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ABSTRACT 

 

Objectives: To evaluate the effect the neck pain on the Health-Related Quality of life 

of young and adults subjects. To explore the socio demographic characteristic (age, 

sex, education) of young and adults with neck pain. Prevalence of health related 

quality of the participant and neck pain of the participant. 

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

121 neck pain participants were participate by purposive sampling from north area of 

Dhaka city of Bangladesh. Data was collected by the self developed and structured 

questionnaire. Descriptive statistic using SPSS software version-26 were used for data 

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

Results: The study revealed that 121, (n=75) (62.0%) participants were (39-48) years 

of age. It was also found that (n=32) (26.4%) participants were in the age group (29-

38). It was also showed that 14 (11.6%) participants were in the age group (18-28). 

This study showed that 109 (90.1%) participants were able to walk normally and it 

was also showed that 9 (7.4%) participants were able to walk without difficulty 

indoors. This study showed that 115 (95.0%) were able to eat normally and it was also 

found that 6 (5.0%) participants were able to eat by myself with minor difficulty. 

There was no significant association between age and mobility (χ2 = 9.811a , P= 

0.133).  

Conclusion: Around the world and in Bangladesh, neck pain is a common 

occurrence.  

Sometimes neck pain results in physical handicap and has significant financial 

implications for the community. This study was done to find out the health related 

quality of life among young and adults with neck pain in north Dhaka city. This study 

researcher found that most age of the (39-48) participants had most severe condition. 

In this study the duration of the study was too short, so in future wider time would be 

taken for conducting the study. Here, investigator use only 121 participants as the 

sample of this study, in future the sample size would be more. In this study, the 

investigator took the sample from north city of Dhaka. 

 

Key words: Neck pain, Health related quality of life.
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In the general population, neck discomfort is a prevalent musculoskeletal issue with a lifetime 

frequency of 14 -70%. According to the Global Burden of Disease report, the number of years 

spent living with a handicap is the fourth highest. Researchers are studying the incidence of neck 

pain and risk factors related to it in the general population because of the direct and indirect 

economic implications of neck discomfort. While neck pain in acute bouts may go away entirely, 

chronicity and recurrence are common. It's more common than previously believed for acute 

neck discomfort patients to not heal well. Usually, the risk factors for neck pain are subtle 

(Khaired et al. 2022, p. 14). 

 

A complex condition, neck discomfort is a significant issue in contemporary life. Even though it 

might not be the most prevalent musculoskeletal condition, neck pain is nonetheless a serious 

concern. The financial toll that neck pain takes has been astounding and includes issues with 

employment, lower productivity, and treatment expenses. Among the 154 illnesses, low back and 

neck pain accounted for the largest portion of US health care spending in 2016, estimated at 

$134.5 billion. An average of 11.4 days of missed work were attributed to neck pain among 25.5 

million Americans in 2012. 2017 saw a 3551.1 global age-standardized prevalence and an 

incidence rate of 806.6 cases per 100,000 people for neck discomfort (Kazeminasab et al. 2022, 

p.1). 

  

Undergraduate students use computers quite frequently, and some epidemiological studies have 

been published regarding the relationship between computer use and the start of neck pain. 

Upper extremity problems were more commonly reported by undergraduate students who 

worked on computers for extended periods of time and had a high number of years of computer 

usage. The relationship between parameters associated to computer use and the onset and 

persistence of neck pain in undergraduate students is, however, little understood. Additionally, 

there is scant evidence linking clinical risk factors to neck pain. The majority of earlier research 

examined the impact of biopsychosocial factors, independent of clinical variables such joint 

mobility, muscle strength, and endurance, on neck discomfort in undergraduate students 

(Kanchanomai et al. 2011, p.1). 

Chapter – I                                                                                 INTRODUCTION 
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A very common ailment that causes significant discomfort, incapacity, and financial expense is 

neck pain. It affects families, the health system, and the economic structure of nations in addition 

to being a significant personal burden. Despite its importance, the global burden of neck pain has 

not been fully reported in a form that can be used as the foundation for various epidemiological 

research and for assessing the various healthcare systems across the globe. For instance, only one 

study which used information from the worldwide Burden of Disease Study 2010 reported the 

precise burden of neck discomfort at the regional and worldwide levels. In more recent times, a 

few studies have estimated the cumulative burden of musculoskeletal disorders on a worldwide 

or regional scale, but they have not offered precise statistics (Safiri et al. 2017, p. 368). 

 

In primary care, neck discomfort frequently manifests as a symptom, occurring between 10.4% 

and 21.3% of the time annually. It ranks as the fourth most common cause of disability 

globally.1 Because of degenerative changes in facet joints and the collapse of intervertebral 

disks, neck pain is more common in elderly persons.2.  

Only one in five persons with neck pain are thought to seek medical attention.3.  

The differential diagnosis is wide and covers less serious illnesses such infections, inflammatory 

disorders, neoplastic disorders, fractures, spinal cord and nerve injuries, and common ailments 

like sprains and arthritis (Childress and Stuek et al, 2020, p. 150). 

 

One of the most common musculoskeletal conditions affecting adults worldwide is neck 

discomfort, which affects 16.7% to 75.1% of people worldwide.2. The origin of this illness is 

complicated. Comprising several elements, such as the following: individual (age, body mass 

index, genetics, history of musculoskeletal pain), behavioral (smoking and degree of physical 

activity), psychosocial (job satisfaction, stress level, anxiety, and depression), and ergonomic 

(strenuous physical activity, use of force and vibration, inadequate posture, repetitive 

movement). Studies have demonstrated the connection between related factors and neck pain. It 

was noted in China that those who used vibrating equipment, conducted manual labor above 

shoulder level, and stayed seated or standing with their necks bowed were the ones who reported 

having neck pain5. In the US, neck pain was linked to women, married and divorced individuals 

who experienced some morbidity (gastrointestinal, cardiovascular, and respiratory disorders, 

among others) and psychological changes (insomnia, depression, and difficulty falling asleep). 
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Conversely, a high level of education and regular physical activity were thought to be protective 

factors (Genebra et al. 2017, p. 274). 

As "an unpleasant sensory and emotional experience associated with actual or potential tissue 

damage," neck pain is defined as radiating from the superior nuchal line to the level of the 

scapular spine in the neck area. Whiplash-associated disease, cervicogenic headache, and 

cervical radicular syndrome are among the conditions causing neck discomfort. The Neck Pain 

Task Force (NPTF) 6 has classified neck pain into four classes. Grades I through III of neck 

discomfort are covered by the guidelines. The two distinct subgroups that comprise Grades I and 

II are trauma-related neck pain (formerly referred to as whiplash or whiplash-associated disease) 

and work-related neck pain (defined by the patient's statement regarding the origin or beginning 

of pain) (Bier et al. 2018, p. 162). 

 

One of the most common and expensive musculoskeletal disorders in Western society is neck 

pain. Up to 67% of adults are predicted to have neck pain at some point in their lives. 15% to 

19% of cases in European populations progress to a chronic state. Up to 20% of people 

worldwide report having persistent neck difficulties at any given time. Compared to the general 

population, those who experience chronic pain are twice as likely to seek medical attention. State 

budgets for compensation, health care services, and lost productivity from sick days total 

substantial sums of money every year (O'Riordan et al. 2014, p.770). 

 

Around the world, neck pain is a serious public health issue. It has long been believed that 

cervical intervertebral discs are a prevalent cause of neck pain. Despite its constant presence, 

disc pain has never been precisely defined, and opinions on its diagnosis and management are 

strongly divided. The primary causes of this uncertainty may be a lack of knowledge about its 

pathophysiology and a failure to carefully observe and thoughtfully consider certain clinical 

investigations (Peng and DePalma et al. 2018, p.2853). 

According to the 2018 Global Burden of Disease study, neck discomfort is one of the most often 

reported musculoskeletal ailments, placing a significant financial strain on healthcare systems. It 

is also one of the main causes of long-term dysfunction. Neck pain is particularly common in 

college students (48% - 78%) and has an average prevalence of 23.1% in the general population. 
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With an annual growth rate double that of the 50 year old cohort, the incidence of cervical 

spondylosis is rising quickly among college student (Gao et al. 2023, p. 1502).  

There is mounting evidence that undergraduate students have a high prevalence of 

musculoskeletal problems in the neck and upper extremities, ranging from 48 to 78%. 15% of a 

Swedish university student cohort experienced upper back or neck pain at the one-year follow-

up. It is believed that neck discomfort has a multifactorial origin, meaning that personal, 

environmental, and psychological factors may play a role in its development and persistence. 

McLean et al. conducted a comprehensive evaluation of 14 prospective cohort studies in the 

general population and found that the beginning of neck discomfort was associated with female 

sex, older age, high job demands, inadequate social work support, ex-smoker, and history of low 

back and neck diseases (Kanchanomai et al. 2011, p. 1). 

 

Neck discomfort affects 16.7% to 75.1% of adults globally, making it one of the most prevalent 

musculoskeletal diseases. There is a convoluted history to this sickness. including  a number of 

factors, including the following: behavioral (smoking and level of physical activity), 

psychosocial (job satisfaction, stress level, anxiety, and depression), ergonomic (strenuous 

physical activity, use of force and vibration, inadequate posture, repetitive movement), and 

psychosocial (age, body mass index, genetics, history of musculoskeletal pain). Research has 

indicated a link between relevant variables and cervical pain (Genebra et al. 2017, p. 247). 

Students' musculoskeletal health was negatively impacted by the switch from offline to online 

learning approaches as studying at home became commonplace during the COVID-19 epidemic. 

It is believed that a variety of factors, including psychological, physiological, and individual 

ones, might exacerbate the onset and persistence of neck discomfort. Numerous risk factors, 

including bad posture, obesity, a history of trauma, sex, age, and an unhealthy lifestyle, can lead 

to the onset and progression of neck pain. However, because of the unclear methodological 

quality, it is challenging to confirm the risk factors for neck discomfort in college studies. The 

purpose of this meta-analysis was to investigate the risk factors for neck pain in college students 

in order to establish a foundation for developing preventative education and implementing 

therapeutic and preventive interventions (Gao et al. 2023, p. 1502). 



 

12 
 

One of the most common and expensive musculoskeletal disorders in Western civilization is 

neck discomfort. Up to 67% of adults are said to have had neck pain at some point in their lives. 

15% to 19% of cases in European populations progress to chronic diseases. Twenty percent of 

people worldwide claim to be suffering from neck pain at any given time. Individuals 

experiencing persistent pain are twice as likely as the general population to seek medical 

attention. State costs for medical care, compensation, and lost productivity from sick days total 

large sums of money each year (O'Riordan et al. 2014, p. 770). 

 

Extremely common neck pain can cause significant discomfort, impairment, and financial 

burden.1 Families, the healthcare system, and the national economy are all impacted in addition 

to being a significant personal hardship. Notwithstanding the significance of neck pain, the 

worldwide burden of this condition has not been thoroughly documented in a manner that can be 

used as the foundation for various epidemiological investigations and for assessing the various 

healthcare systems across society. Using information from the worldwide Burden of Disease 

Study 2010, for instance, only one study has documented the precise burden of neck discomfort 

on a worldwide and regional scale (Safiri et al. 2017, p. 368). 

 

Adults frequently have neck pain; 14 -71% of adults will experience it at some point in their 

lives. Adults with it have a 1-year frequency of 16 -75%. A significant 19–37% of people with 

neck pain will experience persistent neck pain. Due to pain, incapacity, and a decreased quality 

of life, neck pain significantly impairs one's ability to function at work. Treating incapacitating 

neck discomfort has major financial ramifications. According to a recent estimate, the annual 

cost of neck and upper limb symptoms in the Netherlands was estimated to be 2.1 billion euros. 

This cost included medical expenses, sick time, lost productivity, and chronic incapacity from 

work. Teenagers who experience neck pain are more likely to experience similar symptoms as 

adults. Childhood may be the source of chronic neck pain that lasts a lifetime (Kanchanomai et 

al. 2011, p. 1).  
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1.2 Justification of the study: 

Neck pain is a prevalent musculoskeletal condition with significant personal, societal, and 

economic consequences. It affects individuals across various age groups, impacting their health-

related quality of life (HRQoL), daily functioning, and productivity. The Global Burden of 

Disease study highlights neck pain as one of the leading causes of disability worldwide, 

underscoring the necessity of further research into its causes, consequences, and management 

strategies. 

Despite its widespread occurrence, there is limited research in Bangladesh examining the impact 

of neck pain on HRQoL, particularly among young and adult populations. Studies conducted in 

other countries have established strong links between neck pain and various risk factors, 

including poor posture, sedentary lifestyles, prolonged computer use, and psychological stress. 

However, the specific nature, severity, and long-term consequences of neck pain among young 

adults in urban settings like North Dhaka remain understudied. 

Understanding the HRQoL of individuals suffering from neck pain is crucial for designing 

targeted interventions, improving healthcare services, and formulating preventive strategies. 

Given the rising use of technology, increased desk work, and shifting lifestyle patterns, it is 

imperative to explore the interplay between physical health, mental well-being, and socio-

demographic factors in individuals experiencing neck pain. 

This study aims to bridge the knowledge gap by assessing the HRQoL among young and adult 

populations with neck pain in North Dhaka City. By identifying the extent of mobility issues, 

daily activity limitations, mental distress, and other health concerns associated with neck pain, 

this research can contribute to evidence-based healthcare planning, awareness programs, and 

rehabilitation strategies tailored to the specific needs of this demographic 
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 1.3 Research question: 

1. What is the level of health related quality of life among young adults with neck pain in north 

Dhaka city? 

2. What is the status of mobility, eating, elimination and performing daily activities of the 

patients? 

3. What is the quality of vision, hearing, breathing, sleeping and speech of the patients? 

4. What is the level of mental function, depression, distress and vitality of the participants? 
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1.4 Objectives of the study: 

 

1.4.1 General objective: 

To explore the health related quality of life among young adults with neck pain in North 

Dhaka City. 

1.4.2 Specific objectives: 

I. To assess the level of health related quality of life among young adults with neck pain in 

North Dhaka city. 

II. To determined the status of mobility, eating, elimination and performing daily activities 

of the patients. 

III. To evaluate the quality of vision, hearing, breathing, sleeping and speech of the patients. 

IV. To assess the level of mental function, depression, distress and vitality of the participants. 

V. To describe the sociodemographic factor of the participants. 
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1.5 Conceptual frame work:  

  

Independent variables 

 

       Dependent variable 

Socio-demographic factor: 

Age, gender, education level, 

marital status, religion, family 

types. 

 

            Quality of life- 

1. Physical health- 

Mobility, Vision, Hearing, 

Breathing, Sleeping, Eating, 

Speech, Elimination, Usual 

activities. 

2. Mental health-  

Mental function, 

Depression, Distress. 
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1.6 Operational Definition: 

Pain: Pain is an unpleasant emotion that is frequently brought on by strong or harmful 

stimuli. "An unpleasant sensory and emotional experience associated with, or resembling that 

associated with, actual or potential tissue damage" is how the International Association for the 

Study of Pain describes pain (Kazeminasab et al. 2022, p. 1) 

Neck pain:  The most widely used definition of neck pain (NP) is discomfort that is felt 

laterally along sagittal planes peripheral to the lateral borders of the neck, between the superior 

nuchal line and an imagined transverse line that passes through the tip of the first thoracic 

spinous process. A neck ache may be localized, referable to the head, one or both upper limbs, or 

both. In addition to its definition based on anatomy, NP can also be described according to its 

duration (acute, subacute, or chronic) or cause of onset (Bier et al. 2018, p. 162). 

Health related Quality of Life: According to the World Health Organization, "a person's 

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

live and in relation to their goals, expectations, standards, and concerns" is what is meant to be 

understood as quality of life (QOL) (Lacerda et al. 2005, p. 1) 
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Chapter- II                                                       LITERATURE REVIEW 

 

Neck pain among undergraduate students has become a noteworthy issue in recent years, given 

the increasing reliance on technology, sedentary academic activities, and the unique stressors 

associated with university life. Understanding the various dimensions of this problem is critical 

for developing targeted interventions and fostering a healthier academic environment. The 

prevalence of neck pain among undergraduate students is a multifaceted concern that demands 

attention. Studies such as those have investigated the frequency of neck pain in this 

demographic, revealing a substantial proportion of students reporting neck pain, with computer 

use emerging as a significant associative factor (Smith et al. 2009, p. 250). 

 

Additionally, psychosocial factors such as stress and anxiety, prevalent in the academic setting, 

have been linked to the development and exacerbation of neck pain (Sharan et al. 2015, p.1). 

Identifying the risk factors associated with neck pain among undergraduate students is crucial for 

developing targeted interventions. Ergonomic factors, including poor posture and prolonged 

computer use, have been implicated as significant contributors to neck pain (Janwantanakul et al. 

2012, p. 13). The impact of neck pain on academic performance and the overall quality of life of 

undergraduate students is substantial. Studies have shown that neck pain is associated with 

decreased concentration during study sessions and lectures, potentially affecting cognitive 

function and academic achievement (Davies et al. 2008, p. 1809). 

 

Moreover, the impact of neck pain extends beyond the academic realm, affecting sleep, daily 

activities, and social engagement (Carter et al. 2017, p. 1). Addressing neck pain among 

undergraduate students requires a multifaceted approach. Studies have explored various 

intervention strategies, including ergonomic modifications, educational programs on posture and 

stress management, and health promotion initiatives within academic institutions (Johnston et al. 

2008, p.18). 

A complex condition, neck discomfort is a significant issue in contemporary life. Even if it might 

not be the most prevalent musculoskeletal condition, neck discomfort is crucial even now. The 

financial toll that neck pain takes has been astounding and includes issues with employment, 

lower productivity, and treatment expenses. With an estimated $134.5 billion in medical costs in 
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2016, low back and neck pain accounted for the largest portion of all ailments among the 154 

that were treated in the US. An average of 11.4 days of missed work were attributed to neck pain 

among 25.5 million Americans in 2012. 2017 saw a 3551.1 global age-standardized prevalence 

and an incidence rate of 806.6 cases per 100,000 people for neck discomfort (Kazeminasab et al. 

2022, p. 1). 

 

The International Association of the study of pain (IASP) defines pain as. “It is an unpleasant 

sensory and emotional experience associated with actual or potential tissue damage or described 

in term of such damage”. Pain is a complex, unpleasant phenomenon made up of sensory 

experiences and has been described as the perception of noxious stimuli or the distressing 

sensations that result from tissue damage. (Guez et al. 2006, p. 132).The nerve ending, which is 

the termination of a nerve at the distal end of an exon and sends signals to the brain to feel 

sensations like heat, cold and pain, is the first point in the pain pathway (English Dictionary, 

2016) Both duration and nature can be used to categorize pain: duration pain can be divided into 

acute and chronic pain, and nature pain can be divided into nociceptive and non-nociceptive 

pain, Acute pain, on the other hand, is a protective mechanism that warns the person of an 

immediate medical emergency and typically lasts less than six months (Cote et al. 2008, p. 60). 

 

According to chronic pain is characterized as intermittent or persistent pain that lasts for at least 

six months, is linked to a chronic illness, and may be caused by damage tissue, although nerve 

damage is most frequently the cause (Cote et al. 2008, p. 60 ).Neck pain is a feeling of 

discomfort in the neck region that can be caused by diseases of any of the structures in the neck, 

such as the blood vessels, muscles, nerves, esophagus, larynx, trachea, lymphatic organs, thyroid 

gland, or parathyroid glands (Barbuto et al. 2008, p. 78). The top end of the spinal column, or 

spine, which supports the head and protects the spinal cord, is found in the neck. The cervical 

vertebrae, which are made up of seven bones, are the bony building blocks of the spinal cord. 

The spinal nerve passes through each of these vertebrae, and numerous ligaments and muscles 

attach to the neck, shoulder blade, and spine to provide stability. Other structures found in the 

neck include the esophagus, larynx, trachea, thyroid, and parathyroid glands (Barbuto et al. 2008, 

p. 78). 
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The fourth most common cause of disability is neck pain, which affects more than 30% of people 

annually. The majority of acute neck pain episodes will go away with or without therapy, 

although about 50% of people will still have pain or frequent bouts. A physical examination and 

history can offer significant hints regarding the nature of the pain, such as whether it is 

mechanical or neuropathic. They can also be utilized to spot "red flags" that could indicate more 

serious pathology, like metastases, myelopathy, and atlantoaxial subluxation. Although there is a 

significant frequency of aberrant results in asymptomatic people, magnetic resonance imaging 

should be taken into consideration when a patient is being referred for interventional treatment, 

has focal neurologic complaints, or is not responding to standard treatment (Cohen et al. 2015, p. 

284). 

There aren't many clinical trials that have assessed neck pain remedies. Patients with neck pain 

seem to benefit from exercise therapy. There is inconsistent evidence for epidural corticosteroid 

injections for radiculopathy, weak positive evidence for cervical facet joint radiofrequency 

denervation, and modest data supporting muscle relaxants in acute neck discomfort related to 

muscle spasm. Surgery seems to be more beneficial than nonsurgical therapy in the short term 

for individuals with radiculopathy or myelopathy, but not in the long run for the majority of them 

(Cohen et al. 2015, p. 284). 

 

The World Health Organization (2013) reports that the prevalence of neck pain is 4.8%, and that 

the annual loss of life from neck pain is 33.64 million. Individuals with chronic and mild neck 

pain, those who have constant neck pain, and those who have trouble raising their arms, lifting 

object, all have trouble tuning their heads. Although it originates in the neck, neck pain can be 

caused by a variety of other spinal issues. Most often, it is brought on by tightness in the muscles 

of the upper back and neck, pinching of the nerves that extend from the cervical vertebrae, and 

joint disruption in the neck, which can also cause pain in the upper back or cervical region of the 

spine (Hanvold et al. 2013, p. 390). Common complaints include neck and shoulder girdle pain. 

Occupational medicine terms such as occupational cervical-brachial disorder (OCD), cumulative 

trauma disorder (CTD), repetitive strain injury (RSI), or work-related musculoskeletal disorder 

(WMSD) are used to describe this type of pain. Research has shown a strong correlation between 

neck and shoulder pain and lower quality of life in terms of health (Sabeen et al. 2013, p. 137) 

Growing self-reports of pain and pressure tenderness in the muscles were associated with a 
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decline in health-related quality of life. Neck shoulder pain (NSP) with pressure tenderness was 

independently correlated with work-related physical and psychosocial factors, prior experience 

of neck shoulder injury, female gender, low pain pressure threshold, and high intrinsic effort 

(Cunha et al. 2008, p. 763). The most common cause of neck pain is degenerative disc 

degeneration and herniation, arthritic joints, stenosis (narrowing of the spinal canal), and 

instability. Other common forms of neck pain include general pain and stiffness in the neck 

region, which can include the neck, shoulders, arms, hands, or head; sore and tense muscles; and 

patients frequently report mild to severe headaches (Lacerda et al. 2005, p. 1) 

There are three categories or type of neck pain: axial neck pain, which is a type of 

musculoskeletal pain that is limited to soft tissue pain in the neck, such whiplash or muscle 

strain. Second, radiculopathy: arm pain, numbness, or weakness are symptoms of cervical 

radiculopathy, which is pain in the neck and arms brought on by compression, myelopathy is the 

result of pressure on the spinal cord. Symptoms may include numbness, walking difficulties, or 

neck pain accompanied by weakness in the arm or leg (Morken et al. 2007, p. 1) There are two 

type of neck pain: acute and chronic. Acute pain can result from an injury or stress and usually 

goes away in 7 to 10 days with rest, ice and over-the-counter pain relievers. Chronic pain means 

that the pain lasts longer than two weeks and necessitates a comprehensive evaluation by a 

primary care physician, who will typically order x-rays and MRIs as well as prescribe 

conservative therapy (Cote et al. 2008, p. 60) 

  

In addition, according to 1 in 4 people in developed and developing countries report having 

chronic musculoskeletal pain. Musculoskeletal disorders were highly prevalent among students 

pursuing careers in health care. The most common musculoskeletal problems were on the neck, 

shoulder, hand, and back regions of the bod (Lorusso et al. 2010, p. 1) Physical workload factors 

like repetitive motion, static posture, awkward posture, and neck flexion or rotation are 

significantly linked to neck pain. It is also linked to poor posture, neck strain, sports injuries, and 

occupational injuries. Adolescents who use computers for four to five hours a day are thought to 

be at risk for developing neck pain, (Sabeen et al. 2013, p. 137) many conditions can cause neck 

pain, from whiplash and overuse injuries to diseases like rheumatoid arthritis and meningitis. 

These conditions are characterized by muscle strains and overuse, such as spending too much 

time hunched over a steering wheel. When you overuse yours neck muscles, especially the back 
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muscles, your neck muscles become tired and eventually strained, which can lead to chronic 

pain. Even seemingly trivial activities like reading in bed can cause neck strains (Garra et al. 

2010, p. 484)  

 

One of the main issues facing contemporary civilization is neck discomfort, a multifactorial 

illness. Neck discomfort is nevertheless highly essential even though it might not be the most 

frequent musculoskeletal issue. Neck pain has a staggering financial impact because of difficulty 

at work, medical expenses, and decreased productivity. Low back and neck pain accounted for 

the largest portion of health care spending in the US in 2016, with an estimated $134.5 billion 

spent on treatment, out of 154 ailments. Approximately 25.5 million Americans missed an 

average of 11.4 days of work in 2012 due to neck pain. 2017 saw a 3551.1 global age-

standardized prevalence and an incidence rate of 806.6 cases per 100,000 people for neck 

discomfort, respectively (Kazeminasab et al. 2022, p. 1).  

 

Neck discomfort can become chronic or repeat, but it normally goes away in a few days or 

weeks. In many professions, neck injuries cause just as many missed work days as low back pain 

(see to the review on low back pain [acute]). Depending on the underlying cause, the percentage 

of people with chronic neck pain is estimated to be around 10%, which is comparable to the 

percentage of people with low back pain. Severe disability is caused by neck pain in 5% of cases. 

There is little information available about the clinical course of neck discomfort in the absence of 

formal therapy (Hoy et al. 2010, p. 783). 

 

Adults frequently have neck pain; 14 -71% of adults will experience it at some point in their 

lives. Adults with it have a 1-year frequency of 16 -75%. A significant 19 -37% of people with 

neck pain will experience persistent neck pain. Due to pain, incapacity, and a decreased quality 

of life, neck pain significantly impairs one's ability to function at work. Treating incapacitating 

neck discomfort has major financial ramifications. According to a recent estimate, the annual 

cost of neck and upper limb symptoms in the Netherlands was estimated to be 2.1 billion euros. 

This cost included medical expenses, sick time, lost productivity, and chronic incapacity from 

work.  

Teenagers who experience neck pain are more likely to experience similar symptoms as adults. 
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Childhood may be the source of chronic neck pain that lasts a lifetime (Kanchanomai et al. 2011, 

p. 1).  

One of the most common conditions causing significant pain, disability, and financial burden is 

neck pain. It not only represents a significant personal hardship, but it also has an impact on 

families, the healthcare system, and national economies. Despite the significance of neck pain, 

its global burden has not been thoroughly documented in a manner that can be used as the 

foundation for various epidemiological research and for assessing the various healthcare systems 

across the globe. For instance, utilizing information from the worldwide Burden of Disease 

Study 2010, only one study has documented the precise burden of neck discomfort at the 

regional and worldwide levels. A few studies conducted more recently have revealed the 

combined burden of musculoskeletal disorders on a worldwide or regional scale, but they have 

not included information particular to neck discomfort. Furthermore, although systematic 

reviews have shown prevalence for a few particular nations, national estimates of the burden 

from neck discomfort have not been published for all countries (Safiri et al. 2017, p. 368). The 

human body frequently experiences neck pain, which can lead to economic difficulties, 

disability, and discomfort. With an estimated $134.5 billion in medical costs in 2016, low back 

and neck pain accounted for the largest share of all ailments among the 154 conditions treated in 

the US. Its costs also included indirect methods like lost productivity in addition to direct ones. 

This is a burden for the social and economic systems as well as the neck pain sufferer. Even 

though neck pain is common, not much is understood about it. A 2017 study on the global 

burden of disease (GBD) found that neck pain was most common in the Nordic region (Shin et 

al. 2022, p. 1).  

Neck discomfort is one of the most prevalent and costly musculoskeletal conditions in Western 

society. It is estimated that up to 67% of adults may experience neck pain at some point in their 

lives. In populations in Europe, 15% to 19% of instances develop into chronic conditions. 

Approximately 20% of individuals globally report experiencing ongoing neck pain at any given 

moment. People who suffer from chronic pain are twice as likely to seek medical assistance as 

people in general. Annual state expenditures for lost productivity due to sick days, medical 

services, and compensation amount to significant sums of money (O'Riordan et al. 2014, p. 770). 



 

24 
 

In the general population, neck pain is a frequent musculoskeletal disease. Revealed that the 

point prevalence of neck discomfort was 22.2% and the age-standardized lifetime prevalence 

was 66.7%. It is expensive in terms of medical care, personal misery, and Lost productivity at 

work. It is widely acknowledged that muscles are crucial for supporting and shielding joints. By 

regulating the neutral zone, muscles with direct attachments to the vertebrae may be in charge of 

maintaining segmental stability, according to criso and Panjabi. The stability of the cervical 

spine is mostly dependent on the deep neck muscles, which function similarly to dynamic 

ligaments. There is a considerable correlation between neck pain and atrophy of the neck 

muscles, as shown by several investigations (Chiu et al. 2005, p. 1). 

As the primary cause of years lived with disability worldwide, neck and back pain has significant 

negative health and financial effects. The fact that many patients experience acute episodes of 

pain that do not go away and instead become chronic or recurrent pain is what drives the societal 

burden of these disorders. In this study, neck pain will be referred to as "non-traumatic neck 

pain." Alternatively, it may originate from a non-traumatic cause, such as that which happens in 

office workers, or it may result from a traumatic event, typically a motor vehicle crash (whiplash 

associated disorder, or WAD) (Sterling et al. 2019, p. 1219). There are many who contend that 

there is minimal distinction between the two types of neck discomfort and have created 

classification schemes that do not distinguish between them. When WAD and non-traumatic 

neck pain are directly compared, it is discovered that the former group had worse follow-up 

results, more psychological anguish, pronounced hyperalgesia and hypoesthesia characteristic of 

nociplastic pain, and higher degrees of pain and disability. Based on the patient's appearance, 

distinct classification schemes and therapeutic approaches may be required, as these results 

imply that distinct mechanisms may underlie non-traumatic neck pain and WAD (Sterling et al. 

2019, p. 1219). 

A frequent and often incapacitating global health issue, neck pain affects up to 70% of people at 

some point in their lives. The socioeconomic burden associated with chronic neck discomfort is 

rising as a result of its prevalence. Therefore, improving treatment choices and lowering 

socioeconomic costs may benefit from a deeper comprehension of the pathophysiology 

underlying chronic neck discomfort.  

Idiopathic and trauma-induced persistent neck pain are two common classifications for the 
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condition based on its cause. Whiplash associated disorders (WAD) are a term used to describe 

patients with trauma-induced neck pain (De Pauw et al. 2017, p. 42).  
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Chapter- III                                                                         METHODOLOGY 

 

3.1 Study design: 

               This was a descriptive type of cross sectional study carried out with the objective of 

determining the health related quality of life among the young adults with neck pain. 

3.2 Study area: 

               Data was collected from North Dhaka City- Uttara (sector 8) at Aichi Hospital. 

3.3 Study period 

              The study period was one year from July2022 to June 2023 

3.4 Study of population: 

            The young adult patients with neck pain constituted the study population for the present 

study.  

3.5 Sample size: 

            The sample size of the study was calculated by the following statistical formula.  

n = 
𝑧2𝑝(1−𝑝)

𝑑2
    

n= 
(1.96)2×0.80(1−0.80)

(0.05)2
            

     =
3.84×0.80×0.20

0.0025
 

     =
0.6144

0.0025
 

      = 245 

So, sample size 245. 

 

So, the research aim was to focus the study by 245 samples following the calculation above 

initially. But as the study was done as a part of fourth professional academic research project and 

there were some limitation, so the researcher had to limit with 121 person as sample. 

Here, 

n= Required sample size. 

Z= (Standard value of 1.96) 

P=80% or, .80 (Kamrujjaman 

et al., 2017) 

q=1-p=1-80=0.20 

d=0.05 
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3.6 Sampling technique: 

           Convenience sampling technique was applied to select the study participants from Aichi 

Hospital at Uttara, Dhaka. 

 

3.7 Eligibility criteria 

3.7.1 Inclusion criteria: 

 Neck pain (Khaired et al., 2022). 

 Both male and female (Lacerda et al., 2005) 

 Age of participants – (18-48) 

 Only north Dhaka city people were selected 

3.7.2 Exclusion criteria: 

 Unwillingness 

 Mentally unstable person. 

 Less than 18 years of age participants are not included (Garra et al., 2010) 

3.8 Method of data collection:  

3.8.1 Technique of data collection: Data was collected from the respondents by face to    face 

formal interview. 

3.8.2 Tools of data collection: 

 A pre-tested structured questionnaire was used as an instrument of data collection for the 

present study. 

 15D Scale was used as another instrument of data collection for Health related quality of 

life of the participants. 

3.8.3 Procedure of data collection: 

Permission from the hospital authority was obtained by the researcher himself. 

Aim and objectives were explained to the patients with neck pain. Those who agreed to 

participate included in this study. Then the researcher started interviewing the 

participants one by one. The pretested questionnaire was used to collect information on 
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socio demographic characteristics and 15D Scale was used to collected data on health 

related quality of life of the participants and at the end of the interview the researcher 

thanked the participants.  

  

3.9 Data management 

3.9.1 Data editing: After data collection, the questionnaires were checked for any error, missing 

and inconsistency. Necessary corrections were done accordingly. The responses were coded 

adequately. Then the coded data were entered into the computer. 

3.9.2 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). About descriptive 

analysis mean, median, standard deviation, and percentage were calculated. For inferential 

statistics and Chi square test was done to analysed the relationship between independent and 

dependent variables.  

 

3.10 Ethical consideration:  

 The Research proposal was submitted to the Ethical Review Board (ERB) of SCMST and 

approval was obtained from the Board. 

 Bangladesh Medical Research Council (BMRC) and World Health Organization (WHO) 

guideline also were followed to conduct the study.  

 The official permission from the hospital authority was taken by the researcher himself to 

carry out the research. Written informed consent was obtained from the participants 

before starting the interview. No invasive technique was used to collect information from 

the participants for the present study. So, no physical harm or hazards happened to the 

patients. 

 The clients name, address and personal information were kept confidential by the 

investigator. 
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Chapter- IV                                                                                RESULT 

 

This was a descriptive type of cross sectional study. The main objective of the study was to find 

out the health related quality of life among young and adults with neck pain in north Dhaka city. 

Total 121 data were collected from all over the in north Dhaka city. Data were numerically 

coded and captured in Microsoft Excel and calculated as percentage and presented by using bar 

chart, pie chart and table and using an SPSS 26.0 version software program. 

 

4.1 Socio-demographic Information- 

Table no 1: Frequency distribution of the participants by age  

 

Age group 

Frequency 

N % 

18 -28 14 11.6 

29- 38 32 26.4 

39 -48 75 62.0 

Total 121 100.0 

 

Regarding frequency distribution of the participants by age, it was found that 75 (62.0%) patients 

were in the age group of 39 - 48 years. It was also found that 32 (26.4%) participants belonged to 

the age group of 29 - 38 years. (Table no.1). 
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Gender of the participants: 

 

 

 

Figure 1: Gender of the participants 

 

About gender of the participants, the study revealed that out of 121, 55 (44.6%) participants were 

male and 67 (55.4%) participants were female (Figure no.1). 

 

 

 

 

 

 

 

 

 

 

 

45%

55%
Male

Female



 

31 
 

Religion of the participants: 

 

 

 

Figure 2: Religion of the participants 

 

This study revealed that out of 121 participants, 118 (97.5%) participants were Muslims and it 

was also found that 2 (1.7%) participants were Hindus and 1 (0.8%) participant was Christian 

(Figure no.2). 
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Education Level: 

Table no 2: Frequency distribution of the participants by level of education 

 

Education level 

Frequency 

N % 

PSC 2 1.7 

JSC 23 19.0 

SSC 42 34.7 

HSC 44 36.4 

Masters 10 8.3 

Total 121 100.0 

 

About level of educational, 44 (34.7%) participants completed their high school level. It was also 

found that 42 (34.7%) participants passed the secondary school level and 10 (8.3%) participants 

had Masters Degree (Table no.2). 
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Marital status:  

Table no 3: Frequency distribution of the participants by marital status 

Marital status 

Frequency 

N % 

Single 19 15.7 

Married 99 81.8 

Divorced 2 1.7 

Separated 1 0.8 

Total 121 100.0 

 

This study revealed that 99 (81.8%) participants were married and 19 (15.7%) participants were 

single (Table no.3). 
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Family Type: 

 

 

Figure no 3: Family type of the participants 

 

This study was conducted on 121 participants. Among them 98 (81%) participants belonged to 

nuclear family and 18 (15%) came from extended family (Figure no.3). 
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Living area: 

Table no 4: Frequency distribution of the participants by living area 

Living Area 

Frequency 

N % 

Rural 1 0.8 

Semi-urban 13 10.7 

Urban 107 88.4 

Total 121 100.0 

 

This study showed that 107 (88.4%) participants were living in urban area and it was also 

showed that 13 (10.7%) participants were living in semi- urban area (Table no.4).  
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4.2 Health related quality of life by 15D-   

 

Mobility-  

Table no 5: Frequency distribution of the participants by mobility 

Mobility 

Frequency 

N % 

I am able to walk normally 109 90.1 

I am able to walk without difficulty indoors 9 7.4 

I am able to walk without help indoors 2 1.7 

I am able to walk indoors only 1 0.8 

Total 121 100.0 

 

This study showed that 109 (90.1%) participants were able to walk normally and it was also 

showed that 9 (7.4%) participants were able to walk without difficulty indoors (Table no. 5). 
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Vision: 

Table no 6: Frequency distribution of the participants by Vision 

Vision 

Frequency 

N % 

I see normally 86 71.1 

I can read papers and/or TV text with slight 

difficulty 
28 23.1 

I can read papers and/or TV text with 

considerable difficulty 
6 5.0 

I cannot read papers 1 0.8 

Total 121 100.0 

 

This study revealed that 86 (71.1%) participants were able to see normally and it was also found 

that 28 (23.1%) participants could read papers and or TV text with slight difficulty. It was found 

that 6 (5.0%) participants read papers and/or TV text with considerable difficulty (Table no.6). 
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Hearing: 

Table no 7: Frequency distribution of the participants by hearing 

Hearing 

Frequency 

N % 

I can hear normally 101 83.5 

I hear normal speech 19 15.7 

I hear normal speech with considerable difficulty 1 0.8 

Total 121 100.0 

 

This study found that 101 (83.5%) participants’ hearing was normal and it was also found that 19 

(15.7%) participants had normal speech (table no.7). 
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Breathing: 

Table no 8: Frequency distribution of the participants by Breathing 

Breathing 

Frequency 

N % 

I am able to breathe normally 74 61.2 

I have shortness of breath during heavy work or 

sports 

36 29.8 

I have shortness of breath when walking on flat 

ground 

6 5.0 

I get shortness of breath even after light activity 5 4.1 

Total 121 100.0 

 

This study revealed that 74 (61.2%) participants were able to breathe normally and it was also 

found that 36 (29.8%) participants had shortness of breath during heavy work or sports (Table 

no.8). 
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Sleeping: 

Table no 9: Frequency distribution of the participants by sleeping 

Sleeping 

Frequency 

N % 

I am able to sleep normally 79 65.3 

I have slight problems with sleeping 30 24.8 

I have slight problems with sleeping 11 9.1 

I suffer severe sleeplessness 1 0.8 

Total 121 100.0 

 

About distribution of the patients by sleeping, it was found that 79 (65.3%) participants were 

able to sleep normally and it was also showed that 30 (24.8%) participants had slight problems 

with sleeping. This study revealed that 11 (9.1%) participants had slight problems with sleeping 

(Table no.9). 
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Eating:  

Table no 10: Frequency distribution of the participants by Eating 

Eating 

Frequency 

N % 

I am able to eat normally 115 95.0 

I am able to eat by myself with minor difficulty 6 5.0 

Total 121 100.0 

 

The study showed that 115 (95.0%) study subjects were able to eat normally and it was also 

found that 6 (5.0%) participants were able to eat by themselves with minor difficulty (Table 

no.10). 
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Speech: 

Table no 11: Frequency distribution of the participants by Speech 

Speech 

Frequency 

N % 

I am able to speak normally 105 86.8 

I have slight speech difficulties 16 13.2 

Total 121 100.0 

 

About speech, it was found that that 105 (86.8%) were able to speak normally and 16 (13.2%) 

participants had slight speech difficulties (Table no 11). 
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Elimination: 

Table no 12: Frequency distribution of the participants by elimination 

Elimination 

Frequency 

N % 

My bladder and bowel work normally and without 

problems 
71 58.7 

I have slight problems with my bladder and/or 

bowel function 
38 31.4 

I have marked problems with my bladder and/or 

bowel function 
10 8.3 

I have serious problems with my bladder and/or 

bowel function 
2 1.7 

Total 121 100.0 

 

Regarding elimination, the study showed that 71(58.7%) participants had bladder and bowel 

work normally and without problems. It was also showed that 38 (31.4%) participants had slight 

problems with their bladder and/or bowel function (Table no.12). 
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Usual activities: 

Table no. 13: Frequency distribution of the participants by usual activities 

Usual activities 

Frequency 

N % 

I am able to perform my usual activities 88 72.7 

I am able to perform my usual activities slightly 

less effectively 
26 21.5 

I am able to perform my usual activities much less 

effectively 
7 5.8 

Total 121 100.0 

This study was conducted 121 participants. Among them 88 (72.7%) participants were able to 

perform their usual activities and 26 (21.5%) participants were able to perform their usual 

activities slightly less effectively (Table no 13). 
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Mental Health:  

Table no. 14: Frequency distribution of the participants by Mental Health 

Mental Health 

Frequency 

N % 

I am able to think clearly and logically 69 57.0 

I have slight difficulties in thinking  

clearly and logically 

38 31.4 

I have marked difficulties in thinking clearly and 

logically 
12 9.9 

I have great difficulties in thinking clearly and 

logically 
2 1.7 

Total 121 100.0 

 

This study showed that 69 (57.0%) participants were able to think clearly and logically and also 

showed that 38 (31.4%) had slight difficulties in thinking clearly and logically. It was also found 

that 12 (9.9%) participants were marked difficulties in thinking clearly and logically (Table 

no.14). 
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Discomfort and Symptoms:  

Table no. 15: Frequency distribution of the participants by Discomfort and Symptoms 

 

Discomfort and Symptoms 

Frequency 

N % 

I have no physical discomfort or symptoms 8 6.6 

I have mild physical discomfort or symptoms 32 26.4 

I have marked physical discomfort or symptoms 61 50.4 

I have severe physical discomfort or symptoms 20 16.5 

Total 121 100.0 

 

It was found that 61 (50.4%) participants had marked physical discomfort or symptoms and also 

found that 32 (26.4%) participants had mild physical discomfort or symptoms. The study 

revealed that 20 (16.5%) participants had severe physical discomfort or symptoms (Table no 15).  
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Depression: 

Table no 16: Frequency distribution of the participants by depression 

 

Depression 

Frequency 

N % 

I do not feel at all sad 2 1.7 

I feel slightly sad 47 38.8 

I feel moderately sad 53 43.8 

I feel very sad, melancholic 13 10.7 

I feel extremely sad 6 5.0 

Total 121 100.0 

 

About depression, it was found that 53 (43.8%) participants were moderately sad. It was also 

showed that 47 (38.8%) participants had slightly sad and 13 (10.7%) participants was very sad 

(Table no 16). 
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Distress: 

Table no. 17: Frequency distribution of the participants by distress 

Distress 

Frequency 

N % 

I feel slightly anxious 87 71.9 

I feel moderately anxious 25 20.7 

I feel very anxious, stressed 8 6.6 

I feel extremely anxious, stressed 1 0.8 

Total 121 100.0 

 

Regarding distress of the patients, it was revealed 87 (71.9%) participants had slightly anxiety 

and it was also found that 25 (20.7%) participants were moderately anxious (Table no. 17). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

49 
 

Vitality: 

Table no. 18: Frequency distribution of the participants by vitality 

Vitality 

Frequency 

N % 

I feel healthy and energetic 3 2.5 

I feel slightly weary 89 73.6 

I feel moderately weary 22 18.2 

I feel very weary, tired, or feeble 7 5.8 

Total 121 100.0 

 

The study showed that 89 (73.6%) participants were slightly weary and it was also found that 22 

(18.2%) participants were moderately weary (Table no. 18). 
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Sexual activity: 

Table no. 19: Frequency distribution of the participants by Sexual activity. 

 

Sexual activity 

Frequency 

N % 

My state of health has no adverse effect 
31 25.6 

My state of health has a slight effect on my sexual activity 
67 55.4 

My state of health has a considerable effect on my sexual activity 
20 16.5 

My state of health makes sexual activity almost impossible. 
3 2.5 

Total 121 100.0 

 

The study revealed that 67 (55.4%) participants told that their state of health had a slight effect 

on their sexual activity and it was also found that 31 (25.6%) participants told that their state of 

health had no adverse effect and it was also revealed that 20 (16.5%) participants’ state of health 

had a considerable effect on their sexual activity (Table no.19). 
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Health related quality of life score obtained by 15 D scale. 

Table no 20: Frequency distribution of the participants about quality of life by 15 D score. 

15 D score 

Frequency 

N % 

1. (0 - 24) Excellent 2 1.7 

2. (25 - 49) Good 115 95.0 

3. (50 - 74 ) Moderate 3 2.5 

4. (75 - 89) poor 1 0.8 

Total 121 100.0 

  

The study revealed that 2 (1.7%) participants’ score was excellent and the score was (0 - 24). It 

was also found that 115 (95%) participants’ score was good and the score was (25 - 49) [Tab No: 

20].  
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Table no 21: Frequency distribution of the participants by age and mobility 

 

Age of the 

participants 

Mobility Total Pearson 

chi 

square 

P value 

 

I am able 

to walk 

normally 

I am able 

to walk 

without 

difficulty 

indoors 

I am able 

to walk 

without 

help 

indoors 

I am able 

to walk 

indoors 

only 

18 – 28 13 0 1 0 14 9.811a 

 

0.133 

 
29 – 38 32 0 0 0 32 

39 – 48 64 9 1 1 75 

Total 109 9 2 1 121 

 

There was no significant association between age and mobility (χ2 = 9.811a  , P= 0.133). 
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A cross sectional type of descriptive study was used to assess the health related quality of life 

among young and adults with neck pain in north Dhaka city. One hundred twenty one neck pain 

patients were recruited in this study. Convenience sampling technique was applied to select the 

participants from the AICHY hospital. The data were collected from the participants through 

interview by using a self-developed and 15 D scale. 

Regarding frequency distribution of the participants by age, it was found that 62.0% patients 

were in the age group of 39 - 48 years. It was also found that 26.4% participants belonged to the 

age group of 29 - 38 years. (Table no.1). About gender of the participants, the study revealed that 

out of 121, 44.6% participants were male and 67 55.4% participants were female (Figure no.1). 

In a study conduct in India, They were divided into 3 different age group; young age (18-25), 

middle age (26-40) and old age (41-60), 25 patients in each group (Gurav et at. 2013, p. 53). 

 This study revealed that out of 121 participants, 97.5% participants were Muslims and it was 

also found that 1.7% participants were Hindus and 0.8% participant was Christian (Figure no.2). 

About level of educational, 34.7% participants completed their high school level. It was also 

found that 34.7% participants passed the secondary school level and 8.3% participants had 

Masters Degree (Table no.2). This study revealed that 81.8% participants were married and 

15.7% participants were single (Table no.3). This study was conducted on 121 participants. 

Among them 81% participants belonged to nuclear family and 15% came from extended family 

(Figure no.3). This study showed that 88.4% participants were living in urban area and it was 

also showed that 10.7% participants were living in semi- urban area (Table no.4). This study 

showed that 90.1% participants were able to walk normally and it was also showed that 7.4% 

participants were able to walk without difficulty indoors (Table no. 5). This study revealed that 

71.1% participants were able to see normally and it was also found that 23.1% participants could 

read papers and or TV text with slight difficulty. It was found that 5.0% participants read papers 

and/or TV text with considerable difficulty (Table no.6). This study found that 83.5% 

participants’ hearing was normal and it was also found that 15.7% participants had normal 

speech (table no.7). This study revealed that 61.2% participants were able to breathe normally 

and it was also found that 29.8% participants had shortness of breath during heavy work or 

sports (Table no.8). About distribution of the patients by sleeping, it was found that 65.3% 

participants were able to sleep normally and it was also showed that 24.8% participants had 

Chapter – V                                                                                      DISCUSSION 



 

54 
 

slight problems with sleeping. This study revealed that 9.1% participants had slight problems 

with sleeping (Table no.9). The study showed that 95.0% study subjects were able to eat 

normally and it was also found that 5.0% participants were able to eat by themselves with minor 

difficulty (Table no.10).About speech, it was found that that 86.8% were able to speak normally 

and 13.2% participants had slight speech difficulties (Table no 11). Regarding elimination, the 

study showed that 58.7% participants had bladder and bowel work normally and without 

problems. It was also showed that 31.4% participants had slight problems with their bladder 

and/or bowel function (Table no.12). This study was conducted 121 participants. Among them 

72.7% participants were able to perform their usual activities and 21.5% participants were able to 

perform their usual activities slightly less effectively (Table no 13). This study showed that 

57.0% participants were able to think clearly and logically and also showed that 31.4% had slight 

difficulties in thinking clearly and logically. It was also found that 9.9% participants were 

marked difficulties in thinking clearly and logically (Table no.14). It was found that 50.4% 

participants had marked physical discomfort or symptoms and also found that 26.4% participants 

had mild physical discomfort or symptoms. The study revealed that 16.5% participants had 

severe physical discomfort or symptoms (Table no 15). About depression, it was found that 

43.8% participants were moderately sad. It was also showed that 38.8% participants had slightly 

sad and 10.7% participants was very sad (Table no 16). Regarding distress of the patients, it was 

revealed 71.9% participants had slightly anxiety and it was also found that 20.7% participants 

were moderately anxious (Table no. 17). The study showed that 73.6% participants were slightly 

weary and it was also found that 18.2% participants were moderately weary (Table no. 18). The 

study revealed that 55.4% participants told that their state of health had a slight effect on their 

sexual activity and it was also found that 25.6% participants told that their state of health had no 

adverse effect and it was also revealed that 16.5% participants’ state of health had a considerable 

effect on their sexual activity (Table no.19). In this study researcher found that the 15D score 

was 1.7% participants’ score was excellent (0 -24). It was also found that 95% participants ‘score 

was good (25-49).on the other study researcher found that The mean 15D score was 0.747, 

whereas the score is 0.873 in Finns aged 65-74 years and 0.807 in Finns aged 75-84 years 

(Keränen et al. 2024, p. 84). 
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Chapter – VI                   CONCLUSION AND RECOMMENDATION 

 

6.1 Conclusion: 

As a musculoskeletal issue, neck discomfort is on the rise in Bangladesh and around the world, 

according to current scientific research. Physiotherapy is essential for treating neck pain and 

other neck-related conditions. Around the world and in Bangladesh, neck pain is a common 

occurrence. Sometimes neck pain results in physical handicap and has significant financial 

implications for the community. This study was done to find out the health related quality of life 

among young and adults with neck pain in north Dhaka city. This study researcher found that 

most age of the thirty nine-forty eight participants had most severe condition. Neck pain is a 

common condition that causes substantial disability. In this study the duration of the study was 

too short, so in future wider time would be taken for conducting the study. Here, investigator use 

only One hundred twenty-one participants as the sample of this study, in future the sample size 

would be more. In this study, the investigator took the sample from north city of Dhaka .it was 

small area to take available sample. So for further study investigator strongly recommended to 

include many patients.  
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6.2 Recommendation: 

The aim of the study was to find out the health related quality of life among young and adults 

with neck pain in north Dhaka city. 

The main recommendation would be as follow: 

• The duration of the study was short, so in future wider time would be taken for 

conducting the study.   

• Different measurement tool need to be included. 

• Still now in Bangladesh there is little research had been conducted about cerebral palsy 

socioeconomic status that is why need to conduct more study about this topic. 

• In future someone want to do this topic related research, this research will help for better 

information.   
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APPENDIX-B 

 

Consent from: 

Dear participate, 

 I am Md. Sani hasanat mahmud, 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- 

Health Related Quality of Life among Young Adults with Neck Pain in North 

Dhaka City 

As a part of my thesis work for the partial fulfillment of Bachelor degree. There is a list of 

Question you need to fill up which is include socio-demographic information, health related 

quality of life. This will take approximately 8-10 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 Guardian    …………………………. Date…………………………  

Mobile no…………………………………………………………………………….. 

Address……………………………………………………………………………… 

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

Witness signature……………………………………………………………………. 
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m¤§wZcÎ 

wcÖq AskMÖnYKvix, 

আমি মিাোঃসানী হাসনাত িাহিুদ, 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‡_ivwc wefv‡M e¨v‡Pji Ad wdwRI‡_ivwc †cÖvMªv‡gi QvÎ| 

 Avgvi e¨v‡Pji wWMÖxi AvswkK c~Y©Zvi Rb¨ GKwU M‡elYv KiwQ| M‡elYvi wk‡ivbvgwU n‡jv- 

Ò ঢাকা উত্তর শহররর ঘার়ে ব্যথায় আক্রান্ত তরুণ প্রাপ্তব্য়স্করের মরযয স্বাস্থ্য সম্পর্কিত জীব্নযাত্রার মান।|Ó 

GLv‡b mvgvwRK RbmsL¨v msµvšÍ Z_¨, ¯^v¯’¨MZ AvPiY 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 cÖvß Z_¨ 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 Avcbvi 

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 

 

      

 

 

 

 

 

 

 

 

 

 

 

Awffve‡Ki ¯^vÿi:     ZvwiL: 

M‡el‡Ki ¯^vÿi:     ZvwiL:     

wVKvbv:      ‡gvevBj: 

¯^vÿxi ¯^vÿi:                                                    
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APPENDIX-C 

 

QUESTIONNAIRE (English): 

Title 

Health related quality of life among young adults with neck pain in North 

Dhaka City. 

 

                                                                                                Date:............... 

 

Code no: 

Participant  

Name            

:……………………………………… 

Address         :……………………………………… 

Mobile No      :……………………………………… 

 

 

A. SOCIODEMOGRAPHIC INFORMATION 

Serial 

No: 

                Question         Response  Code 

      

1 

 

Age of the participant 

 

1= 18-28 

2= 28-38 

3= 38-48 

 

       

2 

 

Sex of the participant                     

1= Male 

2= Female 

3= Others 

 

   



 

65 
 

      

 

3 

 

 

Religion of the participant 

1= Islam 

2= Hindu 

3= Christian 

4= Buddhist 

5= Others 

 

     

 

 

4 

 

 

Education level 

1= PSC 

2= JSC 

3= SSC 

4= HSC 

5= Masters 

6= PhD 

7= Others 

 

    

   

5 

 

Marital Status 

1= Single 

2= Married 

3= Divorced 

4= Separated 

5= Others 

 

   

   

 6 

  

Family type 

1= Nuclear 

2= extended 

3= Others 

 

      

  

7      

 

Living area 

1= Rural 

2= Semi-urban 

3= Urban 

4= Others 

 

 

 

 

B. Health related quality of life Assessed by 15D scale. 
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  Question 1. Mobility 

 

1. I am able to walk normally (without difficulty) indoors, outdoors, and on stairs. 

2. I am able to walk without difficulty indoors, but outdoors and/or on stairs I 

have slight difficulties. 

3. I am able to walk without help indoors (with or without an appliance), but 

outdoors and/or on stairs only with considerable difficulty or with help from 

others. 

4. I am able to walk indoors only with help from others. 

5. I am completely bed ridden and unable to move about. 

 

  Question 2. Vision 

 

1. I see normally; that is, I can read newspapers and TV text without difficulty 

(with or without glasses). 

2. I can read papers and/or TV text with slight difficulty (with or without glasses). 

3. I can read papers and/or TV text with considerable difficulty (with or without       

glasses). 

4. I cannot read papers or TV text either with glasses or without, but I can see 

enough to walk about without guidance. 

5. I cannot see enough to walk about without a guide; that is, I am almost or 

completely blind. 

     Question 3. Hearing 

 

1. I can hear normally; that is, normal speech (with or without a hearing aid). 

2. I hear normal speech with a little difficulty. 

3. I hear normal speech with considerable difficulty; in conversation I need voices 

to be louder than normal. 

4. I hear even loud voices poorly; I am almost deaf. 

5. I hear even loud voices poorly; I am almost deaf. 

 

    Question 4. Breathing 

 

1. I am able to breathe normally; that is, with no shortness of breath or other 

breathing difficulty. 

2. I have shortness of breath during heavy work or sports, or when walking 

briskly on flat ground or slightly uphill. 

3. I have shortness of breath when walking on flat ground at the same speed as 
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others my age. 

4. I get shortness of breath even after light activity—for example, washing or 

dressing myself. 

5. I have breathing difficulties almost all the time, even when resting. 

       

     Question 5. Sleeping 

 

1. I am able to sleep normally; that is, I have no problems with sleeping. 

2. I have slight problems with sleeping—for example, difficulty in falling asleep, 

or sometimes waking at night. 

3. I have slight problems with sleeping—for example, difficulty in falling asleep, 

or sometimes waking at night. 

4. I have great problems with sleeping—for example, having to use sleeping pills 

often or routinely, or usually waking at night and/or too early in the morning. 

5. I suffer severe sleeplessness—for example, sleep is almost impossible even 

with full use of sleeping pills, or staying awake most of the night. 

  

       Question 6. Eating 

 

1. I am able to eat normally; that is, with no help from others. 

2. I am able to eat by myself with minor difficulty (for example, slowly, 

clumsily, shakily, or with special appliances). 

3. I need some help from another person in eating. 

4. I am unable to eat by myself at all, so I must be fed by another person. 

5. I am unable to eat at all, so I am fed either by tube or intravenously. 

         

      Question 7. Speech 

 

1. I am able to speak normally; that is, clearly, audibly, and fluently. 

2. I have slight speech difficulties—for example, occasional fumbling for words, 

mumbling, or changes of pitch. 

3. I can make myself understood, but my speech is—for example, disjointed, 

faltering, stuttering, or stammering. 

4. Most people have great difficulty understanding my speech. 

5. I can only make myself understood by gestures. 
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      Question 8. Elimination 

 

1.  My bladder and bowel work normally and without problems. 

2.  I have slight problems with my bladder and/or bowel function—for example, 

difficulties with urination, or loose or hard bowels. 

3. I have marked problems with my bladder and/or bowel function—for example, 

occasional ‘‘accidents’’, or severe constipation or diarrhoea. 

4. I have serious problems with my bladder and/or bowel function—for example, 

routine ‘‘accidents’’, or need of catheterisation or enemas. 

5. I have no control over my bladder and/or bowel Function. 

 

       Question 9. Usual activities 

 

1. I am able to perform my usual activities (for example, employment, studying, 

housework, free time activities) without difficulty. 

2. I am able to perform my usual activities slightly less effectively or with minor 

difficulty. 

3. I am able to perform my usual activities much less effectively, with 

considerable difficulty, or no completely. 

4. I can only manage a small proportion of my previously usual activities. 

5. I am unable to manage any of my previously usual activities. 

        Question 10. Mental function 

 

1. I am able to think clearly and logically, and my memory functions well. 

2. I have slight difficulties in thinking clearly and logically, or my memory 

sometimes fails me. 

3. I have marked difficulties in thinking clearly and logically, or my memory is 

somewhat impaired. 

4. I have great difficulties in thinking clearly and logically, or my memory is 

seriously impaired. 

5. I am permanently confused and disoriented in place and Time. 

       Question 11. Discomfort and symptoms 

 

1. I have no physical discomfort or symptoms—for example, pain, ache, nausea, 

itching, etc. 

2. I have mild physical discomfort or symptoms—for example, pain, ache, 

nausea, itching, etc. 

3. I have marked physical discomfort or symptoms—for example, pain, ache, 
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nausea, itching, etc. 

4. I have severe physical discomfort or symptoms—for example, pain, ache, 

nausea, itching, etc. 

5. I have unbearable physical discomfort or symptoms—for example, pain, 

ache, nausea, itching, etc. 

          

        Question 12. Depression 

 

1. I do not feel at all sad, melancholic, or depressed. 

2. I feel slightly sad, melancholic, or depressed. 

3. I feel moderately sad, melancholic, or depressed. 

4. I feel very sad, melancholic, or depressed. 

5. I feel extremely sad, melancholic, or depressed. 

          

       Question 13. Distress 

 

1. I do not feel at all anxious, stressed, or nervous. 

2. I feel slightly anxious, stressed, or nervous. 

3. I feel moderately anxious, stressed, or nervous. 

4. I feel very anxious, stressed, or nervous. 

5. I feel extremely anxious, stressed, or nervous. 

         

       Question 14. Vitality 

 

1. I feel healthy and energetic. 

2. I feel slightly weary, tired, or feeble. 

3. I feel moderately weary, tired, or feeble. 

4. I feel very weary, tired, or feeble, almost exhausted. 

5. I feel extremely weary, tired, or feeble, totally Exhausted. 

         

       Question 15. Sexual activity 

 

        1.  My state of health has no adverse effect on my sexual activity. 

        2.  My state of health has a slight effect on my sexual activity. 

        3.  My state of health has a considerable effect on my sexual activity. 

        4.   My state of health makes sexual activity almost impossible. 
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        5.   My state of health makes sexual activity impossible. 

 

 

 

 

   

 

 

 

[প্রশ্নপত্র (ব্াাংলা):] 

র্শররানাম 

ঢাকা উত্তর শহররর ঘার়ে ব্যথায় আক্রান্ত তরুণ প্রাপ্তব্য়স্করের মরযয স্বাস্থ্য সম্পর্কিত 

জীব্নযাত্রার মান। 

 

   তামিখ:............... 

 

ম াড নং: 

অংশগ্রহণ ািীি নাি…………………………………….. 

ঠি ানা………………………. 

মিাবাইল নাম্বািt ……………………………………. 

  

K. সামাজজক জনসাংখ্যা সাংক্রান্ত তথয 
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মসমিযাল 

না 

         প্রশ্ন        প্রমতক্রিযা  ম াড 

      

1 

 

অংশগ্রহণ ািীি বযস 

1= 18-28 

২= ২৮-৩৮ 

৩= ৩৮-৪৮ 

 

       

2 

 

অংশগ্রহণ ািীি মলঙ্গ 

1 = পুরুষ 

2 = িমহলা 

3 = অনযানয 

 

      

 

3 

 

অংশগ্রহণ ািীি ধি ম 

 

1 = ইসলাি 

2 = মহন্দ ু

3 = মিস্টান 

4 = মবৌদ্ধ 

5 = অনযানয 

 

     

 

 

4 

 

 

মশক্ষা স্তি 

1 = মপএসমস 

2 = মেএসমস 

3 = এসএসমস 

4 = এইচএসমস 

5 = িাস্টাস ম 

৬ = মপএইচমড 

7 = অনযানয 

 

    

   

5 

 

বববামহ  অবস্থা 

1 = এ া 

2  = মববামহত 

3  = তালা প্রাপ্ত 
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4  = মবক্রিন্ন 

5  = অনযানয 

   

   

 6 

  

পামিবামি  ধিন 

1 = পািিাণমব  

2 = বমধ মত 

3 = অনযানয 

 

      

  

7      

     

  েীমবত এলা া 

1 = গ্রািীণ 

2 = আধা-শহুরি 

3 = শহুরি 

4 = অনযানয 

 

 

 

 

L. ১৫মড মেল দ্বািা িূলযাযন  িা স্বাস্থয সম্পম মত েীবরনি িান 

  প্রশ্ন 1. গর্তশীলতা 

 

1. আমি ঘরিি মিতরি, বাইরি এবং মসিঁম়িরত স্বািামব িারব (অসুমবধা ছা়িা) হা িঁটরত 

সক্ষি। 

2. আমি বাম়িি মিতরি অসুমবধা ছা়িাই হা িঁটরত পামি, ম ন্তু বাইরি এবং/অথবা 

মসিঁম়িরত আিাি সািানয অসুমবধা হয। 

3. আমি বাম়িি মিতরি (ম ানও যন্ত্র সহ বা ছা়িা) সাহাযয ছা়িাই হা িঁটরত পামি, ম ন্তু 

বাইরি এবং/অথবা মসিঁম়িরত শুধুিাত্র যরথষ্ট অসুমবধায বা অনযরদি সাহারযয। 

4. আমি ম বল অনযরদি সাহারযয বাম়িি মিতরি হা িঁটরত পামি। 

5. আমি পুরিাপুমি মবছানায শুরয আমছ এবং চলারেিা  িরত পািমছ না। 

  প্রশ্ন 2. েৃষ্টি 

 

1. আমি সাধািণত মদমখ; অথ মাৎ, আমি অসুমবধা ছা়িাই সংবাদপত্র এবং ঠটমি পািয 

প়িরত পামি (চশিা সহ বা ছা়িা। 

2. আমি সািানয অসুমবধা (চশিা সহ বা ছা়িা)  াগেপত্র এবং/অথবা ঠটমি পািয 

প়িরত পামি। 

3. আমি যরথষ্ট অসুমবধাি সারথ  াগেপত্র এবং/অথবা ঠটমি পািয প়িরত পামি 

(চশিা সহ বা ছা়িা। 
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4. আমি চশিা সহ বা ছা়িা  াগেপত্র বা ঠটমি পািয প়িরত পামি না, তরব আমি 

মনরদমশনা ছা়িাই চলারেিা  িরত যরথষ্ট মদখরত পামি। 

5. গাইড ছা়িা চলারেিা  িাি েনয আমি যরথষ্ট মদখরত পাক্রি না; অথ মাৎ, আমি 

প্রায বা সমূ্পণ ম অন্ধ। 

     প্রশ্ন 3. শুনার্ন 

 

1. আমি সাধািণত শুনরত পামি; অথ মাৎ, স্বািামব  ব ্তৃতা (শ্রবণযন্ত্র সহ বা ছা়িা। 

2. আমি এ টু  ষ্ট  রি স্বািামব  ব ্তৃতা শুমন। 

3. আমি যরথষ্ট অসুমবধা সহ স্বািামব  ব ্তৃতা শুমন;  রথাপ থরন আিাি  ণ্ঠস্বি 

স্বািামবর ি মচরয উচ্চতি হরত হরব। 

4. আমি এিনম  উচ্চস্বরি খািাপিারব শুনরত পাই; আমি প্রায বমধি। 

5. আমি এিনম  উচ্চস্বরি খািাপিারব শুনরত পাই; আমি প্রায বমধি। 
 

    প্রশ্ন 4. শ্বাসপ্রশ্বাস 

 

1. আমি স্বািামব িারব শ্বাস মনরত সক্ষি; অথ মাৎ, শ্বাস ষ্ট বা অনয শ্বাস ষ্ট ছা়িাই। 

2. িািী  াে বা মখলাধুলাি সিয, বা সিতল িাঠটরত বা সািানয চ়িাই-উৎিাইরত 

দ্রুত হা িঁটাি সিয আিাি শ্বাস ষ্ট হয। 

3. আিাি বযসী অনযরদি িরতা এ ই গমতরত সিতল িাঠটরত হা িঁটরল আিাি 

শ্বাস ষ্ট হয। 

4. হাল া  ায ম লারপি পরিও আিাি শ্বাস ষ্ট হয-উদাহিণস্বরূপ, মনরের  মধাযা বা 

মপাশা  পিা। 

5. আিাি প্রায সব সিয শ্বাস ষ্ট হয, এিনম  মবশ্রারিি সিযও। 
       

     প্রশ্ন 5. ঘুমারে 

 

1. আমি স্বািামব িারব ঘুিারত সক্ষি; অথ মাৎ আিাি ঘুরিি ম ান সিসযা মনই। 

2. আিাি ঘুরিি সারথ সািানয সিসযা আরছ-উদাহিণস্বরূপ, ঘুিারত অসুমবধা, বা 

 খনও  খনও িারত মেরগ উিরত। 

3. আিাি ঘুরিি সারথ সািানয সিসযা আরছ-উদাহিণস্বরূপ, ঘুিারত অসুমবধা, বা 

 খনও  খনও িারত মেরগ উিরত। 

4. ঘুরিি সারথ আিাি অরন  সিসযা আরছ-উদাহিণস্বরূপ, প্রাযই বা মনযমিতিারব 

ঘুরিি বম়ি বযবহাি  িরত হয, বা সাধািণত িারত এবং/অথবা খবু মিারি ঘিু 

মথর  উরি। 

5. আমি তীব্র মনদ্রাহীনতায িুগমছ-উদাহিণস্বরূপ, ঘুরিি ওষুরধি সমূ্পণ ম বযবহাি বা 
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মবমশিিাগ িাত মেরগ থা া সরেও ঘুি প্রায অসম্ভব। 
  

       প্রশ্ন 6. খ্াওয়া 

 

1. আমি স্বািামব িারব মখরত সক্ষি; অথ মাৎ, অনযরদি সাহাযয ছা়িাই। 

2. আমি মছাটখারটা অসুমবধাি সারথ এ াই মখরত পামি (উদাহিণস্বরূপ, ধীরি ধীরি, 

আনাম়িিারব, ন়িবর়ি, বা মবরশষ যন্ত্রপামত মদরয। 

3. খাওযাি বযাপারি আিাি অনয এ েরনি সাহাযয দি াি। 
4. আমি মনরে মনরে মখরত অক্ষি, তাই আিার  অনয এ েনর  খাওযারত হরব। 

5. আমি ম ছুরতই মখরত পামি না, তাই আিার  নল বা মশিায খাওযারনা হয। 
         

      প্রশ্ন 7. ব্ক্তৃতা 

 

1. আমি স্বািামব িারব  থা বলরত সক্ষি; অথ মাৎ স্পষ্টিারব, শ্রুমতিধুি এবং 

সাবলীলিারব। 

2. আিাি ব ্তৃতায সািানয অসুমবধা আরছ—উদাহিণস্বরূপ, শরেি েনয িারে িারে 

োিঁ ুমন, ব ব   িা, বা মপচ পমিবতমন। 

3. আমি মনরের  মবাোরত পামি, ম ন্তু আিাি ব ্তৃতা হল-উদাহিণস্বরূপ, 

অসংলগ্ন, েগ়িা, মতাতলারনা, বা স্তব্ধ। 

4. মবমশিিাগ মলার ি আিাি বক্তবয বুেরত খুব অসুমবধা হয। 

5. আমি শুধুিাত্র অঙ্গিমঙ্গ দ্বািা মনরের  মবাোরত পামি। 
 

 

      প্রশ্ন 8. র্নমম িল  

 

1. আিাি িূত্রাশয এবং অন্ত্র স্বািামব িারব এবং সিসযা ছা়িাই  াে  রি। 

2. আিাি িূত্রাশয এবং/অথবা অরন্ত্রি  ায ম ামিতা মনরয আিাি সািানয সিসযা 
আরছ-উদাহিণস্বরূপ, প্রস্রারবি সিসযা, বা আলগা বা শক্ত অন্ত্র। 

3. আমি আিাি িূত্রাশয এবং/অথবা অরন্ত্রি ক্রিযা লারপ সিসযা মচমিত  রিমছ-

উদাহিণস্বরূপ, িারে িারে ''দুঘ মটনা'', বা গুরুতি ম াষ্ঠ াঠিনয বা ডাযমিযা। 



 

75 
 

4. আিাি িূত্রাশয এবং/অথবা অরন্ত্রি  ায ম ামিতা মনরয আিাি গুরুতি সিসযা 
িরযরছ-উদাহিণস্বরূপ, রুঠটন ‘দুঘ মটনা ’, বা  যারথটািাইরেশন বা এমনিা প্ররযােন। 

5. আিাি িতূ্রাশয এবং/অথবা অরন্ত্রি  ায ম ামিতাি উপি আিাি ম ান মনযন্ত্রণ 

মনই। 
 

     প্রশ্ন 9. স্বাভার্ব্ক কায িক্রম 

 

1. আমি আিাি স্বািামব  ক্রিযা লাপগুমল (উদাহিণস্বরূপ,  ি মসংস্থান, অধযযন, 

বাম়িি  াে, অবসি সিরয  ােগুমল) অসুমবধা ছা়িাই সম্পাদন  িরত পামি &&&&&&&&&&&&&&&&&&&&&&। 

2. আমি আিাি স্বািামব  ক্রিযা লাপগুমলর  ম ছুটা  ি  ায ম িীিারব বা সািানয 

অসুমবধা সহ ারি সম্পাদন  িরত পামি। 

3. আমি আিাি স্বািামব  ক্রিযা লাপগুমল অরন   ি  ায ম িিারব সম্পাদন 

 িরত সক্ষি, যরথষ্ট অসুমবধা সহ, বা সমূ্পণ মরূরপ না। 

4. আমি শুধুিাত্র আিাি পূরব মি স্বািামব  ক্রিযা লারপি এ ঠট মছাট অনুপাত 

পমিচালনা  িরত পামি। 

5. আমি আিাি আরগি স্বািামব  ক্রিযা লাপগুমলি ম ানও পমিচালনা  িরত 

অক্ষি। 

   প্রশ্ন 10. মানর্সক কাজ      

 

1. আমি স্পষ্টিারব এবং মযৌক্রক্ত িারব মচন্তা  িরত সক্ষি, এবং আিাি মিিমি িাল 

 াে  রি। 

2. পমিষ্কািিারব এবং মযৌক্রক্ত িারব মচন্তা  িরত আিাি সািানয অসুমবধা আরছ, 

অথবা আিাি স্মমৃত  খনও  খনও আিার  বযথ ম  রি মদয। 

3. আমি স্পষ্টিারব এবং মযৌক্রক্ত িারব মচন্তা  িরত অসুমবধা মচমিত  রিমছ, বা 

আিাি স্মমৃতশক্রক্ত ম ছুটা দুব মল। 

4. স্পষ্টিারব এবং মযৌক্রক্ত িারব মচন্তা  িরত আিাি অরন  অসুমবধা আরছ, অথবা 

আিাি স্মমৃতশক্রক্ত গুরুতিিারব দুব মল। 

5. আমি স্থান এবং সিয স্থাযীিারব মবভ্রান্ত এবং মদরশহািা। 

       প্রশ্ন 11. অস্বজি এব্াং উপসগ ি 

 

1. আিাি ম ান শািীমি  অস্বক্রস্ত বা উপসগ ম মনই-মযিন, বযথা, বযাথা, বমি বমি িাব, 

চুল ামন ইতযামদ। 

2. আিাি হাল া শািীমি  অস্বক্রস্ত বা উপসগ ম আরছ—মযিন, বযথা, বযথা, বমি বমি 

িাব, চুল ামন ইতযামদ। 

3. আমি শািীমি  অস্বক্রস্ত বা লক্ষণগুমল মচমিত  রিমছ - মযিন, বযথা, বযথা, বমি বমি 
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িাব, চুল ামন ইতযামদ। 

4. আিাি গুরুতি শািীমি  অস্বক্রস্ত বা উপসগ ম আরছ-মযিন, বযথা, বযথা, বমি বমি 

িাব, চুল ামন ইতযামদ। 

5. আিাি অসহয শািীমি  অস্বক্রস্ত বা উপসগ ম আরছ-মযিন, বযথা, বযথা, বমি বমি 

িাব, চুল ামন ইতযামদ। 
          

        প্রশ্ন 12. র্ব্ষণ্নতা 

 

1. আমি মিারটও দু: মখত, মবষন্ন বা মবষণ্ণ মবাধ  মি না। 

2. আমি ম ছুটা দু: মখত, মবষন্ন বা মবষণ্ণ মবাধ  মি। 

3. আমি িাোমিিারব দু: মখত, মবষন্ন বা মবষণ্ণ মবাধ  মি। 

4. আমি খুব দু: মখত, মবষন্ন, বা মবষণ্ণ মবাধ  মি। 

5. আমি অতযন্ত দু: মখত, মবষন্ন বা মবষণ্ণ মবাধ  মি। 
          

       প্রশ্ন 13. কি 

 

1. আমি মিারটও উমদ্বগ্ন, চাপ বা নািমাস মবাধ  মি না। 

2. আমি সািানয উমদ্বগ্ন, চাপ, বা নািমাস মবাধ  মি। 

3. আমি িাোমিিারব উমদ্বগ্ন, চাপ বা নািমাস মবাধ  মি। 

4. আমি খুব উমদ্বগ্ন, চাপ, বা নািমাস মবাধ  মি। 

5. আমি অতযন্ত উমদ্বগ্ন, চাপ, বা নািমাস মবাধ  মি। 
         

       প্রশ্ন 14. প্রাণশজি 

 

1. আমি সুস্থ ও উদযিী মবাধ  মি। 

2. আমি ম ছুটা ক্লান্ত, ক্লান্ত বা দুব মল মবাধ  মি। 

3. আমি িাোমিিারব ক্লান্ত, ক্লান্ত বা দুব মল মবাধ  মি। 

4. আমি খুব ক্লান্ত, ক্লান্ত, বা দুব মল, প্রায ক্লান্ত মবাধ  মি। 

5. আমি অতযন্ত ক্লান্ত, ক্লান্ত, বা দুব মল, সমূ্পণ মরূরপ ক্লান্ত মবাধ  মি। 
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       প্রশ্ন 15. যযৌন কায িকলাপ 

 

1. আিাি স্বারস্থযি অবস্থা আিাি মযৌন  ায ম লারপি উপি ম ান মবরূপ প্রিাব মেরল 

না। 

2. আিাি স্বারস্থযি অবস্থা আিাি মযৌন  ায ম লারপি উপি সািানয প্রিাব মেরল। 

3. আিাি স্বারস্থযি অবস্থা আিাি মযৌন  ায ম লারপি উপি যরথষ্ট প্রিাব মেরল। 

4. আিাি স্বারস্থযি অবস্থা মযৌন  ায ম লাপ প্রায অসম্ভব  রি মতারল। 

5. আিাি স্বারস্থযি অবস্থা মযৌন  ায ম লাপ অসম্ভব  রি মতারল। 
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APPENDIX-D                                                                     Gantt Chart 

 

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             

Result             

1St presentation             

Discussion             

Conclusion and 

recommendatio

n 

            

2nd progress 

presentation 

            

Communication              

Final 

submission 

            

 

 


