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Abstract 

 

Purpose: The purpose of this study to assess the level of stress among the patients 

with chronic low back pain. 

Objectives: To find out the level of stress among the patients with chronic low back 

pain; To determine the level of stress by Perceived Stress Scale (PSS); To assess the 

duration of pain of the study population; To describe the socio-demographic 

information of the patients with chronic low back pain. 

Methodology: Cross sectional type of descriptive study design was selected. Total 

172 samples were chronic low back pain patients by purposive sampling from Dhaka 

city. Data was collected by the self-developed and Perceived Stress Questionnaire. 

Descriptive statistics using SPSS software version-25 were used for data analysis and 

the results were showed in pie chart, bar chart and table. 

Results: In this research showed that, total 172 chronic low back pain patients were 

participants. Out of total patients 43% participants were male and 57% participants 

were female. This study 172 participants found that the low stress (lowest quartile) 

was 5.2%, Second quartile (Mild stress) was 31.4%, Third quartile (Moderate stress) 

was 52.3%, Upper quartile (severe stress) was 11.0%. Among them 41.3% were >12 

month. 26.2% were 7 to 12 month and 32.6% respondents were 4-6 months suffering 

from chronic low back pain. 

Conclusion: The term "low back pain" describes discomfort felt in the lower back. 

Stress is a state of stress, either emotionally or physically. In this study researcher 

showed that, Maximum Chronic low back pain Patient have Moderate stress. Female 

Chronic low back pain Patient are more stress more than Male patient. 

 

 

 

 

Key words: Assessment, Stress, Chronic low back pain. 
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Chapter-I                                                                    INTRODUCTION 

       

1.1 Background: 

Around the world, low back pain (LBP) is regarded as a serious health issue. 

According to epidemiological research, 95% of the pain experienced by the 65–80% 

of people in the world who have this issue at any given moment in their lives is 

considered to be mechanical. The ability to stand, sit, move around, walk, participate 

in social activities, and engage in sexual activity is severely limited in people with 

chronic LBP. The other effects of chronic LBP include functional loss, health-related 

quality of life impairment, and incapacity in everyday activities (Bonab, et al., 2020). 

LBP is one of the most prevalent illnesses that impact people. Mechanical or 

non-mechanical causes of back pain are also possible. Osteoarthritis and spinal 

stenosis are two mechanical disorders connected to chronic low back pain. Neoplastic, 

infectious, vascular, rheumatologic, and other numerous systemic disorders are 

examples of non-mechanical conditions (Waqqar, et al., 2016). 

The most often identified risk factors for CLBP are increasing body weight, 

stress, carrying large loads at work, and greater intensity of pain. Furthermore, 

smoking, physical labor in particular, maladaptive behavior patterns, overall anxiety, 

and functional limitation during the episode were the primary predictors of chronicity. 

There are many different, intricate, and inadequately understood risk factors for LBP. 

Factors unrelated to the spine significantly impact the prognosis of lower back pain. 

The biopsychosocial model describes how a person's assessment of their symptoms is 

influenced by social and psychological factors. A purely mechanical nominal 

diagnosis and an overemphasis on pain alone may exacerbate impairment. Clinicians 

should thus treat the biomechanical, psychological, and psychosocial elements of LBP 

in their patients (Park, et al., 2023). 

Low back pain (LBP) is still a significant health issue and a significant cause 

of incapacity in people under the age of 40, and most of the time there is no obvious 

underlying illness. Mechanical low back discomfort can be caused by a number of 

things, such as adding too much weight to the spine's natural structures. In addition to 

the strength of the muscles in the pelvic arch and lower extremities, posture, body 

mechanics, trunk strength, and flexibility all have an impact on the stresses transferred 

to the spine. (Fahmy, et al., 2019). 
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Low back pain (LBP) is a major issue in the medical community because of its 

impact on health, society, and finances. According to a survey, the risk of LBP 

increases quickly as physical and psychological strain increase. It has been noted that 

people with LBP frequently experience psychological anguish, and that LBP can have 

a significant negative influence on quality of life. There is proof that psychological 

issues and psychosocial challenges may be linked to LBP. Depression may manifest 

after treatment if pain is not relieved (Sathya, et al., 2015). 

Frequency of weightlifting; sports activities (moderate exercises included 

brisk walking, golf, volleyball, cycling on level streets, recreational tennis, and 

softball, while vigorous exercises included lap swimming, aerobics, calisthenics, 

running, jogging, basketball, cycling on hills, and racquetball). Frequency and type of 

sport, past history of LBP, factors that aggravate and relieve LBP, frequency of 

wearing heels, past history of osteoporosis, past history of spine problems, whether 

LBP limits daily, strenuous, or social activities, whether LBP is aggravated by the 

number of study hours, past emotional depression, presence of monotony, satisfaction 

with current employment position, past history of spinal surgery, and whether LBP is 

limited by daily, strenuous, or social activities (Sudhir, et al., 2017). 

Therapies for acute or chronic low-back pain were deemed to be ineffective or 

detrimental, but the effect sizes were tiny and therefore not clinically important. SMT 

was also discovered not to be any more beneficial than other conventional therapy 

(such as general practitioner care, analgesics, exercise, or back schools) at providing 

either short- or long-term pain alleviation or functional improvement for low back 

pain that is either acute or chronic (Sidney, et al., 2011). 

The term " Low back pain" refers to any sort of back pain that is brought on 

by inappropriate stress and strain on the spinal column's muscles. Low back pain 

(LBP) is a disorder that is worsened by depression, a condition that is underdiagnosed 

and undertreated in primary care. Low back pain sufferers frequently experience 

depression, which is linked to higher pain levels, more physical and psychological 

impairment, increased drug use, and a higher risk of losing their jobs (Sathya, et al., 

2015). 

The prevalence figures the authors discovered, nevertheless, were based on 

research with a wide range of anatomical descriptions of the low back region. 

According to the definitions used in the included studies, low back pain therefore  
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comprised neck and/or back discomfort. This lack of uniformity ignores the cervical, 

thoracic, and lumbar spine's unique characteristics as well as attempts made in the 

literature to standardize studies on low back pain (Hoy, et al., 2012). 

Persistent or recurrent pain that lasts more than three months is referred to as 

chronic pain. When people use healthcare resources, this is the most common 

symptomatic cause. After rheumatism or arthritis, chronic low back pain (CLBP) is 

the most frequent chronic pain syndrome and the second leading cause of disability in 

the United States. Over the past few decades, significant resources have been 

allocated to enhancing workplace ergonomics and other preventive measures; yet, the 

number of individuals afflicted with CLBP has not diminished. An independent 

lifestyle, walking, and doing home tasks are among the everyday activities severely 

impacted by back pain, according to 43.2% of patients with moderate to severe back 

pain. Increased tiredness linked to CLBP may make these restrictions worse. 

Loneliness is a key risk factor for depression and can result from fewer social 

activities (Muller, et al., 2017). 

Low back discomfort has long been associated with mechanical reasons. 

However, many reviews using the Bradford-Hill causation criteria came to the 

conclusion that the populations of workers studied were unlikely to experience low 

back pain as a direct result of occupational sitting, awkward postures, standing and 

walking, manual handling or patient assistance, pushing or pulling, bending and 

twisting, lifting, or carrying (Balague, et al., 2012). 
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1.2 Justification of this study: 

Now a days, Low back pain (LBP) is one of the most common 

musculoskeletal conditions in countries. Chronic low back pain patients are becoming 

more and more prevalent every day. As a result, stress levels are rising. Men and 

women both are suffer from the chronic low back pain, everyone claims they are 

worried. It's important to recognize who is more stressed out. 

 Among the few studies that were found locally not sufficient to present the 

real picture of this situation. Studies were undertaken a few years ago due to a lack of 

information, however they do not accurately reflect the current situation. 

One of the main elements affecting a country's status is chronic low back pain. 

Through my research, I want to learn how many patients experience stress and how 

their stress level. I also want to know that whether occupational causes are increasing 

chronic low back pain and stress. In giving physiotherapy treatment, it is important to 

know the physical condition of the patient as well as the state of mental stress. By 

doing this it is possible to be more aware in the counseling along with the treatment of 

the patient. Which will play a helpful role for the patients. 

The title is physiotherapy based which is suitable for me to study and this 

thesis project helps to earn huge knowledge that helps the competence for higher 

study. The purpose of this study is conduct in assessment of stress among the patients 

with chronic low back pain. In this research, I want to know the stress level due to 

chronic low back pain patients. 

There have been many studies on chronic low back pain in our country. But, 

there are lack of information previous research in stress level among the patients with 

chronic low back pain. For this reason i am interested in this topic.  

In future someone want to doing this topic related research, this research will 

help for better information. 
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1.3 Research Question: 

What is the level of stress among the patients with chronic low back pain? 
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1.4 Objectives of this study: 

 

1.4.1 General objective: 

• To assess the level of stress among the patients with chronic low back 

pain attending outdoor. 

 

1.4.2 Specific objectives: 

• To determine the level of stress among the patients attending outdoor 

of chronic low back pain by Perceived Stress Scale (PSS). 

• To assess the duration of pain of the study population by asking 

question. 

• To explore the socio-demographic information. 

• To examine the association between level of stress and duration of 

pain, gender and pain duration, socio-demographic characteristics of 

the participants. 
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1.5 Conceptual frame work: 

  

Independent variable 

 

Dependent variable 

Sociodemographic factor: 

Age, Gender, Education level, 

monthly income, Marital 

status, Religion. 

Level of stress 

Chronic low back pain 
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1.6 Operational Definition: 

 

Stress: Any kind of change that puts physical, mental, or psychological strain on a 

person is considered to be stressful. 

Assessment: The phrase "assessment" in education refers to the vast range of 

techniques or instruments that teachers employ to assess, gauge, and record pupils' 

academic preparedness, learning progress, skill development, or educational 

requirements. 

Low back pain: A common condition affecting the muscles, nerves, and bones of the 

back that occurs between the lower edge of the ribcage and the lower fold of the 

buttocks is low back pain (LBP), also known as lumbago. 

Chronic low back pain:  Chronic low back pain is defined as pain that continues for 

12 weeks or longer, even after an initial injury or underlying cause of acute low back 

pain has been treated. 

Perceived stress scale: The most popular psychological tool for assessing stress 

perception is the Perceived Stress Scale (PSS). It is a gauge of how stressful a person 

perceives their life's circumstances to be. The questions were created to get a sense of 

how unpredictably chaotic and overburdened respondents believe their lives to be. 
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Chapter-II                                                              Literature Review 

 

 

According to estimates, up to 70% of adults experience low back discomfort at 

some point in their lives. The mechanism of the pain is poorly understood in up to 

85% of all cases of low back pain and is categorized as non-specific, or of uncertain 

origin. However, it is now known that low back pain has a multifaceted etiology, with 

factors such as age and physical fitness as well as psychosocial (stress, anxiety, and 

depression) and occupational (hard physical labor, bends and twists, and vibration) 

aspects all contributing to its occurrence (Searle, et al., 2015). 

In adults in the US, low back pain (LBP) ranks as the second most prevalent 

cause of disability, a frequent cause of lost workdays. The projected annual loss of 

productivity due to LBP is 149 million working days. Two-thirds of the annual costs 

associated with the condition—between $100 and $200 billion—are attributable to a 

decline in wages and productivity. A LBP episode will occur in more than 80% of 

people at some point in their lives. The clinical course is often benign, and 95% of 

those affected recover within a few months of the disease's beginning (Freburger, et 

al., 2009). Back surrounding soft tissues is referred to as mechanical low back pain. 

This comprises spinal compression fractures, acute or long-term traumatic damage, 

disk herniation, lumbar spondylosis, spondylolisthesis, spondylolysis, lumbosacral 

muscular tension, and so forth (Patrick, et al., 2014).  

Up to 23% of people worldwide suffer from chronic low back pain, and 24% 

to 80% of patients experience a relapse within a year (Balague., et al. 2012). 

discomfort that originates intrinsically from the spine, intervertebral disks, or Pain and 

discomfort below the costal border and above the inferior gluteal folds, with or 

without referred leg pain, are referred to as low-back pain. Usually, low back 

discomfort that lasts longer than 12 weeks is considered chronic. Low-back 

discomfort with no identifiable, known specific pathology is another term for 

nonspecific low-back pain (e.g., infection, tumor, fracture, or radicular syndrome) 

(Rubinstein, et al., 2011). 

 However, some people won't get better and will develop persistent LBP (ie, 

pain that lasts for 3 months or longer). Recurrences of LBP are also prevalent, with 

lifetime recurrence rates of up to 85% and proportion of recurrent LBP episodes 
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ranging from 20% to 44% within 1 year for working populations (Tulder, et al., 

2002). Based on occupational loads, dieticians are a category that has received less 

research when it comes to musculoskeletal system problems. The studies that have 

been done so far examine this group under healthcare professionals in terms of low 

back pain, and no information about dieticians alone has been shared (Genevay, et al., 

2011). There are a number of predictors that have been proposed to indicate changes 

in CLBP, and among them, pain, disability, and quality of life (QoL) factors are 

relevant predictors (Kell, et al., 2011). Risk factors such pain catastrophizing, fear of 

movement, and distress have been suggested to be early recognized and targeted in 

programs particularly created to lessen pain catastrophizing and fear (Fernands, et al., 

2012).  

Although there is a substantial corpus of research devoted to understanding the 

connection between chronic stress and pain, stress is rarely addressed in pain 

rehabilitation. One could elicit a physiological stress response. The release of 

sympathetic catecholamines (epinephrine and norepinephrine) and neuroendocrine 

hormones (cortisol) to promote survival and inspire success is triggered by fear or a 

perceived danger to safety, status, or well-being. Although it is commonly known that 

low back pain is a very common health issue, its burden is frequently brushed off. In 

many parts of the world, low back pain is the most common reason for activity 

restriction and work absence, and it places a significant financial burden on 

individuals, families, communities, business, and governments. Up until ten years 

ago, it was primarily believed to be a condition exclusive to the West. However, since 

then, a growing body of research has shown that low back pain is also a significant 

issue in low- and middle-income countries (Searle, et al., 2015). 

A pain-induced stress response is brought on by a heightened perception of 

pain as hazardous or frightening, (Catastrophizing) and frequently shows up as fear 

and aversion to stimuli that make us feel pain (Luccehetti, et al., 2012). The risk 

factors for LBP are frequently complex and include elements pertaining to the 

musculoskeletal system, the neurological system, and both. They can also be split into 

individual and occupational factors and be both adjustable and non-modifiable. Sex, 

age, a history of neck or low back injuries, and psychological issues (such as mental 

stress, anxiety, depression, and a lack of social support) are just a few examples of 

personal characteristics that might contribute to LBP (Noormohammadpour, et al., 

2016). 
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Awkward working positions, repeated motions, and extended periods of 

standing can harm blood vessels, muscles, joints, bones, ligaments, tendons, and 

nerves, which can cause pain, exhaustion, and a variety of MSDs. There are different 

types of pain, from a stiff sensation to a sharp agony (Gaowgzeh, et al., 2015). 

Prevalence estimates for low back pain (LBP) during pregnancy range between 55% 

and 78%. LBP negatively affects women's everyday activities, quality of life, and 

capacity for employment, which also has an impact on national output (Mota, et al., 

2015). 

There have been proved to be several LBPP-related variables. Age and LBPP 

have a contentious relationship. The age of women without lumbopelvic discomfort in 

the second trimester was reportedly significantly higher than that of women with the 

condition. However, it has been shown that older pregnant women are more prone to 

experience third-trimester lower back, pelvic, and buttock pain (Brown, et al., 2013). 

Regarding this prevalent and frustrating ailment, one thing is for sure: physicians and 

patients will persistently encounter the difficulty of selecting from a vast range of 

potential treatment and management alternatives, all while trying to maximize results 

and lessen the toll that low back pain takes on both individuals and society. Despite 

this, the medical community should be heartened by the amount of knowledge we 

now possess regarding this enigmatic illness, which is influenced by a wide range of 

environmental, cultural, genetic, physical, psychological, and socioeconomic factors 

(Balague, et al., 2012). 

There is a dearth of knowledge regarding injectable therapy for lower back 

pain, particularly among the elderly. A thorough analysis of the published literature 

on injectable therapy revealed a dearth of data on older people with degenerative LSS 

(Briggs, et al., 2010). Research on back pain was frequently restricted to people in the 

workforce. However, the aging population, particularly in industrialized nations, 

introduces new considerations and challenges. The long-term prognosis of back pain 

in elderly persons is poorly understood. Not all back pain patients visit their general 

practitioner again, according to a 2012 systematic review (Scheele, et al., 2012). 

According to estimates, between 5.0% and 10.0% of instances will progress to 

chronic low back pain (CLBP), which is to blame for significant medical expenses, 

lost workdays, and personal misery (Lio, et al., 2009).  of the 246 respondents whose  
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data were gathered, 192 (78%) reported having LBP over the previous 12 months that 

lasted longer than a day. 83% of those who experienced LBP had to take a day off 

work, and 80% of them said their symptoms persisted throughout the course of the 

previous month (Nahar, et al., 2012). 

Managing chronic pain in older persons is difficult since it is not always 

possible to administer drugs. Although cognitive behavior therapy (CBT) is a well-

researched strategy to treating chronic pain in adults, there are few CBT studies on the 

treatment of chronic pain in older persons. Contrary to popular belief, persistent low 

back pain affects older persons more frequently than other types of chronic pain, is 

poorly understood, and has the potential to be disabling. Additionally, there haven't 

been many attempts to adapt CBT for senior citizens (Andersson, et al., 2012). 

According to estimates, almost a quarter of North Americans have had an LBP 

episode during the last three months. Despite the fact that 80% to 90% of persons with 

chronic low back pain (CLBP) have improvement after 12 weeks, 6% to 11% still 

report symptoms after three months (Chaparro, et al., 2014). 

Stress is characterized as the body's physiological response to actual or 

hypothetical life-threatening situations, which is accompanied by alterations in the 

related immune, endocrinological, and neurological systems (Crettaz, et al., 2013). 

The central gelatinous nucleus pulposus (NP), the outer annulus fibrosis (AF), and the 

cartilaginous endplate (CEP), which attaches to the vertebral body, make up an IVD 

that is youthful and typical. Currently, it is understood that IVDD includes both 

aging-related alterations and tissue damage brought on by numerous stresses (Risbud, 

et al., 2014). 

The idea that NP cells express HIF-1a and tolerate hypoxia on a constitutive 

basis is supported by mounting evidence. Human disc cells kept under oxidative 

stress. Xing et al. showed that mechanical stressors could cause and promote cellular 

senescence in a new IVDD model created by amputating the forelegs. A third of the 

population is thought to experience chronic pain, which is typically accompanied by 

significant levels of psychological distress and a decline in health-related quality of 

life. The enhanced p16INK4a expression and the accelerated senescence 

accumulation may be explained by the increased axial compressions since these 

forelimb-amputated rats were kept in prolonged upright positions (wang, et al., 2016).  
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Stress is defined as a threat to a person's bodily, psychological, or emotional 

well-being. The "stress response," or the activation of central and peripheral 

neuroendocrine processes responsible for a variety of adaptive reactions and 

behaviors, is brought on by a disruption of homeostasis. Modern scientists use three 

methods to gauge stress because there is no gold standard for doing so: (1) The 

environmental approach, which refers to the occurrence of demanding events 

(stressors), (2) The psychological approach, which refers to how stressful each 

stressor is perceived by the individual, and (3) The biological approach, which 

concentrates on the biological components of the stress response. 

 Although support from co-workers or superiors may lessen their impacts on 

stress, stress can also result from bad interactions with coworkers or superiors, 

including disagreements or unjust treatment, ambiguous or conflicting job demands, 

role overload, or under stimulation (Rosenthal., and Alter. 2012). A third of the 

population is thought to experience chronic pain, which is typically accompanied by 

significant levels of psychological distress and a decline in health-related quality of 

life (Rosenzweig, et al., 2010). 

The two main causes of sick days, which cost British industry an estimated 

£17 billion annually, are stress and back discomfort. even though there  the Health 

and Safety Executive reported that in 2011, 10.8 million working days were lost due 

to work-related stress and 7.6 million working days were lost due to musculoskeletal 

disorders, of which 40% were related to back pain. These factors include 

environmental, psychological, and physical factors. A group intervention called 

mindfulness-based stress reduction (MBSR) looks to be a viable addition to the 

treatment of chronic pain and the resulting decline in physical and psychological well-

being. The main focus of MBSR is rigorous instruction in mindfulness meditation and 

how to use it to manage stress, disease, and pain (Rosenzweig, et al., 2010).  

In the US, low back pain is one of the main causes of disability, 

which created stress. The functional status of people with back pain in the United 

States has declined despite a wide range of treatment options and significantly 

expanded medical care resources allocated to this issue (Cherkin, et al., 2016). 

Publications with titles that made it possible to identify studies done with particular 

populations, such as students, occupational groups, or people with certain conditions, 

as well as literature reviews, were removed from the study (Andersson, et al., 2012).   
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The next step is reading the abstracts. Studies employing convenience samples 

and those that made it possible to identify literature reviews or studies examining 

musculoskeletal outcomes other than persistent low back pain were also eliminated 

(Meucci, et al., 2015). All participants filled out questionnaires that collected data on 

age, sex, years of formal education, marital status (including whether they lived with 

their partner or someone else), and employment status. The criteria of Goldthorpe and 

Hope were used to classify socioeconomic status, which was then dichotomized into 

high and low socio-economic status based on whether the subjects were employed in 

manual or non-manual work, respectively. We felt that this was especially important 

for people with disabilities who have chronic low back pain. Research has frequently 

employed the Goldthorpe and Hope classification, which makes it easier to compare 

findings with those of earlier investigations (Keeley, et al., 2008). 

The main objectives were to help patients develop better physical and mental 

coping mechanisms and to support their independence from medical treatment 

recommendations. Analyzing personal psychosocial issues and conflicts that 

contribute to recurrent LBP was a part of the treatment. For instances in which pain 

and tension were felt, stress behavior was examined. Problem-solving, stress 

reduction, and behavioral treatment were also included in psychotherapeutic group 

sessions. Individual physiotherapy, cognitive-behavioral therapy, and daily sessions 

with doctors and psychologists made up the additional individual therapy (Moradi, et 

al., 2012). 

These factors must be taken into account when interpreting data in the context 

of potential mechanisms causing somatosensory characteristics: Similar sensory 

characteristics may exist despite divergent mechanisms; numerous interacting 

mechanisms may produce similar clinical signs; genetic and epigenetic factors 

influence CLBP intensity, nociception, and QST; psychosocial factors influence pain 

sensitivity; and nociception and its relationship to attention are constantly changing. 

The lack of normative data for our test sites and the different methodologies make 

comparisons with other studies more difficult (Çidem, et al., 2012). 

In this investigation, bedside and lab QST were combined. In contrast to the 

pressure and set temperatures utilized in the STEP, we were able to distinguish 

between subgroups more easily using pressure and thermal pain thresholds. Subgroup 
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derivation was facilitated by these measures. using bedside sensory assessments was 

critical to facilitating the translation of results into practice and reducing participant 

burden, even if alternative more sensitive methods exist for assessment of CPM, 

pinprick hyperalgesia, temporal summation, and vibration, which may have 

influenced subgrouping (Nahman, et al., 2013). 

Studies on stress reactions have shown that diverse chronic pain syndromes 

and experimental pain lead to different activations of the HPA axis. Conceptually, an 

allostatic load model of disease has been integrated with pain-related activation of the 

HPA axis. This model makes the assumption that a variety of physiological processes 

may be triggered in response to acute stress to aid an organism's adaptation to 

environmental changes. Additionally, it has been suggested that acute pain-induced 

cortisol rise may lessen the unpleasantness of pain and enhance pain tolerance, 

providing strong support for the temporary analgesia brought on by stress (Shan, et 

al., 2013). 

However, a few studies discovered that individuals with specific chronic pain 

syndromes, such as fibromyalgia and chronic back pain, have raised cortisol levels, 

aberrant cortisol diurnal changes, and heightened feedback sensitivity of the HPA 

axis. The profiles of cortisol secretion in patients with fibromyalgia, chronic back 

pain, or chronic temporomandibular problems, on the other hand, did not differ from 

those in healthy controls, according to various investigations. Although further 

research is necessary to confirm this concept, it is plausible to hypothesize that the 

HPA axis plays a role in the emergence of chronic pain (Nijho, et al., 2014). 

In this sense, communication strategies are those that strive to maximize the 

exchange of information and ideas between healthcare professionals and patients in 

order to strengthen the therapeutic alliance and boost adherence to the prescribed 

course of action. Conversely, ergonomics-based and biomechanical-based therapies, 

such as back exercises and postural therapy, or traditional manual therapy techniques, 

contrast with communicative and educational strategies that are based on 

biopsychosocial visions of care and more in line with the advancements in pain 

neuroscience regarding CLBP (Barbari, et al., 2020). 

Major stress and chronic pain frequently co-occur and may have similar 

neuroanatomical pathways and neurobiological bases. Chronic pain and depression 

have been linked to altered hypothalamus-pituitary-adrenal (HPA) axis activity, which 
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may be crucial to the onset and progression of both diseases. Interestingly, reduced 

cortisol secretion was observed in individuals with chronic pain syndromes like 

fibromyalgia, whiplash-associated illness, and persistent pelvic pain whereas high 

cortisol was frequently detected in depressed people. There are only a few studies that 

reveal decreased or unaffected cortisol levels in patients with chronic back pain 

compared to healthy subjects (Muhtz, et al., 2013). 

Doctors must so effectively convey the biopsychosocial character of chronic 

pain, the significance of its psychological component, and the data showing that 

managing the underlying ailment typically reduces suffering. The possibility of 

establishing a shared knowledge of the patient's condition and reasonable expectations 

for treatment is jeopardized by the issue of inadequate communication between the 

doctor and the patient. In spite of the fact that effective communication is crucial 

when discussing pain severity, only 48% of primary care physicians in European 

nations surveyed their patients using pain assessment instruments, mainly visual 

analogue scales and numerical rating scales. The outcomes are frequently not 

recorded in the patient records, even when these technologies are employed. Along 

with the provision of support programs, there is also a need for more involvement 

from patients' family and caregivers (Kress, et al., 2015). 
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3.1 Study design: 

             It was a cross sectional type of descriptive study. 

3.2 Study area: 

Study area was Dhaka (SCMST outdoor, NITOR, Lab Science Diagnostic 

Centre, Unique Pain and Paralysis Centre and Raipura Diagnostic Centre, Narsingdi 

city). 

3.3 Study period: 

 The duration of the study was 12 month from 1st July 2022 to 30th June 2023 

3.4 Study population: 

The lower back pain patients of SCMST outdoor, NITOR, Lab Science 

Diagnostic Centre, Unique Pain and Paralysis Centre and Raipura Diagnostic Centre, 

Narsdingdi city constituted the study population of the present study. 

3.5 Sample size:  

The required sample size for the proposed study was calculated by using the 

following statistical formula- 

We know that;                         

n = 
𝑧2𝑝(1−𝑝)𝑑2                             

Here, 

n= Required sample size. 

z =confidence level at 95% (Standard value of 1.96). 

P = P is the prevalence taken as 15.8% or 0.158 (Park, H.J., et al., 2023). 

d = margin of error at 5% (Standard value of 0.05). 

n = 
𝑧2𝑝(1−𝑝)𝑑2    

n= 
(1.96)2×0.158(1−0.158)(0.05)2             

     =
3.84×0.158×0.8420.0025  

     = 0.51090.0025 

      = 204 

So, sample size 204. 

Chapter-III                                                                        METHODOLOGY 
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So, the researcher aim to focus his study by 204 sample following the 

calculation above initially. 

3.6 Sampling technique: 

Convenience sampling technique was applied to collect data. 

3.7 Eligibility criteria: 

 

3.7.1 Inclusion criteria: 

• Who were willingly participate. 

• Both male female were include in this study. 

• Age Between 20 to 65 are included in this study. (Meucci, RD et al. 2015) 

3.7.2 Exclusion Criteria: 

•  Mentally unstable. 

•  Low back pain due to acute injuries, spinal tuberculosis, spinal tumor or 

cancer. 

 

3.8 Method of data collection: 

Data was collected from the chronic low back pain patients by face to face 

formal interview. 

 

3.9 Instruments of data collection- 

• A pre-tested structured questionnaire was used as an instrument of data 

collection for the present study. 

• To assess the level of stress of the chronic low back pain patients by perceived 

stress scale. 

• Both open and close ended questionnaire were included in the questionnaire. 

 

3.10 Data collection Tools: 

For collecting data some other materials were also used- 

• Weighing machine and 

• Measuring tape. 
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3.11 Data collection procedure: 

At first, researcher took permission from the participants. Before collecting 

data, the objectives of this study and purpose were explained to all participants. All 

the participants were given consent form for taking permission from them to 

participate in this study and they were given opportunity to ask any types of study 

related questions. The participants who could not read the consent form, researcher 

read the consent form in front of the participants. After getting written consent, 

researcher started to collect data. At first, the researcher collected general information 

using self-developed socio-demographic questionnaire and also collect about low 

back pain related information by self- developed questions. Structured questions 

named perceived stress scale were used in this study to assess the stress of chronic 

low back pain patients. The interview was conducted in Bengali as though they can 

understand the questions easily. Face to face interview was conducted because this 

may provide higher response then other data collection methods. Every interview 

lasted 15-20 minutes. Each data was collected carefully and confidentially was 

maintained. After successfully collecting data, researcher leaves the participants by 

giving thanks to all participants to be a part of study willingly. 

 

3.12 Data Management: 

After collection of the questionnaire from the participants, those were checked 

for any error and inconsistency in the responses. Necessary correction were done 

accordingly. The responses were coded for the entry into the computer program. 

 

3.13 Data analysis: 

           Data was analyzed by according to objectives and variable of this study by 

Microsoft excel and using SPSS (Statistical package for social science) (25 version), 

And use some statistical test (eg: Chi-Square test). 

 

3.14 Presentation of results: 

The findings of the study have been presented by frequency tabulation of the 

characteristics. The results were also presented by various charts, graphs and 

description of the variables. 
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3.15 Ethical consideration:  

• The Research proposal was submitted to the Ethical Review Board (ERB) of 

SCMST and approval was obtained from the Board. 

• The investigator will obtain written permission from ethical review board 

(SCMST).  

• Bangladesh Medical Research Council (BMRC) and World Health 

Organization (WHO) guideline also were followed to conduct the study.  

• Ethical review board informed by written document about aims and objectives 

of the study and that the Participate of the study will not harmed. 

• The clients name, address and personal information will be kept confidential 

by the investigator mentally and the dates will not be shared with others. 
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Chapter-IV                                                                              RESULT    

This was a cross sectional study. The main objective of the study was to assess 

the level of stress among the patients with chronic low back pain. Data were collected 

from 172 patients with low back pain from the district of Narsingdi and Dhaka. Data 

were numerically coded and captured in Microsoft Excel, using an SPSS 25.0 version 

software program.  

4.1. Socio- demographic information: 

Variable Name Frequency Percentage 

Age group in years (Mean and SD) Mean (x̄) = 38.92,        

Standard deviation (σ) = 

±13.148 

 

BMI Group (Mean and SD) Mean, (x̄) = 23.95,      

Standard deviation, (σ) = 

±3.478 

 

Gender Male 

Female 

74 

98 

43.0% 

57.0% 

Religion Islam 

Hindu 

163 

9 

94.8% 

5.2% 

Education No-formal education 

Primary level 

High school 

Higher secondary 

Graduation 

11 

26 

38 

41 

56 

32.6% 

23.8% 

22.1% 

15.1% 

6.4% 

Professional 

status 

Service holder 

Farmer 

Teacher 

Garments worker 

Student 

Housewife 

Others 

20 

8 

7 

5 

43 

73 

16 

11.6% 

4.7% 

4.1% 

2.9% 

25.0% 

42.4% 

9.3% 

Marital 

Status 

Married 

Unmarried 

Others 

116 

50 

6 

67.4% 

29.1% 

3.5% 
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Living Area Urban 

Semi-urban                      

Rural 

75 

16 

81 

43.6% 

47.1% 

9.35% 

Family 

Type 

Single family 

Joint Family 

126 

46 

73.3% 

26.7% 

Monthly 

Income 

0 – 9000 

10000- 30000 

30000 -60000 

>60000 

118 

37 

12 

5 

68.6% 

21.5% 

7.0% 

2.9% 

 

 

4.1.1. Age group of the participants 

Table no-1: Frequency distribution of the respondents by age group in years. 

Age Group 

in years 

Frequency  

N % 

20-24 29 16.9 

25-29 31 18.0 

30-34 15 8.7 

35-39 20 11.6 

40-44 11 6.4 

45-49 18 10.5 

50-54 20 11.6 

55-59 10 5.8 

60-64 12 7.0 

65-69 6 3.5 

Total 172 100.0 

Mean (x̄) = 38.92, Standard deviation (σ) = ±13.148 

Regarding frequency distribution of the respondents by age, out of 172, 

31(18.0%) participants belonged to the group of 25-29 years. It was also found that 

29(16.9%), 20(11.6%), 18(10.5%) respondents were in the age group of (20-24), (35-

39), (45-49) years. The mean of the participants age is 38.92 and SD is ± 13.148 

(Table no.1). 
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4.1.2 BMI of the participants. 

 

Table-2: Frequency distribution of the participants by BMI. 

BMI Group Frequency 

N % 

Under weight 

(<18.5) 

6 3.5 

Normal weight 

(18.5-24.9) 

102 59.3 

Over weight 

(25-29.9) 

54 31.4 

Obese 

(>30) 

10 5.8 

Total 172 100.0 

 

Mean, (x̄) = 23.95,  

Standard deviation, (σ) = ±3.478 

 

It was revealed that 102 (59.3%) participants had normal weight. It was also 

found that 6 (3.5%) participants were underweight. The number of overweight 

participants was 54 (31.4%) and 5.8% participants were obese. The mean BMI of the 

participants was 23.95 and SD: ±3.478 (Table.no 2). 
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4.1.3 Gender of the participants. 

 

Figure-1: Gender of the participants 

 

Out of 172, 74 (43.0%) participants were male and 98 (57.0%) participants were 

female (Figure no.1). 

 

 

 

4.1.4. Religion of the participants. 

Table no. 3: Frequency distribution of the respondents by religion. 

Religion 
Frequency 

N % 

Islam 163 94.8 

Hindu 9 5.2 

Total 172 100.0 

 

The study showed that the religion of the most of the participants 163(94.8%) 

was Islam and 9 (5.2%) respondents were Hindu (Table no.3).  
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4.1.5 Educational status of the participants. 

 

 

 

Figure-2: Educational status of the participants 

 

About educational level of the participants, 56 (32.6%) participants completed 

their graduation. It was also found that 41 (23.8%) participants passed high school 

level. The study showed that 38 (22.1%) participants were completed higher 

secondary level. It was also showed that, 26 (15.1%) participants passed primary level 

and 11(6.4%) were no formal education level (Figure.no 2). 
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4.1.6 Professional status. 

 

Table-4: Frequency distribution of the respondents by Professional status. 

 

Professional status of the 

participants 

Frequency 

N % 

Service holder 20 11.6 

Farmer 8 4.7 

Teacher 7 4.1 

Garments worker 5 2.9 

Student 43 25.0 

Housewife 73 42.4 

Others 16 9.3 

Total 172 100.0 

 

 

 The study revealed that 73(42.4%) of the participants were housewife. 

It was also showed that, 43(25.0%) were student, 20(11.6%) were service holder, 8 

(4.7%) were farmer, 7 (4.1%) were teacher, 5 (2.9%) were garments worker, 16 

(9.3%) were others professional status (Table.no. 4). 
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4.1.7 Marital status of the participants. 

 

 

 

Figure–3: Marital status of the participants. 

 

Regarding marital status, it was found that 116 (67.4%) were married, 

50(29.1%) were unmarried and 6 (3.5%) were others marital status (Figure no.3). 
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4.1.8 Living area of the participants. 

 

 

 

Figure-4: Living area of the participants. 

 

The survey showed that 81(47.1%) participants were living in rural area, 

75(43.6%) were living in urban area, 16 (9.35%) were living in semi urban area 

(Figure no.4). 
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4.1.9 Family type of the participants. 

 

 

 

Figure-5: Family type of the participants. 

 

In this study showed that 126 (73.3%) participants were single family and 46 

(26.7%) participants were joint family (Figure no.5). 
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4.1.10 Monthly Income of the participants. 

 

Table-5: Frequency distribution of the respondents by monthly income. 

 

Monthly income Frequency  

N % 

0-9000 BDT 118 68.6 

10000-30000 BDT 37 21.5 

30000-60000 BDT 12 7.0 

>60000 BDT 5 2.9 

Total 172 100.0 

 

In the study reveal that out of the 172 participants, 118(68.6%) patient’s 

monthly income was less than 10000 BDT, 37 (21.5%) was 10000-30000 BDT, 

12(7.0%) were between 30000- 60000 BDT and 5(2.9%) were above 60000 BDT 

(Table no.5). 
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4.2 Low Back Pain Related Information.  

 

4.2.1 Duration of the low back pain 

 

 

 

Figure-6: Duration of the Low Back Pain. 

 

The study showed that the low back pain duration most of the participants 71 

(41.3%) was >12 month, 45 (26.2%) participants were 7 to 12 month and 56(32.6%) 

respondents were 4-6 months (Figure no.6). 
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4.2.2 Pain during movement. 

 

 

 

Figure-7: Frequency of pain during movement. 

 

The study revealed that 60 (34.9%) were no pain in during movement and 112 

(65.1%) were feeling pain during movement (Figure no.7). 
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4.2.3 Low back pain with radiculopathy. 

 

 

 

Figure no-8: Frequency distribution of low back pain with radiculopathy. 

 

This study was conducted on 172 chronic low back pain patients. Among them 

88 (51.2%) patients had low back pain with radiculopathy and also found that 84 

(48.8%) patients had low back pain without radicular pain (Figure no.8). 
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4.3 Level of stress by Perceived Stress Scale. 

  

Table no. 6: Frequency distribution of participants by level of stress. 

                                                                                                        

Score category Frequency  

N % 

Lowest quartile/low stress 

(0.23-0.32) 

9 5.2 

Second quartile/ Mild 

stress (0.32-0.42) 

54 31.4 

Third quartile / Moderate 

stress (0.42-0.52) 

90 52.3 

Upper quartile/ Severe 

stress (> 0.52) 

19 11.0 

Total 172 100.0 

 

Mean, (x̄) = 0.437,  

Standard deviation, (σ) = 0.0740 

 

A total of 172 low back pain patients were participants. Among them the low 

stress (lowest quartile was 9(5.2%), Second quartile (Mild stress) was 54(31.4%), 

Third quartile (Moderate stress) was 90(52.3%), Upper quartile (severe stress) was 

19(11.0%). The mean perceived stress of the respondents (N=172) was x̄=0.437, 

Standard deviation (SD: ±0.0740). Most vulnerable third quartile was moderate stress 

0.42-0.52 quartile, 90 (52.3%) [Table no.6]. 
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Table no. 7: Frequency distribution of the participants by level of stress and 

gender. 

 

 

Gender 

Stress  

Total 

Low 

stress  

Mild  

stress 

Moderate 

stress 

Severe 

stress 

Male 5 

(2.9%) 

25 

(14.5%) 

39 

(22.7%) 

5 

(2.9%) 

74 

(43.0%) 

Female 4 

(2.3%) 

 

29 

(16.9%) 

51 

(29.7%) 

14 

(7.8%) 

98 

(57.0%) 

Total 9 

(5.2%) 

54 

(31.4%) 

90 

(52.3%) 

19 

(11.0%) 

172 

(100.0%) 

 

χ2 = 2.980, df= 3, p = 0.395 

 

Out of 172 patients with chronic low back pain, it was 74 patients were male. 

Among them 39 (22.7%) patients had moderate stress, 25 (14.5%) patients had mild 

stress, 2.9% patients had low and 2.9% patients had severe stress. In case of female, 

51 (29.7%) patients had moderate stress, 29 (16.9%) patients had mild stress, 2.3% 

patients had low and 7.8% patients had severe stress. There is no significant of 

association between gender of the respondents and level of Stress (χ2 = 2.980, df= 3, p 

= 0.395) [Table no.7]. 
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Table no. 8: Frequency distribution of the participants by marital status and 

level of stress. 

 

 

marital 

status 

Stress  

Total 

Low stress  Mild  

stress 

Moderate 

stress 

Severe 

stress 

Married 4 

(2.3%) 

36 

(20.9%) 

63 

(36.6%) 

13 

(7.6%) 

116 

(67.4%) 

Unmarried 5 

(2.9%) 

15 

(8.9%) 

25 

(14.5%) 

5 

(2.9%) 

50 

(29.1%) 

Others 0 

(0.0%) 

3 

(1.7%) 

2 

(1.2%) 

1 

(0.6%) 

6 

(3.5%) 

Total 9 

(5.2%) 

54 

(31.4%) 

90 

(52.3%) 

19 

(11.0%) 

172 

(100.0%) 

 

χ2 = 4.665, df= 6, p = 0.587 

 

The study revealed that out of 172, 116 (67.4%) were married. Among them 

63 (36.6%) patients had moderate stress, 36 (20.9%) patients had mild stress, 4(2.3%) 

patients had low and 13 (7.6%) patients had severe stress. It also found that 

50(29.1%) patients were unmarried. Among them 25 (14.5%) patients had moderate 

stress, 15 (8.9%) patients had mild stress, 5(2.9%) patients had low and 5 (2.9%) 

patients had severe stress. 

 The association between marital status and level of stress was not statistically 

significant (χ2 = 4.665, df= 6, p = 0.587) [Table no.8]. 
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Table no. 9: Frequency distribution of the participants by living area and level of 

stress. 

 

 

Area 

Stress  

Total 
Low 

stress  

Mild  

stress 

Moderate 

stress 

Severe 

stress 

Urban 5 

(2.9%) 

 

25 

(14.5%) 

38 

(22.1%) 

7 

(4.1%) 

75 

(43.6%) 

Semi urban 3 

(1.7%) 

6 

(3.5%) 

5 

(2.9%) 

2 

(1.2%) 

16 

(9.3%) 

Rural 1 

(0.6%) 

23 

(13.4%) 

47 

(27.3%) 

10 

(5.8%) 

81 

(47.1%) 

Total 9 

(5.2%) 

54 

(31.4%) 

90 

(52.3%) 

19 

(11.0%) 

172 

(100.0%) 

 

χ2 = 11.122, df= 6, p = 0.085 

 

The study showed that out of 172, 75(43.6%) were living urban area. Among 

them 5 (2.9%) respondents had stress level of low, 25(14.5%) had mild stress, 

38(22.1%) had moderate stress and 7(4.1%) had severe stress. It also found that 

81(47.1%) were living rural area. Among them 1(0.6%) patients had stress level of 

low, 23(13.4%) had mild stress, 47(27.3%) had moderate stress and 10(5.8%) had 

severe stress. 

The association between level of stress and living area was not statistically 

significant (χ2 = 11.122, df= 6, p = 0.085) [Table no. 9]. 
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Table no. 10: Frequency distribution of the participants by level of stress and 

duration of pain. 

 

Duration 

of pain 

Stress Total 

Low 

stress 

Mild 

stress 

Moderate 

stress 

Severe 

stress 

(4 - 6) 

month 

2 

(1.2%) 

21 

(12.2%) 

28 

(16.3%) 

5 

(2.9%) 

56 

(32.6%) 

(7 - 12) 

month 

1 

(0.6%) 

11 

(6.4%) 

30 

(17.4%) 

3 

(1.7%) 

45 

(26.2%) 

> 12 

month 

6 

(3.5%) 

22 

(12.8%) 

32 

(18.6%) 

11 

(6.4%) 

71 

(41.3%) 

Total 9 

(5.2%) 

54 

(31.4%) 

90 

(52.3%) 

19 

(11.0%) 

172 

(100.0%) 

 

χ2 = 8.661, df= 6, p = 0.194 

 

The study showed that out of 172, 56 (32.6%) were pain duration (4-6) month. 

Among them 2 (1.2%) respondents had stress level of low, 21(12.2%) had mild stress, 

28 (16.3%) had moderate stress and 5 (2.9%) had severe stress. It also found that 

71(41.3%) were the duration of pain group >12 month. Among them 6 (3.5%) 

patients had stress level of low, 22 (12.8%) had mild stress, 32 (18.6%) had moderate 

stress and 11 (6.4%) had severe stress. 

The association between level of stress and pain duration was not statistically 

significant (χ2 = 8.661, df= 6, p = 0.194) [Table no 10]. 
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Table no. 11: Frequency distribution of the participants by gender and duration 

of pain 

 

Gender duration of pain Total 

4 -6 month 7–12month >12 month 

Male 33 

(19.2%) 

20 

(11.6%) 

21 

(12.2%) 

74 

(43.0%) 

Female 23 

(13.4%) 

25 

(14.5%) 

50 

(29.1%) 

98 

(57.0%) 

Total 56 

(32.6%) 

45 

(26.2%) 

71 

(41.3%) 

172 

(100.0%) 

 

χ2 = 11.053, df= 2, p = 0.004 

 

The study revealed that out of 172, 74 (43.0%) participants were male. Among 

them 33(19.2%) respondents had pain duration in (4-6) month, 20 (11.6%) had 7-12 

month and 21(12.2%) had > 12month duration of pain. It also found that 98(57.0%) 

participants were female. Among them 23(13.4%) respondents had pain duration in 

(4-6) month, 25 (14.5%) had 7-12 month and 50 (29.1%) had > 12month duration of 

pain. 

This table showed that the Pearson chi square was 11.053 and the P value was 

0.004. So, there were strong significant of association between gender of the 

respondents and pain duration (Table no.11).      
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Chapter- V                                                                         DISCUSSION 

 

The aim of the study was to assess the level of stress among the patients with 

chronic low back pain. A cross sectional type of descriptive study design was used to 

conduct the research. 172 chronic low back pain patients were participants in this 

study. The samples were selected by convenience sampling method. The data were 

collected by using a self-developed and structured questionnaire form. 

About age distribution the study revealed that the highest age of the 

participants was 67 and lowest age was 23. Most vulnerable age group was 25-29 

years 31(18.0%). The mean age of the respondents was 38.92 years and standard 

deviation, SD: ±13.148 (Table no.1). Most of the participants were young. In other 

study showed that, 265 people were participate in their study and the mean age and 

Standard deviation was 43.9 years and (SD: ±8.2) (Latina, et al.,2020).  

The study revealed that, the mean BMI of the respondents was 23.95 Standard 

deviation (SD: ±3.478) and also found that Underweight was 3.5%, Normal weight 

was 59.3%, Over weight was 31.4%, and Obese was 5.8% (Table no.2).  In other 

conduct in Italy found that, 265 people were participate in this 2.7% was underweight, 

Normal weight was 65.5%, Pre obesity was 23.4%, Obesity Class I and Class II was 

5.7%, and Obesity Class III was 2.7% (Latina, et al.,2020). In other study conduct in 

Dhaka, Bangladesh showed that, according to BMI, 88 employees were classified as 

obese, 92 employees were overweight, 46 employees were underweight. Obese (30) 

and overweight (25–29.9) individuals are more likely to experience low back pain 

(LBP) ((kamal, et al., 2023).   

In this study showed that, 43.0% participants were male and 57.0% 

participants were female. The result indicated that the proportion of female 

participants were higher than that of male counterpart (Figure no.1). In other study 

researcher found that, 265 people were participants, female was 74.7% and male was 

25.3% (Latina, et al.,2020). In other study showed that, 349 low back pain patients 

were participants, male was 231 (66.2%) and female was 118 (33.8%) (kamal, et al., 

2023). In Iranian population prevalence of LBP was male 18.3% and female 37.5% 

(Biglarian, et al., 2012). 
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The study showed that 94.8% respondents were Muslim and 5.2% respondents 

were Hindu. It indicated that most of the participants were Muslim (Table no.3). 

Bangladesh is a country where Muslims are majority. In other study showed that Only 

0.9% of the participants were Christians, while 6.9% were Hindus and 92.3% were 

Muslims (Waqqar, et al., 2016). 

In this study showed that, 6.4% were no formal education 15.1% were passed 

primary level, 23.8% were complete high school level, 22.1% were complete higher 

secondary level, 32.6% were complete their graduation. In this study the investigator 

found that the persons with suffering from LBP majority of participants completed 

their secondary level education (28.1%), 8% participants completed S.S.C. level and 

19.3% affected participants completed their graduation level and most affected group 

were secondary passed (Figure.no 2). Other study found that the persons with LBP 

most of participant 39 were housewives 23.42%, office worker were 17.31%, students 

were 17.92% and businessmen were 6.72% (Ullah, et al., 2006). Another study found 

in Iran that showed that among the participant 33.9% completed their basic 

educational level, 20.2% completed moderate educational level and 15% completed 

their higher education. Where most affected group completed their basic educational 

level (Biglarian, et al., 2012). In other researcher found that, Bachelor degree was 

28.3%, University Diploma, 15.2%, Diploma was 56.6%, and Masters degree was 

29.7% participants were suffering from low back pain (Latina, et al., 2020).  

The study showed that, 11.6% of the participants were service holder, 4.7% 

were farmer, 4.1% were teacher, 2.9% were garments worker, 25.0% were student, 

42.4% were housewife, 9.3% were other professional status (Table.no 4). In another 

study conduct in Dhaka, Bangladesh, According to occupation, 45.27% of MPOs 

were in that position, followed by 13.47% Area managers, 9.74% Regional managers, 

29% Deputy Managers, 6.02% Assistant General Managers, 3.15% General 

Managers, 1.7% Managing Directors, 8.30% Executives, and 3.43% in other 

occupations (kamal, et al., 2023). 

Regarding marital status, it was found that 67.4% were married, 29.1% were 

unmarried and 3.5% were others marital status (Figure no.3). Another study found 

that 24(12.1%) were divorced, 116(58.3%) were married, 11(5.5%) were married but 

separated, 16(3.0%) were single, and 32(16.1%) were low back pain patients 
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widowed, according to their marital status (Edit, v., et all., 2013). And another study 

also found that when examining the relationship between marital status and low back 

pain, the unadjusted incidence rate was 38.1 for single people, 41.3 for married 

people, and 56.4 for other military personnel (Knox, et al., 2011). 

 In the study found that 43.6% were living in rural area, 9.3% were living in 

semi urban and 47.1% were living in urban (Figure no.4). Most of them participants 

living in semi-urban areas suffered from chronic low back pain. In study we found 

that, 73.3% were live in single family and 26.7% were live in joint family (Figure 

no.5). In other study showed that, only 0.9% of the low back pain participants were 

Christians, while 6.9% were Hindus and 92.3% were Muslims. Most of them 169, or 

48.4% have three to four family members, while 107, or 30.7%, have one to three 

family members or single family. (kamal, et al., 2023). 

The study showed that, duration of low back pain most of the participants 

41.3% was >12 month. 26.2% were 7 to 12 month and 32.6% respondents were 4-6 

months (Figure no.6). The other study showed that 184 to 681 people with long-term 

LBP. Just 50 patients made up the subset of chronic patients from the larger trial. The 

length of the disease varied from 90 to 580 days. Three perceived measures unrelated 

to work were examined in two trials along with work-related outcomes. For 6 to 12 

months, patients were monitored in chronic low pain (Wertli, et al., 2014). 

 The study revealed that, 34.9% were no pain in during movement and 65.1% 

were feeling pain during movement (Figure no.7) and also showed that, Among them 

51.2% (n = 88) were low back pain with radiculopathy and 48.8% (n = 84) were low 

back pain without radiculopathy (Figure no.8). The other study showed that few 

patients with lumbar radiculopathy, all of the other investigations included individuals 

with persistent non-radicular LBP. On an 11-point pain scale, the average patient age 

throughout the studies was 51, and their average pain level was 6.7. These averages 

were consistent between the research. The length of discomfort, which was around 11 

years, was only recorded in the investigations by Katz et al. (Leite, et al 2014). 

In this study found that, 172 low back pain patients were participants. 

According to levenstein, et all 1993. In this present study found that, out of 172, the 

low stress (lowest quartile) was 5.2%, Second quartile (Mild stress) was 31.4%, Third 

quartile (Moderate stress) was 52.3%, Upper quartile (severe stress) was 11.0%. The 
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mean perceived stress of the respondents (N=172) was x̄=0.437, Standard deviation 

(SD: ±0.0740). Most vulnerable third quartile was moderate stress 0.42-0.52 quartile, 

(52.3%) [Table no.6]. In another study showed that, The PSQ had a mean score of 

0.30 and an SD of ± 0.15. The estimated cut-off score for high level felt stress was 

0.60, while for moderate level it was > 0.45 to 0.60. The prevalence of felt stress at a 

moderate level was calculated to be 14.5% using the cut-off scores listed below. 3.1% 

of people reported experiencing high levels of felt stress (Kocalevent, et al., 2011). 

Out of 172 patients with chronic low back pain, it was 74 patients were male. 

Among them (22.7%) patients had moderate stress, (14.5%) patients had mild stress, 

2.9% patients had low and 2.9% patients had severe stress. In case of female, 51 

(29.7%) patients had moderate stress, (16.9%) patients had mild stress, 2.3% patients 

had low and 7.8% patients had severe stress. There is no significant of association 

between gender of the respondents and level of Stress (χ2 = 2.980, df= 3, p = 0.395) 

[Table no.7]. In another study showed that, Males demonstrated a significantly higher 

than females in all stress levels in the sex-stratified logistic regression analysis: mild 

stress (1.34%-1.85%), moderate stress (3.32%) and severe stress 4.43% (Choi, et al., 

2021). 

In this study researcher found that, female (57.0%) are more stress in chronic 

low back pain patient more than male (43.0%).  
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Chapter – VI                 CONCLUSION AND RECOMMENDATION 

 

6.1 Conclusion: 

The term "low back pain" describes discomfort felt in the lower back. Additionally, 

you can experience back stiffness, restricted lower back motion, and trouble standing 

upright. Chronic low back pain is a term used to describe persistent low back 

discomfort. LBP is one of the most prevalent illnesses that impact people. Mechanical 

or non-mechanical causes of back pain are also possible.  

Stress is a state of stress, either emotionally or physically. Any circumstance or idea 

that gives you cause for annoyance, rage, or anxiety can trigger it. Your body's 

response to a demand or challenge is stress. The aim of the study was to assess the 

level of stress among the patients with chronic low back pain. A cross sectional type 

of descriptive study design was used to conduct the research. 172 chronic low back 

pain patients were participants in this study. The samples were selected convenience 

sampling method. The data were collected by using a self-developed and structured 

questionnaire form. 

Out of 172 individuals, this study revealed that 98 were female and 74 were male. 

Thirty-one of them were in the twenty-five to thirty-year age range. Based on the 

study, the majority of participants 163 were Muslims, whereas 9 respondents 

identified as Hindu. According to the study, 112 people experienced pain when 

moving, while 60 people felt no pain at all. In this study reveal that, nine participants 

low stress (lowest quartile) was 5.2%, Fifty-four participants were Second quartile 

(Mild stress), Most of the participants were Third quartile (Moderate stress) was 

52.3% and nineteen participants were Upper quartile (severe stress). The mean 

perceived stress of the respondents was x̄=0.437, Standard deviation (SD: ±0.0740). 

Most vulnerable third quartile was moderate stress (0.42-0.52) group of quartile, 

ninety participants (52.3%).  

According to this study, women (98) experience higher levels of stress than men (74), 

among the patients with chronic low back pain. 
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6.2 Recommendation: 

The aim of the study was to assess the level of stress among the patients with chronic 

low back pain. The following recommendations are made on the basis of the findings 

of the present study: 

1. Educating women about ‘stress management’ is recommended by the 

researcher of this study. 

2. Regular counseling, exercise, yoga, a good relationship, family supports are 

mandatorily recommended to reduce the level of stress of chronic low back 

pain patients. 

3. Deep breathing exercise, medication are recommended of stress management. 

4. Relaxation is suggested for the patients with chronic low back pain manage 

the stress level. 

5. Seminar, talk show should be arranged to make social awareness of 

assessment of stress among the patients with chronic low back pain. 

6. In future someone want to doing this topic related research, this research will 

help for better information.   
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Chapter- VII                                                                      LIMITATION 

 

Limitation of this study: 

Every study has its own set of limitations. There were some situational limitation 

While Considering the Study. Those are as follows: 

• Required sample size for the present study was 204. But researcher collected 

data from 172 chronic low back pain patients. Due to shortage of time data 

could not collected from the calculated sample size. 

• In this study researcher used only one tool, Perceived stress scale to measure 

the level of stress among chronic low back pain patients. But, to do a perfect 

study, more tools could be used. 

• Some chromic low back pain patients are not comfortable with this 

Questionnaire. 

• The study was carried out Dhaka and Narsingdi city. It would be better to 

include different districts from 8 divisions of the country. 

• Due to financial limitation. 
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Appendix – C 

 

m¤§wZcÎ 

wcÖq AskMÖnYKvix, 

Avwg gvngy`v gvwjnv, XvKv wek^w`¨vjq Øviv Aby‡gvw`Z ÒmvBK K‡jR Ad †gwW‡Kj mv‡qÝ GÛ †UK‡bvjwRÓ 

(Gm wm Gg Gm wU) wdwRI‡_ivcx wefv‡M e¨v‡Pji Ad wdwRI‡_ivwc †cÖvMªv‡gi QvÎx| wk‡ivbv‡gi Aa¨qb 

cwiPvjbv Kiv nj- 

Ò`xN© †gqv`x †Kvgi e¨v_vi †ivMx‡`i gvmwbK welbœZv g~j¨vqb|Ó 

GLv‡b mvgvwRK RbmsL¨v msµvšÍ Z_¨, ¯^v¯’¨MZ AviPiY Ges Av_© mvgvwRK  Ae¯’v AšÍf©~³ K‡i Ggb cÖ‡kœi 

GKwU ZvwjKv i‡q‡Q hv Avcbv‡K c~iY Ki‡Z n‡e| GwU cÖvq 18-25 wgwbU mgq †b‡e m¤ú~Y© Z_¨ msMÖn Kivi 

Rb¨ Avgv‡K GKevi Avcbvi mv‡_ mvÿvr Ki‡Z n‡e| Avwg Avcbv‡K Rvbv‡Z PvB †h, GwU m¤ú~Y© GKwU 

GKv‡WwgK Aa¨qb Ges Z_¨ cÖvß Kivi Rb¨ Ab¨ †Kvb D‡Ï‡k¨ e¨envi Kiv n‡e bv| Avcbvi Øviv cÖvß mg¯Í 

Z_¨ †Mvcb ivLv n‡e Ges Z‡_¨i DrmI †ebvgx _vK‡e, GB M‡elYvq Avcbvi AskMÖnY †¯^”Qvq Ges †mB mv‡_ 

mvÿvrKv‡ii mgq Avcwb cQ›` K‡ib bv ev DËi w`‡Z Pvb bv Ggb cÖ‡kœi DËi bv †`Iqvi AwaKvi i‡q‡Q| 

 

Avwg kyiæ Kivi Av‡M Avcbvi †Kvb cÖkœ Av‡Q ? 

Zvn‡j, mvÿvrKvi wb‡q GwM‡q †h‡Z Avwg wK Avcbvi m¤§wZ †c‡Z cvwi ? 

 

• n¨v • bv 

 

      

 

 

 

 

 

 

 

 

 

 

 

AskMÖnYKvixi ¯^vÿi;                                  ZvwiL: 

wVKvbv:  

‡gvevBj:    

M‡el‡Ki ¯^vÿi;         

ZvwiL;      
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                                CONSENT FORM (ENGLISH) 

 

Dear participate, 

 I am Mahmuda Maliha, Student of Bachelor of Physiotherapy program in the 

Department of Physiotherapy, SAIC College of Medical Science and Technology 

(SCMST) affiliated by “UNIVERSITY OF DHAKA”.  Conducting the study entitled- 

Assessment Of Stress Among the Patients with Chronic Low Back Pain. 

There is a list of Question you need to fill up which is include socio-demographic 

information, health seeking behave and socioeconomic status. This will take 

approximately 15-20 minutes. I need to meet you just once to collect entire 

information. I would like to inform you that this is a purely academic study and obtain 

information will not be used for any other purpose. All information provided by you 

will be kept confidential and also source of information will remain anonymous, your 

participation in this study voluntarily and also the right not to answer a particular 

question that you don’t like or do not want to answer during interview. 

 

Do you have any question before I start?  

So, may I have your consent to proceed with the interview?  

 

  Yes                                                                                                 No 

  

Signature of the Participant…………………………. Witness Signature……………... 

Address:…………………………………………….. Date…………………………… 

Mobile Number……………………………………... 

Signature of the Researcher………………………….  

Date…………………………  
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Questionnaire (English) 

 

Assessment of Stress among the Patients with Chronic Low Back Pain. 

                            

                                                                                      Date:…………………….. 

Code no:     

 

Participate Name:  ………………………………………………………………… 

Address: ……………………………………………………………………. 

Mobile No:  ………………………………………………………………… 

               

Section1: Socio-demographic information (kindly tick √ question) 
 

Q.N                   Question                     Answer Code 

no 

1 What is your age? (.…………………)  year  

2  What is your gender?    1. Male  

   2. Female  

   3. Other 

 

3 

 

 

 

 What is your religion?  

 

 

   1. Muslim      

   2. Hindu       

   3. Buddhist   

   4. Christian   

   5. Others   

 

4 

 

What is your education level?  

 

  1.No formal education 

  2.Primary level            

  3.High school level  

  4.High-secondary level 

  5.Graduation/ Post graduation 

 

Appendix- D 
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10 BMI-   

 Height of the participate (Feet)   

 Weight of the participate. (kg)   

 

        

                            

 

 

 

 

 

 

 

 

5 Occupation 1. Service holder     

2. Farmer                   

3. Teacher                             

4. Garments worker  

5. Students   

6.House wife                   

7. Others              

 

6 Marital status 1. Married   

2. Unmarried 

3. Others 

 

7 Your residential area 1.   1. Urban   

2. Semi urban   

3. Rural   

 

8  Type of family 1. Single Family  

2. Joint Family 

 

9 Monthly Income 1.0 – 9000 

2.10000 – 30000 

3. 310000 – 60000 

4. >600000 
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Section 2: General health related information 

 

Q.N                  Question                         Answer Code 

No 

1 Low back pain duration 1. 4 – 6 Month 

2. 7 – 12 Month 

3. >12 Month 

 

2 Do you feel pain during 

movement? 

1.       1.   Yes 

2.       2.   No 

 

3 Do you have associated problem 

with low back pain ? 

      1.Yes 

      2. No 

 

 

 

 

  Section 3: Stress related information  

• Perceived Stress Scale  

Serial  

NO  

  Almost   Sometimes   Often   Usually   

1  You feel rested  1  2  3  4  

2  You feel that too many demands 

are being made on you  

1  2  3  4  

3  You are irritability or grouchy  1  2  3  4  

4  You have too many things to do  1  2  3  4  

5  You feel lonely or isolated  1  2  3  4  

6  You find yourself in situations of 

conflict  

1  2  3  4  

7  You feel you ‘re doing things 

you really like  

1  2  3  4  

8  You feel tired  1  2  3  4  

9  You fear you may not manage to 

attain your goals  

1  2  3  4  

10  You feel calm  1  2  3  4  



61 
 

11  You have too many decisions to 

make  

1  2  3  4  

12  You feel frustrated  1  2  3  4  

13  You are full of energy  1  2  3  4  

14  You feel tense  1  2  3  4  

15  Your problems seem to be 

pilling up   

1  2  3  4  

16  You feel you’re in a hurry  1  2  3  4  

17  You feel safe and protected  1  2  3  4  

18  You have many worries  1  2  3  4  

19  You are under pressure from 

other people  

1  2  3  4  

20  You feel discouraged  1  2  3  4  

21  You enjoy yourself  1  2  3  4  

22  You are afraid for the future  1  2  3  4  

23  You feel you’re doing things 

because you have to not because 

you want to  

1  2  3  4  

24  You feel criticized or judged  1  2  3  4  

25  You are lighthearted  1  2  3  4  

26  You feel mentally exhausted  1  2  3  4  

27  You have trouble relaxing  1  2  3  4  

28  You feel loaded down with 

responsibility  

1  2  3  4  

29  You have enough time for 
yourself  

1  2  3  4  

30  You feel under pressure from 
deadlines  

1  2  3  4  
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cÖkœcÎ 

 

`xN©¯’vqx †Kvgi e¨v_vi †ivMx‡`i g‡a¨ gvbwmK Pv‡ci g~j¨vqb| 

 

‡KvW bs t       ZvwiL t 

 

AskMÖnYKvixi bvg:....................................................................................................................... 

wVKvbv:........................................................................................................................................ 

‡gvevBj b¤̂i:............................................................................................................................... 

 

wefvM-1 t mvgvwRK RbmsL¨v msµvšÍ Z_¨ 

(`qv K‡i mwVK DË‡i wUK √ wPý w`b) 

µwgK 

b¤^i 
cÖkœ DËi ‡KvW bs 

1.  Avcbvi eqm KZ ? ............................  

2.  Avcbvi wj½ wK ? 1| cyiæl 

2| gwnjv 

3| Ab¨vb¨ 

 

3.  Avcbvi ag© wK ? 1| Bmjvg 

2| wn› ỳ 

3| †eŠ× 

4| wLªóvb 

5| Ab¨vb¨ 

 

4.  Avcbvi wkÿvMZ †hvM¨Zv wK ? 1| cÖvwZôvwbK wkÿv †bB 

2| cÖv_wgK ¯Íi 

3| D”P we`¨vjq Í̄i 

4| D”P gva¨wgK ¯Íi 

5| ¯œvZK/ ¯œvZ‡KvËi 

 

5.  Avcbvi †ckv wK ? 1| cwi‡lev aviK 

2| K…lK 

3| wkÿK 

4| Mv‡g©›Um Kgx© 

 



63 
 

5| QvÎ/ QvÎx 

6| M„wnbx 

7| Ab¨vb¨ 

6.  ‰eevwnK Ae¯’v ? 1| weevwnZ 

2| AweevwnZ 

3| Ab¨vb¨ 

 

7.  Avcbvi AvevwmK GjvKv ? 1| kni 

2| Dckni 

3| MÖvgxY 

 

8.  cwiev‡ii aiY Kx ? 1| AYy cwievi 

2| ‡hŠ_ cwievi 

 

9.  gvwmK Avq KZ ? 1. 0- 9000 
2. 10000 - 30000 
3. 31000 - 60000 
4. > 60000 

 

10.  we.Gg.AvB-  

AskMÖnYKvixi D”PZv (dzU) 

AskMÖnYKvixi IRb (‡KwR) 

  

 

wefvM-2 t mvaviY ¯^v¯’¨ m¤úwK©Z Z_¨ 

 

µwgK 

b¤^i 
cÖkœ DËi ‡KvW bs 

1.  Avcbvi †Kvgi e¨v_vi mgqKvj ? 1. 4 - 6 gvm 

2. 7 - 12 gvm 

3. >12 gvm 

 

2.  Avcwb wK Pjv‡divi mgq e¨v_v Abyfe 

K‡ib ? 

1| n¨vu 

2| bv 

 

3.  Avcbvi wK Avbymw½K mgm¨v Av‡Q, †Kvgi 

e¨_vi mv‡_ ? 

1| n¨vu 

2| bv 
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wefvM-3 t gvbwmK welbœZv m¤úwK©Z Z_¨ 

cviwmfW& †÷ªm †¯‹j t 

µwgK 

b¤^i 
cÖkœ\ cÖvq gv‡S gv‡S cÖvqB mvaviYZ 

1.  Avcwb wK wekªvg Abyfe K‡ib ? 1 2 3 4 

2.  Avcwb g‡b K‡ib †h A‡bK Pvwn`v 

Avcbvi Dci ˆZwi Kiv n‡”Q ? 
1 2 3 4 

3.  Avcwb wei³ ev wLUwL‡U ? 1 2 3 4 

4.  Avcbvi wK A‡bK wKQz Kivi Av‡Q ? 1 2 3 4 

5.  Avcwb GKvKx ev wew”Qbœ †eva K‡ib ? 1 2 3 4 

6.  Avcwb wb‡R‡K Q›`gq cwiw¯’wZ‡Z Luy‡R 

cvb ? 
1 2 3 4 

7.  Avcwb g‡b K‡ib †h Avcwb ZvB Ki‡Qb 

hv Avcwb mwZ¨B cQ›` K‡ib ? 
1 2 3 4 

8.  Avcwb K¬všÍ †eva K‡ib ? 1 2 3 4 

9.  Avcwb fq cvb †h, Avcwb Avcbvi jÿ¨ 

AR©b cwiPvjbv Ki‡Z cvi‡eb bv ? 
1 2 3 4 

10.  Avcwb kvšÍ †eva K‡ib ? 1 2 3 4 

11.  Avcbvi  wK A‡bK wm×všÍ wb‡Z nq ? 1 2 3 4 

12.  Avcwb wK nZvk †eva K‡ib ? 1 2 3 4 

13.  Avcwb wK kw³‡Z c~Y© ? 1 2 3 4 

14.  Avcwb †Ubkb Abyfe K‡ib ? 1 2 3 4 

15.  Jla †me‡b Avcbvi mgm¨v g‡b n‡”Q ? 1 2 3 4 

16.  Avcbvi g‡b nq Avcwb Zvovûov Ki‡Qb ? 1 2 3 4 

17.  Avcwb wbivc` Ges myiwÿZ †eva K‡ib ? 1 2 3 4 

18.  Avcbvi wK A‡bK `ywðšÍv Av‡Q ? 1 2 3 4 

19.  Ab¨ gvby‡li †_‡K Avcwb Pv‡c Av‡Qb ? 1 2 3 4 

20.  Avcwb wK wbiærmvwnZ †eva K‡ib ? 1 2 3 4 

21.  Avcwb wK wb‡R‡K Dc‡fvM K‡ib ? 1 2 3 4 

22.  Avcwb wK fwel¨‡Zi Rb¨ fq cvb ? 1 2 3 4 

23.  Avcwb wK g‡b K‡ib Avcwb wKQz Ki‡Qb 

Kvib Avcwb Pvb/Kvib Avcwb Pvb bv ? 
1 2 3 4 
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24.  Avcwb wK mgv‡jvwPZ ev wePvi †eva K‡ib 

? 
1 2 3 4 

25.  Avcwb wK nvjKv g‡bi gvbyl ? 1 2 3 4 

26.  Avcwb wK gvbwmKfv‡e K¬všÍ †eva K‡ib ? 1 2 3 4 

27.  Avcbvi Avivg Ki‡Z mgm¨v n‡”Q ? 1 2 3 4 

28.  Avcwb wK `vwqZ¡ wb‡Z Aÿg †eva K‡ib ? 1 2 3 4 

29.  Avcbvi wb‡Ri Rb¨ h‡_ó mgq Av‡Q ? 1 2 3 4 

30.  Avcwb wbw`©ó mgqmxgvi Pvc †eva K‡ib ? 1 2 3 4 
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Activities/ 

Month 

July 

22 

Aug 

22 

Sep 

22 

Oct 

22 

Nov 

22 

Dec 

22 

Jan 

23 

Feb 

23 

Mar 

23 

Apr 

23 

May 

23 

Jun 

23  

Proposal 

Presentation 

            

Introduction             

Literature 

Review 

            

Methodology             

Data collection          

 

   

Data Analysis             

Result             

1st progress 

presentation 

            

Discussion             

Conclusion and 

Recommendation 

            

2nd progress 

presentation 

            

Communication 

with supervision 

            

Final Submission             
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