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Abstract

The purpose of the study was to identify the pewed of obesity among the
musculoskeletal patient’s attending at the muséelesal department of CRP.
Objectives. To find out the socio-demographic information agothe patient’s
attending at musculoskeletal department of CRPegtablish the prevalence of
obesity by age and sex, todetermine the main maoskeletal disorder among the
obese participants, to sort out other musculosikleldisorder except for the main
musculoskeletal disorder among the obese and tdorexghe distribution of
hypertensionand diabetes among the obesepartisijglatitodology: A cross
sectional survey study was conducted to colleca dedm 162 participants, age
ranging from 18-75 years. Data were numericallyecbdnd captured in Microsoft
Excel, using an SPSS 16.0 version software progResult: Prevalence of obesity
was 12.30%, with 55% were 50 years old and 45% were < 50 years old, 60% of
whom were females and 40% were males. 20 were otieseomplained at least one
musculoskeletal problem. Among them osteoarthatishe knee (10, 50%) was the
most common musculoskeletal disorder followed hy lmack pain (7, 35%), ankle
sprain, neck pain and calcaneal spur (1, 5%). bfalfie obese (10, 50%) participants
suffered from more than one musculoskeletal probledmong the musculoskeletal
problems,low back pain (3, 15%) was the most comfotbowed by OA of the knee,
ankle sprain and neck pain (2, 10%) and frozen Isleol, 5%). Most of the obese
sheared that they had no hypertension (13, 65%yetktes (17, 85%) where rest of
the patients suffered with hypertension (7, 35%) diabetes (3, 15%}onclusion:
Prevalence of obesity is rapidly increasing dayday in the world. Now-a-days
obesity is the issue of burning question. It issasial to identify the actual prevalence
of obesity among musculoskeletal patients by takmags population in all over the

Bangladesh.

Key word:Prevalence, Obesity, Musculoskeletal disor
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CHAPTER-I INTRODUCTION

1.1 Background

Obesity prevalence is increasing rapidly, and dpasibecoming a problem even in
urban areas of developing countries (Seidell, 20W0)ld Health Organization (2010)
estimated global prevalence of obesity 400 millim2005 and predicted that it would
be more than 700 millions in 2015.In South Asiamrddes the obesity prevalence
has increased more in urban areas due to charife style. In Bangladesh according
to demographic and health survey Bangladesh 26@4revalence of obesity (BNH
25) in women was 9% and women living in urban amgase found more than three
times obese than rural area women (NIPORT, 2084nhdia, National Family Health
Survey 2005-2006 (NFHS-3) shows 12.1% men and woanenoverweight /obese
and the more prevalence in urban areas (WHO, 20m0)Pakistan obesity is
increasing and has become a public health challeAgstudy based on National
Health Survey of Pakistan (1990-1994) the prevaesfcoverweight and obesity in
15 years and above was 25.0% (BM23 kg/m2 ) and obesity was 10.3% (BMR7
kg/m2) (Jafar et al, 2006). A study in 14 provinge£hina in population of age 35-
85 shows the total prevalence of obesity 13.94%e(@tet al, 2005). In another study
the prevalence of obesity (BMI 25 kg/m2) was 29.1% in men and 21.3% in women
(Ko & Tang, 2006).

There is an obvious interest in identifying, redggiand preventing exposures that
contribute to the occurrence of musculoskeletabrdisrs (MSDs). According to a
comprehensive review of epidemiologic research gotedl by NIOSH (1997), there
is compelling evidence of an association betweetaicework related physical factors
and MSDs when the, levels of exposure are high. phgsical factors include
posture, vibration, repetition, and force. The gtatbo found evidence to support the
influence of individual risk factors on the occurce of MSDs. These individual risk
factors include elevated body mass index (BMI).eRbal risk factors identified in
studies for MSDs, in particular lumbar disc heroia and CTS, include BMI, weight,
height, and obesity (Becker et al, 2002).



A study of a sample of the Australian populatiomrfd a statistically significant
positive relationship between level of obesity d@hd probability of having a MSD
(Kortt & Baldry, 2002).Koleva & Kostova (2003) reported that the developtrad
MSDs is 2.38 times more frequent in overweight wvidiials than in individuals not
considered to be overweighin a study of men and women with newly diagnosed
CTS, the risk of CTS increased 8% with a weighhgafi approximately six pounds
(Karpitskaya, 2002). Similar findings supportingg thignificant positive relationship
between BMI and CTS have been published (Kouyolangp002).

A recent study identified low back pain and badodilers (not specified as low back)
as two of the top ten most costly physical condgicaffecting six large U.S.
employers. Low back pain was ranked fourth and lokedrders (not specified as low
back) ranked seventh. Among the top twenty mostiycp$iysical conditions, six of
the conditions were identified as MSDs (GoetzeQ3)0

On the other hand, cross-sectional data show agtesociation between nutritional
habits and physical inactivity and overweight armsity, which could explain the
increasing rates in some countries (Prentice & J&BB5). Furthermore, prospective
studies provide additional evidence to suggest dhpbpulation increase in physical
activity may help to prevent the growing prevalent®verweight and obesity over
time (Rippe & Hess, 1998).



1.2 Rationale

Prevalence of obesity among musculoskeletal patieas not been studied before in
Bangladesh. This study was formulated to fill up tap of knowledge in this area.
Obesity poses serious health problems both in dpeel and developing countries.
The prevention and control of obesity in developngntries deserve urgent attention
since the disease is expected to double in thaesetroes in the next 20 to 25 years.
The problems of obesity in Bangladesh is also esirey day by day as like as the
whole world. They are mostly suffers with many tyjeé musculoskeletal disease like
as low back pain, neck pain, osteoarthritis, shewuldapsulitis, ankle sprain,
guadriceps weakness, carpal tunnel syndrome etchBy are not aware about these
problems. The aim of the study was to identify pinevalence of obesity among the
musculoskeletal patients attending at the musceletd department of CRP. After
completing this study the obese patients will bedfited because after that they will
aware about Physiotherapy treatment for musculetieproblem. They will also
know that they can get help from PhysiotherapysTtudy will be helpful for CRP
authority as well as national policy makers to makeous sorts of Physiotherapy
treatment strategies for obese patients with moskeletal disorders separately. This
study also will be helpful for the students to dtlier research as the foundation of
study on this area. This study also will be helpfuimaking Physiotherapist to aware
about the musculoskeletal problem of obese patiaote specifically. It will assist to
make current Physiotherapy practice more holisitt effective for the obese patients
with musculoskeletal problem in Bangladesh. Phy&i@py plays a vital role in the
management of obese patient with musculoskeletdll@m. So it will also be helpful
for physiotherapist in working in this area forigeling treatment service. This study
will also be helpful for different organizations wng in this area for including
Physiotherapy service in their program for delimgria comprehensive treatment
service. Thus the study might create a future mraspf Physiotherapy profession in

Bangladesh.



1.3 Research Question
What is the prevalence of obesity among the musgeletal patient’s attending at the
musculoskeletal department of CRP?

1. 4 Objectives
1.4. 1 General objective
To identify the prevalence of obesity among musskatetal patient’s attending at the

musculoskeletal department of CRP.

1.4. 2 Specific objectives
* To find out the socio-demographic information amang patient’'s attending
at musculoskeletal department of CRP.
* To establish the prevalence of obesity by age ard s
* To determine the main musculoskeletal disorder apurese.
* To sort out other musculoskeletal disorder excepttfe main musculoskeletal
disorders among the obese.

» To explore the distribution of hypertension ancbéi®s among the obese.



1.5List of Variables

* Age

*  Sex

*  Weight
* Height
* Obesity

1.6 Operational definitions

Obesity
Body mass index (BMI) greater than or equal tos30kesity.

Overweight
Body mass index (BMI) greater than or equal to26verweight.

Musculoskeletal disorder

Musculoskeletal disorders (MSDs) are the disoradrmuscles, tendons, ligaments
and nerves that develop due to work related factoish as repetitive work or
activities and physical factors such as obesityn&@xamples of musculoskeletal
disorders include back pain, neck pain, carpal e¢lursyndrome, osteoarthritis,

tendonitis and tenosynovitis, etc.



CHAPTER-II LITERATURE REVIEW

Obesity has been defined as ‘a physiological candin which excess body fat has
accumulated to an extent that can negatively affeatth’ (Bruce-Keller et al, 2009).
The measure used most commonly to describe thé déviatness in populations is
the body mass index (BMI). BMI is a weight-for-hieigneasure, introduced as the
Quetelet Index in the 1830s and widely used forphast several decades to estimate
population trends in fatness (Keys et al, 1972). 1BM calculated as weight
(kg)/height (m) 2. The BMI measurement is popular épidemiological studies
because of its simplicity and because it providdsidy reliable indicator of the
prevalence of obesity in populations (less so foesity in individuals). However,
there are limitations to its use, even in poputastudies. The relationship between
BMI and obesity varies with body composition, heigind some other factors
(Weinsier et al, 1998). For example, BMI does ndtidguish between weight
associated with lean tissue, such as muscle angl, laol weight associated with fat.
Athletes and sports participants commonly haveelanguscle mass than other people
with the same height and weight, and muscle mdkseices BMI values (Bjorntrop,
1998).

Obesity can be measured more reliably in other wayisch as skin fold
measurements, underwater weighing, bioelectricakiance, and dual energy X-ray
absorptiometry. However, these methods also hawialions related to difficulty of
use in large populations and accuracy in spectdputations. There have been efforts
to use BMI cut-offs to categories people in terrhgheir risk for Type 2 diabetes and
cardiovascular diseases. This has led to the edtai@nt of internationally
recognized categories to monitor population treindsody size. A BMI value in the
range of < 18.5 kg/m2 is defined as underweigliva of 18.5-24.9 kg/m2 is normal
weight, 25-29.9 kg/m2 is overweight, 30-34.9 kg/mdbese class 1, 35-39.9 kg/m2
is obese class 2 and 40 or >40 kg/m2 is obese 8lagsmorbidly obese (WHO,
2004). The BMI range between normal and obese finatk as ‘overweight’. The
WHO categories have been adopted as the natiomadlastd in Australia (National
Health Data Committee, 2003). The proportions o thopulation within these
categories are monitored routinely and reportednational health publications.



Associations between BMI, percentage of body fat body fat distribution have
been shown to differ between ethnic groups andsacage categories. For example,
some Asian populations have shown elevation ofthaadks at lower BMI points
than Caucasians and current international guidelieeommend using a lower cut-off
of 26 kg/m2 as the threshold for obesity in Asiapylations (Grundy, 1998).

Obesity is also associated with other physiopatiiodd conditions with high
economic cost and health relevance (Aronne, 199&thermore, the rapid increase
in obesity rates over recent years suggests tHatraluand societal influences, in
addition to other physiopathological or genetic edetinants, are affecting the
adjustment in the energy balance equation (Rosembetual, 1997). Thus, it is
estimated that 40-70% of the variation in obestgted phenotypes is heritable
(Comuzzie & Allison, 1998) while environmental iméinces may explain about 30 %
of the obesity cases (Hill, 1998). The great inseen the prevalence of obesity in
populations whose gene pool has been relativelgtaoh provides confirmation that
environmental factors have considerable importaii¢diett, 1998; Bray & Popkin,
1998). The process of modernization and econonsitugturing in both developing
and developed countries has brought about a numbewonsequences affecting
nutritional and physical activity patterns that tdwte to the increasing rates of
obesity (World Health Organization, 1998). The fosgstem has improved the
availability of high-yielding energy foods, whilehaé sedentary lifestyle with
motorized transport and many labour-saving deviesswell as other physically-
inactive pursuits (TV viewing, computer work etdijave risen in recent decades
(Williamson, 1996).

In the developed world, musculoskeletal disordevSIDs) such as arthritis and
rheumatism represent a substantial burden to pat@md the health care system.
Individuals with MSDs experience pain, restrictégygical movement, and an overall
reduction in quality of life (Coyte et al, 1998)here is evidence to suggest that MSDs
are associated with a number of risk factors inolgcage, body mass index (BMI),
education attainment, income level, and race (Yelif97). In this study, the
relationship between MSDs and the level of obedsiyll) is of particular interest.
This is because a number of studies have repdrtgabesity is related to a variety of

musculoskeletal disorders ranging from osteoarsh(ih both the knee and hip) to
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joint pain (Bray, 1985). For example, the greategvplence of osteoarthritis with
increasing body weight has been reported in sewenak-sectional studies (Goldin et
al, 1976). It has been reported that a 6-10 kg mdagss in morbidly obese subjects is
associated with a relief from pain in the lowerlgaankles, and feet (McGoey et al,
1990).

Low back pain is a common musculoskeletal symptbat may be either acute or
chronic. It may be caused by a variety of diseaseisdisorders that affect the lumbar
spine (Leach et al, 1973). Low back pain is oftecompanied by sciatica, which is
pain that involves the sciatic nerve and is feltha lower back, the buttocks, and the
backs of the thighs. Low back pain has severaébfit possible causes: strain on the
muscles of the lower back may be caused by obepiggnancy; or job-related

stooping, bending, or other stressful postures (Ehd2005).

Obesity is one of several lifestyle factors thavehdeen suspected of not merely
relating to, but in fact causing LBP. There areesalhypotheses relating to a link

between obesity and LBP (Pi-Sunyer, 1993). It hasnbpostulated that excessive
body weight could have mechanical ill effects oa lilack caused by excessive weight
bearing (Aro & Leino, 1985). These increased meahiemands from obesity have

been suspected of causing LBP through excessive ama tear (Felson, 1996).

Buckwalter et al (1993) has also been suggestedntiedabolic disorders may be

detrimental; combined with its co-morbidities ofildetes and hypertension may alter
the pathophysiology of diseases of the tendonsligathents during the process of
aging thus potentially leading to LBP.

Osteoarthritis (OA), which is also known as ostdwasis or degenerative joint
disease (DJD), is a progressive disorder of thatgocaused by gradual loss of
cartilage and resulting in the development of bepyrs and cysts at the margins of
the joints. The name osteoarthritis comes fromethBeek words meaning bone,
joint, and inflammation (Berger, 2001). OA is onktlee most common causes of
disability due to limitations of joint movement, rpaularly in people over 50. It is

estimated that 2% of the United States populatiotiet the age of 45 suffers from
osteoarthritis; this figure rises to 30% of persbesveen 45 and 64, and 63-85% in

those over 65. About 90% of the American populatidihhave some features of OA

8



in their weight-bearing joints by age 40. Men téodlevelop OA at earlier ages than

women (Pavelka, 2000).

The International Association for the Study of P@ASP) in its classification of

chronic pain defines cervical spinal pain as parceived anywhere in the posterior
region of the cervical spine, from the superiorhaldine to the first thoracic spinous
process (Bliss et al, 2004). People with a highmtybmass index (BMI) may be at
risk for developing neck pain. Since more than 44ian American are considered
obese by government standards, it is a concernatffiatts many. The research
suggests that obese women and men have an apptelir®@ percent increased risk

of neck pain than people considered average wérgity & Moore, 2004).

An ankle sprain is a partial or complete tear @& ligaments that support the ankle.
Ligaments are strong bands of tissue that crosssj@ind connect bones to each other.
Musculoskeletal conditions that required hospitlan, including sprains, strains and
dislocations, were also more common among obesgidodls (Finkelstein et al,
2007).

Carpal tunnel syndrome is a symptom complex resulfrom compression of the
median nerve in the carpal tunnel, with pain anthimg or tingling paresthesias in
the fingers and hand, sometimes extending to th@xelPregnancy, obesity, arthritis,
certain thyroid conditions, diabetes, and certainifary abnormalities all predispose

to carpal tunnel syndrome (Seiler & John, 1997).

Muscle contractions have a great deal to do wighftinces that are transferred across
a joint, and quadriceps muscle weakness is knowretoa risk factor for the
development of knee osteoarthritis. Because of getlentary lifestyle, obese people
are often thought to have weak muscles. In factsateu strength and energy
expenditure are normal in obesity when adjusteddbfree mass and compared with

age-matched and sex-matched controls (Pope €&5).1

A rotator cuff injury is a tear or inflammation diie rotator cuff tendons in the
shoulder. The same adaptive movements obese pespléo get out of a chair can

also contribute to rotator cuff problems. In a eesstrol study comparing 311

9



patients who required rotator cuff surgery with tieneral population, the risk was
25% higher for overweight patients, 80% to 120%hbkrgfor moderately obese
patients, and 300% higher for patients whose BM8 @& or above (Part, 2009).

10



CHAPTER-III METHODOLOGY

3.1 Study design

The aim of the study was to find out the prevalemdeobesity among the
musculoskeletal patient’s attending at the muséelesal department of CRP. For
this reason, the investigator chooses a crossosettsurvey study because this is the

best way to determine prevalence.

3.2 Study site

The study was conducted at musculoskeletal depattof CRP, Savar, Dhaka.

3.3 Study population
The patients attending at the musculoskeletal deeat of CRP was the study

population.

3.4 Samplesize

One-sixty-two patients were selected as sample fitwenpopulation for this study.
Sometimes the sample size may be is big and someetinmay be small, depending
on the population and the characteristics of thedyst Though there was no
information about the prevalence of obesity in country, so the information about
the prevalence of obesity was taken from the neammtry of India and estimated

z(1-3)

sample size 162 by the following formula-  n = { }2 X pq

Here,

Z(1--)=1.96

P=0.12

q=1-p

d=0.05

So, the researcher aimed to focus his study bysaé#les following the calculation

above.

11



3.5 Sampling procedure

The study was conducted by using the convenienaplgay methods because it is
the easiest, cheapest and quicker method of sasaf@etion. It was easy to get those
subjects according to the criteria concerned with study purpose through the

convenience sampling procedure.

3.6 Inclusion criteria
* The patients attended at musculoskeletal departafeDiRP.
* Both male and female patients were selected.
» Age group was between 18-75 years.

* Subject who were willing to participate in the stud

3.7 Exclusion criteria
* Female who were pregnant.
» Subjects who had recent major accident or majagesyrin any part of the
body.
» Subject who were medically unstable.

» Subject who had mental disorders.

3.8 Data collection

3.8.1 Data collection instrument

A questionnaire with mixed question was used faia d=ollection. In that time
some other necessary materials were used like wegkhine, height tap, scale,
calculator, pen etc. Researcher took permissiom feach participant by using a
written consent form in Bangla and English.

3.8.2 Procedure of data collection

At very beginning researcher clarified that thetipgrant had the right to refuse to
answer of any question during completing questioena’hey could withdraw

from the study at any time. Researcher also otatifo all participants about the
aim of the study. Participants were ensured thgtp@rsonal information would

not be published anywhere. Researcher took pewnigsbm each participant by
using a written consent form. After getting consémm the participants, a

12



guestionnaire was used to identify the prevalende obesity among
musculoskeletal patients. Height was measuredandstg position, with shoes
removed, using a wall-mounted height tap. Weigh$ weeasured with the subject
in light indoor clothes, with shoes removed and &edppockets. BMI (body mass
index) was calculated as weight in kilograms dididy height in meters squared,
and subjects were stratified into obese (BMB0kg/m2) , overweight (BMI 25-
29.9 kg/m2) normal (BMI 18-24.9 kg/m2). Stimuli thean destruct interviewee
were removed to ensure adequate attention durtegviaw. Face to face interview
is the most effective way to get full cooperatidntlze participant in the survey.
According to the understanding level of the paptcit, sometimes the questions
were described in the native language, so thap#ngcipants can understand the
guestions perfectly and answer accurately. All datere collected by the

researcher himself.

3.9 Data analysis

Data was analyzed with the software named Stadld8iackage for Social Sciences
(SPSS) Version 16.0. Data were numerically coded @aptured in Microsoft
Excel, using an SPSS 16.0 version software progkéinrosoft Office Excel 2007
was used to decorate the bar graph charts.

3.10 Ethical consideration

A research proposal was submitted to ethical rewwewmittee of Bangladesh
Health Profession’s Institute (BHPI) for being apyal. At first the researcher was
apply for official permission for the study fromethhead of the Physiotherapy
Department of CRP. Then the head of the Physiopyef2epartment of CRP
permitted to collect data at musculoskeletal depant of CRP, Savar. The ethical
consideration was obtained through an informed eanketter to the participant.
Consent was obtained by providing each participatiear description of the study
purpose, the procedure involves in the study asd @forming them that if they
wish they can withdraw themselves any time from shedy. Participant were
explained about their role in the study and it waplained that there is no direct
benefit from the study but in future, cases likenthmay will be benefited from it.
Participants were also advised that they are reketline answering any questions

13



during interview. The necessary information hadnbkept secure place to also
ensure confidentiality. They were also assured ithabuld not cause any harm.

Then they signed the consent form.

3.11 Rigor

This study was conducted in systematic way. All #teps of research were
followed by the researcher sequentially. Duringadabllection the researcher
avoided influencing the whole process by own patspes, values and biases. The
researcher never influenced the participants byolis perceptions during data
collection. A trustful relationship with participenwas always maintained and the
documents were kept confidential. Biasness had beeiled during data analysis

and data was analyzed by the scientific way of SPSS

3.12 Limitation

It was an undergraduate study so there may had s$iomtations and barriers
during on conduction of this study. The study wasducted at musculoskeletal
department of CRP. It was impossible for the negea to include huge number
of patients as sample because many patients top&id@herapy treatment at the
same time in a same day. So some of the patiemtadiget chance as a sample

during the time of data collection.

14



CHAPTER-1V RESULTS

Altogether, 162 respondents participated in thdystgiving a response rate of 98.8%.
162 data was included where male (98, 60%) and léexed, 40%) aged <50 years
(125, 77%) an&50 years (37, 23%) with a mean age of 40.48 (SDG7)3year. The
mean body mass index was 25.57 (SD+4.14). Of theoredents, 48.2% were normal,
39.5% overweight and 12.3% were obese. The socimdemphic information of the
participants was presented in Table-1.

4.1 Socio-demographic information of the participants

Variables Participants
foency %
Obesity
Normal 78 48.2
Overweight 64 39.5
Obese 20 12.3
Age
<50 years 125 77
>50 years 37 23
Sex
Male 98 60
Female 64 40

Table-1: Socio-demographic information of the pgrants.
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4.2 Prevalence of obesity by age and sex
Prevalence of obesity was 12.3%, with 55% weB® years old and 45% were < 50
years old, 60% of whom were females and 40% wetesnBrevalence of obesity by

age and sex was presented on Table-2.

Variable Obesity
Frequency %
Age
<50 years 9 54
>50 years 11 55
Sex
Male 8 40
Female 12 60

Table-2: Prevalence of obesity by age and sex.

16



4.3 Distribution of the main musculoskeletal disorder among the

obese

Among the 162 musculoskeletal patients, 20 wers®®éro complained at least one
musculoskeletal problem. Among them osteoarthatishe knee (10, 50%) was the
most common musculoskeletal disorder followed by lwack pain (7, 35%), ankle

sprain, neck pain and calcaneal spur (1, 5%).

60%
50%
50% -
40% -
35%
30% -
20% -
10% -
5% 5% 5%
o | B I B
Osteoarthritis Low back Ankle sprain Neck pain  Calcaneal
of knee pain spur

Figure-1: Distribution of the main musculoskeletesorders of the obese.
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4.4 Distribution of the other musculoskeletal disorder except for the

main musculoskeletal disorder among the obese

Among 20 obese musculoskeletal participants, hdlfthe obese (10, 50%)
participants suffered from more than one musculesi&le problems. Among the
musculoskeletal problems, low back pain (3, 15%8 th® most common followed by
OA of the knee, ankle sprain and neck pain (2, 1886)frozen shoulder (1, 5%).

16%

15%
14%
129
oo 10% 10% 10%
8%
6% 5%
4%
2%
0% . . . .

Low back  Neck pain OsteoarthritigAnkle sprain Frozen
pain of knee shoulder

Figure-2: Associated musculoskeletal disorders gxe@in musculoskeletal

disorders of the obese.
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4.5 Hypertension and diabetes of the obese

Among 20 obese musculoskeletal patients, most eintlsheared that they had no
hypertension (13, 65%) and diabetes (17, 85%) whese of the patients suffered
with hypertension (7, 35%) and diabetes (3, 15%gkwhepresented in Figure-3.

90% 85%
80%
70%
60%
50%

40% 35%
30% -
20% -
10% -

0% -

Figure-3: Distribution of hypertension and diabetéthe obese patients.
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CHAPTER-V DISCUSSION

The study found that among 162 musculoskeletaéptsj 12.3% (BME 30 kg/m2)
were obese and 39.5% (BMI 25-29.9 kg/m2) were oeagiat which is under risk of
being obese. At this level, the obesity prevalemcenusculoskeletal department at
CRP was higher than that in France (7%) and Urifiegdom (9%) but lower than
that in the United States (20.9%) (Laurier et 802). Hedley et al (2004) in the
National Health Assessment and Nutrition Examimati®urvey for 1999 through
2002 found that about 65% of American adults wereneeight or obese: 30% were
overweight (BMI> 25 kg/m2) and 35% were obese (BMBO kg/m2). The huge
difference of the prevalence of obesity with Amaribecause it was the overall
national prevalence of obesity among Americans @et with the result of this
study which covered the small area of Bangladestotifer reason was life-style,
food habit, alcohol consumption of the Americanstddy based on National Health
Survey of Pakistan (1990-1994) the prevalence efitp was 10.3% (BMb 27
kg/m2) (Jafar et al, 2006Ministry of Health Malaysia (1996) reported in t8econd
National Health and Morbidity Survey in 1996, teaidy found an overall prevalence
of obesity of 12.3%. Above all the results are hesimilar to this study.

This study showed that 55% obese who were equgteater than fifty years old and
45% obese who were less than fifty years old anhdhdicates that prevalence of
obesity increase with age. A study found that fales, the prevalence of obesity
increased with age and peak at age 40-49 yearfoatite females, the prevalence of
obesity also increase with age but peak at 50-3%sy@rao & Scott, 1984). Another
study was done in 14 provinces in China in popaotatf age 35-85 shows the highest
total prevalence of obesity 13.94% (Cheng et a)520The 2004 Survey of Health,
Ageing and Retirement in Europe shows that thegteexe of obesity (BMI >0r=30)
over 50 years of age ranges from 12.8% to 20.2%waden and 12.3% to 25.6% in
Switzerland (Andreyeva et al, 2007). So Obesityalence rates were also higher in
adults with the age. This may be due to increasmtergary lifestyle with age
accompanied by a change in body composition leathngigher lean body mass

proportion.
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The results also showed that the prevalence ofityoeas higher in females 60% as

compared to 40% in males. Ministry of Health Malayd996) also showed that the

prevalence of obesity was significantly higheremfles 13.8% as compared to 9.6%
in males. Similar result estimated in Pakistan whE8.8% male and 25.5% female.

Another study of Health survey for England 2006nd that 23.7% men and 24.2%

women were obese (BMi 30) (WHO, 2005).

The study also found that musculoskeletal comptzfirobese is more in weight
bearing joint of lower limb (osteoarthritis of kn®@%, ankle sprain and calcaneal
spur were respectively 5%) and lower back regiow ¢hack pain 35%). Sturmer et al.
2000 reported that the risk of osteoarthritis, #madly of the medial tibiofemoral or
patellofemoral compartment (but not the lateral partment), increases with
increasing BML.In a cross-sectional study of almost 13,000 menvaoihen in the
Netherlands, a BMI greater than 25 carried a 14%88b higher risk of low back pain
(Han et al, 1997). Another study showed that thevg@dence of low back pain of
obese in Saudi Arabia 30% (Al-Shammari et al. 1994 difference of result of the
study due to different studies has used differehipoints for overweight and obesity.
Some did not use the World Health Organization-renended BMI cut points to

define overweight and obesity.

The study also found that among 20 obese partitsplh (50%) participants had two
or more associated musculoskeletal disorder alorip yWwain musculoskeletal
disorder. The study suggests that obesity was btleeanost important risk factor for
developing musculoskeletal disorders.

The study found that most of them sheared that kiaelyno hypertension (13, 65%)
and diabetes (17, 85%) where rest of the patiaritered with hypertension (7, 35%)
and diabetes (3, 15%). Result indicates that theepéage of hypertension and

diabetes were not elevated with the BMI.
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CHAPTER-VI CONCLUSION

The prevention and control of obesity in developngntries deserve urgent attention
since the disease is expected to double in thesetroes in the next 20 to 25 years.
The problems of obesity in Bangladesh is also esirey day by day as like as the
whole world. From the perspective of Bangladeshrnweght and obesity can turn
into big social issue. As the problem of obesitg hcreased substantially in the past
decade, there is an urgent need for a nationakegirdor health promotion towards
the reduction of overweight and obesity among thendgbadeshi people. Study
indicated that prevalence of obesity increase vate. The result shows that
prevalence of obesity more in female (60%) thanenfdD%). Study also indicated
that majority of obese suffered with osteoarthritisknee (50%) and low back pain
(35%). Though study showed that the prevalencebekity of 12.3% but still near
half of the participants were overweight (39.5%)akhare under risk of being obese.
If it happens in future, it will create great impan national health policy as well as
on CRP because obesity has been linked with MSPgertension and diabetes

mellitus.

Government and also authorities of CRP need to giteut the awareness program in
different area of our country as well as in CRP foweventing the obesity and
controlling the musculoskeletal disorder. Contineed regular study in this area

should play an essential part in improving quabityife of obese patients.
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INFORMED CONSENT (English)

Title: Prevalence of obesity among the musculoskeéd patient’s

attending the musculoskeletal department of CRP.

Thanks in advance for being a part of my study.dyne is Md. Salahuddin. | am a
student of Bangladesh Health Professions Insti(BtéPl), CRP. As a part of my
academic course requirement | need to conduct eargls work. The aim of my
research topic is to find out the Prevalence ofsiipeamong the musculoskeletal
patients attending the musculoskeletal departmén€R®P. This will be a Cross
sectional type of study and will helpful for obgsson. | assure you that all data will
be kept confidential. In report information will lpeesented in the form of group. No
name will be mentioned. For your information Banlglsh Health Professions
Institute (BHPI), CRP has permitted me to do tis=agch.

Your co-operation in answering a few questions Wwél highly appreciated. If you

kindly permitted then only shall | start. Shaltat? Yes No
With Thanks
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Title: Prevalence of obesity among the musculoskede patients
attending the musculoskeletal department of CRP.

Data collection instrument: Questionnaire

ID NO: DATE OF INTERVIEW:

PLACE OF DATA COLLECTION:| O
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PART- A (SOCIO-DEMOGRAPHIC QUESTIONS)

Serial No. Question Codingeggiry
1. What is your current age? (In years)
2. Sex 0 = Male
1 =Female

3. Weight in Kg:
4, Height in meter:
5. BMI= Weight in Kg/ (Height in

meter)2
6. Body mass index (BMI) 0 = Underweight (< 18.5)

1 = Normal range (18.5 to
24.9)

2 = Overweight (greater than

or equal to 25)
3 = Pre-obese (25.0 to 29.9)

4 = Obese class 1 (30.0 to
34.9)

5 = Obese class 2 (35.0 to
39.9)

6 = Obese class 3 (greater th

or equal to 40.0)

j*
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PART-B (OBESITY AND MUSCULOSKELETAL PROBLEM RELATED

QUESTIONS)
Serial No. Question Coding Category
7. For which problem do you come to CRP?

8. What are the other problem do you suffé = Low back pain(LBP)
now? 1 = Neck pain

2 = Spondylolisthesis
3 = Spondylosis
4 = Spondylolysis
5 = Disc protrusion
6 = Osteoarthritis of knee
7 = Osteoarthritis of hip
8 = Ankle sprain
9 = Shoulder capsulitis
10 = Carpal tunnel
syndrome(CTS)
11 = Quadriceps weakness
12 = Rotator cuff tendinitis
13 = DeQuervain's Disease
14 = Trigger finger
15 =Thoracic Outlet
Syndrome

9. Do you have hypertensive? 0=Yes
1=No
2 = Unchecked

10. Do you have diabetes mellitus? 0=Yes
1=No

2 = Unchecked
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Permission letter

Date:23.07.12

To

The Head of the Department,
Department of Physiotherapy,
CRP ,Savar, Dhaka .

Subject: Prayer for permission of data collection for research.

Sir,

I beg most respectfully to state that I am a student of 4th year, B Sc in
Physiotherapy.l am doing research on “Prevalence of obesity among
musculoskeletal patient attending at musculoskeletal department of CRP * as a part
of our course curriculum , under supervision of Mohammad Millat Hossain
,Lecturer of Physiotherapy Dep. of BHPI. I want to collect data from the

musculoskeletal department of CRP, Savar, Dhaka.

I therefore, pray and hope that you would be kind enough to grant me and thus

oblige thereby.
o
X
N _Q y !
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Md.Salahuddin . ‘g.ff ‘@;(‘
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4th year, Roll-17, ":\. > @ﬁ{

Department of Physiotherapy,

BHPI,CRP,Savar, Dhaka.
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