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Abstract

Purpose: Increasing evidence suggests that musculoskelstalders are common in
workers in the health care industry. Some liteedursuggest that pediatric
physiotherapists are at high risk of work relatagsouloskeletal disorde®@bjectives.
So, the objective this research was carried oudl¢atify thecommon work related
musculoskeletal disorders among the pediatric piiysrapists at CRMRethodology:
The prospectivguantitative research was carried out to accomphishobjective
of the study.35 participants among the pediatric physiotherapigtre selected as
simple random sampling technique. The investigased a mix of both structured
and semi-structured questionnaire and participaree requested to give opinion
based on the structure of the question. Data weneerically coded and put in both
Excel and SPSS 16.0 version software program. ipdiser statistics was performed
to obtain the result of the studyesults. After analysis researcher found that among
the 32 participants who have suffered from WRMD.okm them 13(40.6%) suffered
in low back pain, 8(25.0%) suffered in neck & sluwmil pain, 2(6.20%) suffered in
upper back & neck pain, 5(15.60%) suffered in n&dkack pain, 1(3.10%) suffered
in knee & ankle pain and 3(9.40%) suffered in medata pain. WRMD lowest age
was 23 and highest age was 39 years. And frequemecy 25.70% participants in
/between 20-25 years, 54.30% participants in éetw26-30 years, 17.10%
participants in between 31-40 years, 2.90% paditip in between 36-40 years. In
WRMD 18.8% participants stressful positions werefgrening same task over and
over, 28.2% participants were working in awkwardl asmamped position, 37.5%
participants were working in the same position ltorg periods, 12.5% participants
were bending or twisting back or neck in an awkwaay, 3.10% participant was not
enough rest during the day. So most common riskofawere working in same
position for a long period 37.5% and working in avekd or cramped position 28.2%.
Conclusion: This study contributes to the understanding ofkarelated disorders
among physiotherapists from a south-east Asiarppetive where the profession is in

its development stage.

Key words: Musculoskeletal disorder, Work related musculogité@disorder.



CHAPTER-I INTRODUCTION

Musculoskeletal disorders (MSDs) have become mostnoon problem worldwide

during past decades and increasing day by day.dtdommon cause of work related
disability among worker with substantial financiebnsequence due to workers
compensation and medical expenses (Anderson, 198@3culoskeletal disorders
which are often soft tissue injuries occur whenrghis a mismatch between the
physical requirements of the job and physical ciaypaaf the human body (Safe

computing Tips, 2005- 2008).

Work related musculoskeletal disorders (WRMDs) alalbed overuse injuries, have
accounted for a significant proportion of work ings and workers compensation
claims in western industrialized nations since ltite 1980s. Recent epidemiological
studies have greatly improved methods to distingtli® contribution of work place
and non-workplace risk factors to the developmert severity of MSDs (Mary &

Ann, 2006). All activities that perform using mubiskeletal system are walking,

sitting, running, playing, dancing, and working.

The musculoskeletal system is a complex entity, pmmsad of bones, joints muscles,
tendons, ligaments, bursa, nerve and blood vesBelstures and movements are
dependent on the functioning of the musculoskelstatem but an overload of
physically strenuous tasks may pose a threat #awkward posture, repetitive work
or handling heavy materials may damage the systaineading to musculoskeletal

fatigue, pain or disorders.

MSDs are caused when the physical capacity of thechas, joints, ligaments etc. is
not in balance with the external forces that acrufhe body (European Agency for
Safety and Health at work, 1993). Several risk diectare associated with the
development or exacerbation of MSDs in the workplamcluding physical,
biomechanical, individual predisposition psychoabaonditions (Bureau of Labor
Statistics, 2005).



1.1 Background

Work related musculoskeletal disorders are commuh iacreasing in the United
States. Between 1982 and 1992, the reported nuafibvusculoskeletal disorders of
the upper and lower extremity has steadily incréasecounting in 1992 for more
than 60% of all occupational illnesses (Bureawnbbl statistics, 1993). Depending of
the job, these disorders may cause pain, restriotetbn and weakness in the hands,
arms, shoulders, neck, back and lower limbs. Caluplgh the human costs in
suffering and lost wages, work related musculosikldisorders are responsible for
growing costs as evidenced by increases in worgenspensation costs as well as
escalating costs of diagnosis and treatment. Tot@pensable costs to the nation for
these disorders are estimated to exceed 20 bdiwmally (Webster & Snook, 1994).
Work related musculoskeletal disorder can resutliriect costs, such as compensation
and medical expenditure, as well as indirect cesth as disruption in productivity
guality, worker replacement costs, training andeabe costs. It has become a major
concern because of the negative impact on therhaall productivity of employees
and is there for a significant problem for empl@yand workers to pay attention to
(Puts & Anderson, 1988). Bureau of labor and dieigBLS) reports that in 1994
(the last year of data available at the time tlejsort was prepared) approximately
705,800 cases (32%) are the result of overexediorepetitive motion. Especially
there are 367,424 injuries due to overexertioniftimd) (65% affected the back);
93,325 injuries due to overexertion in pushing olipg objects (52% affected the
back) 68,992 injuries due to overexertion in haidicarrying, or turning objects
(58% affected the back). Total across these thasgories, 47,861 disorders affected
the shoulder. Of these injuries or illness, 55%aéd the wrist, 7% affected the
shoulder, and 6% affected the back. Musculoskelditdrders are major cause of
disability in working population. Government stéitis indicated that MSD accounted
for one quarter of claims for “incapacity benefit’the UK in 1996(Griffiths, 1998).
Published research data also confirm the high emad of MSD. For instance, in a
large scale survey of a stratified random sampitgezhout in 1995, MSD accounted
for 57% of total those reporting working relateldelss (Jones et al, 1998). Similarly,
Houtman et al, (1994) found that 25% reported baak complaints, 8% chronic
back pain problems and 24% muscle and joint comigdan the Netherland. In 2003,

for every 100,000 workers, there were 32 new MSBesaThis means that MSDs
2



account for 50% of all new cases of occupationabmiers in the EU50% of all
work related health problems. Moreover the numliévi®D cases is increasing over
time. In 2001, 19 workers in every 100,000 suffefredn a new MSD. This number
had almost doubled by 2003 (32 per 100,000 work@&msjopean Agency for safety
and Health at work, 1993).



1.2 Rationale

From this study pediatric physiotherapist will atdedentify the risks that can control
and review there their activities. Pediatric phttsgpapist may provide proper
communication recommendation for every single vigitch will be helpful for them.
Beside this, it will be help to established ergormonguidelines for pediatric
physiotherapist to the space, equipments, toolstruments, furniture and
environmental condition which are mandatory in diesign of pediatric unit of CRP.
This study will also help to discover the lackinga of a pediatric physiotherapist,
especially about their posture before doing anivitiets. Beside this it will be help to
professional development which is mandatory forentr situation. From this study
researcher can identify the common musculosketlitadrders of clinical pediatric
physiotherapist in pediatric unit, CRP. So investig can help them to tech and give
them proper education about the posture and otteseptive methods. By this there
will develop a good relationship with both medigabfessional, which are very
important for MDT approach. And it will help to dsver the role and importance of
physiotherapy in every sector of Bangladesh. P&ét@000) claimed that MSDs may
cause a great deal of musculoskeletal pain anersuff among afflicted workers.
Workers experiencing aches and pains on the jobmoape able to do quality work.
During treatment procedures clinical pediatric pbygerapist work in awkward body
posture, sometime slouch posture, often accompamyedepetitive movements of
both upper & lower limb, Changing posture , incezhmuscle activity and prolonged
static head and back postures. In addition, whemcal pediatric physiotherapist
gives treatment they do not any concentration alioeit posture so suffered from
WRMD (Albayrak et al, 2007).



1.3 Resear ch question
What are the common worked related musculosketitarders among the pediatric
physiotherapist at CRP?

1.4 Aims
Identify the worked related musculoskeletal disssdeamong the pediatric
physiotherapist at CRP.
1.5 Objectives
1.5.1 General objective
* To identify the common worked related musculosleldisorders among the
pediatric physiotherapist at CRP.
1.5.2 Specific objective
* To estimate the prevalence of work related mus&eletal disorders among
the pediatric physiotherapist at CRP.
* To find out the risk factors that are consideregdrablem for the pediatric
physiotherapist at CRP.
* To determine the most affected body part of theigted physiotherapist at
CRP.



1.6 Operational definition

Work related musculoskeletal disorder

Work-related musculoskeletal disorders (WRMD) ahe tdisorders of muscles,
tendons, ligaments and nerves that develops dueoté& related factors such as
repetitive work or activities with awkward posturegh symptoms of pain, aches,
parathesis, tingling , numbness and stiffness @btme examples of musculoskeletal
disorders include back pain, neck pain, carpal eursyndrome, tendonitis and

tenosynovitis etc.

Pediatric Physiother apist
A qualified Physiotherapist who works in a Ped@atarea is called pediatric

physiotherapist.



CHAPTER-II LITERATURE REVIEW

Musculoskeletal injuries affect muscles, tendoiggrhents and nerves. These injuries
can develop when the same muscles are used relyeatedr a long time without
taking time to rest. The chance of getting thisetyy injury increases if the force
exerted is high and or the job required an awkwaodtures. Some examples of
musculoskeletal disorders include back pain, neak,pcarpal tunnel syndrome,
tendonitis and tenosynovitis (Workplace injuried ahi-nesses & Musculoskeletal
Disorders and Workplace Factors, 1992). Other esgiwas used to describe MSDs
include Repetitive Strain Injuries (RSIs)York related musculoskeletal disorder
(WRMD, Cumulative Trauma Disorders, Overuse Injsirieepetitive Motion Disorde
rs) (Peter, 2000).

Musculoskeletal disorders are sometimes called nengdc injuries and illnesses.
Ergonomics is the study of the worker's interactiauith tools, equipment,

environment, jobs, tasks, work methods, work raé@s| other systems. The federal
Bureau of Labor Statistics (BLS) has defined musskeletal disorders (MSDs) as
injuries and disorders to muscles, nerves, tendiogemnents, joints, cartilage, and
spinal discs. MSDs do not include injuries resgltfrom slips, trips, falls, or similar

accidents. Examples of MSDs include many kindspo&is and strain, carpal tunnel
syndrome, tendinitis, sciatica, and low back pM&Ds result from bodily reactions
due to bending, climbing, crawling, reaching, orstimg, and from overexertion and

repetitive motion (Maier & Ross-Mota, 2000).

Medical terms used to describe MSDs to variousspaifrthe body include low back
pain, tendinitis, bursitis, carpal tunnel syndromgicondylitis, trigger finger, thoracic

outlet syndrome, carpet layers knee and degenerdise disease (Peter, 2000).

Work-related musculoskeletal disorders (WMSDs)aggoup of painful disorders of
muscles, tendons, and nerves. Work activities wihieh frequent and repetitive, or
activities with awkward postures cause these dessravhich may be painful during
work or at restWork-related Musculoskeletal Disorders, 2005).



Applying manual force loads the muscles and tenddrite arms .Repetitive work
using the same muscles and tendons may be resfeofmildfatigue and injuries. In
awkward postures the joints are more susceptiblguoes and the muscles have less
capacity for exerting force. Expose the hands bration and contribute to potential
disruption to the blood circulation in the fingeasd to the nerves of the hand and
arm. Workers who have long-term static postures type of repeated static posture
can give rise to injuries, particularly when regeator months or years. Prolonged
standing may result in fatigue and discomfort ire tlegs. It can lead to the
development of musculoskeletal disorders (e.g.fphfeet and other foot problems)
and varicose veins. Prolonged sitting requiresntinscles to hold the trunk, neck and
shoulders in a fixed position. This squeezes thedlessels in the muscles, reducing
the blood supply. An insufficient blood supply detates fatigue and makes the
muscles prone to injury. Manual handling refersh® transfer, pushing, pulling and
carrying of loads by one or more employees. Daxigosure to physical risk factors
and insufficient rest or recovery time are among phincipal organizational factors
that can lead to MSDs. Mental strain can cause utaisdension, and increase
existing physical strain. Work conditions that miagrease mental strain include
Psychologically demanding activities, in which therkers are exposed to high levels
of work stress, work pressure and mental demarsda, @nsequence for example of
tight deadlines and low levels of autonomy and \Ati&s in which there is little
support from colleagues, supervisors and managem®pean Agency for Safety and
Health at Work, 1993).

Individuals differ in their susceptibility to MSDd=actors such as prior medical
history, physical capacity and age are very impart@besity, pregnancy, rheumatoid
arthritis, acute trauma and endocrinological diesdre other examples of individual
non-occupational factors that may affect the o@noe of MSDs. Social context
provides some important non-work risk factors ieatto MSDs. Some types of

sport, leisure activities and housekeeping workahe can all increase susceptibility
to MSDs. The relation between work activities angaticular musculoskeletal

disorder is multi-factorial. This means that whéffedent physical factors are present,

coexisting with organizational factors (and alsdiwdual and social factors), a work



situation may arise in which there is a high rigkdeveloping MSDs (European
Agency for Safety and Health at Work, 1993).

This is difficult to predict to measure the timedevelop a WRMD. An employee
may notice symptoms such as muscle, joint or terswaness within the first several
weeks of a new job. Workers with pre- existing nesatliproblems may be at higher
risk of developing symptoms those healthy work8mmne disorders may take several
years before symptoms are identified. Some emp®yeey never develop a WRMD.
The length of daily working hours as a risk factmr the development of
musculoskeletal complains was studied, it was fotirat some sample worked 8
hours/ day and few were worked 5 hours/ day. Warkpart time was shown to
postpone the occurrence of sick leave due to moskeletal disorders by
approximately half a year, there was no lastingafon the reduction in working
hours on sick leave due to shoulder- neck com@aimiit a reduction in low back
complaints was identified. It is suggested that morganization of work activities to
counteract musculoskeletal injuries from repetitiverk should aim to break up the
muscular activity patterns over time periods coastlly shorter than the 5 hours
working /day of the part time workers in the prasgndy (Meligrsted & Westgaard,
1991).

Work related musculoskeletal injuries can take edéht forms. The onset and
development these injuries of is still not well ko Many theories some
complementary and other contradictory have attethpteexplain the phenomenon
and it is clear that the issue is still not fullpderstood. Despite the diversity of
applications and mechanism involved, WMSDs showedat number of similar
characteristics. Although the onset mechanisms nate clearly established, it is
generally agreed that the injuries result from aser beyond the body’s recovery
capacity. WMSDs occur because a structure is abreseetitively and is made to
endure a work load that it cannot tolerate withoegative consequences. WMSDs
develop over time the process evolves graduallyh wepeated overuse with and
insufficient recovery. The process may vary fromlwet in surreptitiously, with no
apparent symptoms only to one day appear suddedlglavelop rapidly. More often

slight discomfort are felt, which worsen gradualiytil they lead to work stoppage.
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The disorder can only take few days to develop. Bate often it stretches, out for
weeks, months and even years. WMSDs do not cotestaudisease that can be
contracted, but a process that develops over thseWMSDs develop gradually
therefore action can be taken before the procdsstge far. If the overuse is stopped
in time, the body can recover and the aliment eede without leaving any trace.
Complete recovery can possible, and preventionbeatermed effective if it occurs
early. The starting point of WMSDs is overuse. Bus overload generally steams
from a combination of factors and not from one Entause. Be it repetition, posture
or effort, no single risk factor is essential indaof itself. A very demanding effort
made in a particularly bad posture can suffice reat® musculoskeletal problems,
even if the rate of repetition is very low. Conwdysa less demanding tasks
performed in a more or less adequate posture casecdamage if it is repeated
thousands of times per day. Because of this maligaluses, prevention must often
rely on a combination of solutions based on a gawalvledge of the situation. And
because the situation can be so diverse, a univedodation is also impossible
(Simoneau, et al, 1996).

The prevalence of MSDs increases as people ergentbrking years. By the age of
35, most people have had their first episode ofkbpain (Guo et al, 1995).
Musculoskeletal impairments are among the mostgbeav and symptomatic health
problems of middle and old age (Bruce & Bernard7)9Some studies have found a
higher prevalence of some MSDs in women (Bernaral,e1994). A male to female
ratio of 1:3 was described for carpal tunnel synteqCTS) in a population study in

which occupation was not evaluated (Bruce & Bernag®7).

Several papers have presented evidence that avposiboking history is associated
with low back pain, sciatica, or intervertebral mated disc. Some epidemiologic
support exists for the relationship between baghrynand a mismatch of physical
strength and job tasks. (Bruce & Bernard, 1997)

Weight, height, body mass index (BMI), and obedigve all been identified in
studies as potential risk factors for certain MSBspecially CTS and lumbar disc

herniation (Bruce & Bernard, 1997). Diabetes Meditthyroid problems kidney
10



problems (Renal insufficiency, failure, stones,.)etarthritis, high blood pressure,
gout Reynaud’s phenomenon (European Agency for Safety Health at Work,
1993).

According to (Work-related Musculoskeletal Disorders, 2005),nP& the most
common symptom associated with WMSDs. In some césese may be joint
stiffness, muscle tightness, redness and swellinheoaffected area. Some workers
may also experience sensations of "pins and neédlesibness, skin color changes,
and decreased sweating of the hands. WMSD may gssgn stages from mild to

severe.

Aching and tiredness of the affected limb occunrythe work shift but disappear at
night and during days off work. No reduction of wagoerformance. Aching and

tiredness occur early in the work shift and peraistight.

Aching, fatigue, and weakness persist at rest,ilibalbo sleep and perform light

duties. Not everyone goes through these stagdseirsame way. In fact, it may be
difficult to say exactly when one stage ends ararbxt begins. The first pain is a
signal that the muscles and tendons should resteammyer. Otherwise, an injury can
become longstanding, and sometimes, irreversiblee €arlier people recognize

symptoms, the quicker they should respond to them.

Shoulder MSDs and their relationship to work risktbrs have been reviewed by
several authors (Hagberg and Wegman, 1987; Konath&arcier, 1995; Sommerich
et al, 1993; Winkel and Westgaard, 1992). (Haglaexd) Wegman, 1987) attributed a
majority of shoulder problems occurring in a vayief occupations to workplace
exposure. (Kuorinka and Forcier, 1995) looked dpmadly at shoulder tendinitis and
stated that the epidemiologic literature is “mosinwncing” regarding work-
relatedness, especially showing an increased asloyerhead and repetitive work.
Shoulder as work activities that involved cycli¢lxion, extension, abduction, or
rotation of the shoulder joint. Repetitiveness wlafined in four different ways by
observed the frequency of movements past pre-aefingles of shoulder flexion or
abduction, number of pieces handled per time whigrt cycle time/repeated tasks
within cycle and a descriptive characterizationrepetitive work or repetitive arm
movements.
11



Some of the studies that examined repetition askafactor for shoulder MSDs had
several concurrent or interacting physical workdldactors (Sakakibara et al, 1987).
Studies that examined force or forceful work orwe#ads to the shoulder, or
described exposure as strenuous work involving gheulder abduction, flexion,
extension, or rotation that could generate loadsht shoulder region were also
includedmuscle activity, while deltoid muscle activity umdent a pronounced
increase as the angle of shoulder flexion or abolughcreased from 45 to 90
degrees (Herberts et al, 1984). As the arm is tdeydhe space between the
humeral head and the acromion narrows such thahanézal pressure on the
supraspinatus tendon is greatest between 60 anddd@es of arm elevation
(Levitz & lannotti, 1995). While there is a contuma of severity from an
included angle of 30 degrees to a maximally abdu@men, postures with
shoulder abduction or flexion past 60 degrees ansidered awkward posture.
In compare, when a joint is in an awkward postihe, muscles have less
strength. So if they have to produce the same atuiunrce, the muscles will
be working closer to their maximum level. Fatigu#l wccur more quickly,

And an awkward posture lead to MSD

There is a relation between physical factor of tidpa and elbow MSDs. Studies
usually defined repetition, or repetitive work, fttre elbow as work activities that
involved cyclical flexion and extension of the elbor cyclical pronation, supination,
extension, and flexion of the wrist that generébesls to the elbow/forearm region.
For review it is included in a study that is exaedrforce or forceful work or heavy
loads to the elbow or described exposure as sttsnumrk involving the forearm
extensors or flexors, which could generate loaddh¢oelbow/forearm region (Mintz
& Fraga, 1973).

Studies that addressed posture or examined woirkén®se activities or occupations

that require repeated pronation and supinatiorjdié¢ extension of the wrist, either

singly or in combination with extension and flexiohthe elbow have chance to being

attacked by MSDs (Mintz & Fraga, 1973). Studieg #utlressed posture or examined
12



workers in those activities or occupations thatunex repeated pronation and
supination, flexion/ extension of the wrist, eith&ngly or in combination with
extension and flexion of the elbow have chanceeiadattacked by MSDs (National
institute of public safety and health, 1997).

Cyclical or repetitive work activities that involdeeither repetitive hand/finger or
wrist movements such as hand gripping or wrist resiten/flexion, ulnar/radial
deviation, and supination or pronation may causeMi$Ds (Stevens JC et al, 1992).
Repetitive work is frequently performed in combioat with external forces, and
much of the epidemiologic literature has combindeseé two factors when
determining association with CTS. There is evidetihzd force alone is associated
with CTS. There is strong evidence that a combamatif forceful hand/wrist exertion
and repetitiveness are associated with CTS (Md&e2).

Nineteen studies reported on the results of theceston between repetition and
CTS. Several studies quantitatively measured (Md®82; Chiang et al, 1990, 1993;
Silverstein et al, 1987) or observed (Stetson e1@93; Nathan et al, 1988; 1992a;
Barnhart et al, 1991; Osorio et al, 1994) and caiegd repetitive hand and wrist
movements in terms of. a)he frequency or duratbntasks pertaining to the
hand/wrist, b) the ratio of work-time to recovelyné, c) the percentage of the
workday spent on repetitive activities, or d) thetity of work performed in a given
time (National institute of public safety and health9T%

Neck or head postures, adverse or extreme heagc@rpostures, or static postures of
the head and/or neck can caused work related nusd@iétal disordef(Moore,
1992. Heavy physical work has been defined as work thatthgh energy demands
or requires some measure of physical strength. Smamechanical studies interpret
heavy work as jobs that impose large compressika$oon the spine (Marras et al,
1995). Heavy physical workppeared to include other potential risk factas tack

disorder, particularly lifting andwkward postures.

Lifting is defined as moving or bringing somethiingm a lower level to a higher one.
The concept encompasses stresses resulting from deore in transferring objects
13



from one plane to another as well as the effectsanfing techniques of patient
handling and transfer. Forceful movements includevement of objects in other
ways, such as pulling, pushing, or other efforteve®al studies included in this
review used indices of physical workload that camell lifting/forceful movements
with other work-related risk factors (particulathgavy physical work and awkward
postures). Some studies had definitions for liftivigich include criteria for number of

lifts per day or average amount of weight liftecathlan, 1992).

Bending is defined as flexion of the trunk, usuatiythe forward or lateral direction.

Twisting refers to trunk rotation or torsion. Awkidapostures include non-neutral
trunk postures (related to bending and twistingextreme positions or at extreme
angles. Risk is likely related to speed or charages$ degree or deviation from non-
neutral position (Pope et al, 1984). Static worlstpees include isometric positions
where very little movement occurs, along with craahpor inactive postures that
cause static loading on the muscles. In the studsswed, these included prolonged
standing or sitting and sedentary work. In manyesashe exposure was defined
subjectively and/or in combination with other woedated risk factors (National

institute of public safety and health, 1997).

Different studies show about 50% of workers havenber will be affected by knee
pains and complaints will be more frequent as theufation ages and careers will be
longer. The increase in prevalence depends on meeth@r morphological causes as
well as psychosocial state and work organizatioesians of the meniscus, well
known for a long time, seem to be stable in thes$tes of Social Security as well as
the hygroma; the use of knee-pads (overalls witkit-lou cushions) is strongly
recommended while working in kneeling or squattpgsition. The squatting or
kneeling position extended for longer than one hawtay, often recovering from
these two positions (more than 30 times a dayjndjfor carrying heavy loads, often
climbing (around 30 times per day) stairs or laddé&hese gestures and postures are
unavoidable in some jobs; in those cases, adviégesngby the specialist of
occupational medicine and the ergonomist may imgror alter the habits of the
worker or of his entire team (Part, 2009).
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Foot pain is very common, especially in women, awia inappropriate footwear.
Overuse, repetitive strain and minor, easily faagj@e injuries may result in chronic
foot and ankle pain (Balint et al, 2003). Inflamroat of tendons and/or tendon
sheaths because of repetitive movements, oftenstienuous (Safety & Health
Assessment & Research for Prevention, 2001). fioitaof the levator scapulae and
trapezium, all muscles of the neck causes tighteafrthe muscles in the neck. Neck
stiffness as well as headaches also presents. tlezglare often described as a
pressure sensation around the head. Pain may éddntensify at the end of day
(Safety & Health Assessment & Research for Pregant2001). Inflammation of
tendons and/or a tendon sheaths of the fingerstaduepetitive movements and
griping too long, too tightly, or too frequentlyo $hability to move fingers smoothly,
with or without pain (United Food and Commercial N&rs International Union,
2008). Result inflammation of the bursa (sack-lieeity) between skin and bone, or
bone and tendon. It can occur at the knee, elbawshoulder due to kneeling,
pressure at the elbow repetitive shoulder movemedksmracterized by pain and
swelling at the site of the injury (Safety & Healfkssessment & Research for
Prevention, 2001). The heavy feeling, aching psiiffness in upper back and neck,
due to overhead activity of arms in extended pmsi{Safety & Health Assessment &
Research for Prevention, 2001). DeQuervain's disga®ne of the most common
tendon disorders of the hand. It develops whentehdons on the side of the wrist
and at the base of the thumb become irritated frepetitive bending of the wrist.
DeQuervain's Disease can usually be diagnosed ibg assimple test this involves
closing the fist around the thumb and bending thistwowards the little finger. A
person with this disorder will feel acute pain enging of the tendons on the side of
the wrist (Safety & Health Assessment & ResearaghFievention, 2001). Rotator
cuff tendinitis is the most common tendon disordethe shoulder. Shoulder pain,
Stiffness and also problem in reaching behind opeupack (Safety & Health
Assessment & Research for Prevention, 2001).

This term issued to describe the condition caugethé pinching or squeezing of the
nerves and blood vessels between the neck andd&notihis can happen when work
tasks require frequent reaching above the sholsigiety & Health Assessment &

Research for Prevention, 2001). Pain fell in the lack, also referringnto the hip,
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buttock or one leg. The cause may be muscle stoaitrggger points, instability due
to weak postural musclesgyypomobile spinal facet joints, or degeneration or

herniationof spinal disks (Quittan, 2002).

Physical therapy can reduce the recurrence of pagk and neck-shoulder Pain. In
order to be effective, however, the exercise shodtlide vigorous exercise. And be
repeated at least three times a week (Pod nie@8)2Bhysical Therapist assess an
individual's physical ability to do a specific jav activity and aids in developing a
safe return to work program (Occupational healtlutgamn). All exercises should be
performed slowly and comfortably to avoid injury.héh performing strengthening
and flexibility exercises, remember to breathe radlyiand do NOT hold your breath;
exhale during exertion and inhale during relaxatiénprogram of strengthening,
stretching, and aerobic exercises will improve yowgrall fithess level. Research has
shown that people who are physically fit are m@asstant to back injuries and pain
and recover quicker when they do have injuries thase who are less physically fit
(Healthy Back Exercises: Strengthen and Stretch]1 R0

Strengthening exercises help increase muscle tomke improve the quality of
muscles. Muscle strength and endurance provideggraerd a feeling of wellness to
help you perform daily, routine activities. Adeqeiatore strength that comes from
abdominal and back muscles helps stabilize the espallows proper spinal
movement, and makes it easier to maintain correstupe. Strong hip and leg
muscles are important to perform proper liftinghteiques and body mechanics.
Flexibility is the ability to move arms and leggdhgh their full range of motion.
Stretching will help improve your flexibility.Adequate flexibility of tissues around
the spine and pelvis allows full, normal spinal mment, prevents abnormal force on
the joints and decreases the possibility of inj@tyetching also prepares muscles for
activity; stretching should be done both before aftdr each vigorous workout to
prevent muscle strain and soreness and to helpd ampiries. When performing
flexibility exercises, stretch as far as you cad aold the stretch for 10 seconds and
then ease back. Each stretching exercise shoulgpd®rmed slowly in both
directions, with no sudden jerking or bouncing. Boag is more likely to injure or

strain a muscle or joint (Healthy Back Exercisdseiythen and Stretch, 2011).
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Ergonomic recommendations for minimizing the risisback injuries focus on
improving working posture and equipment design.sehaclude:

Alternate between sitting and standing to reducstyval fatigue and maximize
postural variety, which helps to reduce static neutatigue.

When sitting or standing, don’t lean forwards aryogt in an unsupported posture for
prolonged periods. If you are sitting, sit up gfhdior recline slightly in a chair with
good back support, and use a good footrest if sacesIf you are standing for

prolonged periods try to find something to help y@an against.

Avoid having to reach awkwardly to equipment andkvclose to the patient. Keep

the items used most frequently within a distancealwdut 20 inches (50 cm). Use
assistants to help move equipment into this zone.

Keep elbows and upper arms close to the body andl idase and tense the shoulders
when working. Also, ensure that hand postures atedmviated because this could
lead to wrist problems.

The optimal design of work provides tasks that lsamper formed while maintaining a
neutral range of postures. A neutral range of pestus not just one posture or
position of a joint, but includes a range of possuwhere the muscles are at or near
their resting length, and the joint is naturalligaéd. Neutral ranges of postures are
usually the most comfortable positions for our §fsiand can reduce the risk of injury

(Ergonomics Risk Factors, 2007).

Use equipment that isn’t too heavy, that can bel we¢hout awkward upper body

posture and that feels comfortable to use. Ergooaligidesigned equipment helps to
minimize stresses on the upper extremities antalc&.

Avoid long appointments where possible, or interspehese with frequent short rest
breaks in which you change posture and relax tipemugxtremities (Alan, 2008).

If your job involves spending long periods of tisiding, focus on correcting postural

imbalances. Sit straighter, gently draw those gshersl back, stand up and walk

around more and seek advice on work ergonomics.
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Stretch your tight neck, shoulder, chest, loweklaud leg (hip flexor and hamstring)
muscles. Strengthen the weakened middle and lovegezius and activate deep
abdominal muscles. Avoid traditional sit-ups, asyttmay shorten hip flexors and
perpetuate postural problems. Weight training shhéatus on balance and symmetry.
Our body is made up of many tissues which act gysically to balance us. Don'’t
worsen this by strengthening already shorted massléch as the pectorals, possibly

making lengthened muscles, like trapezoids, wegheath and Matthew, 2007).

CHAPTER-III METHODOLOGY

3.1 Study design
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This study aimed to find out the work related misskeletal disorders among the
pediatrics therapists at CRP. For this reason atgatve research model in the form
of a cross-sectional design is used. Cross-settgindy is selected because in this
way it is possible to identifying a defined popidat at a particular point in time
.Through the cross-sectional study easily compamsglts among those of different
ages, gender, or ethnicity. In other hand Quantéaiesearch method helps to use a
large number of participants and therefore coltbéet data objectively through this
way data was reduced to numbers for statisticdlyaisain order to draw conclusion
(Hicks. 2000).

3.2 Study settings
As this is a survey on work related musculoskeleteslorders among the
pediatric physiotherapists at CRP, so study site imaCRP hospital. Samples

were selected according to the inclusion criteria.

3.3 Population

All pediatric physiotherapists at CRP were the papon of this studyA
population refers to the members of a clearly aefiset or class of people, objects or
events that are the focus of the investigation @gha, 2001).

Bailey (1997) claimed that a population is the ltgup or set of events to which
hypothesis apply. The population shares a spesdficof characteristics or criteria that
have been established by the investigator. Theer@itof study population are
determined from a literature review and the goaislie study. Selection criteria were

established gradually as the assumption and thearbase of the study unfold.

3.4 Sample

35 samples were selected from the population fis 8tudy. All was pediatric
physiotherapists of CRP.

Samantha (2001) claimed that sample is a groupechosobtained from a much larger
group- the populationA sample is a subset of the population that has lsedected to
participate in the project. Sample should repretiempopulation as closely as possible. For
survey research, it is better to get as many stsbpes possible with the consideration of the

size of the ideal population (Bowling 1997). Sommes the sample size may be big and
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sometimes it may be small, depending on the pdpuland the characteristics of the study
(Bailey 1997).

Hicks (2000) claimed that many researchers thoubht it needs hundred people to
participate in a survey. But this is not necesgarhave crowds of people taking part in
research as sample. There is no easy way of ediaigithe best size of sample since this
decision depends very largely on the research wisidieing undertaken as well as on the

investigator's knowledge of the relevant populasarharacteristics.

3.4.1 Sampling procedure

Sampling procedure for cross sectional study dgrfellowing equation-

2(1-%)*
= { — I Xpq
Here,
Z(1— %}: 1.96
P=0.78
q=1-p
d=0.05

So the researcher aimed to focus his study by aétpkes following the calculation
above initially. But as the study was done as & pafourth professional academic
research project and there were some limitatiomghe researcher had to limit with

35 pediatric physiotherapists as sample.

Samantha (2001) claimed that sampling is an impbdancept in research. Basically
it is about how choose the people who will studyvio will participate in research.
Findings the appropriate number and type of pedpke part in study is called
sampling (Hicks, 1999).

Samples that will be studied most easily, cheaplguickly should be selected for the
study by using convenience sampling procedure. &mmwere taken by using
convenience-sampling method due to the time limoitaind also for the small size of

population and as it was the one of the easiesgmdst and quicker method of sample
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selection. Convenience sampling is usually usedefgiloring complex issues: for
examples, in economic evaluation, in complex euvana of health states (Bowling,
1997).

3.4.2 Inclusion criteria

Both male and female pediatric physiotherapistsevegsiected- In this study, the

investigator wanted to explore work related musskitetal disorders among the

pediatric physiotherapists at CRP.

» Subjects were selected from only CRP hospitals-Bee#his study focused on
work related musculoskeletal disorders among tlokapréc physiotherapists at
CRP.

» All age group are selected- as there is objectivth® study to explore the
relationship between age and work related muscalesd disorders, so
samples are selected from all age group.

* Subject who are willing to participate in the stud@therwise they will not

give exact information that is helpful to the study

3.4.3 Exclusion criteria

Subjects who had major accident or major surgemniyn part of the body-any major
surgery or accident may caused pain or any discanmf@ny part of the body which
may not be WMRD. This can mislead the result ofdfugly.

3.5 Method of data collection

In this study data were collected by both struadumed semi structured mixed
type questionnaireMixed type questionnaire include both open andselended
guestionsFollowing that the investigator was gone to pedigbhysiotherapists to
take permission if they are interested in this gtad not. Firstly, the investigator
introduced him and the research project as welutpose. Then investigator met
with individual subject to find out if they weretarested in participating. For data
collection, the investigator used only English typle questionnaire but easiest

wording. On the other hand the Bengali version algiieease condition might be
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difficult to understand than English. After thatlate was fixed by the researcher to
collect the questionnaire from the recipients. $yrusually, use questionnaires or

interviews by which information is gathered (Hick999).

Semi-structured questions are open questions atidtiese questions there is less
chance of uncontrolled bias. Semi structured sdesdeermit the investigator to ask
qguestions out of order at appropriate opportunitteging the study period.
Structured questions are always closed questiodsrerst frequently used in survey
research design. The strength of structured quesdice is the ability to collect
unambiguous and easy to count answers, leadingidotigptive data for analysis
structured questionnaire involve the use of fixa@dr{dardized) questions, batteries of
guestions, tests and scales which are presentes$pondents in the same way, with
no variation in question wording and with mainlyeqroded response choices
(Bowling 1997).

Hicks (1999) claimed that open ended questionsharge which allow respondents
free range when supplying their answers. Open egdedtions are most useful in
dealing with complicated information when slightffeiences of opinion are
important to know and closed questions allow tlspoadents only a limited choice
of how to answer the questions (Hicks 1999). Iloselended question, it gives
respondents an easy way out and would rather thesa into a positive or negative
answer (Bailey, 1997)For survey research methods, it is one of the mabd

approaches for collecting data (Hicks, 1999).

3.6 Questionnaire
Data was collected using a questionnaire on papethee questions types were a mix
of both structured and semi-structured questiohss& questions were used to collect

nominal and ordinal data for research findings amte setup sequentially. There
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were questions relating to work related musculatkédisorders among the pediatric

physiotherapists.

Questionnaire is a method of collecting informatwmereby subjects answer a set of
guestions usually predefined by the researcherk@1it999). Questionnaire must be
kept in short that the respondent will finish ittbong enough to obtain the desired
information and the question should be sequencedlagical order that they follow
one another (Baily, 1997).

The survey technique using a specially advised tomrewire as it is highly
appropriate way of conducting such a study (Hid€99). Bowling (1997) claimed
that a basic underlying of questionnaires is teatarchers and respondents share the
same theoretical frame of reference and intergretwords, phrases and concepts
used in the same way. Hicks (2000) claimed thaw#tee of questionnaire is largely
governed by the skill of the question- setter, dévaf ambiguities and bias and to
provide a comprehensive and appropriate answeststel Too often respondents get
irritated by answer formats which do not meet the#eds and consequently they

refuse to fill in their replies.

Bailey (1997) claimed that always enclosed the tjmsaire in a stamped, addressed
envelope. This will greatly increase the respomase. Make sure that cover letter tells
the recipients why they should interested in thedygtand what benefits they can
expects from participating.

3.8 Duration of Data Collection

The duration of data collection was approximatedyvieeks. Bailey (1997) claimed

that self administered questionnaires are geneliatiyed to 30 minutes. And always

give a deadline for returning the questionnairgrapimately 2 weeks after it has been
received. Research shows that recipients rarelyrrejuestionnaire after 2 weeks.
Within four weeks the researcher conducted reseaitththe participants and collected
the data.

3.9 Materials
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= Consent form.

= Questionnaire.

*= Pencil and eraser.

= Page.

= SPSS (Statistical Package for the Social Scierszdsyare to analyze data
= Harvard Referencing 2010

=  Computer.

3.10 Data analysis

The result of this survey was consisted of quantgadata. The collected data was
illustrated with bar graphs. By this survey a lbtrdormation was collected. All these

results gave a basic idea about the work relatescmoskeletal disorders among the
pediatric physiotherapists at CRP. The results wealeulated in percentages and
descriptive statistics were presented, other $talstests could not be used, as

samples were small in number.

Data analysis is the process of systematicallyngimg and presenting information in
order to search for ideas. The aim of the datayarsais to find out the meaning of the
collected information. The study used descriptitegistics. Generally descriptive

statistics are often used in conjunction with syraeethods. However the three
most commonly used form of descriptive are: Measdreentral tendency and
Measure of dispersion, bar graph, histogram, pertcand frequency polygon
(Hicks, 2000).

Bowling (1997) claimed that descriptive survey agwh enables the researcher to
gain an understanding of individual clients on @ertissues and problems in clinical
practice and from professional and managerial policis very difficult to make any
sense out of a large amount of information simpbking at the raw data. Bar graphs
are typically used to present nominal and ordirshdlt presents data in a series of
vertical rectangle, with each rectangle represgntine number of scores in a
particular categoryHicks, 2000).

3.11Ethical consideration
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All the participants and authority will be informedbout the purpose of the study, the
process of the study and their written consent béllobtained. All the interviews will
be taken in a confidential to maximize the paraaps comfort and feelings of
security. The researcher has permission from teeareh supervisor, physiotherapy
Department. The researcher is to ensuring the denfiality of participants’

information, sharing information only with the raseh supervisor.

3.12 Infor med Consent

Before conducting research with the respondents,necessary to gain consent from
the subjects (Baily,1997). For this study interdsabjects were given consent forms
and the purpose of the research and consent forens explained to the subject
verbally. They were told that participation is fulloluntary and they have the right to
withdraw at any time. They were also told that aderitiality will be maintained.
Information might be published in any presentationgvriting but they will not be
identified. The study results might not have angedti effects on them but the
members of Physiotherapy population may be bemeftem the study in future.
They would not be embarrassed by the study. At tang the researcher will be

available to answer any additional questions irareédo the study.

3.13 Rigor

During the data collection and data analysis th@aualways tried not to influence

the process by his own perspectives, values arskdidNo leading questions were
asked and judgments were avoided. When condudtiegtudy the researcher took
help from the supervisor when needed. The otherarebers can use the results in

their related area.
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3.14 Limitation of the study

Though the expected sample size was 50 for thidydbut due to resource constrain
researcher could manage just 35 samples whichryssveall to generalize the result
for the population of the pediatric physiotherapighere are a no literatures about
work related musculoskeletal disorders among théiapec physiotherapists in the
perspective of Bangladesh so it is difficult to gare the study with the other
research. The researcher was able to collect déygpediatric unit of CRP for a short
period of time which will affect the result of tlstudy to generalize population. The
guestionnaire was developed only through searcrsaofficient literature but
considering the context of the demography of thpufation a pilot study would

substantial before developing questionnaire.
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CHAPTER-1V RESULTS

I nter pretation of results

The aim to my research was to identify the commamnkwelated musculoskeletal

disorders among the pediatric physiotherapistsRP.(Mata were numerically coded
and captured in Microsoft Excel to show the resulling an SPSS 16.0 version
software program for analyze the data as descepstatistics. The investigator

collected the descriptive data and calculated asrigive statistics as percentages
and presented by using both pie and bar chartspa@bcipants were chosen to

estimate identify the common work related muscudtetial disorders among the

pediatric physiotherapists at CRP.
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Prevalance of WRMD
After analysis researcher find that 32 (91.40%)tip@ants out of 35 participants
have suffered from work related musculoskeletabrdisr (WRMD).

100%
90%
80%
70%
60%
50%
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Affected by WRMD(91.40%)  Notaffected by WRIMD(8.60%)

Figure 1: Prevalance of WRMD
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Worked related musculoskeletal disorders

After analysis researcher found that among the&&icipants who have suffered
from WRMD. Among them 13(40.6%) suffered in low kagmain, 8(25.0%) suffered
in neck & shoulder pain, 2(6.2%) suffered in uppeack & neck pain, 5(15.6%)
suffered in neck & back pain, 1( 3.1%) sufferedkitee & ankle pain & 3(9.4%)

suffered in mechanical pain.

4% T 40.60%

40% -
35% -
30% -
25.00%

25%
20% 1 15.50%
15%

9.40%
10% 7 6.20% S
5% 3.10% l:
00/6 m T T T - T

Low hack Neck & Upperback Neck & back Knee& Mechanical
pain shoulder & neck pain pain ankle pain pain
pain

Figure 2: Worked related musculoskeletal disorders
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Age

After analysis researcher found that among the &2igpants who have suffered
from WRMD lowest age were 23 and highest age wage2®s. And frequency were
25.70% participants in between 20-25 years, 34.participants in between 26-30
years, 17.10% participants in between 31-40 y&a89% participants in between 36-
40 years.

60% -

/
50% /

40% -

30% -

20% -

10% -

0% | - . .

20-25years 26-30years 31-3byears 35-40years

Figure 3: Age range of the participants
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Weight

After analysis researcher found that among thaqpeants the lowest weight was 54
kg and the highest weight was 103 kg. Analysis sdtbthat 32 participants out of 35
participants who have suffered from WRMD 42.86%tipgrants were in between
51kg — 60kg, 40.00% were in between 61kg -70 kgl4% were in between 40 kg -
50kg.

Figure 4: Weight of the participants
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Sex
Analysis showed that among the 32 participants &Bewnale and 17 were female.
And among the 32 participants who were sufferechfldRMD 15 (40%) were male

and 17 (60%) were female.
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Figure5: Sex of the participants
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Symptoms

After analysis researcher found that 32 participaotit of 35 participants who
suffered from WRMD 3 (9.4%) participants sufferecbri aching, 5 (15.6%)
participants have cramp, 2 (6.2%) have numbne$3,1%) has tingling, 20 (62.5%)
have pain, 1 (3.1%) has stiffness. So most pediainysiotherapist suffered from
WRMD symptoms was pain.

B Aching
B Cramp
B Pain
BTingling

B Numbnesss

Stiffness

Figure 6: Symptoms of the participants
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Stressful positions

Analysis showed that among the 32 participants stnfered from WRMD 18.8%

participants stressful positions were performingneatask over and over, 28.2%
participants were working in awkward and crampesitpm, 37.5% participants were
working in the same position for long periods, 22.participants were bending or
twisting back or neck in an awkward way, 3.10% ipgrant was not enough rest
during the day. So most common risk factor werekingyin same position for a long
period 37.5% and working in awkward or cramped t@si28.20%.

3.10%

® Performing same task

m\Working in awkward position

=\Working in same position

m Bending or twisting in
awkward way

mNot enough rest breaks

Figure 7: Stressful position
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Diagnosis of condition
Analysis showed that 22 (68.80%) participants d@Dparticipants have diagnosed

their condition.
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Figure 8: Diagnosis of condition
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Affected body part of the participants

After analysis researcher found that among the &2igpants who suffered from
WRMD most affected body parts were neck in 53.1%pper back in 34.40% , lower
back in 78.10%, shoulders 31.20% , elbows 15.6086ts\21.9%, buttocks/thighs/hi

ps 6.20%, knees 18.80% & ankles/feet 11.40% qjpatnts.
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Figure 9: Affected body parts of the participants
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CHAPTER-V DISCUSSION

This study examined identifies the common work teelamusculoskeletal disorder
(WRMD) among the pediatric physiotherapists at CRits study found that among
the 32 participants who have suffered from WRMD. ¢hm them 13(40.60%)
suffered in low back pain, 8(25.0%) suffered in kn&& shoulder pain, 2(6.2%)
suffered in upper back & neck pain, 5(15.6%) seffiein neck & back pain, 1(3.1%)
suffered in knee & ankle pain & 3(9.40%) sufferadmnechanical pain. So the greater
number of the participants is suffered in low baekn. This result is comparable to
Byron, E et al, (2012) showed thhighest prevalence of WMD among physical
therapists was in the following anatomical areaw. back (45%), wrist/hand (29.6%),
upper back (28.7%), and neck (24.7%). The job facted most likely to contribute
to job-related musculoskeletal disorders was Hiftior transferring dependent
patients.” The prevalence of WMD in physical théstgpalso was affected by work

setting, practice specialty, age of patient, anttige of therapist.

Most frequent age range of participants (54.30%9 baffered from WRMD in
between 26-30 years followed by (2.90%) participadB-40 years. (Lotters et al.
2003) showed that 22% people in <35 years old wH#ested by WRMD, in between
35-45 years 30% people were suffered from WRMD iareht5 years old 48% people
were suffered from WRMD. A statistics of (Healthdasafety executive, 2008)
showed that the people in between 55-64 years are suffered by WRMD.

A cross sectional study in Norway showed that dppasiassociated with low back
pain. It is also more common in males between thes af 35 and 55 years old.
(Samat A R et al. 2007). (European health and ysatgency, 2003) showed that
obesity is one of the individual’s risk factor foYRMD( Bork BE et al, 1996)

suggested that prevalence of WRMD is related witkdybweight when treating a
patient.
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Near about two third (60%) female participants sbdwreater prevalence of WRMD
in pediatric physiotherapists at CRP. But literatsays that men are more vulnerable
to WRMD than female. In a research project that puatslished at 2009 by Adegoke
et al. showed that 63.5% male and 36.5% female weaffered from WRMD at
Nigeria. The statistics by (Health and safety etgey 2008) showed that male are
more vulnerable to WRMD than and statistics is 28@le in every 100000 males
and 2400 females in every 100000 femake=male gender appears to be positively
correlated with severity of musculoskeletal pain.

More than one third (37.5%) of the participants velaéfered from WRMD common
stressful positions were working in same position & long period followed by
working in awkward or cramped position (28.1%). Baimde (2008) showed in his
research that among the all risk factor performaxgessive practice in one day
(83.5%), working in same position for long periodll. 3%), performing manual
techniques (67.8%), working in awkward or crampedifon (64.6%), bending or
twisting back in awkward way (62.6%), not havingegh rest break during the day
(61.7%), continuing to work when injured (52.2%rforming same task over
(52.2%) and inadequate training in injury prevemi{a9.6%). (Palmer, 2007) claimed
that repetitive work, static loading are resporesifoir most of the WRMD(Warren,
2005) found in his researcthe common risk factors were performing the sams&s

over and over, working in the same position foigl@eriods.

Musculoskeletal pain has been found to be a majattth@roblem for pediatric
physiotherapists at CRP amnmost affected body parts were neck in 53.10%
participants, shoulders 31.20% participants, kagk 78.10% participants, upper
back 34.40% participant, hips/thighs/buttocks 6.2@%rticipant, knees 18.80%

participants and ankles/feet 12.50% participants.
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CHAPTER-VII CONCULUSON

Identify the common WRMD among pediatric physical therapists at CRP were
highest in the low back, wrists and hands, upper back, and neck. The job factor
related most problematic for the physical therapists in our study was prolong floor
sitting, perform same task over and over, working in awkward or cramped position,
repetitive movement of upper & lower limb, Bending or twisting in neck & back in
an awkward way, not enough rest breaks during the day, inadequate training in injury
prevention. Although physical therapists have knowledge and clinical expertise in
musculoskeletal injuries, these proficiencies do not constitute immunity to their own
work-related musculoskeletal disorders. Thus, specific strategies should be developed
to reduce WMD in the practice of physica therapy and to prevent potentialy
disabling conditions. The results of this study indicate that particular attention should
be given to techniques for manual handling of patients and to hand-intensive manual
therapy techniques. Further investigation is needed to develop preventive measures
that presume the health of workers in an occupation devoted to the promotion and
restoration of heath. Nor Azlin M. et a., 2010 showed that Work-related injuries are
significantly higher among the physiotherapists in Malaysia compared with many
other countries. Female therapists reported a higher incidence of work-related
musculoskeletal disorders in this study, and work-related musculoskeletal disorders
were more common among therapists working in the pediatric speciaty. This study
contributes to the understanding of work-related disorders among physiotherapists
from a south-east Asian perspective where the profession isin its devel opment stage.

A recommendation evolves out of the context in which the study was conducted. The
purpose of the study was to estimate the work related musculoskeletd disorders among the
pediatric physiotherapists at CRP. Though the research has some limitations but researcher
identified some further step that might be taken for the better accomplishment of further
research. For the ensuring of the generdization of the research it is recommended to
investigate large sample. In this study researcher only took the pediatric physiotherapist at
CRP. So for further study researcher strongly recommended to include the pediatric
physiotherapists from al over Bangladesh. In this study investigator only identified the
common work related musculoskeleta disorders among the pediatric physiotherapist at
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CRP, s0 it is recommended for further study to identify the work related musculoskeletal
disorders among the pediatric physiotherapists.

Due to limitation of time investigator was not able to do pilot study. But pilot study is very
much important for the validity of questionnaire. For thisit is strongly recommended that
if any further study will be done in this area then pilot study should be done to format the
questionnaire.

Beside this in this study the ratio of mae and female participants were unequal. So it is
recommended for further study to take the participants equaly for comparison of gender
and work related muscul oskeletd disorders.
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VERBAL CONSENT STATEMENT

(Pleaseread out to the participant)

Assalamualaikum/Namasker, my name is Md. Mainanskhohag, | am conducting this study
for a Bachelor project study titled “Work relatedisguloskeletal disorders among the paediatric
physiotherapists at CRP” from Bangladesh HealtHd3sions Institute (BHPI), University of
Dhaka. | would like to know about some proposal avttier related questions about
musculoskeletal complaints. This will take approaiaty 20-30 minutes.

| would like to inform you that this is a purelgademic study and will not be used for any other
purpose. The researcher is not directly related tis area (Paediatric), so your participation in
the research will have no impact on your presertiture treatment in this area (Pediatric). All
information provided by you will be treated as adaftial and in the event of any report or
publication it will be ensured that the source aformation remains anonymous. Your
participation in this study is voluntary and youymaithdraw yourself at any time during this
study without any negative consequences. You adse lthe right not to answer a particular

guestion that you don't like or do not want to aas@uring interview.

If you have any query about the study or your righta participant, you may contact with Md.
Mainul Islam Shohag, researcher and/or Ehsanur Bahniecturer of Physiotherapy
Department, BHPI, CRP, Savar, Dhaka-1343.

Do you have any questions before | start?

So may | have your consent to proceed with theviee?

YES

NO

Signature of the Interviewer

Signature of the Researcher
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Questionnair e to identify the common work related musculoskeletal disorders

among the pediatric physotherapists at CRP .

Part- A: Personal details:

Name :

e

Gender:

Age (as at last birthday)
Weight (kg) :

1. Male

2. Female

4. Department:

5. Job experience;

Part-B: Symptomsand risk identification

6. How many years you are working as a pediatrisiatherapist?

1.0-2

years

2.2-5

years

3.5-10

years

4.>10

years

7. Have you ever experienced work-related muscelesk disorders in any part of your body?

1.Yes

2.No

8. What is the severity of your pain?

1. Mild

2. Moderate

3. Severe

9. When did you first experience this work-relatedsculoskeletal disorder?

1. 0-1 year

2.1-5 years

3.5-15ye

ars | 4.>15 years

5. Don’t know

46



10. What words best describe your symptoms? (Plgseea tick on your answer)

1.Aching 2.Cramp 3.Pain 4.Tingling | 5.Numbness | 6.Stiffness

And please fill the body chart correctly:

NECK

SHOULDERS

A e UPPER BACK
' ELBOWS

LOW BACK
WRISTS/HANDS

HIPS/THIGHSY
BUTTOCKS

- KNEES

ANKLES/FEET

11. What type of musculoskeletal pain you are simfemost?

12. Did you stay away from work because of pain?

1.Yes 2.No

13. How long you were staying away from work?

1.0-5 2.5-10 3.>10

weeks weeks weeks

47



14. Had your working performance reduced due taai

1.Yes 2.No

15. This list describes factors that could contebto work relatednusculoskeletal disordein

your opinion, how have the following factors cobtried to your work relatechusculoskeletal

disordef (Please give a tick on your answer)

1. Performing the 2. Working in 3. Working in the
same task over and | awkward or crampe¢l | Same position for
. long periods
over positions
4.Repetitive 5. Bending or 6. Not enough rest
movements of upper | twisting your neck breaks during the
limb in an awkward way
day
7. Continuing to work 8. Work scheduling 9. Inadequate
when injured or hurt (%\(f?rltlmet,hlrrc:gular training in  injury
Shitt, fength o prevention
workday)
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16.

Describe any factor at work that seems to nyakie symptoms worse:

18.

19.

1.Yes 2.No

Have you ever diagnosed your condition?

1.Yes 2.No

If yes, what was the diagnosis?

20.

What kind of treatment did you receive?

. Had you referred to the physician or otherthgalofessional due to pain?

1. Medication

2. Physiotherapy 3.Surgery

4. Ggher

21.

21.

Mark the severity of your pain on the followiscale (VAS scale)

If yes. Then what was the result?

1. Improve

10

2. Worse

3. Unchanged

Thank you sir for your assistance
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