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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.




CHAPTER -1 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




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



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 Meuccil 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
etal., 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



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.



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. | 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 | have to carry out a
research of my interest which accomplish the professional body of interest.



1.3 Research Question

e 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

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

e To understand the nature of current pain among the participants of prolapse
lumbar intervertebral disc (PLID)

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

e To find out about the kinesiophobia of PLID patients.

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

lumbar intervertebral disc (PLID)



1.5 Conceptual framework:

Independent Variables

Socio-demography

(Age, sex,
education etc)

Duration of
suffering from

PLID

Pain intensity

Functional

Dependent

Prolaps Lumber
Intervertibral Disc

disability level

Kinesiophobia

Quality of life

Figure -1: Conceptual framework:




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:lt 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

CHAPTER - 1I1 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 (H1Z). 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




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 (Kasnhakova 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
etal., 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).

11



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
guantitative 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 - 111 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-
e Musculoskeletal Unit of CRP, Savar.

e 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:

_Z’pq

n 22

_ (1.96)%x 0.025 x 0.975_
(0.05)2

38

Here,
Z (confidence interval) = 1.96
P (prevalence) = 5%
And, 9= (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

e Patient is being diagnosed PLID by MDT team.

e Age limitation in between 18-56 years.

e Male and female both are included.

e Voluntary participation.

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

e First conducting patients.

3.8 Exclusion criteria of the study

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

e Physically and psychologically unstable patient.

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

e 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.
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Quiality 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 (%)
18-30 63 21%
Age 31-43 112 37.3%
44-56 125 41.7%
Gender Male 182 60.70%
Female 118 39.30%
Married 271 90.3%
Marital Status Unmarried 25 8.3%
Widow 4 1.3%
Rural 79 26.3%
Living area Semirural 96 32%
Urban 125 41.7%
Iliterate 11 3.7%
Primary 77 25.7%
Education Secondary 86 28.7%
Qualification 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%
Cigarette 70 23.3%
Tobacco Intake 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 llliterate, 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.

m Protrusion

m Harniation

m Bulging
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.
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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.

16%
Acute Pain
Sub-acute Pain
m Chronic Pain
35.7%

»

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.

= None
m Unilateral
Bilateral

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.

= None
m Unilateral
m Bilateral

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.

m None
= Unilateral
m Bilateral

Figure 7: Radiating Pain below knee Region

29



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
None 0.3% (n=1)
Numeric pain rating scale in Mild 3.3% (n=10)
back region Moderate 10.3% (n=31)
Severe 86% (n=258)
None 4% (n=12)
Numeric pain rating scale in | Mild 5.3% (n=16)
above knee/thigh region Moderate 26.7% (n=80)
Severe 64% (n=192)
None 5% (n=15)
Numeric pain rating scale in | Mild 3.3% (n=10)
below knee/thigh Moderate 23% (n=69)
Severe 68.7% (n=206)

Tampa scale forkinesiophobia

No kinesiophobia
Severe kinesiophobia

3.7% (n=11)
96.3% (n=289)

Roland — morris low back Mean + SD 16.50£3.50

pain and disability

questionnaire
Physical Functioning 41.75£14.11
Role Physical 12.67+20.80
Bodily Pain 55.80+16.99

SF-36 questionnaire General Health 53.98+12.15

(Mean = SD) 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-
Numeric pain rating scale in back Chi- P-
Variable None | Mild | Moderate | Severe Square | Value
Age
18-30 0.0% (n=0) | 1.3% (n=4) | 2.3% (n=7) | 17.3%(n=52)
31-43 0.3% (n=1) | 0.7% (n=2) | 4.7% (n=14) | 31.7%(n=95) |5.63 | 0.466
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)
Unmarried 0% (n=0) | 0.7% (n=2) | 1.3% (n=4) | 6.3% (n=19) |4.13 | 0.659
Widow 0% (n=0) 0% (n=0) 0.3% (n=1) | 1.0% (n=3)
Education
Iliterate 0% (n=0) 0% (n=0) 0.7% (n=2) | 3.0% (n=9)
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) | 44.63 | 0.000*
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)
Semirural 0% (n=0) 1.3% (n=4) | 2.7% (n=8) | 28.0% (n=84) | 3.61 | 0.73
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)
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) 29.39 | 0.21
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)
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) 951 |0.66
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-

Numeric pain rating scale in above knee Chi- P-
Variable None | Mild | Moderate | Severe Square | Value
Age
18-30 0.3% (n=1) | 2.0% (n=6) | 5.7% (n=17) | 13.0% (n=39)
31-43 1.7% (n=5) | 2.0% (n=6) | 9.7% (n=29) | 24.0% (n=72) | 4.42 | 0.62
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)
Unmarried 0% (n=0) 1.0% (n=3) | 3.0% (n=9) |4.3% (n=13) |6.23 0.39
Widow 0% (n=0) 0% (n=0) 0.7% (n=2) | 0.7% (n=2)
Education
Iliterate 0.3% (n=1) | 0% (n=0) 1.3% (n=4) | 2.0% (n=6)
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) | 39.24 | 0.001*
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)
Semirural 1.0% (n=3) | 2.0% (n=6) | 7.3% (n=22) | 21.7% (n=65) | 3.09 0.80
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)
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) | 26.64 | 0.32
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)
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) 8.36 0.76
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.
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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-

Numeric pain rating scale in below knee Chi- P-
Variable None | Mild | Moderate | Severe Square | Value
Age
18-30 1.0% (n=3) | 0.7% (n=2) | 5.7% (n=17) | 13.7% (n=41)
31-43 1.3% (n=4) | 0.7% (n=2) | 7.7% (n=23) | 27.7% (n=83) | 4.08 0.67
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)
Unmarried 1.0% (n=3) | 0.3% (n=1) | 2.7% (n=8) | 4.3% (n=13) | 18.66 0.005
Widow 0% (n=0) 0% (n=0) 1.3% (n=4) | 0% (n=0) *
Education
Iliterate 0% (n=0) 0% (n=0) 1.3% (n=4) | 2.3% (n=7)
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) | 25.85 0.04*
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)
Semirural 1.3% (n=4) | 1.3% (n=4) | 7.0% (n=21) | 22.3% (n=67) |5.20 0.52
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)
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) | 33.79 0.09
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)
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) 2.68 0.99
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 Mean | Std. F value | P value
participants Deviation

Age

18-30 63 16.89 | 3.19

31-43 112 16.19 | 3.79 0.86 0.42

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

Unmarried 25 17.64 | 2.74 1.89 0.15

Widow 4 18.00 | 0.82

Educational Qualification

Illiterate 11 15.00 | 4.24

Primary 77 16.53 |3.29

Secondary 86 16.41 | 3.68

Higher 70 16.91 | 3.29 1.08 0.37

secondary

Graduation 33 16.94 | 2.72

Post graduation | 23 1552 | 4.58

Living area

Rural 79 15.80 | 3.33

Semirural 96 16.85 | 3.68 2.24 0.11

Urban 125 16.66 | 3.44

Occupation

Farmers 21 16.29 | 3.52

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 0.56 0.81

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

Betel leaf 54 16.44 | 3.25

Jorda 4 14.00 | 3.56 0.54 0.70

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 Mean | Std. F value | P value
participants Deviation

MRI Findings

Protrution 100 15.90 | 4.53

Harniation 93 16.05 | 2.58 4.30 0.005*

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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4.75 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.

40



4.8 Association between Tampa scale for

variables:

Table 8:Association between Tampa scale for Kinesiophobia

Demographic variables-

Kinesiophobia&Demographic

questionnaire &

Tampa scale for Kinesiophobia Chi- P-
Variable No Kinesiophobia | Suffering From Kinesiophobia | Square | Value
Age
18-30 1.0% (n=3) 20.0% (n=60)
31-43 1.3% (n=4) 36.0% (n=108) 0.29 0.86
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)
Unmarried 0.3% (n=1) 8.0% (n=24) 0.161 0.92
Widow 0% (n=0) 1.3% (n=4)
Educational Qualification
Iliterate 0.0% (n=0) 3.7% (n=11)
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) 1.66 0.89
Post graduation | 0.0% (n=0) 7.7% (n=23)
Living Area
Rural 1.3% (n=4) 25.0% (n=75)
Semirural 1.0% (n=3) 31.0% (n=93) 0.59 0.74
Urban 1.3% (n=4) 40.3% (n=121)
Occupation
Farmers 0.3% (n=1) 6.7% (n=20)
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) 12.48 0.13
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)
Betel leaf 1.3% (n=4) 16.7% (n=50)
Jorda 0% (n=0) 1.3% (n=4) 3.33 0.50
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 1248 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 Number of Mean Std. Fvalue | P value
(SF-36 domain) participants Deviation

Age (Physical Functioning)

18-30 63 18.38 2.60

31-43 112 18.79 3.28 2.78 0.04*
44-56 125 17.94 2.42

Occupation (Physical Functioning

Farmers 21 17.81 2.69

Garments workers | 20 18.65 2.48

Day Laborer 11 18.45 2.02

Service Holder 59 18.37 2.52 0.59 0.79
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

Harniation 93 4.67 0.66 2.61 0.04*
Bulging 98 4.48 1.10

Sequestration 9 4.00 0.00

Marital Status (General Health)

Married 271 15.78 2.44

Unmarried 25 15.80 2.52 0.50 0.61
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)

Iliterate 11 14.00 1.95

Primary 77 13.49 3.80

Secondary 86 11.92 3.44 3.60 0.004*
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 Number of Mean Std. F value | P value
(SF-36 domain) | participants Deviation

Type of Pain (Vitality)

Acute 48 12.21 3.50

Sub-acute 107 12.38 3.21 1.26 0.09
Chronic 145 12.97 3.84

Marital Status (Social Functioning)

Married 271 5.83 1.25

Unmarried 25 5.36 1.11 2.86 0.04*
Widow 4 6.75 0.96

Living area (Social Functioning)

Rural 79 5.91 1.35

Semirural 96 5.70 1.27 0.66 0.52
Urban 125 5.82 1.16

Age (Mental Health)

18-30 63 15.29 4.53

31-43 112 17.79 3.68 7.95 0.000*
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

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 2.80 0.005*
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 llliterate, 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%
Cl: 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.
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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.
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QUESTIONNAIRE
Part-1:Personallnformation
Identification Number:

Participant’s Name:
Address:
Mobile Number:

Part-11:Socio-demographic
Information

Age:

Sex:

Marital Status
1. Married

2. Unmarried

3. Divorced

4. Separated

5. Widow

6. Widower

Educational Qualifications
1. llliterate

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

74



Driver

Day Laborer
Service Holder
Businessman
Retired
Student

9. Others
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Tobacco intake

1
2
3.
4. Gull

. Cigarette

Betel leaf

jorda

Monthly Income

MRI report finding
1. Disc Protrution
2. Disc Herniation

3. Disc Bulging

Garments workers

Part-111: Radiological test

4. Disc Sequestration
X-Ray report finding

ok wdE

Normal study

Types of pain

1. Acute Pain

2. Subacute Pain
3. Chronic pain
Radiating pain
1. None

Increase lordosis
Decrease lordosis
Flat Lumbar spine
Disc space reduce
Degenerative change

Part-1V: Pain related Question
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2. Unilateral

3. Bilateral

Radiating pain above knee/thigh region
1 None

1 Unilateral

1 Bilateral

Radiating pain below knee/leg region

1 None

1 Unilateral

1 Bilateral

Pain intensity low back region according to the Neumeric Pain Rating
Scale

Pain intensity thigh/above knee region according to the Neumeric Pain
Rating Scale

o 1 2 3 4 5 6 7 8 9 10

Pain intensity leg/below knee region according to the Neumeric Pain
Rating Scale

76



Part-V : Tampa Scale for Kinesiophobia

1 = strongly disagree
2 = disagree
3 = agree

4 = strongly agree

. ’m afraid that I might injury myself if I exercise

. If I were to try to overcome it, my pain would increase

. My body is telling me I have something dangerously wrong

. People aren’t taking my medical condition seriously enough

. My accident has put my body at risk for the rest of my life

1
2
3
4. My pain would probably be relieved if | were to exercise
5
6
7

. Pain always means | have injured my body

8. Just because something aggravates my pain does not mean it is
dangerous
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9. I am afraid that I might injure myself accidentally
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10. Simply being careful that 1 do not make any unnecessary
movements is the safest thing | can do to prevent my pain from
worsening

11. T wouldn’t have this much pain if there weren’t something
potentially dangerous going on in my body

12. Although my condition is painful, | would be better off if | were
physically active

13. Pain lets me know when to stop exercising so that I don’t injure
myself

14. It’s really not safe for a person with a condition like mine to be
physically active

15. I can’t do all the things normal people do because it’s too easy
for me to get injured

16. Even though something is causing me a lot of pain, I don’t think
it’s actually dangerous

17. No one should have to exercise when he/she is in pain
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| stay at home most of the time because of my back.

| change position frequently to try to get my back comfortable.

| 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, | try to get other people to do things for me.

| get dressed more slowly than usual because of my back.

| only stand up for short periods of time because of my back.

Because of my back, I try not to bend or kneel down.

| find it difficult to get out of a chair because of my back.

My back is painful almost all of the time.

| find it difficult to turn over in bed because of my back.

My appetite is not very good because of my back.

| 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.

| sleep less well because of my back.

Because of my back pain, | get dressed with the help of someone else.

| sit down for most of the day because of my back.

| 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.

| stay in bed most of the time because of my back.
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Part-VI1I : SF-36 QUESTIONNAIRE

Please answer the 36 questions of the Health Survey completely, honestly, and
without interruptions.

GENERAL HEALTH:

e Ingeneral, would you say your health is:
1. Excellent
2. Very Good
3. Good
4. Fair
5. Poor
e Compared to one year ago, how would you rate your health in general
now?
Much better now than one year ago
Somewhat better now than one year ago
About the same
Somewhat worse now than one year ago
Much worse than one year ago

Ok LR

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?

e 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
e 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
e Lifting or carrying groceries
1 Yes, Limited a Lot
1 Yes, Limited a Little
1 No, Not Limited at all

e Climbing several flights of stairs
1 Yes, Limited a Lot
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1 Yes, Limited a Little

1 No, Not Limited at all
e Climbing one flight of stairs

1 Yes, Limited a Lot

1 Yes, Limited a Little

7 No, Not Limited at all
e Bending, kneeling, or stooping

1 Yes, Limited a Lot

1 Yes, Limited a Little

1 No, Not Limited at all
e Walking more than a mile

1 Yes, Limited a Lot

1 Yes, Limited a Little

7 No, Not Limited at all
e Walking several blocks

1 Yes, Limited a Lot

1 Yes, Limited a Little

7 No, Not Limited at all
e Walking one block

1 Yes, Limited a Lot

1 Yes, Limited a Little

7 No, Not Limited at all
e Bathing or dressing yourself

1 Yes, Limited a Lot

1 Yes, Limited a Little

1 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?

e Cut down the amount of time you spent on work or other activities
1. Yes
2. No
e Accomplished less than you would like
1 Yes
1 No
e Were limited in the kind of work or other activities
1 Yes
1 No

80



e Had difficulty performing the work or other activities (for example, it
took extra effort)
1 Yes
1 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)?

e Cut down the amount of time you spent on work or other activities
1 Yes
1 No
e Accomplished less than you would like
1 Yes
1 No
e Didn't do work or other activities as carefully as usual
1 Yes
7 No

SOCIAL ACTIVITIES:

e Emotional problems interfered with your normal social activities with
family, friends, neighbors, or groups?

Not at all

Slightly

Moderately

Severe

Very Severe

Ok wbdE

PAIN:

e How much bodily pain have you had during the past 4 weeks?
None

Very Mild

Mild

Moderate

Severe

Very Severe

ok wdPE
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e During the past 4 weeks, how much did pain interfere with your normal
work (including both work outside the home and housework)?

Not at all

A little bit

Moderately

Quite a bit

Extremely

gk~ o e

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.

e Did you feel full of pep?
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

e 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
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e 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
e Have you felt calm and peaceful?
1 All of the time
1 Most of the time
1 A good Bit of the Time
1 Some of the time
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1 A little bit of the time
1 None of the Time
e 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
e 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
e 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
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e 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

e 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
1 None of the Time

SOCIAL ACTIVITIES:

O dodogog™
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e 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?
e | seem to get sick a little easier than other people

1. Definitely true

Mostly true

Don't know

Mostly false

. Definitely false

am as healthy as anybody | know

Definitely true

Mostly true

Don't know

Mostly false

Definitely false

I T o N o R O R 4 B N GURY N

e | expect my health to get worse

Definitely true

Mostly true

Don't know

Mostly false

Definitely false

e My health is excellent
1 Definitely true

Mostly true

Don't know

Mostly false

Definitely false
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