available: http://www.orthofracs.com/ [accessed on 

17 March 2021]. 

Pellegrino E.D., (2000) Decisions to withdraw life-sustaining treatment: A moral 

algorithm. JAMA, 290(18):283-1067. 

Phansopkar, A.P., and Kage,V., (2014). International journal of physiotherapy and 

research, 2(5):733-741. 

Pinheiro, M.B., Ferreira, M.L., and Refshauge, K., (2015). Symptoms of depression 

and risk of new episodes of low back pain: a systematic review and meta-analysis. 

Arthritis Care Res (Hoboken). 67(11):1591–1591.  

Polston, D.W., (2007). Cervical radiculopathy.Neurologic clinics, 25(2):373-385. 

Rhon, R., and Fritz, J., (2015). The journal of the American Medical Association, 

314(14):1459-1467. 

Roland M, Morris R (1983) A study of the natural history of back pain: 1. 

Development of a reliable and sensitive measure of disability in low-back pain. Spine 

8:141–144 

Roland, M. and Fairbank, J., 2000.The Roland–Morris disability questionnaire and the 

Oswestry disability questionnaire.Spine, 25(24):3115-3124. 

Sabino J and Grauer JN., (2008), Pregnancy and low back pain. Current Review of 

Musculoskeletal Medicine, 1:137-140. 

Sarker, A., and Rahman, A., (2007).Mobilization significantly effective for treatment 

of prolongProlapsed Lumber Intervertebral Disc sufferers. Bangladesh Physiotherapy 

Journal, 3(1):15. 

Shambrook J, McNee P, Harris CE, Kim M, Sampson M, Palmer K and Coggon., 

(2011). Clinical Presentation Of Low Back Pain And Association With Risk Factors 

According To Findings On Magnetic Resonance Imaging, Pain, 152(7):1659–1665. 

Shats, K. (2015). The Global Burden of Low Back Pain – more than just an irritation. 

United States: IASP. Available https://www.iasp-pain.org/about/ [accessed on 22 June 

2021]. 

http://www.orthofracs.com/
https://www.iasp-pain.org/about/


58 
 

Shiri R, Karppinen J, Leino-Arjas P, Solovieva S, Viikari-Juntura E., (2010). The 

association between obesity and low back pain: a meta-analysis. Am J Epidemiol, 

171(2):135–154. 

Singh, G., Alexeeva, L., Goryachev, D., Barinov, A., and Mithal, A., (2018). 

THU0530 Chronic low back pain and depression: significant decrease with 

glucosamine-chondroitin sulfate treatment in a large, community-based, pilot, open 

prospective interventional study. BMJ, 77(2):469. 

Soh, S.E., MeGinely, J., and Morris, M.E., (2011). Measuring quality of life in 

Parkinson‟s disease: selection of an appropriate health related quality of life 

instrument.Journal of Physiotherapy, 97:83-89 

Srivastava, T., Thakur, K.C., Kumar, N., and Srivastava, S., (2013). Efficacy of 

McKenzie over conventional physiotherapy treatment in Prolapsed Lumber 

Intervertebral Disc [dysfunction syndrome. Journal of Evolution of Medical and 

Dental Sciences, 2(28):5231-5238. 

Stratford PW, Binkley JM., (1997). Measurement properties of the RM 18: a modified 

version of the Roland-Morris disability scale. Spine, 22:2416-2421. 

Swinkels, A., Cochrane, K., and Burt, A., (2009). Exercise intervention for non-

specific Prolapsed Lumber Intervertebral Disc: an overview of systematic review. 

Physical Therapy Reviews, 14:247-259. 

Taechasubamorn, P., (2011). Prevalence of Prolapsed Lumber Intervertebral Disc 

among rice farmers in a rural community in Thailand. Journal of the Medical 

Association of Thailand, 94(5):616-21. 

Takasaki, H., and May, S., (2014). Mechanical Diagnosis and Therapy has similar 

effects on pain and disability as „wait and see‟ and other approaches in people with 

neck pain: a systematic review. Journal of Physiotherapy, 60:78–84 

  



59 
 

Thomas, E.N., Pers, Y.M., Mercier, G., Cambiere, J.P., Frasson, N., Ster, F., 

Hérisson, C., and Blotman, F., (2010).The importance of fear, beliefs, catastrophizing 

and kinesiophobia in chronic low back pain rehabilitation.Annals of physical and 

rehabilitation medicine, 53(1):3-14. 

Tissot, F., Messing, K. and Stock, S., (2009). Studying the relationship between low 

back pain and working postures among those who stand and those who sit most of the 

working day.Ergonomics, 52(11):1402-1418. 

Truumees, E., Majid, K., and Brkaric, M., (2008).Anterior lumbar interbody fusion in 

the treatment of mechanical low back pain. Seminars in Spine Surgery, 20(2):113-

125. 

vanTulder, M., Becker, A., Bekkering, T., Breen, A., Gil del Real, M.T., Hutchinson, 

A., and Malmivaara, A., (2011). Chapter 3 European guidelines for the management 

of acute nonspecific Prolapsed Lumber Intervertebral Disc in primary care. European 

Spine Journal, 15:169-191. 

Vos, T., Barber, RM., Bell, B., (2013). Global, regional, and national incidence, 

prevalence, and years lived with disability for 301 acute and chronic diseases and 

injuries in 188 countries, 1990–2013: a systematic analysis for the Global Burden of 

Disease Study. Lancet, 386(9995):743–800. 

Waddell, G., (2013). Pain and Disability. In: The back pain revolution. Churchill: 

Livingstone, 27-45. 

Ware, J., (2021).SF36 Health Survey: Manual and Interpretation Guide [Online]. 

Boston: The health Institute, New England Medical Center. Available: 

https://www.researchgate.net/publication/247503121_SF36_Health_Survey_Manual_

and_Interpretation_Guide [accessed on 17 July 2021]. 

Wheeler, A.H., (2007). Pathophysiology of chronic back pain [Online]. America: 

Bethany Medical Center. Available: 

https://emedicine.medscape.com/article/1144130-overview [accessed on 15 February 

2021]. 

Zhou, K.N., Zhang, M., Wu, Q., Ji, Z.H., Zhang, X.M., and Zhuang, G.H., 

(2013).Reliability, validity and sensitivity of the Chinese (simple) short form 36 

health survey version 2(SF-36v2) in patients with chronic hepatitis B. J Viral Hepat, 

20:47–55. 

  

https://www.researchgate.net/publication/247503121_SF36_Health_Survey_Manual_and_Interpretation_Guide
https://www.researchgate.net/publication/247503121_SF36_Health_Survey_Manual_and_Interpretation_Guide
https://emedicine.medscape.com/article/1144130-overview


60 
 

APPENDIX 

Approval of Thesis Proposal 

 

 

  



61 
 



62 
 

 

  



63 
 

m¤§wZcÎ 

AvmmvjvgyqvjvBKzg, 

Avwg †gvt gvngy ỳj nvmvb gvwbK, evsjv`k †nj_ cÖ‡dkÝ BÝwUwUDU Gi we.Gm.wm Bb 

wdwRI‡_ivwc ‡Kv‡m©i 4_© e‡l©i GKRb wk¶v_©x| Aa¨vq‡bi Ask wn‡m‡e Avgv‡K GKwU 

M‡elYv m¤cv`b Ki‡Z n‡e Ges GUv Avgvi cÖvwZôvwbK Kv‡Ri GKUv Ask| wb‡¤œv³ Z_¨vw` 

cvV Kivi ci AskMÖnYKvix‡`I M‡elYvq AskMÖn‡bi Rb¨ Aby‡iva Kiv n‡jv|  

Avgvi M‡elYvi welq n‡jv ÒG‡mvwm‡qkb weUDBb ‡cBb, KvB‡bwkI‡dvweqv, wW‡RwewjwU GÛ 

‡KvqvwjwU Ad jvBd Av‡gvs ‡c‡k›Um DB_ ‡cÖvjvcm&W jv¤̂vi B›UvifviwUeªvj wW¯‹ 

(wcGjAvBwW)|Ó GB cix¶vg~jK M‡elYvi gva¨‡g Avwg wcGjAvBwW‡Z AvµvbÍ e¨w³‡`i 

‡cBb, KvB‡bwkI‡dvweqv, wW‡RwewjwU GÛ ‡KvqvwjwU Ad jvBd Gi g‡a¨ m¤cK© wbiƒc‡Yi 

‡Póv Ki‡ev| Avwg hw` Avgvi M‡elYvwU mv_©Kfv‡e m¤c~Y© Ki‡Z cvwi Z‡e †hme e¨w³iv 

wcGjAvBwW‡Z fzM‡Qb Zviv DcK…Z n‡eb Ges GwU n‡e GKwU cix¶vg~jK cÖgvY|M‡elYvwU 

m¤cv`‡bi Rb¨, Avgvi Z_¨ msMÖn Kiv cÖ‡qvRb n‡e| M‡elYvi †¶Î we‡ePbv K‡I Avcbvi 

gv‡S Avgvi M‡elYvq AskMÖnY Kivi Rb¨ cÖ‡qvRbxq •ewkó¨ j¶¨ Kiv †M‡Q| GRb¨, Avcwb 

Avgvi M‡elYvi GKRb m¤§vwbZ AskMÖnYKvix n‡Z cv‡ib Ges Avwg Avcbv‡K Avgvi 

M‡elYvq AskMÖnb Ki‡Z Aby‡iva Rvbvw”Q| Avwg cÖwZÁv KiwQ †h, GB M‡elYv Avcbvi Rb¨ 

SzuwKc~Y© n‡ebv A_ev Avcbvi †Kvb ¶wZ Ki‡ebv| M‡elYv PjvKjxb mg‡q †Kvb iKg wØav ev 

SzuwK QvovB †h‡Kvb mg‡q Avcwb GUv‡K ev` w`‡Z cvi‡eb| GB M‡elYvi cÖvß Z_¨ 

m¤c~Y©fv‡e †Mvcbxq _vK‡e Ges AskMÖnYKvixi e¨w³MZ Z_¨ Ab¨ †Kv_vI cÖKvk Kiv n‡ebv| 

hw` Avcbvi M‡elYv m¤c‡K© †Kv‡bv wRÁmv _v‡K Z‡e Avcwb AbyMÖnc~e©K †hvMv‡hvM Ki‡Z 

cv‡ib M‡elK ‡gvt gvngy ỳj nvmvb gvwbK A_ev Avgvi mycvifvBRvi mn‡hvMx Aa¨vcK ‡gvt 

Av‡bvqvi ‡nv‡mb, wefvMxq cÖavb, wdwRI‡_ivwc wefvM, wmAviwc, mvfvi, XvKv- 1343 | 

ïiæ Kivi Av‡M Avcbvi wK †Kvb cÖkœ Av‡Q ?  n¨vu   bv 

Avwg wK ïiæ Ki‡Z cvwi ?    n¨vu   bv 

AskMÖnbKvixi ¯v̂¶i   .........................................     ZvwiL 

mv¶xi ¯v̂¶i   ....................................................    ZvwiL 

Z_¨ msMÖnKvixi ¯v̂ÿi..........................................ZvwiL 
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Informed Consent 

(Please read out to the participant) 

 

Assalamualaikum, 

My name is Md. Mahmudul Hasan Manik. I am conducting this research study which 

is the part of B.Sc. in Physiotherapy program and my research title is ―Associations 

between pain, kinesiophobia, disability and quality of life among patients with 

Prolapsed Lumber Intervertebral Disc (PLID)‖ under Bangladesh Health Professions 

Institute (BHPI), University of Dhaka. I would like to know about some personal and 

other related information regarding depression among people who having Prolapse 

lumbar intervertebral disc. You have to answer some questions which are mention in 

the attached form. This will take approximately 20-30 minutes. 

I would like to inform you that this is a purely professional study and will not be used 

for any other purpose. So your participation in the research will have no impact on 

your present or future treatment. All information provided by you will be treated as 

confidential and in the event of any report or publication it will be ensured that the 

source of information remains anonymous. 

Your participation in this study is voluntary and you may withdraw yourself at any 

time during this study without any negative consequences. You also have the right not 

to answer a particular question that you don’t like or do not want to answer during 

interview. 

If you have any query about the study or your right as a participant, you may contact 

with researcher Md. Mahmudul Hasan Manik or my supervisor Mohammad Anwar 

Hossain, Associate Professor (BHPI), Head of the department of Physiotherapy, CRP, 

Savar, Dhaka-1343. 

Do you have any questions before I start? Yes    No 

 

So may I have your consent to proceed with the interview? 

 

Yes    No 

 

 

Signature of the Participant’s........................................................ Date……………… 

 

Signature of the Witness’s………………………………………..Date………………  

 

Signature of the Data collector’s…………………………………Date…………….. 
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cÖkœcÎ 

cÖ_g Ask: Av_©-mvgvwRK Z_¨ 

eqm: wj½: 

•eevwnK Ae ’̄v 

 

1. weevwnZ 

2. AweevwnZ 

3. weevnwew”Qbœ 

4. c„_KxK…Z 

5. weaev 

6. wecZœxK 

wk¶vMZ †hvM¨Zv 1. wbi¶I 

2. cÖv_wgK 

3. gva¨wgK 

4. D”P gva¨wgK 

5. ¯œvZK 

6. ¯œvZ‡KvËi 

emev‡mi GjvKv 1. MÖvg 

2. gd¯ĵ 

3. kni 

cwiev‡ii AvKvi 1. †QvUcwievi 

2. †hŠ_cwievi 

cwiev‡ii m`m¨ msL¨v  

†ckv 1. K…lK 

2. Mv‡g©›UmkªwgK 

3. WªvBfvi 

4. w`bgRyi 

5. PvKzwiRxex 

6. e¨vemvqx 

7. AemicÖvß  

8. wk¶v_©x 

9. wkÿK 

10. we‡`k †diZ 

11. Ab¨vb¨ 

ZvgvK MÖnb 1. wmMv‡iU 

2. cvbcvZv 

3. R ©̀v 

4. ¸j 

gvwmK Avq  

 

wØZxqAsk : †iwWIjwRKvjcix¶v 

GgAviAvB wi‡cvU© mÜvb wW¯‹ ‡cÖvUªykb 

wW¯‹ nvwb©‡qkb 
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wW¯‹ evjwRs 

wW¯‹ wm‡Kv‡q‡÷ªkb 

G·-‡i wi‡cvU© mÜvb BbwµR j‡W©vwmm 

wWwµR j‡W©vwmm 

d¬¨vU jv¤̂vi ¯cvBb 

wW¯‹ ‡¯cm wiwWDR 

wW‡Rbv‡iwUf ‡PÄ 

bigvj ÷vwW 

Z…Zxq Ask: e¨_vm¤cwK©ZcÖkœ 

Avcwb wcGjvBwW‡Z KZ w`b a‡I fzM‡Qb?  

e¨v_vi aib GwKDU ‡cBb 

mve-GwKDU ‡cBb 

†µvwbK ‡cBb 

wewKib e¨_v ‡bB 

GK cv‡q 

ỳBcv‡q 

nuvUz ev nuvUzi Dc‡I e¨v_v Qwo‡q c‡i ‡bB 

GK cv‡q 

ỳBcv‡q 

nuvUz ev nuvUzi wb‡P e¨v_v Qwo‡q c‡i ‡bB 

GK cv‡q 

ỳBcv‡q 

wbD‡gwiK †cBb †iwUs †¯‹j Abyhvqx ‡Kvg‡oi e¨v_vi ZxeªZv: 

 

     0  1     2     3      4      5      6      7      8       9       10 

wbD‡gwiK †cBb †iwUs †¯‹j Abyhvqx Dc‡I ‡Kvg‡oi e¨v_vi ZxeªZv: 

 

     0  1     2     3      4      5      6      7      8       9       10 

wbD‡gwiK †cBb †iwUs †¯‹j Abyhvqx ‡Kvg‡oi wb‡P e¨v_vi ZxeªZv: 

 

     0  1     2     3      4      5      6      7      8       9       10 
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PZz_© Ask: †U¤úv †¯‹j di KvB‡bwkI‡dvweqv 

1= m‡e©v”P Am¤§wZ, 2= Am¤§wZ, 3= m¤§wZ, 4= m‡e©v”P m¤§wZ 

1. Avwg e¨qvg Ki‡Z fq cvB Kvib Avwg AvNvZ †c‡Z cvwi 1 2 3 4 

2. Avwg hw` GwU KvwU‡q DV‡Z †Póv Kwi Z‡eAvgvi e¨v_v evo‡e 1 2 3 4 

3. Avgvi kixi ej‡Q †h, Avgvi nqZ ‡Kvb eo mgm¨v Av‡Q 1 2 3 4 

4. hw` Avwg e¨vqvg Kwi Zvn‡j nqZ Avgvi e¨v_v Kg‡e 1 2 3 4 

5. gvbylRb Avgvi kvwiwiK Ae ’̄v eY©‡MvQi K‡ibv 1 2 3 4 

6. GKwU ỳN©Ubv Avgvi Rxeb‡K ûgwKi gy‡L †dj‡Zcv‡i 1 2 3 4 

7. e¨v_v gv‡bB Avgvi wfZ‡I ÿZ Av‡Q 1 2 3 4 

8. e¨v_v evo‡e gv‡b GB bq †h mgm¨vwU wec`RbK 1 2 3 4 

9. Avwg ỳN©UbvemZ wb‡R‡K AvNvZ Ki‡Z cvwi 1 2 3 4 

10. mveavbZv Aej¤̂b Kiv ev AcÖ‡qvRbxq PjvPj Avgv‡K wbivc` Ges e¨v_vgy³ 

ivL‡e 

1 2 3 4 

11. Avgvi kvwiwiK mgm¨v bv _vK‡jAvgvi e¨v_v n‡Zvbv 1 2 3 4 

12. hw`I Avgvi mgm¨vwUi Rb¨ e¨v_v n‡”Q wKš‘ kvwiwKfv‡e mÿg n‡j e¨v_v Kg 

nZ 

1 2 3 4 

13. e¨v_vi Kvi‡b Avwg eyS‡Z cvwi KLb e¨vqvg eÜ Ki‡Z n‡e 1 2 3 4 

14. Avgvi mgm¨v wb‡q KviI c‡ÿ kvwiwiKfv‡e mÿg nIqv m¤¢e bq 1 2 3 4 

15. Avwg Ab¨vb¨ gvby‡li g‡Zv KvR Ki‡Z cvwibv KvibAvgvi Rb¨ AvNvZcÖvß 

nIqv LyeB mnR 

1 2 3 4 

16. hw`I Avgvi A‡bK e¨v_v n‡”Q ZeyI Avwgg‡b Kwi GUv wec`¾bK bq 1 2 3 4 

17. e¨v_v _vK‡j KviI e¨vqvg Kiv DwPZ bq 1 2 3 4 
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cÂg Ask: ‡ivjvÛgwim ‡jve¨vK †cBb GÛ wW‡RwewjwUcÖkœvejx 

m~Pbv: hLb Avcbvi wc‡V e¨v_v nq ZLb Avcwb mvavibZ wKQz KvR Ki‡Z Amyweav †c‡Z 

cv‡ib| wb‡¤œ †h evK¨wU Avcbv‡K eY©bv K‡i Zv wPwýZ Kiæb:- 

1 Avwg Avgvi wc‡Vi Rb¨ cÖvq memgq evmvq _vwK 

2 Avwg wc‡Vi Aviv‡gi Rb¨ evievi Ae ’̄vb cwieZ©b Kwi  

3 Avwg Avgvi wc‡Vi Rb¨ Lye Av‡¯Í nvwU 

4 wc‡Vi e¨v_vi Rb¨ Avwg PvKwi Kwi bv, mvavibZ N‡ii KvRKg© Kwi 

5 wc‡Vi e¨v_vi Rb¨ Dc‡i DVvi mgqAvwg n¨vÛwMÖj e¨envi Kwi 

6 wc‡Vi e¨v_vi Rb¨ Avwg memgq ï‡q _vwK 

7 wc‡Vi e¨v_vi Rb¨ Avivg †K`viv †_‡K DVvi Rb¨ Avgv‡K wKQzi mvnvh¨ wb‡Z nq 

8 Avgvi wc‡Vi Kvi‡b, Avwg †Póv Kwi Ab¨ †jv‡Kiv Avgvi KvR¸‡jv KiæK 

9 Avwg e¨v_vi Rb¨ ax‡I ax‡i †cvkvK cwiavb Kwi 

10 Avwg wc‡Vi e¨v_vi Rb¨ Lye Aímg‡qi Rb¨ `vuovB 

11 Avgvi wc‡Vi e¨v_vi Rb¨ Avwg nvU zfvR Kwibv 

12 Avgvi wc‡Vi e¨v_vi Rb¨ †Pqvi †_‡K DV‡Z A‡bK Kó nq 

13 Avgvi wc‡Vi e¨v_v memgq _v‡K 

14 Avgvi wc‡Vi e¨v_vi Rb¨ weQvbvq Gcvk †_‡K Icvk n‡j Lye Kó nq 

15 e¨v_vi Rb¨ Avgvi †Zgb wL`v jv‡Mbv 

16 Avgvi wc‡Vi e¨v_vi Rb¨ ‡gŠRv ci‡Z Lye Kó nq 

17 Avgvi wc‡Vi e¨v_vi Rb¨ †Kej Aí ~̀iZ¡ nvuU‡Z cvwi 

18 Avgvi wc‡Vi e¨v_vi Rb¨ fv‡jv Nyg nqbv 

19 Avgvi wc‡Vi e¨v_vi Rb¨ Rvgv-Kvco ci‡Z A‡b¨I mvnvh¨ wb‡Z nq 

20 Avgvi wc‡Vie¨v_vi Rb¨ cÖvqmemgqAvwge‡m _vwK 

21 Avgviwc‡Vie¨v_vi Rb¨ cÖvqmemgqfvwiKvRGwo‡qPwj 

22 Avgviwc‡Vie¨v_vi Rb¨ Ab¨‡`i †P‡q †ewk wei³ I ivMvwš̂Z _vwK 

23 Avgviwc‡Vie¨v_vi Rb¨ Avwg Ab¨‡`i †P‡qax‡iDc‡iDwV 

24 Avgviwc‡Vie¨v_vi Rb¨ cÖvqmemgqweQvbvq _vwK 
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lô Ask: Gm Gd 36 cÖkœvejx 

`qv K‡i ¯v̂¯’̈  m¤úwK©ZRwicwUi 36 wUcÖkœmZZv I †KvbiKge¨vNvZQvovm¤ú~Y©fv‡eDËiw`b| 

mvavibm¦v¯’¨: 

mvavibfv‡eAvcbvi ¯v̂‡ ’̄¨iAe ’̄v 1. m‡e©v”Pfv‡jv 

2. Lye fv‡jv 

3. fv‡jv 

4. gyUvgywU/gvSvwi 

5. Lvivc 

MZ GK eQ‡iig‡a¨ AvcbvieZ©gvb ¯v̂‡ ’̄¨i 

Ae ’̄v‡K †Kgbnv‡IZzjbvKi‡eb? 

1. MZ 1 eQ‡iiZzjbvqeZ©gv‡b Lye fv‡jv 

2. MZ 1 eQ‡iiZzjbvqeZ©gv‡bwKQzUvfv‡jv 

3. GKBiKg 

4. MZ 1 eQ‡iiZzjbvqeZ©gv‡bwKQzUvLvivc 

5. MZ 1 eQ‡iiZzjbvqeZ©gv‡b Lye fv‡jv 

Kvh©ÿgZvicÖwZeÜKZv: 

cÖ`ËwRwbm¸‡jvGKwUwbw ©̀ó w`‡b †h KvR Kiv nq Zvmg‡Ü, Avcbvi ¯^̄ ’̈  

wKGLbGBmeKvR¸‡jv Kivi mvg_©¨ iv‡L? hw` iv‡LZvn‡jKZUzKziv‡L? 

mwµqKvh©Kjvc, †hgb †`Šov‡bv, fvwiwRwbm 

†Zvjv, †LjvayjvqAskMÖnb 

1. n¨v, A‡bK †ewkmxwgZ 

2. n¨v, wKQzUvmxwgZ 

3. bv, G‡Kev‡iBmxwgZbq 

ga¨gwµqvKjvc †hgb †Uwejmiv‡bv, 

f¨vKzqvgwK¬bviav°v †`qv, ej Kiv, A_evMjd 

†Ljv 

1. n¨v, A‡bK †ewkmxwgZ 

2. n¨v, wKQzUvmxwgZ 

3. bv, G‡Kev‡iBmxwgZbq 

cb¨mvgMÖxenb Kiv ev †KvbwKQz †Zvjv 1. n¨v, A‡bK †ewkmxwgZ 

2. n¨v, wKQzUvmxwgZ 

3. bv, G‡Kev‡iBmxwgZbq 

wewfbœai‡biwmwo Pov evDc‡iDVv 1. n¨v, A‡bK †ewkmxwgZ 

2. n¨v, wKQzUvmxwgZ 

3. bv, G‡Kev‡iBmxwgZbq 

wmwoi GK avc Pov  1. n¨v, A‡bK †ewkmxwgZ 

2. n¨v, wKQzUvmxwgZ 

3. bv, G‡Kev‡iBmxwgZbq 

SzuKv, emvA_evDcyon‡qemv 1. n¨v, A‡bK †ewkmxwgZ 

2. n¨v, wKQzUvmxwgZ 

3. bv, G‡Kev‡iBmxwgZbq 

GK gvB‡ji †ewknvuUv 1. n¨v, A‡bK †ewkmxwgZ 

2. n¨v, wKQzUvmxwgZ 

3. bv, G‡Kev‡iBmxwgZbq 

wewfbœav‡cnuvUv 1. n¨v, A‡bK †ewkmxwgZ 

2. n¨v, wKQzUvmxwgZ 

3. bv, G‡Kev‡iBmxwgZbq 

GK av‡cnvuUv 1. n¨v, A‡bK †ewkmxwgZ 
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2. n¨v, wKQzUvmxwgZ 

3. bv, G‡Kev‡iBmxwgZbq 

 †Mvmj Kiv evwb‡Rwb‡RKvcocov 1. n¨v, A‡bK †ewkmxwgZ 

2. n¨v, wKQzUvmxwgZ 

3. bv, G‡Kev‡iBmxwgZbq 

kvwiixK ¯̂v¯’¨MwVZmgm¨v: 

MZ Pvimßv‡nAvcwbwKKv‡RimgqA_evcÖwZw`‡bi Ab¨vb¨ KvRK†g© wb‡Pi †Kvbmgm¨v¸‡jv 

‡`Lv w`‡qwQ‡jv? 

AvcbviKv‡RevAb¨vb¨ KvRK‡g© 

AvcbvimgqKwg‡q †`q 

1. n¨v 

2. bv 

AvcbviPvwn`vi †P‡q Kg KvRm¤úbœ nq 1. n¨v 

2. bv 

wewfbœKv‡Rmxgve×Zv †`Lv †`q 1. n¨v 

2. bv 

wewfbœKvRKi‡Zev •`bw›`b Kv‡RAmyweav 

(E`vnib¯̂iæc, AwZwi³ †Póv) 

1. n¨v 

2. bv 

Abyf’wZmsµvšÍ ¯v̂¯’̈  mgm¨v: 

MZ Pvimßv‡nAvcwbwKAvcbvi Kg©‡ÿ‡Îev •`bw›`b Kv‡R †KvbAbyf’wZmsµvšÍmgm¨vqc‡o‡Qb?  

(†hgb: Aemv`MÖ ’̄ZvevDwØMœZv) 

Kv‡RimgqKwg‡q †djv 1. n¨v 

2. bv 

PvIqviZzjbvq Kg cwigv‡bKvRm¤úbœ Kiv  1. n¨v 

2. bv 

KvRbv Kiv ev ¯v̂fvweK `vwqZ¡kxjfv‡ebv Kiv  1. n¨v 

2. bv 

mvgvwRKKvh©µg: 

Abyf~wZg~jKmgm¨v¸‡jvmvavibmvgvwRK 

Kg©KvÛmn cwievi, eÜz, cÖwZ‡wkev `‡ji 

DcicÖfve †d‡j 

1. G‡Kev‡iBbv 

2. wKQzUv 

3. gvSvwiiK‡gi 

4. Zxeªfv‡e 

5. Lye Zxeªfv‡e 

 

e¨v_v: 

MZ Pvimßv‡nkix‡iwKcwigvbe¨v_vwQ‡jv? 1. ‡bB 

2. A‡bK Kg  

3. Kg  

4. gvSvwi 

5. Zxeª 

6. A‡bKZxeª 



71 
 

MZ Pvimßv‡nAvcbvi 

¯v̂fvweKRxebhvÎvqwKcwigvbcÖfve †d‡j‡Q? 

(N‡iiGesN‡iievB‡iiKvR) 

1. GKUzIbv 

2. wKQzUv 

3. gvSvwi 

4. Zxeª  

5. AwZgvÎvqZxeª 

 

kw³ GesAbyf~wZ: 

GB cÖkœ¸‡jvn‡jv MZ Pvimßvna‡iAvcwb †Kgb †evaK‡i‡QbGesmewKQzAvcbvi mv‡_ 

wKfv‡emgš̂qn‡q‡Q| cÖwZwUcÖ‡kœi Rb¨ DËiGgbfv‡ew`bhv‡ZAvcbviAbyf~wZi mv‡_ h_vm¤¢e 

wgj _v‡K| 

AvcwbmeUzKzDrdzjøZvcvb? 1. memgq 

2. cÖvqmemgq 

3. ‡gvUvgywUfv‡jvBmg‡qiRb¨B 

4. wKQzmgqcvB 

5. ‡ek wKQzmgqcvB 

6. ‡KvbmgqBcvBbv 

AvcwbwKfxZzcÖK…wZiwQ‡jb? 1. memgq 

2. cÖvqmemgq 

3. ‡gvUvgywUfv‡jvBmg‡qiRb¨B 

4. wKQzmgqcvB 

5. ‡ek wKQzmgqcvB 

6. ‡KvbmgqBcvBbv 

AvcwbwK GZB †f‡Oc‡owQ‡jb ‡h 

†KvbwKQzBAvcbviD`¨g †dov‡Zcv‡iwb? 

1. memgq 

2. cÖvqmemgq 

3. ‡gvUvgywUfv‡jvBmg‡qiRb¨B 

4. wKQzmgqcvB 

5. ‡ek wKQzmgqcvB 

6. ‡KvbmgqBcvBbv 

 

AvcwbwKcÖkvwšÍGes w ’̄iAbyfeK‡ib? 1. memgq 

2. cÖvqmemgq 

3. ‡gvUvgywUfv‡jvBmg‡qiRb¨B 

4. wKQzmgqcvB 

5. ‡ek wKQzmgqcvB 

6. ‡KvbmgqBcvBbv 

AvcwbwKnZvkGeswbivkg‡bK‡ib? 1. memgq 

2. cÖvqmemgq 

3. ‡gvUvgywUfv‡jvBmg‡qiRb¨B 

4. wKQzmgqcvB 
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5. ‡ek wKQzmgqcvB 

6. ‡KvbmgqBcvBbv 

 

AvcbviwKA‡bK kw³ Av‡Q? 1. memgq 

2. cÖvqmemgq 

3. ‡gvUvgywUfv‡jvBmg‡qiRb¨B 

4. wKQzmgqcvB 

5. ‡ek wKQzmgqcvB 

6. ‡KvbmgqBcvBbv 

Avcwbwb‡R‡KRxY© g‡bK‡ib? 1. memgq 

2. cÖvqmemgq 

3. ‡gvUvgywUfv‡jvBmg‡qiRb¨B 

4. wKQzmgqcvB 

5. ‡ek wKQzmgqcvB 

6. ‡KvbmgqBcvBbv 

AvcwbwKmyLxgvbyl? 1. memgq 

2. cÖvqmemgq 

3. ‡gvUvgywUfv‡jvBmg‡qiRb¨B 

4. wKQzmgqcvB 

5. ‡ek wKQzmgqcvB 

6. ‡KvbmgqBcvBbv 

AvcwbwKK¬všÍ †evaK‡ib? 1. memgq 

2. cÖvqmemgq 

3. ‡gvUvgywUfv‡jvBmg‡qiRb¨B 

4. wKQzmgqcvB 

5. ‡ek wKQzmgqcvB 

6. ‡KvbmgqBcvBbv 

 

mvgvwRKKg©KvÛ: 

MZ 4 

mßvna‡iAvcbvimvgvwRKKg©KvÛKi‡ZwM‡qAvcwbKZeviAvcbvikv

ixwiK ¯v̂¯’̈  A_evgvbwmKmgm¨vØvivevavMÖ ’̄ n‡q‡Qb (†hgb: 

eÜzevAvZ¥xq-¯R̂b‡`I mv‡_ †`LvmvÿvZKi‡ZhvIqvBZ¨vw`)? 

1. memgq 

2. ‡ewkifvMmgq 

3. wKQzmgq 

4. Aímgq 

5. KL‡bvBbv 

 

mvavib ¯v̂¯’̈ : 

wb‡¤œv³ wee„wZ¸‡jvig‡a¨ †Kvb¸‡jvAvcbvi Rb¨ mZ¨ Avi †Kvb¸‡jvwg_¨v? 

Avgvig‡b nq Avwgmn‡RB Ab¨‡`iZzjbvq 1. G‡Kev‡iBmZ¨  
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Amy¯’¨ n‡qhvw”Q- 2. cÖvqBmZ¨  

3. Rvwbbv 

4. cÖvqBwg_¨v  

5. G‡Kev‡iBwg_¨v 

AvgviRvbvg‡Z Ab¨‡`ig‡ZvAvwgI my¯’̈   1. G‡Kev‡iBmZ¨  

2. cÖvqBmZ¨  

3. Rvwbbv 

4. cÖvqBwg_¨v  

5. G‡Kev‡iBwg_¨v 

Avgvig‡b nq, Avgvi ¯v̂‡ ’̄¨iAebwZNU‡e 1. G‡Kev‡iBmZ¨  

2. cÖvqBmZ¨  

3. Rvwbbv 

4. cÖvqBwg_¨v  

5. G‡Kev‡iBwg_¨v 

Avgvi ¯v̂¯’̈  A‡bKfv‡jv- 1. G‡Kev‡iBmZ¨  

2. cÖvqBmZ¨  

3. Rvwbbv 

4. cÖvqBwg_¨v  

5. G‡Kev‡iBwg_¨v 
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QUESTIONNAIRE 
Part-I:PersonalInformation  

 Identification Number: 

 Participant’s Name: 

 Address: 

 Mobile Number: 

Part-II:Socio-demographic 

Information 

 Age: 

 Sex: 

 Marital Status 

1. Married 

2. Unmarried 

3. Divorced 

4. Separated 

5. Widow 

6. Widower 

 Educational Qualifications 

1. Illiterate 

2. Primary 

3. Secondary 

4. Higher secondary 

5. Graduation 

6. Post graduation 

 Living area  

1. Rural 

2. Semirural 

3. Urban 

 Family size 

1. Nuclear Family 

2. Combined Family 

 Family members ……………… 

 Occupation 

1. Farmers 
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2. Garments workers 

3. Driver 

4. Day Laborer 

5. Service Holder 

6. Businessman 

7. Retired 

8. Student  

9. Others 

 Tobacco intake  

1. Cigarette  

2. Betel leaf 

3. jorda 

4. Gull  

 Monthly Income 

………………………………… 

 How long you suffer from PLID? 

…………………………………. 

Part-III: Radiological test 

 MRI report finding 

1. Disc Protrution 

2. Disc Herniation  

3. Disc Bulging 

4. Disc Sequestration 

 X-Ray report finding 

1. Increase lordosis 

2. Decrease lordosis 

3. Flat Lumbar spine  

4. Disc space reduce  

5. Degenerative change 

6. Normal study  

Part-IV: Pain related Question 

 Types of pain 

1. Acute Pain  

2. Subacute Pain 

3. Chronic pain 

 Radiating pain  

1. None 
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2. Unilateral  

3. Bilateral 

 Radiating pain above knee/thigh region 

 None  

 Unilateral 

 Bilateral 

 Radiating pain below knee/leg region  

 None  

 Unilateral 

 Bilateral 

 Pain intensity low back region according to the Neumeric Pain Rating 

Scale 

 

 

     0      1      2      3         4       5         6        7        8        9         10 

 

 Pain intensity thigh/above knee region according to the Neumeric Pain 

Rating Scale 

 

 

     0      1      2      3         4       5         6        7        8        9         10 

 

 Pain intensity leg/below knee region according to the Neumeric Pain 

Rating Scale 

 

 

0      1      2      3         4       5         6        7        8        9         10 
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Part-V : Tampa Scale for Kinesiophobia 

 

1 = strongly disagree  

2 = disagree  

3 = agree  

4 = strongly agree 

 

1. I’m afraid that I might injury myself if I exercise 1 2 3 4 

2. If I were to try to overcome it, my pain would increase 1 2 3 4 

3. My body is telling me I have something dangerously wrong 1 2 3 4 

4. My pain would probably be relieved if I were to exercise 1 2 3 4 

5. People aren’t taking my medical condition seriously enough 1 2 3 4 

6. My accident has put my body at risk for the rest of my life 1 2 3 4 

7. Pain always means I have injured my body 1 2 3 4 

8. Just because something aggravates my pain does not mean it is 

dangerous 

1 2 3 4 

9. I am afraid that I might injure myself accidentally 1 2 3 4 

10. Simply being careful that I do not make any unnecessary 

movements is the safest thing I can do to prevent my pain from 

worsening 

1 2 3 4 

11. I wouldn’t have this much pain if there weren’t something 

potentially dangerous going on in my body 

1 2 3 4 

12. Although my condition is painful, I would be better off if I were 

physically active 

1 2 3 4 

13. Pain lets me know when to stop exercising so that I don’t injure 

myself 

1 2 3 4 

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

physically active 

1 2 3 4 

15. I can’t do all the things normal people do because it’s too easy 

for me to get injured 

1 2 3 4 

16. Even though something is causing me a lot of pain, I don’t think 

it’s actually dangerous 

1 2 3 4 

17. No one should have to exercise when he/she is in pain 1 2 3 4 
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Part-VI : Roland-Morris Low Back Pain and Disability Questionnaire (RMQ) 

 I stay at home most of the time because of my back.  

 I change position frequently to try to get my back comfortable.  

 I walk more slowly than usual because of my back.  

 Because of my back, I am not doing any jobs that I usually do around the 

house.  

 Because of my back, I use a handrail to get upstairs.  

 Because of my back, I lie down to rest more often.  

 Because of my back, I have to hold on to something to get out of an easy 

chair.  

 Because of my back, I try to get other people to do things for me.  

 I get dressed more slowly than usual because of my back.  

 I only stand up for short periods of time because of my back.  

 Because of my back, I try not to bend or kneel down.  

 I find it difficult to get out of a chair because of my back.  

 My back is painful almost all of the time.  

 I find it difficult to turn over in bed because of my back.  

 My appetite is not very good because of my back.  

 I have trouble putting on my socks (or stockings) because of the pain in my 

back.  

 I can only walk short distances because of my back pain.  

 I sleep less well because of my back.  

 Because of my back pain, I get dressed with the help of someone else.  

 I sit down for most of the day because of my back.  

 I avoid heavy jobs around the house because of my back.  

 Because of back pain, I am more irritable and bad tempered with people than 

usual. 

 Because of my back, I go upstairs more slowly than usual.  

 I stay in bed most of the time because of my back. 

 

 

 

 

 

 

 

 

 

 

 

 



79 
 

Part-VII : SF-36 QUESTIONNAIRE 

 

Please answer the 36 questions of the Health Survey completely, honestly, and 

without interruptions.  

GENERAL HEALTH:  

 

 In general, would you say your health is:  

1. Excellent  

2. Very Good  

3. Good  

4. Fair  

5. Poor 

 Compared to one year ago, how would you rate your health in general 

now?  

1. Much better now than one year ago  

2. Somewhat better now than one year ago  

3. About the same  

4. Somewhat worse now than one year ago  

5. Much worse than one year ago 

 

LIMITATIONS OF ACTIVITIES:  

The following items are about activities you might do during a typical day. Does your 

health now limit you in these activities? If so, how much? 

 Vigorous activities, such as running, lifting heavy objects, participating in 

strenuous sports.  

1. Yes, Limited a lot  

2. Yes, Limited a Little  

3. No, Not Limited at all 

 Moderate activities, such as moving a table, pushing a vacuum cleaner, 

bowling, or playing golf  

1. Yes, Limited a Lot  

2. Yes, Limited a Little  

3. No, Not Limited at all 

 Lifting or carrying groceries  

 Yes, Limited a Lot  

 Yes, Limited a Little  

 No, Not Limited at all 

 

 

 Climbing several flights of stairs  

 Yes, Limited a Lot  
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 Yes, Limited a Little  

 No, Not Limited at all 

 Climbing one flight of stairs  

 Yes, Limited a Lot  

 Yes, Limited a Little  

 No, Not Limited at all 

 Bending, kneeling, or stooping  

 Yes, Limited a Lot  

 Yes, Limited a Little  

 No, Not Limited at all 

 Walking more than a mile  

 Yes, Limited a Lot  

 Yes, Limited a Little  

 No, Not Limited at all 

 Walking several blocks  

 Yes, Limited a Lot  

 Yes, Limited a Little  

 No, Not Limited at all 

 Walking one block  

 Yes, Limited a Lot  

 Yes, Limited a Little  

 No, Not Limited at all 

 Bathing or dressing yourself  

 Yes, Limited a Lot  

 Yes, Limited a Little  

 No, Not Limited at all 

 

PHYSICAL HEALTH PROBLEMS:  

During the past 4 weeks, have you had any of the following problems with your work 

or other regular daily activities as a result of your physical health? 

 

 Cut down the amount of time you spent on work or other activities  

1. Yes  

2. No 

 Accomplished less than you would like  

 Yes  

 No 

 Were limited in the kind of work or other activities  

 Yes  

 No 
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 Had difficulty performing the work or other activities (for example, it 

took extra effort)  

 Yes  

 No 

 

EMOTIONAL HEALTH PROBLEMS:  

 

During the past 4 weeks, have you had any of the following problems with your work 

or other regular daily activities as a result of any emotional problems (such as feeling 

depressed or anxious)?  

 

 Cut down the amount of time you spent on work or other activities  

 Yes  

 No 

 Accomplished less than you would like  

 Yes  

 No 

 Didn't do work or other activities as carefully as usual  

 Yes  

 No 

 

SOCIAL ACTIVITIES: 

 

 Emotional problems interfered with your normal social activities with 

family, friends, neighbors, or groups? 

1. Not at all  

2. Slightly  

3. Moderately  

4. Severe 

5. Very Severe 

 

 

 

PAIN: 

 

 How much bodily pain have you had during the past 4 weeks? 

1. None  

2. Very Mild 

3. Mild  

4. Moderate  

5. Severe  

6. Very Severe 
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 During the past 4 weeks, how much did pain interfere with your normal 

work (including both work outside the home and housework)? 

1. Not at all  

2. A little bit  

3. Moderately  

4. Quite a bit  

5. Extremely 

 

ENERGY AND EMOTIONS:  

These questions are about how you feel and how things have been with you during the 

last 4 weeks. For each question, please give the answer that comes closest to the way 

you have been feeling.  

 

 Did you feel full of pep?  

1. All of the time  

2. Most of the time  

3. A good Bit of the Time  

4. Some of the time  

5. A little bit of the time  

6. None of the Time 

 Have you been a very nervous person?  

 All of the time  

 Most of the time  

 A good Bit of the Time  

 Some of the time  

 A little bit of the time  

 None of the Time 

 

 

 

 Have you felt so down in the dumps that nothing could cheer you up?  

 All of the time  

 Most of the time  

 A good Bit of the Time  

 Some of the time  

 A little bit of the time  

 None of the Time 

 Have you felt calm and peaceful?  

 All of the time  

 Most of the time  

 A good Bit of the Time  

 Some of the time  
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 A little bit of the time  

 None of the Time 

 Did you have a lot of energy?  

 All of the time  

 Most of the time  

 A good Bit of the Time  

 Some of the time  

 A little bit of the time  

 None of the Time 

 Have you felt downhearted and blue?  

 All of the time  

 Most of the time  

 A good Bit of the Time  

 Some of the time  

 A little bit of the time  

 None of the Time 

 Did you feel worn out?  

 All of the time  

 Most of the time  

 A good Bit of the Time  

 Some of the time  

 A little bit of the time  

 None of the Time 

 

 

 

 

 Have you been a happy person?  

 All of the time  

 Most of the time  

 A good Bit of the Time  

 Some of the time  

 A little bit of the time  

 None of the Time 

 Did you feel tired?  

 All of the time  

 Most of the time  

 A good Bit of the Time  

 Some of the time  

 A little bit of the time  

 None of the Time 

SOCIAL ACTIVITIES:  
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 During the past 4 weeks, how much of the time has your physical health 

or emotional problems interfered with your social activities (like visiting 

with friends, relatives, etc.)? 

1. All of the time  

2. Most of the time  

3. Some of the time  

4. A little bit of the time  

5. None of the Time 

GENERAL HEALTH:  

How true or false is each of the following statements for you? 

 I seem to get sick a little easier than other people  

1. Definitely true  

2. Mostly true  

3. Don't know  

4. Mostly false  

5. Definitely false 

 I am as healthy as anybody I know  

 Definitely true  

 Mostly true  

 Don't know  

 Mostly false  

 Definitely false 

 

 I expect my health to get worse  

 Definitely true  

 Mostly true  

 Don't know  

 Mostly false  

 Definitely false 

 My health is excellent  

 Definitely true  

 Mostly true  

 Don't know  

 Mostly false  

 Definitely false 

 

 


