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ABSTRACT 

Introduction: Musculoskeletal symptoms refer to a wide range of complaints which 

involve the muscles, bones, joints, tendons, ligaments and nearby soft tissues. These 

may present as pain, stiffness, swelling, tenderness, weakness, numbness and can affect 

specific regions like the back, neck or joints. Musculoskeletal symptoms are frequently 

seen in housewives due to the nature of their daily household work. Objective: To 

determine the prevalence of musculoskeletal symptoms and health-related quality of 

life among housewives at Kholamora union in Dhaka district. Methodology: This was 

a descriptive type of cross-sectional study to determine musculoskeletal symptoms and 

HRQoL among housewives at Kholamora union in Dhaka district using a sample of 

272. Interviews and phone calls using a pre-tested questionnaire were used to collect 

data. Symptoms severity was assessed using the HRQoL questionnaire and chi-square 

testing along with additional analysis were performed using SPSS. Results: The mean 

age of the participants was 46.5 years (SD = 15.0). 38.2% had primary education, 32.2% 

completed intermediate level, 25% were illiterate and 4.6% had secondary or higher 

education. A large majority 93.4% reported musculoskeletal symptoms in the past 

month. Pain intensity during household work was mostly moderate 73%, with 14.5% 

reporting mild and 12.5% severe pain. Based on the HRQoL almost all participants 

described their health as fair 98.0%. Only a few reported their health as poor 1.3% and 

just 0.7% said their health was good. Conclusion: Housewives commonly suffer from 

musculoskeletal problems especially in the hip, knee and neck. Pain affects their daily 

work and overall health. Factors like age, education, income, children and marriage 

years increase the risk. Physiotherapy, ergonomic support and awareness can improve 

their quality of life. 

Key Words: Household activities, Housewives, Low back pain, Musculoskeletal pain, 

Musculoskeletal Disorders. 
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1.1 Background: 

A vast range of physical ailments affecting muscles, bones, joints, ligaments, tendons 

and supporting soft tissues are referred to as musculoskeletal (MSK) symptoms 

(Norouzi et al. 2023, p. 617). These symptoms which can happen while moving or when 

at rest usually show up as pain, stiffness, swelling, weakness, numbness, tingling 

sensations and discomfort (Karandikar et al. 2021, p. 227). They frequently develop 

gradually as a result of repetitive activities, ongoing stress, bad posture or overuse of 

specific body parts during daily duties rather than being the direct result of trauma or 

acute injuries (El-Tallawy et al. 2021, p. 181). 

 

Musculoskeletal pain is a widespread occurrence that can happen at any point in life. 

While chronic pain develops gradually as a result of age-related degeneration or 

repetitive stress acute MSK pain may be the consequence of recent strain or damage. 

These symptoms have a major impact on peoples ability to perform daily tasks (Gupta 

and Nandini 2015, p. 313). Due to chronic pain and restricted mobility those who are 

impacted frequently have both physical and psychological costs particularly when 

symptoms disrupt regular household or work-related tasks (Sharma et al. 2019, p. 130). 

 

The five main body regions that are usually associated with musculoskeletal discomfort 

are the head, neck, trunk, lower limbs and upper limbs. According to epidemiological 

data women experience more discomfort than men in the majority of these places 

(Mondal and Bhattacharjee 2022, p. 252). For example because of their everyday 

household duties women are more prone to chronic lower back pain which frequently 

coexists with discomfort in other body areas like the neck, shoulders or wrists (Nazish, 

Charles and Kumar 2020, p. 215). Musculoskeletal problems rank among the most 

frequently reported medical conditions worldwide. It is estimated that 1.7 billion people 

worldwide suffer with MSK conditions making them the fourth most common health 

issue (Punnett and Wegman 2015, p. 13).  

 

In low-income countries musculoskeletal symptoms are reported by about one-fourth 

of the population particularly by those working in labor-intensive or informal sector 

CHAPTER-I                                                            INTRODUCTION 
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occupations (Andarini et al. 2019, p. 1). These symptoms cause daily discomfort that 

makes it difficult to carry out daily chores which significantly lowers productivity and 

general quality of life (Gasibat, Simbak and Aziz 2017, p. 27). 

 

Several studies have found that women have a higher tendency than men to face MSK 

symptoms. Numerous anatomical, hormonal and occupational factors are believed to 

be the cause of this disparity (Fazli et al. 2016, p. 53). The skeletal architecture, lesser 

muscle mass and differing hormonal cycles of females typically affect how pain is 

perceived and how much weight is supported by joints and muscles (Jacob and Ying 

2020, p. 817).  Women usually perform household and professional responsibilities that 

call for prolonged periods of static posture or repeated movement (Karla and Bhatnagar 

2017, p. 2395). 

 

For example housewives frequently engage in a variety of physically taxing activities 

without ergonomic assistance. The musculoskeletal system may experience chronic 

tension from daily tasks such lifting, cleaning, cooking and child care (Chung et al. 

2012, p. 144). When these physically demanding and repeated activities are performed 

without adequate they can lead to chronic discomfort and cumulative harm. This 

eventually results in decreased functionality and a decreased capacity to participate in 

social and domestic activities (Razavi et al. 2012, p. 395). 

 

Musculoskeletal problems especially in women are determined by various demographic 

and behavioral components. The development of MSK symptoms is influenced by a 

number of factors including age, body weight, body mass index (BMI), education level, 

healthcare access, time spent on household tasks and the quality of social support 

(Apostoli et al. 2012, p. 421). Due to their increased participation in physically 

demanding household tasks and lack of access to ergonomic equipment or preventative 

healthcare women with lower socioeconomic status are frequently more impacted 

(Dhone and Khare 2017, p. 39). 

 

The risk of strain and injury is further increased by poor body mechanics such as 

bending incorrectly, lifting large objects unsupported or maintaining bad posture (Chan 

et al. 2017, p. 1). Many housewives don't get any official instruction on ergonomics or 

safe lifting methods. Years of prolonged tension often lead to musculoskeletal 
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dysfunction which can either last or get worse as people age (Hasan and Uddin 2016, 

p. 40). Domestic work requires a lot of mental, emotional and physical energy 

particularly in societies where women are largely in charge of taking care of the home. 

Cooking, cleaning, laundry, child care and providing care for ailing or old family 

members are among the tasks that demand strength and endurance frequently without 

enough time for relaxation (Shettar and Sherkhane 2017, p. 718). These activities are 

mostly unregulated and unpaid which puts women at risk for physical strain. These 

efforts frequently go unappreciated or unacknowledged despite their vital role in society 

(Vieira et al. 2015, p. 110). 

 

According to the World Health Organization (WHO) women make up around 42% of 

the workforce worldwide and many of them work in physically demanding or informal 

industries including household work or agriculture (Clewley et al. 2018, p. 1). For 

instance more than 60% of Indian women work mostly in the home performing unpaid 

duties (Sharma et al. 2019, p. 130). Cooking alone can take up about six hours every 

day and it frequently requires awkward lifting, reaching and prolonged standing. These 

circumstances expose housewives to comparable health risks and reflect the pressures 

of industrial workplaces (Norouzi et al. 2023, p. 617). 

 

It is acknowledged that musculoskeletal conditions pose a serious threat to occupational 

health. Heavy lifting, awkward postures, extended standing or sitting and repetitive 

motions are some of the employment demands that lead to work-related 

musculoskeletal diseases (WMSDs) (Ferreira et al. 2010, p. 747). These risk factors are 

common in homes as well as workplaces, especially for stay at home moms who do 

physically demanding jobs every day without access to ergonomic facilities (Habib, 

Fathallah and Messing 2010, p. 28). 

 

Research indicates that in a variety of work environments women have a higher 

tendency than males to report having MSK pain. This could be partially explained by 

the fact that women tend to report lower pain thresholds than males which could result 

in earlier symptom awareness and reporting (Kaur et al. 2024, p. 340). Women are more 

strained and more susceptible to physical wear and tear due to the combined weight of 

job and household duties (Karandikar et al. 2021, p. 227). Life standard is greatly 

affected when persistent musculoskeletal complaints are present. Prolonged pain can 
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cause social disengagement, physical restrictions and exhaustion (Gupta and Nandini 

2015, p. 313). These symptoms have the potential to weaken motivation over time, 

affect work output and cause interpersonal stress. Quality of life (QoL) according to the 

World Health Organizations Quality of Life Group is a broad complex notion that 

includes a persons views of their environment, goals, values, cultural background and 

health (Nedjat et al. 2015, p. 61). 

 

Research repeatedly demonstrates that working women have a greater quality of life 

(QoL) than women who only handle household chores. This could be as a result of 

working women having greater access to health resources, financial independence and 

social contact (Dhone and Khare 2017, p. 39). Countries have different prevalence rates 

of musculoskeletal illnesses. Approximately 79% of women in affluent countries like 

the US will at some point in their lives have MSK symptoms. About half of women in 

Canada report having comparable problems. According to study, about 35.9% of 

housewives in India have MSK discomfort. The most common complaint affecting 

10.7% of respondents is lower back pain which is followed by upper back pain at 7.9% 

(Bihari et al. 2013, p. 80133). 

 

The likelihood of getting musculoskeletal problems can be considerably reduced by 

using ergonomic principles. People can lessen the strain that daily chores place on joints 

and muscles by encouraging good posture, body mechanics and movement strategies 

(Rosa et al. 2021, p. 13400). The strain of repeated or demanding household tasks can 

be reduced with the use of devices such ergonomic kitchen platforms, adjustable seats, 

cushioned shoes and rest periods (Leino et al. 2015, p. 1881). 

 

Successful preventative initiatives also require early diagnosis, physical therapy, 

occupational health services and health education (Arju et al. 2020, p. 189). Awareness 

initiatives that teach posture hygiene, stretching techniques and safe lifting techniques 

should target both working women and stay at home mothers. Regular exercise and the 

provision of ergonomic equipment at home can enhance muscle strength, flexibility and 

resilience (Ohlendorf et al. 2020, p. 8740). 

 

Worldwide musculoskeletal complaints and illnesses place a heavy strain on people, 

families and healthcare systems. Due to their physical obligations, lack of ergonomic 
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assistance and restricted access to preventive care women especially housewives face 

disproportionate risks (Demircioglu, Ozkal and Dag 2022, p. 115). Comprehensive 

public health policies and community-based interventions are necessary to treat these 

symptoms which are not solely medical issues but are influenced by social, economic 

and cultural variables (Manaf et al. 2021, p. 11).  

 

There is a pressing need for ergonomic education proactive healthcare services and 

focused awareness due to the rising incidence and consequences of MSK disorders 

especially among women (Razavi et al. 2012, p. 395). Housewives quality of life can 

be significantly enhanced and the long-term burden of musculoskeletal disorders can 

be decreased by ensuring improved support for them through accessible rehabilitation 

services ergonomic measures and policy changes (Vieira et al. 2015, p. 110). 
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1.2 Justification: 

Musculoskeletal symptoms are very common among women who spend most of their 

time doing household activities. Regular tasks such as cooking, cleaning, carrying water 

and lifting heavy objects often create extra pressure on muscles and joints. As a result 

many housewives gradually develop pain and discomfort which may interfere with their 

daily work. These health problems usually remain unnoticed and are not given much 

importance compared to other occupational groups. Quality of life is closely related 

with health conditions. When women suffer from musculoskeletal problems it as well 

as impacts their structural strength but also influences their mental as well as social 

well-being. In rural areas like Kholamora union the situation may become worse due to 

limited healthcare facilities and lack of awareness about prevention. For these reasons 

it is important to carry out this study in Kholamora union. The findings will help to 

identify how common musculoskeletal problems are among housewives and how these 

problems affect their overall quality of life. This knowledge can be useful for raising 

awareness, planning preventive steps and guiding health professionals and 

policymakers to improve the health of housewives in rural communities. This research 

will assist to fill the knowledge gap in this area and ensure a strong base for future 

research. The outcomes can contribute to the development of evidence-based practice 

which will benefit both the housewives and the healthcare system in rural settings. 
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1.3 Research Question: 

1. What is the prevalence of musculoskeletal symptoms among housewives at 

Kholamora union in Dhaka district?  

2. What is the level of health-related quality of life among housewives? 
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1.4   Objectives of the study: 

 1.4.1 General Objective: 

To determine the prevalence of musculoskeletal symptoms and health related quality 

of life among housewives at Kholamora union in Dhaka district. 

 

1.4.2   Specific Objectives: 

I. To evaluate the frequency and distribution of socio-demographic data. 

II. To determine the prevalence and types of musculoskeletal symptoms 

experienced by housewives at Kholamora union in Dhaka district. 

III. To evaluate different dimensions of health-related quality of life by Centers for 

Disease Control and Prevention (CDC) HRQoL-14. 

IV. To explore the association between musculoskeletal symptoms and socio-

demographic data (age, education). 

V. To explore the association between Health-Related Quality of Life (HRQoL) 

and socio-demographic data (age, education). 
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1.5 Conceptual Framework 
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Socio-demographic 

characteristic: 
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Level 

• Marital status 
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• Family 
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• BMI 

• Comorbidities 

 

• Musculoskeletal 

symptoms  

• Health-Related 

Quality of life 

among 

housewives  
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1.6 Operational definition of variables 

Musculoskeletal Symptoms 

Pain: A feeling of unpleasant sensation that happens when tissues are injured or at risk 

of damage. 

Stiffness: A condition in which movement of a joint or muscle is restricted or difficult. 

Swelling: An increase in the size of a body part, usually because of fluid build-up, 

inflammation or trauma. 

Numbness: A condition where the normal sense of touch or feeling is reduced or absent 

in a body area. 

Functional limitation: A difficulty or inability to carry out normal daily activities due 

to a health condition. 

Health-Related Quality of Life (HRQoL) 

Health-related quality of life is a multidimensional concept that reflects an individuals 

overall wellbeing in relation to their physical health, mental state, social interactions 

and ability to perform daily activities.  

Housewives 

Housewives are defined as a married woman who primarily focuses on managing 

household duties and taking care of family needs such as cooking, cleaning and 

childcare.  
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CHAPTER-II                                              LITERATURE REVIEW 

 

Musculoskeletal (MSK) pain is an important global problem due to its effects on society 

and the economy. This kind of pain which may be either short-term or long-term can 

impact the bones, muscles, tendons, ligaments and nerves among other parts of the 

musculoskeletal system. Most people will certainly suffer some kind of MSK 

discomfort at some point in their lives. This discomfort is frequently caused by 

repetitive strain, trauma, ordinary physical activity or pre-existing musculoskeletal 

problems (Norouzi et al. 2023, p. 617). These diseases can cause chronic pain that 

develops over time or sudden-onset pain brought on by injury both of which can impede 

physical function and lower general well-being (El-Tallawy et al. 2021, p. 181). 

 

Musculoskeletal problems rank second among all medical conditions in terms of 

disability-adjusted life years making them one of the major causes of impairment 

worldwide. Their burden goes beyond personal hardship it also significantly strains the 

healthcare system and lowers the productivity of the impacted population (Sharma et 

al. 2019, p. 130). Women particularly housewives seem to be disproportionately at risk 

among these groups since they frequently perform heavy physical labor at home 

without acknowledgment or institutional support (Karla and Bhatnagar 2017, p. 2395). 

 

There are a number of known contributing factors that increase housewives chance of 

developing musculoskeletal discomfort. These include diminished economical 

resources, reduced educational attainment and age-related physiological changes. The 

risk is increased by the long hours spent handling home duties and the lack of sufficient 

social or family support (Vieira et al. 2015, p. 110). Women are typically in charge of 

a wide range of taxing household tasks in many cultures including cooking, cleaning, 

laundry, fetching water and taking care of the elderly and children. These physically 

demanding activities are frequently carried out without the appropriate ergonomic gear, 

consistent rest or sufficient recuperation time (Nazish, Charles and Kumar 2020, p. 

215). 

 

Housewives usually perform these duties for a number of hours every day frequently 

without breaks and in physically demanding positions. Musculoskeletal issues 
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gradually emerge as a result of the cumulative impact of bad posture, repetitive bending, 

incorrect lifting techniques and extended periods of standing (Gasibat, Simbak and Aziz 

2017, p. 27). Often linked to multitasking and providing care. When early intervention 

and medical consultation are lacking or postponed, these variables may eventually 

result in chronic pain, functional restrictions and a lower quality of life (Ohlendorf et 

al. 2020, p. 8740). 

 

In one study for example 62.2% of participants reported having lower back pain making 

it the most frequent musculoskeletal discomfort among housewives according to recent 

research (Razavi et al. 2012, p. 395). This finding agrees with previous studies of rural 

housewives in Kanpur, India where over 83% of participants voiced comparable 

grievances. Lower back pain considerably hampered the womens capacity to carry out 

daily duties in both situations indicating a robust correlation between lumbar 

musculoskeletal stress and household burden (Preeti and Mehta 2022, p. 13). The long-

term effects of untreated musculoskeletal pain could be lessened by increasing 

awareness, encouraging ergonomic education and including domestic workers in public 

health planning (Rahman et al. 2011, p. 32). The prevalence of MSK diseases is 

expected to increase in the absence of such interventions especially among women who 

perform unpaid domestic work (Mondal and Bhattacharjee 2022, p. 252). 

 

Musculoskeletal discomfort was found to be closely connected with tasks including 

meal preparation, vegetable slicing. These results are consistent with other studies that 

highlighted ergonomic flaws such as improper kitchen shelf heights and awkward 

working positions as major causes of musculoskeletal strain (Punnett and Wegman 

2015, p. 13). Lower back pain was shown to be the most common complaint in the 

current study other studies have found different trends based on the participants 

demographics and professional backgrounds (Bihari et al. 2013, p. 80133).  

 

Studies comparing working women to housewives found that working women 

experienced shoulder pain more frequently. This variation illustrates how the location 

and intensity of musculoskeletal pain can be influenced by variables such as occupation, 

posture and work environment (Dhone and Khare 2017, p. 39). In Chhattisgarh, India 

found that 60% of housewives had musculoskeletal ailments which lends credence to 

these findings. Lower back pain (37.95%), bilateral knee pain (39.27%) and hip 
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discomfort (19.47%) were the most often reported issues in that group. These regional 

variations emphasize how local lifestyle choices, customs and home ergonomics shape 

the occurrence and severity of these illnesses (Gupta and Nandini 2015, p. 313). The 

study populations narrow focus which exclusively included housewives living in 

Bahawalpur City was another limitation. Because of this regional limitation the findings 

cannot be carelessly extended to larger populations. The study did find a numerically 

strong association between musculoskeletal pain and the amount of time spent on 

domestic tasks. According to complementary results from research done in North India 

growing older is a major risk factor (Arju et al. 2020, p. 189). These collective 

observations imply that a more comprehensive and inclusive approach is required to 

completely comprehend the complex and multivariate nature of musculoskeletal 

problems among women who perform domestic work (Vieira et al. 2015, p. 110). 

 

The study overall conclusions clearly show that musculoskeletal pain especially lower 

back pain which was the highest commonly reported problem is substantially correlated 

with extended household job engagement. These findings are consistent with other 

studies carried out in Bangladesh and other areas which also highlighted the negative 

effects of bad posture and repetitive physical activity on musculoskeletal health (Hasan 

and Uddin 2016, p. 40). Although the study provided insightful information about the 

impact of musculoskeletal pain on housewives it also highlighted the need for more 

research that includes ergonomic evaluations, preventative measures and larger more 

diverse populations in order to create targeted efficient interventions (El-Tallawy et al. 

2021, p. 181). Another research intended to investigate the association between the 

prevalence of musculoskeletal disorders (MSD) and extent of bodily activity. The 

outcomes showed that 89% of the female participants had MSD which is a rather high 

prevalence. This rate is noteworthy particularly in light of Malaysia 50% prevalence 

among office workers of both sexes (Chung et al. 2013, p. 144). 

  

The study prevalence was higher than that of Iran where 53% of women were afflicted 

and Lebanon where 77% of women were afflicted (Kaur et al. 2024, p. 340). The rate 

in this study was somewhat lower than that of housewives in India where the frequency 

approached 100% because to duties like cleaning and often carrying heavy objects or 

kids who weighed more than 10 kg. Housekeeping is a significant independent risk 

factor for women musculoskeletal illnesses according to these comparative data (Habib, 
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Fathallah and Messing 2010, p. 113). Out of all the different kinds of MSDs the low 

back showed the greatest occurrence (35.4%) followed by the knees (31.7%), ankles or 

feet (30.6%) and elbows (30.6%). The least common was 1.2%. Lower back MSDs are 

the most common ailment according to numerous worldwide researches conducted in 

nations like Malaysia, Brazil, Italy and Canada (Ahlgren et al. 2012, p. 212). Muscle 

strains weak postural muscles that lead to instability restricted spinal joint flexibility 

and spinal disc degeneration or herniation are all contributing factors. Research 

indicates that the kinds of cleaning equipment women use that require bending and 

kneeling may contribute to MSDs (Preeti and Mehta 2022, p. 843). 

  

The lower back is severely strained by household tasks that call for uncomfortable 

postures such as bending, kneeling and working in tight areas to sweep, clean floors, 

wash clothing or move heavy objects. The spine is stressed by these repetitive bending, 

twisting, lifting and pushing motions (Vieira et al. 2015, p. 110). Housewives with 

musculoskeletal diseases frequently have higher body mass index than housewives 

without such conditions. The frequency of MSDs reported and BMI were found to be 

significantly correlated in the study. Studies including veterans of the armed forces have 

found similar associations between greater BMI and more severe pain (Gomez, Suarez 

and Sosa 2023, p. 100654).  

 

Previous research has also shown a strong association between BMI and 

musculoskeletal problems affecting the lower back, knees, ankles and feet. MSDs are 

more likely to affect muscles that are subjected to high levels of mechanical stress 

(Demircioglu, Ozkal and Dag 2022, p. 115). A higher body mass index (BMI) is 

associated with an increased risk of metabolic syndrome a collection of conditions that 

includes obesity, hypertension and excessive blood sugar (Leino et al. 2015, p. 1881). 

 

The greater part of housewives were found to be sedentary with only a small percentage 

(3.7%) being considered physically active. Although it is less than the abnormally high 

inactivity recorded in Vietnam (93.5%). Its inactivity rate is higher than that of Laos 

(8.9%), China (9.1%) and the Philippines (6.4%). In contrast earlier studies conducted 

in Malaysia revealed that the majority of people, regardless of age or occupation, 

regularly participate in physical activity (66.5%) (Sharma et al. 2019, p. 130). The study 

looked at 100 housewives prevalence of MSDs and the factors that contribute to them. 
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32.9% within the age range of 20 and 30, 20.2% within the age range of 40-50 and 

46.8% were between the ages of 30 and 40. The incidence of MSDs among housewives 

is demonstrated by the noteworthy 79% of respondents who reported having them in 

one or more body parts. These findings are consistent with previous research that 

indicated that all housewives in Delhi and Noida, India have musculoskeletal issues 

(Karla and Bhatnagar 2017, p. 2395). 46.8% of participants said that MSDs affected 

various body locations further highlights the scope of the problem. The lower back 

(21.5%), neck (19%), knees (10.1%) and shoulders/elbows (1.3%) were the most 

frequently affected areas. Similar trends were observed in comparison with lower back 

problems accounting for the majority (19%), knees (17%) and feet/ankles (14.7%).  

 

Environmental, lifestyle, cultural and household duty factors that influence the 

prevalence and distribution of MSDs may be the cause of these variations between 

studies (Jacob and Ying 2020, p. 817). A number of risk factors such as physically 

demanding tasks and postures that put pressure on the body contribute to the 

development of MSDs in housewives (Shettar and Sherkhane 2017, p. 718). Another 

important aspect was body mass index (BMI) which in this study showed that 48.1% 

of overweight women had MSDs. Being overweight probably puts more mechanical 

strain on tissues and joints, which results in pain, discomfort and decreased mobility 

(Rosa et al. 2021, p. 13400).  

 

According to earlier studies women who have more dependents experience increased 

duties, stress and less free time all of which might contribute to the onset of MSDs. 

These findings are supported by the fact that 50.63% of the housewives surveyed here 

reported having MSDs and 40% of them had more than four children. Long-term 

participation in domestic duties raises the risk of MSDs (Gasibat, Simbak and Aziz 

2017, p. 27). Prolonged physical exertion and repetitive motions which wear down and 

strain various body parts. According to this study a 54.4% prevalence of MSDs was 

reported by 43% of women who worked 5-8 hours a day on housework. When doing 

housekeeping for at least four hours a day five days a week 36% of housewives reported 

having MSDs especially lower back pain (Habib, El Zein and Hojeij 2012, p. 201). 

   

Cooking and dishwashing are two common household chores that involve extended 

standing and repeated hand motions. Mopping and other cleaning duties frequently 
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require awkward postures due to confined or difficult places (Hawkka et al. 2012, p. 

485). According to the survey 40.50% of women worked in childcare and other 

domestic tasks and 59.49% of women cooked (Chung et al. 2012, p. 144). 23% of 

housewives reported receiving help with household chores with 13% specifically 

receiving aid with sweeping and washing according to the research. More people with 

domestic help reported shoulder and neck pain than other joint pain (Manaf et al. 2021, 

p. 11).  

 

Compared to part-time housewives full-time housewives devote more time and effort 

to domestic duties like childcare, cleaning, cooking and money management (Gupta 

and Nandini 2015, p. 313). 47% of housewives in this study said they regularly 

exercised which supports the result that just 23.8% of housewives participated in 

physical activities including jogging, cycling and walking. Studies have shown that 

consistent exercise increases muscle strength, flexibility and endurance which improves 

posture, lowers tiredness, speeds up recovery and enhances everyday functional 

performance (Jacob and Ying 2020, p. 817).  

 

According to the report, 44.3% of housewives avoided doing chores because they were 

in excruciating discomfort. Of those who sought medical attention 50% went to general 

practitioners, 26% to orthopedic specialists and 12% to physiotherapists. But just 60% 

of people who consulted a doctor followed their treatment plans. Social conventions 

that frequently emphasize medication as the main method of health treatment may have 

an impact on this disparity (Nazish, Charles and Kumar 2020, p. 215). 
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CHAPTER-III                                                           METHODOLOGY 

 

3.1 Study Design:  

 This was a descriptive type of cross-sectional study to determine the prevalence of 

musculoskeletal symptoms and health-related quality of life among housewives at 

Kholamora union in Dhaka district. 

3.2 Study Area:  

The data for this study were collected from Kholamora union in Dhaka district.  

3.3 Study Place: 

The present study was conducted at Saic College of Medical Science and Technology 

(SCMST) at Mirpur in Dhaka city. 

3.4 Study Period: 

The duration of the study was June 2024 to July 2025. 

3.5 Study Population: 

The study population was housewives whose ages were between 20 to 79 years at 

Kholamora union in Dhaka district. 

3.6 Sample Size: 

To determine the sample size for the study on musculoskeletal symptoms and health-

related quality of life among housewives at Kholamora union in Dhaka district the 

following formula for sample size estimation in cross-sectional studies was used:  
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Formula: 

 

 

                                                                     = 272 

 

 

 

Here,  

z (confidence interval) =1.96  

p (prevalence) = 0.77 (Habib et al., 2012, p. 201) 

d (margin of error) =0.05  

And, q = (1-p)  

= (1-0.77)  

= 0.23 

The actual sample size was, n = 272  

So, the researcher aims to focus her study by 272 sample following the calculation  

above initially. 

 

 

 

 

 

 

 

 

 =
 2  

 2

=
1.962 × 0.77 × 0.23

0.052

= 272
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3.7 Sampling Technique: 

The study utilized a Convenience sampling technique to select participants from 

Kholamora union in Dhaka district.  

 

3.8 Eligibility Criteria  

3.8.1 Inclusion Criteria: 

1. Housewives whose age was between 20 years to 79 years were able to 

participate (Soares, Sundin and Grossi 2015, p. 181). 

2. Who willingly participated. 

 

3.8.1 Exclusion Criteria: 

1. Pregnant housewives were excluded from the study. 

      2. Any case of recent surgery was excluded from the study. 

      3. Housewives who were involved in any economically productive occupation was     

           Excluded from the study (Kaur et al. 2024, p. 390). 
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3.9 Method of Data Collection: 

 

3.9.1 Technique of Data Collection: 

Data were collected from housewives through face to face interviews. 

 

3.9.2 Instrument and Tools of Data Collection: 

Instrument of Data Collection: 

A pre-tested structured questionnaire was used for data collection. It was divided into 

three main sections. The first section focused on socio-demographic information, 

including age, religion, education, family details, income, height, weight, BMI, number 

of children and marriage duration. The second section addressed musculoskeletal 

problems, covering the presence and site of symptoms, duration of household activities 

and pain intensity during work. The third section assessed Health-Related Quality of 

Life (HRQoL) using the core healthy days, activity limitations modules and healthy 

days symptoms module.  This part measured general health status, number of physically 

and mentally unhealthy days, activity limitations due to health conditions and the need 

for assistance in daily tasks. 

Tools of Data Collection: 

Measurement tape, weight machine. 
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Validity and Reliability of CDC HRQoL-14 Questionnaire: 

The CDC Health-Related Quality of Life (HRQoL) questionnaire is a widely used tool 

developed by the Centers for Disease Control and Prevention to assess an individuals 

perceived physical and mental health overtime. Its validity is supported because it looks 

at different areas of life such as physical health, mental well-being, social relationships 

which together give a complete picture of a persons quality of life. Research has also 

shown that HRQoL scores match well with factors like disease severity daily 

functioning and overall health which means it truly measures what it is meant to 

measure. Its reliability is also strong as studies report good internal consistency with 

Cronbach’s alpha usually above 0.70 showing that the questions within each section 

are closely related. The application of HRQoL in this cross-sectional study provides a 

standardized, reliable and valid assessment of musculoskeletal symptoms and health-

related quality of life among housewives at Kholamora union Dhaka district. 

 

Procedure of Data Collection: 

The researcher obtained permission from the Commissioner of Kholamora Union in  

Dhaka district to conduct the study. Eligible individuals were approached and informed 

about the study goals and aims. After answering questions individuals signed a written 

consent form confirming their voluntary participation. Following consent the researcher 

performed face to face interviews with a standardized questionnaire. The researcher 

thanked the participants after the interview and all data were recorded in strict 

confidentiality. 
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3.10 Data Editing: 

After data collection, the completed questionnaires were extensively reviewed for 

mistakes in the responses. Necessary corrections were done as needed. All responses 

were adequately coded for analysis.  

 

3.11 Data Entry: 

The obtained information was coded and entered into a computer. First, variable names 

were input into SPSS variable view, together with their types, values, decimals, labels, 

alignment and measurement levels. After setting up the variables the data were entered 

into SPSS data view. After all of the data the researcher double checked it to ensure 

that all of the information from the questionnaire was correctly transcribed into the 

SPSS data view. Following verification, the raw data was available for SPSS analysis. 

 

3.12 Data Analysis: 

The data for the study were analyzed with SPSS (Statistical Package for Social 

Sciences). Initially the data were cleansed by checking questionnaires for any missing 

information. In SPSS variable names were entered in the variable view, together with 

their types, values, decimal places, labels and measurement levels (nominal, ordinal, 

ratio). Data were then entered into the data view to insure appropriate transcription of 

the questionnaire. After that descriptive statistic including frequencies, percentages and 

means were computed. Bivariate analysis including chi-square tests was used to 

investigate the association between independent and dependent variables. The finding 

were then evaluated and presented in tables and charts to facilitate comprehension. 
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3.13 Ethical Consideration: 

• The research proposal was submitted to the Ethical Review Board (EBR) of 

Saic College of Medical Science and Technology (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 aims and objectives of the research were explained to every participant 

before interview and asked for their response. The respondents who gave 

informed verbal consent included in the study. 

• No physical examination or any invasive technique was applied to the 

participants for the present study. The participant was also informed of her right 

to discontinue at any point of interview. 

• The name, address and personal information of the participants were kept 

confidential by the investigator. 
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CHAPTER-IV                                                                             RESULTS 

 

For the purpose of this research a total of 152 housewives were studied to assess 

musculoskeletal symptoms and health-related quality of life at Kholamora Union in 

Dhaka District. The researcher collected descriptive data and calculated frequency, 

percentages which were then presented in tables. Individual results of the socio-

demographic information, musculoskeletal problem-related information and health-

related quality of life information are shown in different tables. The associations 

between musculoskeletal symptoms and socio-demographic variables as well as 

between health-related quality of life and socio-demographic variables are also 

presented in tabular form. 

4.1 Socio-Demographic Information 

Table no. 1: Frequency distribution of respondents according to socio-demographic  

variables 

 

Variables Category Frequency (N) Percentage (%) 

Age 20-29 26 17.1 

 30-39 21 13.8 

 40-49 39 25.7 

 50-59 19 12.5 

 60-69 36 23.7 

 70-79 11 7.2 

 Total 152 100 

                                     

Age overall (Mean ± SD) 46.49 ±15.040 

The majority of participants were aged 40-49 years (25.7%), followed by 60-69 years 

(23.7%). Other age groups included 20-29 years (17.1%), 30-39 years (13.8%), 50-59 

years (12.5%) and 70-79 years (7.2%). The mean age was 46.49 ± 15.040 years. 
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Table no. 2: Frequency distribution of respondents according to socio-

demographic variables 

 

Variables Category Frequency (N) Percentage (%) 

Educational 

Qualification 

Illiterate 
38 25.0 

 Primary Education 58 38.2 

 Intermediate 49 32.2 

 Secondary or 

higher 
7 4.6 

 Total 152 100 

                                       

 

       Variables                  Category Frequency (N) Percentage (%) 

Household 

members 

 

1-10 

 

144 

 

94.7 

 11-20 8 5.3 

 Total 152 100 

  

Most participants had completed primary education (38.2%), followed by intermediate 

level education (32.2%). Approximately of the participants (25.0%) had no formal 

education while only a small proportion (4.6%) had completed secondary education or 

higher. In terms of household size the vast majority (94.7%) lived in households of 1-

10 members with only 5.3% in households of 11-20 members. 
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Table no. 3: Frequency distribution of respondents according to socio-

demographic variables 

 

Variables Category Frequency (N) Percentage (%) 

Monthly family 

income (BDT) 

 

10000-20000 

 

78 

 

51.3 

 21000-40000 35 23.0 

 41000-80000 24 15.8 

 81000-120000 15 9.9 

 Total 152 100 

                                       

Monthly family income overall (Mean ± SD) 41625.00 ± 20812.50 

 

Variables Category Frequency (N) Percentage (%) 

Body Mass Index 16.0-18.4 (under- 

weight) 
6 3.9 

 18.5-24.9 (Normal 

weight) 
66 43.4 

 25.0-29.9 (Over 

weight) 
56 36.8 

 30-34.9 

(Moderately obese) 
17 11.2 

 35-39.9 (Severely 

obese) 
5 3.3 

 Above 40.0 

(Morbidly obese) 
2 1.3 

 Total 152 100 
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In terms of monthly family income the majority of participants 78 individuals (51.3%), 

reported earning between BDT 10000 and 20000 per month. A smaller proportion 35 

participants (23.0%), had an income ranging from BDT 21000 to 40000. 24 participants 

(15.8%) earned between BDT 40000 and 80000 while 15 participants (9.9%) reported 

a monthly income of BDT 81000 to 120000. The overall mean monthly family income 

was BDT 41625.00 ± 20812.50. In terms of Body Mass Index (BMI) 66 participants 

(43.4%) fell within the normal range (18.5-24.9) while 56 individuals (36.8%) were 

classified as overweight (25.0-29.9). A smaller number of participants 17 (11.2%), were 

moderately obese (30.0-34.9). Underweight participants 7 (3.9%), severely obese 

participants 5 (3.3%), morbidly obese participants 2 (1.3%) (Table no. 3). 
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Table no. 4: Frequency distribution of respondents according to socio-

demographic variables 

 

Variables Category Frequency (N) Percentage (%) 

Number of children <2 43 28.3 

 3-4 88 57.9 

 >5 20 13.2 

 5 1 0.7 

 Total 152 100 

 

 

Variables Category Frequency (N) Percentage (%) 

Marriage duration <5 2 1.3 

 6-10 18 11.8 

 11-15 14 9.2 

 16-20 14 9.2 

 >20 104 68.4 

 Total 152 100 

                                   

The number of children over half of the participants 88 (57.9%) had between 3 and 4 

children. 43 participants (28.3%) had fewer than 2 children, 20 participants (13.2%) 

had more than 5 and only 1 participant (0.7%) had exactly 5 children. As for the 

duration of marriage the majority 104 participants (68.4%) had been married for over 

20 years. A further 18 (11.8%) had been married for 6-10 years, 14 (9.2%) for 11-15 

years another 14 (9.2%) for 16-20 years and only 2 participants (1.3%) had been 

married for less than 5 years. 

 

 

 

 



30 
 

4.2 Musculoskeletal problem related Information 

Table no. 5: Frequency distribution of respondents according to musculoskeletal 

problem related questions 

 

Variables Category Frequency (N) Percentage (%) 

Experienced MSK 

symptoms in last 

month 

 

Yes 142 93.4 

 No 10 6.6 

 Total 152 100 

                                                   

 

Variables Category Frequency (N) Percentage (%) 

Location of 

pain/discomfort 

 

Neck 

 

19 

 

12.5 

 Arms/Elbows 14 9.2 

 Hips 97 63.8 

 Knees 21 13.8 

 Feet 1 0.7 

 Total 152 100 

                                  

In the last month 142 participants (93.4%) reported musculoskeletal (MSK) symptoms, 

while 10 participants (6.6%) did not. Among the affected body areas, the hips were the 

most frequently reported site of discomfort, mentioned by 97 participants (63.8%). 

Neck pain was reported by 19 individuals (12.5%), while 21 (13.8%) experienced knee 

pain and 14 (9.2%) had pain in the arms or elbows. Only one participant (0.7%) reported 

discomfort in the feet. 
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Table no. 6: Frequency distribution of respondents according to musculoskeletal 

problem related questions 

 

Variables Category Frequency (N) Percentage (%) 

Hours spent on 

household 

activities 

 

2-4 hours 
 

92 

 

60.5 

 4-6 hours 47 30.9 

 6-8 hours 10 6.6 

 >8 hours 3 2 

 Total 152 100 

                                  

 

Variables Category Frequency (N) Percentage (%) 

Number of 

participants by pain 

Intensity during 

household work 

 

 

Mild 

 

22 

 

14.5 

 Moderate 111 73 

 Severe 19 12.5 

 Total 152 100 

                                  

Duration of daily household activities the majority of participants 92 (60.5%) reported 

spending 2 to 4 hours on such tasks. A further 47 participants (30.9%) spent 4 to 6 

hours, 10 participants (6.6%) engaged in household work for 6 to 8 hours and just 3 

participants (2.0%) reported working more than 8 hours per day. Concerning pain 

intensity during household chores, most respondents 111 (73.0%) described their pain 

as moderate. Meanwhile, 22 individuals (14.5%) reported mild pain, and 19 participants 

(12.5%) experienced severe pain during these activities. 
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4.3 Health-Related Quality of Life 

Table no. 7: Frequency distribution of respondents according to Health-Related Quality 

of Life 

 

Variables Category Frequency (N) Percentage (%) 

General health 

status 

Good 
1 0.7 

 Fair 149 98.0 

 Poor 2 1.3 

 Total 152 100 

                                     

 

Variables Category Frequency (N) Percentage (%) 

Physically 

unhealthy days 

5 days 
20 13.2 

 10 days 42 27.6 

 15 days 90 59.2 

 Total 152 100 

                                       

 

Variables Category Frequency (N) Percentage (%) 

Mentally 

unhealthy days 

5 days 
6 3.9 

 10 days 21 13.8 

 15 days 1 0.7 

 None 124 81.6 

 Total 152 100 
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The participants general health revealed that only a very small proportion (0.7%) 

reported their health as good. The vast majority (98%) rated their health as fair, while 

just 1.3% described it as poor. In terms of physical health difficulties, more than half 

of the respondents (59.2%) experienced 15 physically unhealthy days within a month. 

27.6% reported 10 days of poor physical health, whereas 13.2% indicated only 5 days 

of such difficulties. With respect to mental health, a large majority (81.6%) did not 

report any mentally unhealthy days. However, 13.8% experienced 10 days of mental 

distress, 3.9% reported 5 days and only 0.7% indicated 15 days of mental health 

problems (Table no. 7). 
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Table no. 8: Frequency distribution of respondents according to Health-Related 

Quality of Life 

 

Variables Category Frequency (N) Percentage (%) 

Days poor health 

limited activities 

5 days 
5 3.3 

 10 days 8 5.3 

 15 days 3 2 

 None 136 89.5 

 Total 152 100 

 

 

Variables Category Frequency (N) Percentage (%) 

Any activity 

limitation 

 

Yes 

 

143 

 

94.1 

 No 9 5.9 

 Total 152 100 

                                    

The number of days in which poor health restricted daily activities, most respondents 

(89.5%) experienced no such limitations. 5.3% reported being limited for 10 days, 3.3% 

for 5 days and 2% for 15 days. 94.1% of participants acknowledged experiencing some 

form of limitation, only 5.9% reported no limitations. 
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Table no. 9: Frequency distribution of respondents according to Health-Related 

Quality of Life 

 

Variables Category Frequency (N) Percentage (%) 

Major impairment 

type 

Arthritis 
67 45.6 

 Back or neck 

problem 
5 3.4 

 Fractures, Bone/joint 

injury 
4 2.7 

 Walking problem 22 15.0 

 Lung/breathing 

problem 
5 3.4 

 Vision problem 1 0.7 

 Heart problem 31 21.1 

 Diabetes 7 4.8 

 Other 

impairment/problem 
5 3.4 

 Total 147 100 

 

Among the various impairment types arthritis was the most frequently reported 

condition (45.6%). Heart problems accounted for 21.1% of cases while walking 

difficulties were reported by 15%. Other impairments included diabetes (4.8%), back 

or neck problems (3.4%), lung/breathing difficulties (3.4%), fractures or bone/joint 

injuries (2.7%), vision problems (0.7%) and other miscellaneous issues (3.4%). 
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Table no. 10: Frequency distribution of respondents according to Health-Related 

Quality of Life 

 

Variables Category Frequency (N) Percentage (%) 

Duration of 

limitation 

0-1 weeks 
96 65.3 

 2-3 weeks 49 33.3 

 4 weeks and more 2 1.4 

 Total 147 100 

 

 

Variables Category Frequency (N) Percentage (%) 

Needs help for 

personal care 

 

Yes 

 

5 

 

3.4 

 No 142 96.6 

 Total 147 100 

 

Activity limitations lasted for 0-1 weeks in 65.3% of participants and for 2-3 weeks in 

33.3%, while only 1.4% experienced limitations extending beyond 4 weeks. When 

considering the need for assistance almost all participants (96.6%) reported not 

requiring help with personal care while a small proportion (3.4%) did. 
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Table no. 11: Frequency distribution of respondents according to Health-Related 

Quality of Life 

 

Variables Category Frequency (N) Percentage (%) 

Needs help for 

routine tasks 

Yes 
27 18.4 

 No 120 81.6 

 Total 147 100 

                                    

 

Variables Category Frequency (N) Percentage (%) 

Days pain limited 

activities 

5 days 
14 9.2 

 10 days 40 26.3 

 15 days 96 63.2 

 None 2 1.3 

 Total 152 100 

      

81.6% participants did not require assistance with routine tasks whereas 18.4% reported 

needing support. Pain-related restrictions were also explored. Most participants 

(63.2%) reported that pain interfered with their daily activities for 15 days. Another 

26.3% reported 10 days of pain-related limitation, 9.2% experienced 5 days and only 

1.3% reported no restriction from pain. 
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Table no. 12: Frequency distribution of respondents according to Health-Related 

Quality of Life 

 

Variables Category Frequency (N) Percentage (%) 

Days felt 

sad/depressed 

5 days 
5 3.3 

 10 days 11 7.2 

 15 days 5 3.3 

 None 131 86.2 

 Total 152 100 

                                      

 

Variables Category Frequency (N) Percentage (%) 

Days felt anxious 5 days 3 2.0 

 10 days 9 5.9 

 15 days 3 2.0 

 None 137 90.1 

 Total 152 100 

                                      

The results indicate that the majority of participants did not frequently experience 

emotional distress. For sadness or depression 131 participants (86.2%) reported no days 

feeling sad while 5 participants (3.3%) felt sad for 5 days, 11 participants (7.2%) for 10 

days and 5 participants (3.3%) for 15 days. In terms of anxiety 137 participants (90.1%) 

did not feel anxious with 3 participants (2.0%) feeling anxious for 5 days, 9 participants 

(5.9%) for 10 days and 3 participants (2.0%) for 15 days. 
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Table no. 13: Frequency distribution of respondents according to Health-Related 

Quality of Life 

 

Variables Category Frequency (N) Percentage (%) 

Days lacked sleep 5 days 8 5.3 

 10 days 8 5.3 

 15 days 45 29.6 

 None 91 59.9 

 Total 152 100 

                                       

 

Variables Category Frequency (N) Percentage (%) 

Days felt very 

healthy/energetic 

 

5 days 

 

1 

 

0.7 

 10 days 17 11.2 

 15 days 134 88.2 

 Total 152 100 

                                         

59.9% of participants did not experience any days of sleep deprivation while 29.6% 

reported lacking sleep for 15 days. Smaller proportions reported 5 days (5.3%) or 10 

days (5.3%) of insufficient sleep. Regarding participants perception of their health and 

energy, most participants (88.2%) felt very healthy and energetic for 15 days, 11.2% 

for 10 days and only 0.7% for 5 days.  

 

 

 

 

 

 



40 
 

Table no. 14: Frequency distribution of respondents according to Health-Related 

Quality of Life 

 

Variables Category Frequency (N) Percentage (%) 

Sum of physical + 

mental unhealthy 

days 

 

1-10 52 34.2 

 11-20 85 55.9 

 21-30 15 9.9 

 Total 152 100 

                                      

 

Variables Category Frequency (N) Percentage (%) 

30-unhealthy days 1-10 22 14.5 

 11-20 114 75.0 

 21-30 16 10.5 

 Total 152 100 

                                      

The combined total of physical and mental unhealthy days 55.9% of participants 

experienced 11-20 days of poor health, while 34.2% reported 1-10 days and only 9.9% 

experienced 21-30 days. Looking specifically at 30-day unhealthy days the majority 

75% reported 11-20 unhealthy days, 14.5% experienced 1-10 days and 10.5% had 21-

30 days.  

 

 

 

 

 

 

 



41 
 

4.4 Association 

Table no. 15: Association between musculoskeletal symptoms and age  

Musculoskeletal symptoms were reported across all age groups with the highest number 

in the 60-69 years age group (36 participants) and the 40-49 years age group (35 

participants). The lowest number of participants reporting symptoms was seen in the 

70-79 years group (9 participants). The chi-square analysis shows a statistically 

significant association between age and experienced musculoskeletal symptoms (X² = 

6.469, p = 0.05) indicating that musculoskeletal symptoms differs significantly across 

different age categories. 

 

 

 

 

 

 

 

Variables Category 

Musculoskeletal symptoms Chi Square Test 

Yes No Total ꭓ2  P-value 

Age 

20-29 25 1 26 

6.469  0.05 

30-39 19 2 21 

40-49 35 4 39 

50-59 18 1 19 

60-69 36 0 36 

70-79 9 2 11 
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Table no. 16: Association between musculoskeletal symptoms and educational    

qualification 

Variables Category 

Musculoskeletal symptoms Chi Square Test 

Yes No Total ꭓ2  P-value 

Educational 

qualification 

Illiterate 35 3 38 

0.626  0.006 

Primary 

Educatio

n 

54 4 58 

Intermed

iate 
46 3 49 

Secondar

y or 

higher 

7 0 7 

The findings indicate a significant association between education and experienced 

musculoskeletal symptoms (X² = 0.626, p = 0.006). Specifically among illiterate 

participants 35 out of 38 reported musculoskeletal symptoms. Similarly 54 out of 58 

participants with primary education and 46 out of 49 participants with intermediate 

education experienced musculoskeletal symptoms. All 7 participants with secondary or 

higher education also reported musculoskeletal symptoms. 
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Table no. 17: Association between HRQoL and age 

The findings indicate that activity limitation varies across different age groups. The 

highest number of participants reporting activity limitation was observed in the 40-49 

years (36 participants) and 60-69 years (36 participants) age groups. The Chi-square 

test shows significant association between age and activity limitation (X² = 9.043, p = 

0.054). 

 

 

 

 

 

 

 

 

 

Variables Category 

          Activity limitation Chi Square Test 

Yes No Total ꭓ2  P-value 

Age 

20-29 22 4 26 

9.043  0.054 

30-39 19 2 21 

40-49 36 3 39 

50-59 19 0 19 

60-69 36 0 36 

70-79 11 0 11 
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Table no. 18: Association between HRQoL and educational qualification 

Variables Category 

          Activity limitation Chi Square Test 

Yes No Total ꭓ2  P-value 

Educational 

qualification 

Illiterate 38 0 38 

7.425  0.060 

Primary 

Educatio

n 

56 2 58 

Intermed

iate 
43 6 49 

Secondar

y or 

higher 

6 1 7 

The findings indicate that activity limitation was reported across all education levels, 

with the highest number observed among participants with primary education 56 out of 

58, followed by intermediate education 43 out of 49, illiterate participants 38 out of 38 

and secondary or higher education 6 out of 7. The Chi-square test (X² = 7.425, p = 

0.060) suggests that there is significant association between educational qualification 

and activity limitation. 
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CHAPTER-V                                    DISCUSSION AND LIMITATION 

 

5.1 Discussion: 

The objective of the study was to determine the prevalence of musculoskeletal 

symptoms and health-related quality of life among housewives at Kholamora union in 

Dhaka district. Researcher found that 152 total populations had a history of 

musculoskeletal symptoms. A total of 152 groups had a history of musculoskeletal 

complaints according to the research. The participants in this study were primarily 40-

49 years old (25.7%), followed by 60-69 years old (23.7%) 20-29 years old (17.1%), 

30-39 years old (13.8%), 50-59 years old (12.5%) and 70 years or over (7.2%). 

According to the earlier study which involved 100 housewives the majority of 

participants were between the ages of 30 and 40 (37%) followed by those between the 

ages of 20 and 30 (26%) and those between the ages of 40 and 50 (16%) (Karla and 

Bhatnagar 2017, p. 2395). 

According to a different study, the majority of participants (52.3%) among the 384 

housewives from Bahawalpur City were in the 25-34 age range. Next in line were 

23.2% of those aged 35-44, 16.9% of those aged 45-54, 6.3% of those aged 55-64 and 

just 1.3% of those aged 65 and above (Hafeez et al. 2024, p. 422). According to a 

different assess the age group of 30 to 40 years age group represented greatest 

percentage of instances (46.8%), followed by women in the 20-30 age range (32.9%). 

The age range of 40-50 years had the lowest prevalence (20.2%) (Habib et al. 2010, p. 

113). 

According to our survey the hips were the most often affected area in terms of 

musculoskeletal discomfort (63.8%), followed by the knees (13.8%), neck (12.5%), 

arms/elbows (9.2%) and feet (0.7%). In the prior study, 21.5% of individuals 

experienced lower back discomfort, 19% reported neck pain, 10.1% reported knee pain 

and 1.3% reported shoulder/elbow pain. These discrepancies could be the consequence 

of changes in lifestyle, daily routines, cultural customs and environmental influences. 

Our participants may experience hip pain more frequently as a result of specific 

postures or repetitive housework (Karandikar et al. 2021, p. 227). 

 



46 
 

According to another study 60% of housewives in Chhattisgarh, India reported having 

musculoskeletal discomfort. The most prevalent symptoms were hip pain (19.47%), 

low back pain (37.95%) and pain in both knees (39.27%). These findings support the 

current research and demonstrate how lifestyle, cultural customs and ergonomic 

settings might affect the distribution and prevalence of musculoskeletal illnesses. This 

implies that the regions of the body that are most vulnerable to musculoskeletal 

problems are greatly influenced by local daily activities and work habits (Jacob and 

Ying 2020, p. 817). 

 

In this study the majority of housewives (60.5%) said they worked on domestic chores 

for two to four hours per day, followed by four to six hours (30.9%), six to eight hours 

(6.6%) and eight hours or more (2%). A more equal distribution was seen in the other 

study where 30.2% worked between two and four hours, 30.5% worked between four 

and six hours 22.7% worked between six and eight hours and 16.7% worked more than 

eight hours. This implies that the current study participants spent less time on domestic 

tasks overall. The majority of participants (73%), reported moderate pain, followed by 

mild pain (14.5%) and severe pain (12.5%) (Gupta and Nandini 2015, p. 313). 

 

The study also found a correlation between increased household work hours and 

increased pain intensity mild pain was more common in those who worked 2-4 hours, 

moderate pain during those who worked 4-8 hours and severe pain during those who 

worked more than 8 hours. While the percentage of people experiencing severe pain 

was lower in the current study which is probably because of shorter working hours the 

pattern is comparable (Hafeez et al. 2024, p. 422). In a different study that examined 

how many hours people spent on home chores the majority (30.5%) said they worked 

four to six hours a day closely followed by 30.2% who worked two to four hours. 16.7% 

of respondents said they engaged in more than eight hours a day while 22.7% said they 

spent six to eight hours on home chores. This distribution shows that a sizable portion 

of housewives spend a lot of time doing home chores. Even while a sizable percentage 

worked at moderate levels (2-4 or 4-6 hours) a sizable portion dedicated more than 6 

hours each day to these activities.  
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Long-term participation in household chores may raise the risk of musculoskeletal 

issues and cause more physical strain. In contrast those who work for shorter periods 

of time are probably less likely to be physically stressed but people who labor for six 

to eight hours or longer are more likely to get pain or discomfort from repetitive jobs 

and insufficient sleep (Karla and Bhatnagar 2017, p. 2395). 

 

Only a tiny percentage of participants in the article were illiterate (6.32%) while the 

majority had higher levels of education, with secondary or above (39.24%) and 

intermediate (36.7%) being the largest groupings. In this survey only 4.6% had 

secondary or higher education, 25% were illiterate and the majority had only primary 

(38.2%) or intermediate (32.2%) education. This implies that the current study 

participants typically had lower educational attainment, which could have an impact on 

their knowledge of ergonomics and self-care techniques (Karandikar et al. 2021, p. 

227). 

 

In another article a tiny percentage of participants (5.5%) had certificate-level 

qualifications or higher while the majority of participants (64.0%) had completed upper 

secondary school followed by those with lower secondary education (19.2%) and 

primary education (12.3%). The majority of respondents had modest levels of formal 

education which may have affected their perspectives, health awareness and capacity 

to make wise decisions while handling personal and family duties (Saat et al. 2022, p. 

12). 

 

A large portion of participants in this study lived in homes with 1-10 members (94.7%) 

and a tiny percentage had 11-20 members, the article depicted an almost equal 

distribution between smaller households (1-4 members) and bigger households (>4 

members). A higher domestic workload may be associated with larger households, 

which could raise the risk of musculoskeletal issues (Ahlgren et al. 2012, p. 212). There 

were no obese individuals in the article instead most participants were overweight 

(48.1%) or normal weight (29.11%). A significant percentage of participants in this 

study were moderately to severely obese (15.8%), although the majority were either 

normal weight (43.4%) or overweight (36.8%). This samples obesity may be an 

additional factor in musculoskeletal stress (Kaur et al. 2024, p. 390). 
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In a different article Participants BMI indicated a significant health concern. Sixty-three 

percent were obese, 27.4 percent were overweight, 12.3 percent were within the normal 

range and none were underweight. Elevated prevalence of overweight and obesity point 

to a combination of eating habits, lifestyle choices and physical labor from household 

tasks. A known risk factor for musculoskeletal issues, obesity can exacerbate physical 

limits in day to day activities by compromising the spine and weight bearing joints (Saat 

et al. 2022, p. 13).  

 

According to the article none of the ladies had more than three children while the 

majority (64.55%) had two to three. A smaller fraction in this study had more than five 

children (13.9%), while the majority had three to four children (57.9%). A larger family 

may result in more work around the house which would put more strain on the body. 

According to the report the majority of participants (50.63%) had been married for 6 to 

15 years with fewer having longer or shorter lengths. The majority of survey 

participants (68.4%) had been married for more than 20 years. Longer marriages can 

indicate more time spent on household duties which could increase the likelihood of 

musculoskeletal issues (Kaur et al. 2024, p. 390). 

 

In this study a significant association was found between pain intensity and age p = 

0.041. Similarly educational level was significantly related to pain intensity p = 0.006. 

A significant relationship was also observed between monthly family income and pain 

intensity p = 0.045. No significant association was noted between household size and 

pain intensity p = 0.986. When compared with previous findings reported a stronger 

association between age and musculoskeletal pain, where the significance level was p 

< 0.01. The relationship between educational level and pain severity was also found to 

be significant p < 0.05, which is consistent with the present study (Rahman et al. 2021, 

p. 45).  

 

On the other hand while monthly family income showed a significant relationship in 

this research p = 0.045 (Khan et al. 2020, p. 32) found no such significant association 

p > 0.05, indicating partial variation between studies. The results also revealed that the 

number of physically unhealthy days in the past 30 days was significantly associated 

with the number of children p = 0.050 and marriage duration p = 0.022. Age and poor 

health limiting activities showed a borderline significant association p = 0.054. In 
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contrast major impairment type and education were not significantly associated p = 

0.167 (Khan et al. 2020, p. 32). These findings are supported by who also reported a 

significant association between number of children and physically unhealthy days p < 

0.05. Similarly observed a significant relationship between marriage duration and 

health-related limitations p < 0.05, which aligns with the present results. The 

association between age and activity limitations was found to be stronger in another 

study p < 0.01 compared to this research p = 0.054 suggesting that age may play a more 

influential role in other populations (Akter et al. 2020, p. 61). 
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5.2 Limitation: 

In any investigation including this one complete precision is impossible to attain. When 

interpreting the finding certain restrictions and challenges must be considered: 

1.The study planned for 272 participants but due to time and situation data could only 

be collected from 152 women.  

2. The research was done in only one union (Kholamora) so the results may not match 

with women living in other areas or conditions. 

3. Only housewives were included working women or other occupational groups were 

not studied. 
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CHAPTER-VI                    CONCLUSION & RECOMMENDATION 

 

6.1 Conclusion: 

This research showed that musculoskeletal (MSK) problems are very common among 

housewives. The hip experienced the greatest impact body part followed by the knees 

and neck. Most women reported moderate pain, which often disturbed their household 

work. Almost all participants rated their general health as only fair. The outcomes also 

indicated that age, level of education and household income had a strong link with the 

level of pain. The number of children and years of marriage were related to more 

physically unhealthy days while family size did not make a difference. Common health 

problems reported by the participants included arthritis, heart disease and walking 

difficulties. Many also experienced sleep problems and pain-related activity limitations. 

The findings suggest that long hours of household work without proper support increase 

MSK issues. Physiotherapy care, ergonomic changes and health awareness can help 

reduce these problems and improve housewives quality of life. 
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6.2 Recommendations: 

1. The sample size of this study was limited. Future research with an expanded sample 

size is necessary to improve statistical reliability and ensure that the findings are more 

representative of the wider population. 

2. This study focused only on one union within Dhaka district future investigations 

should include housewives from different rural and urban areas of Bangladesh. 

3. This present study focused on musculoskeletal symptoms and health-related quality 

of life future investigations should also explore other contributing factors such as 

nutritional status, psychological well-being and the level of social support.  
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APPENDIX 

 

Consent form 

  

                                                                                             

                                         

                                                                                                         Respondent ID                                                               

                                                                                                                         

   

 

 

Dear participant, 

 

I am Tuly Akter, student of B.Sc. in physiotherapy program in the department of Saic 

College of Medical Science & Technology (SCMST) which is affiliated with Dhaka 

University. I am conducting the study entitled “Musculoskeletal Symptoms and Health-

Related Quality of Life among Housewives at Kholamora Union in Dhaka District” as 

a part of my thesis work for the partial fulfillment of B.Sc. in physiotherapy degree. 

There are the lists of question you need to fill up which include socio- demographic, 

information related, disease related and treatment related questions. For spending your 

time to participate in this self- administered interview which will take around 15-20 

minutes. There is a list of questionnaires and you need to fill up each answer. The 

information gained from this questionnaire will be used for academic purposes and will 

be kept confidential. Your participation in this study is totally voluntarily and you have 

the right to withdraw from the interview without any clarification at any moment. You 

can ask any question to the researcher regarding the study to meet up your query. 

Looking forward to your kind co-operation. 

Declaration of the participant 

I have been invited to participate in this survey. The foregoing information has been 

read to me and that has been answered to my satisfaction. I have noticed participation 

in this study is totally voluntary and I have the right to withdraw from the interview at 

any clarification. I give my consent voluntarily to be participants in this study. 

  

  

Respondent name: ………………..                            Witness name: ………………… 

  

Signature and date:  ………………                           Signature and date: …………….. 
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সম্মতি ফর্ ম 

 

 

উত্তরদাতা   আইডি: 

                                         

   

 

 

  

সম্মাডিত অংশগ্রহণকারী, 

 

আডি তুডি আক্তার, ডি.এসডস এর ছাত্রী। ঢাকা ডিশ্বডিদযািয়ের অডিভুক্ত সাইক কযিজ 

অফ মিডিযকি সায়েন্স অযান্ড মেকযিািজজ (SCMST) ডিভাযে ডফজজওযেরাডি 

মরাগ্রাযি। আডি ডি.এসডস এর আংডশক িডরিূণ ণতার জিয আিার ডেডসযসর কাযজর 

অংশ ডহসাযি " ঢাকা মজিার ম ািাযিারা ইউডি়েযির েৃডহণীযদর িযিয িাংসযিশী-অডি 

সম্পডকণত উিসে ণ এিং স্বািযসংক্রান্ত জীিিিাি" শীর্ ণক েযির্ণাটে িডরচািিা করডছ 

ডফজজওযেরাডি ডিডগ্রযত। আিিাযক িূরণ করযত হযি এিি রযের তাডিকা রয়েযছ যার 

িযিয রয়েযছ সািাজজক- জিসং যা সংক্রান্ত, তেয সম্পডকণত, মরাে সম্পডকণত এিং 

ডচডকত্সা সম্পডকণত রে। এই স্ব-শাডসত সাক্ষাত্কাযর অংশ ডিযত আিিার সি়ে িয়ে 

করার জিয যা রা়ে ১৫-২০ ডিডিে সি়ে মিযি। রোিিীর তাডিকা রয়েযছ এিং 

আিিাযক রডতটে উত্তর িূরণ করযত হযি। এই রোিিী মেযক রাপ্ত তেয একাযিডিক 

উযেযশয িযিহার করা হযি এিং মোিি রা া হযি। এই অিয়েযি আিিার অংশগ্রহণ 

সমূ্পণ ণ মস্বচ্ছা়ে এিং মযযকাযিা িুহযূতণ মকাযিা িযা যা ছাডাই আিিার ইন্টারডভউ মেযক 

রতযাহার করার অডিকার রয়েযছ। আিডি আিিার জজজ্ঞাসা মিোযত অিয়েি 

সম্পডকণত েযির্কযক মযযকাযিা রে জজজ্ঞাসা করযত িাযরি। আিিার সদ়ে 

সহযযাডেতা উনু্ম . 

  

অংশগ্রহণকারীর ঘ াষণা 

আিাযক এই জডরযি অংশগ্রহযণর জিয আিন্ত্রণ জািাযিা হয়েযছ। িূযি ণাক্ত তেয 

আিাযক িডা হয়েযছ এিং আিার সন্তুটি অিুযা়েী উত্তর মদও়ো হয়েযছ।আডি িক্ষয 

কযরডছ ময এই অিয়েযি অংশগ্রহণ সমূ্পণ ণরূযি মস্বচ্ছাযসিী এিং মযযকাযিা স্পিীকরযণ 

আিার সাক্ষাত্কার মেযক রতযাহার করার অডিকার রয়েযছ। আডি এই েযির্ণা়ে 

অংশগ্রহণকারী হযত মস্বচ্ছা়ে আিার সম্মডত ডদজচ্ছ। 

  

  

উত্তরদাতার িাি: .................         সাক্ষীর িাি:............................................. 

  

স্বাক্ষর এিং তাডর :..........................   স্বাক্ষর এিং তাডর :............................... 
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                                                       Questionnaire 

 

Musculoskeletal Symptoms and Health-Related Quality of Life among 

Housewives at Kholamora Union in Dhaka District                                                                                                                                                                

                                          Respondents Identification 

 

Name of respondent ……………………………………………………          Code No                                                                                                                                                        

 

Address……………………………………………… 

Contact No. …………………………………………………..                                                                                                                                                                                                                                                          

Socio demographic questions 

       Serial No.          Question             Response   Code 

1.1 Age of the participant ……… Years  

1.2 Religion of the 

participant 

1. Islam 

2. Hindus 

3. Christian 

4. Buddhism 

5. Others  

 

 

1.3 Educational background 

of the participant 

1. Illiterate 

2. Primary 

education 

3. Intermediate 

4. Secondary or 

higher 

 

1.4 Number of household 

members 

           

         ……………… 

 

           1.5 Family income level         

          …………… BDT 

 

1.6 Height  

             

…………………. Inch 

 

1.7 Weight             

…………………… Kg 

 

1.8 BMI (Body Mass Index)             

…………………….. 

 

1.9 Number of children 1. <2 

2. 3-4 
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3. >5 

         1.10 Marriage duration (years) 1. <5 

2. 6-10 

3. 11-15 

4. 16-20 

5. >20 

 

 

 

 Musculoskeletal problem related questions 

      Serial No           Question            Response   Code 

           2.1 Have you experienced 

any musculoskeletal 

symptoms or discomfort 

in the past month? 

       1.Yes 

       2.No 

 

 

 

           2.2 Where do you typically 

experience pain or 

discomfort? 

       1. Neck 

       2. Shoulders 

       3. Back 

       4. Arms/ Elbows 

       5. Hips 

       6. knees 

       7. Feet 

       8. Others 

 

          2.3 How much time you 

spend doing household 

activities? 

1. 2-4 hours 

2. 4-6 hours 

3. 6-8 hours 

      4.    >8 hours 

 

          2.4 How much pain you 

experience during 

household activities? 

1. Mild 

2. Moderate 

3. Severe 
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Health-Related Quality Of Life (HRQoL)  

▪ Core healthy days module 

       Serial No.           Question             Response    Code 

          3.1 Would you say that in 

general your health is: 

1. Excellent 

2. Very good  

3. Good 

4. Fair 

5. Poor 

 

 

          3.2 Now thinking about your 

physical health, which 

includes physical illness 

and injury for how many 

days during the past 30 

days was your physical 

health not good? 

1. Number of days 

2. None  

 

 

          3.3 Now thinking about your 

health, which includes 

stress, depression and 

problems with emotions, 

for how many days 

during the past 30 days 

was your mental health 

not good? 

1. Number of days 

2. None 

 

         3.4 If you answered none to 

questions 2 and 3, skip 

question 4 below: 

During the past 30 days, 

for about how many days 

did poor physical or 

mental health keep you 

from doing your usual 

activities such as self-

care work or recreation? 

1. Number of days 

2. None 
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• Activity limitation module 

Instructions: These next questions are about physical, mental or emotional problems 

or limitations you may have in your daily life. 

     Serial no           Question           Response   Code 

3.5 Are you limited in any 

way in any activities 

because of any 

impairment or health 

problem? 

1. Yes 

2. No 

 

If no, skip to Healthy 

days symptoms module. 

 

3.6 What is the major 

impairment or health 

problem that limits your 

activities? 

1. Arthritis 

2. Back or neck problem 

3. Fractures, bone/joint 

injury 

4. Walking problem 

5.Lung/breathing 

problem 

6. Hearing problem  

7. Vision problem 

8. Heart problem 

9. Stroke problem 

10. Diabetes 

11. Depression/Anxiety/ 

emotional problem  

 12. Other impairment/ 

problem 
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3.7 For how long have your 

activities been limited 

because of your 

impairment or health 

problem? 

1. Days 

2. Weeks 

3. Months 

4. Years  

 

3.8 Because of any 

impairment or health 

problem, do you need 

the help of other persons 

with your personal care 

needs, such as eating, 

bathing, dressing or 

getting around the 

house? 

1. Yes 

2. No 

 

3.9 Because of any health 

problem, do you need 

the help of other persons 

in handling your routine 

needs, such as everyday 

household chores, doing 

necessary business, 

shopping or getting 

around for other 

purposes? 

1. Yes 

2. No 
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• Healthy days symptoms module 

 

    Serial No.           Question          Response   Code 

3.10 During the past 30 days, 

for about how many 

days did pain make it 

hard for you to do your 

usual activities, such as 

self-care, work, or 

recreation? 

1. Number of days  

2. None  

 

3.11 During the past 30 days, 

for about how many 

days have you felt sad 

or depressed? 

1. Number of days 

2. None 

 

3.12 During the past 30 days, 

for about how many 

days have you felt 

worried, tense or 

anxious? 

1. Number of days  

2. None  

 

3.13 During the past 30 days, 

for about how many 

days have you felt you 

did not get enough rest 

or sleep? 

1. Number of days  

2. None 

 

3.14 During the past 30 days, 

for about how many 

days have you feel very 

healthy and full of 

energy? 

1. Number of days 

2. None 
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Scoring 

The core healthy days module subscale contains Q1. The answer format for this 

question is: 1 = excellent; 2 very good; 3 good; 4 fair; 5 = poor. 

The core healthy days module subscale also contains Q2, Q3, and Q4. The answer 

format for these questions is: 1 = number of day (fill in the blank); 2 = none. 

The activity limitations module subscale contains Q5. The answer format for this 

question is: 1 = yes; 2 = no 

The activity limitations module subscale also contains Q6. 

The answer format for this question is: 1 = arthritis/rheumatism; 2 = back or neck 

problem; 3 = fractures, bone/joint injury; 4 = walking problem; 5 = lung/breathing 

problem; 6 = hearing problem; 7 = eye/vision problem; 8 = heart problem; 9 = stroke 

problem; 10 = hypertension/high blood pressure; 11 = diabetes; 12 = cancer; 13 = 

depression/anxiety/emotional problem; 14 other impairment/problem. 

The activity limitations module subscale also contains Q7. The answer format for this 

question is fill in the blank. 

To calculate the unhealthy days score for each participant, sum the number of 

physically unhealthy and mentally unhealthy days. The maximum score is 30 unhealthy 

days, even if the number of unhealthy days totals more than 30. To calculate a healthy 

days score, subtract the number of unhealthy days from 30. 
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                                                           প্রশ্নাবলী 

 

ঢাকা মজিার ম ািাযিারা ইউডি়েযির েৃডহণীযদর িযিয িাংসযিশী সম্পডকণত উিসে ণ 

এিং স্বািয সম্পডকণত জীিি িাি | 

                                                   উত্তরদাতাযদর িডরডচডত 

 

উত্তরদাতার িাি …………………………………….                     

টিকািা………………………………………………..                                     মকাি িম্বর                          

 

মযাোযযাে িম্বর……………………………………… 

• অংশ-১ (সািাজজক এিং জিসং যােত রে) 

 ডসডর়োি িম্বর             রে              উত্তর       মকাি 

১.১ অংশগ্রহণকারীর 

ি়েস 

   ……………….িছর  

১.২ অংশগ্রহণকারীর 

িি ণ 

১. ইসিাি 

২. ডহন্দ ু

৩. ডিস্টাি 

৪. মিৌদ্ধ 

৫. অিযািয 

 

১.৩ অংশগ্রহণকারীর 

ডশক্ষার িেভূডি 

১. অডশডক্ষত 

২. রােডিক ডিদযাি়ে 

৩. িািযডিক ডিদযাি়ে 

৪. উচ্চ ডশক্ষা 

 

১.৪ আিিার 

িডরিাযরর িতণিাি 

সদসয সং যা কত? 

 

…………………………. 

 

১.৫ িডরিাযরর আয়ের 

িডরিাণ 

 

…………………………….. 

 

১.৬ উচ্চতা ……………….ইজি  

১.৭ ওজি ………………..মকজজ  

১.৮ ডিএিআই (িডি 

িাস ইিযিক্স) 

 …………………………  

১.৯ সন্তাি সং যা ১. < ২ 

২. ৩-৪ 
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৩. >৫ 

১.১০ ডিিাযহর সি়েকাি 

(িছর) 

১. < ৫ 

২. ৬-১০ 

৩. ১১-১৫ 

৪. ১৬-২০ 

৫. >২০ 
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• অংশ-২ (মিশী ও হাড সম্পডকণত সিসযা সংক্রান্ত রে) 

  ডসডর়োি িম্বর            রে          উত্তর           মকাি 

            ২.১ আিডি ডক েত 

িাযস মকাি 

িাংসযিশী িা 

অডিসংক্রান্ত 

উিসে ণ িা অস্বজি 

অিুভি কযরযছি? 

১. হযা াঁ 

২. িা 

 

            ২.২ আিডি সািারণত 

মকাো়ে িযো িা 

অস্বজি অিভুি 

কযরি? 

 

১. ঘাড 

২. কাাঁি 

৩. ডিি 

৪. হাত/কিুই 

৫. মকাির 

৬. হা াঁেু 

৭. িা 

৮. অিযািয 

 

            ২.৩ আিডি দদিজন্দি 

েৃহিাডি কাযজ কত 

সি়ে িয়ে কযরি? 

১. ২-৪ ঘণ্টা 

২. ৪-৬ ঘণ্টা 

৩. ৬-৮ ঘণ্টা 

৪. ৮ ঘণ্টার মিডশ 

 

           ২.৪ েৃহিাডি কাজ 

করার সি়ে আিডি 

কতেুকু িযো 

অিুভি কযরি? 

১. িৃদু 

২. িাঝাডর 

৩. তীব্র 
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৩.  স্বািয সম্পডকণত জীিিিাি 

• মিৌডিক সুিতা ডদযির িডিউি:  

  ডসডর়োি িম্বর            রে           উত্তর           মকাি 

৩.১ আিডি 

সািারণভাযি 

আিিার স্বািযযক 

কীভাযি িূিযা়েি 

করযিি? 

১. চিৎকার 

২.  ুি ভাযিা 

৩. ভাযিা 

৪. মিাোিুটে 

৫.  ারাি 

 

৩.২ এ ি আিিার 

শারীডরক স্বািয 

সম্পযকণ ভািুি, যার 

িযিয শারীডরক 

অসুিতা এিং 

আঘাত অন্তভুণক্ত। 

েত ৩০ ডদযি কত 

ডদি আিিার 

শারীডরক স্বািয 

ভাযিা ডছি িা? 

১. ডদযির সং যা 

২. একডদিও িা 

 

৩.৩ এ ি আিিার 

স্বািয সম্পযকণ ডচন্তা 

করুি, যার িযিয 

িািডসক চাি, 

ডির্ণ্িতা এিং 

আযিেজডিত 

সিসযা অন্তভুণক্ত। 

েত ৩০ ডদযির 

িযিয কত ডদি 

আিিার িািডসক 

স্বািয ভাযিা ডছি 

িা? 

১. ডদযির সং যা 

২. মকািও ডদি ি়ে 

 

৩.৪ যডদ আিডি রে ২ 

এিং ৩-এর উত্তযর 

"মকাযিাটেই িা" 

িযি উত্তর ডদয়ে 

োযকি, তযি ডিযচর 

রে ৪ এডডয়ে যাি: 

 

েত ৩০ ডদযি, 

আিুিাডিক 

কতডদি শারীডরক 

িা িািডসক 

১. ডদযির সং যা 

২. মকাযিাডদিই িা 
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অসুিতা আিিাযক 

আিিার স্বাভাডিক 

কায ণকিাি মযিি 

আত্ম-যত্ন, কাজ িা 

ডিযিাদি করযত 

িািা ডদয়েযছ? 

 

  



72 
 

• জক্র়োকিাি সীিািদ্ধতা িডিউি 

ডিযদণশিা: িরিতী রেগুযিা আিিার দদিজন্দি জীিযি শারীডরক, িািডসক িা 

আযিেেত সিসযা িা সীিািদ্ধতা সম্পযকণ। 

ডসডর়োি িম্বর            রে                   উত্তর        মকাি 

৩.৫ আিডি ডক 

মকাযিা অক্ষিতা 

িা স্বািয সিসযার 

কারযণ মকাযিা 

কায ণকিাযি 

সীিািদ্ধ 

আযছি? 

১.  হযা াঁ 

২. িা  

যডদ িা, তযি "সুি 

ডদিসিূযহর িক্ষণ িডিউি" 

এ চযি যাি। 

 

৩.৬ মকািটে আিিার 

রিাি 

রডতিন্ধকতা িা 

স্বািয সিসযা যা 

আিিার 

কায ণকিাি 

সীডিত কযর?" 

১. আর্থ্ ণাইটেস 

২. ডিি িা েিার সিসযা 

৩. ফ্র্যাকচার, হাড/সডন্ধর 

মচাে 

৪. হা াঁোর সিসযা 

৫. ফুসফুস/শ্বাস-রশ্বাস 

সিসযা 

৬. শ্রিণ সিসযা 

৭ .দৃটি সিসযা 

৮. হৃদযরাে সিসযা 

৯. মরাক সিসযা 

১০. িা়োযিটেস 

১১.ডির্ণ্িতা/উযেে/িািডসক 

সিসযা 

১২. অিযািয 

রডতিন্ধকতা/সিসযা 

 

৩.৭ আিিার 

রডতিন্ধকতা িা 

স্বািয সিসযার 

কারযণ কতডদি 

িযর আিিার 

কায ণকিাি 

সীডিত রয়েযছ? 

১. ডদি 

২. সপ্তাহ 

৩. িাস 

৪. িছর 
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৩.৮ মকাযিা 

রডতিন্ধকতা িা 

স্বািয সিসযার 

কারযণ ডক 

আিিাযক  াও়ো, 

মোসি করা, 

মিাশাক িরা িা 

িাডডর মভতযর 

চিাযফরার িযতা 

িযজক্তেত যযত্নর 

রয়োজিগুযিাযত 

অিযযদর সহা়েতা 

ডিযত হ়ে? 

১. হযা াঁ 

২. িা 

 

৩.৯ মকাযিা স্বািয 

সিসযার কারযণ 

ডক আিিার 

দদিজন্দি েৃহিাডি 

কাজ, রয়োজিী়ে 

মিিযদি, িাজার 

করা িা অিযািয 

উযেযশয 

চিাযফরার িযতা 

ডি়েডিত 

কাজগুযিার জিয 

অিযযদর সহা়েতা 

দরকার? 

১. হযা াঁ 

২. িা 
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"সুি ডদযির উিসে ণ িডিউি" 

ডসডর়োি িম্বর            রে           উত্তর         মকাি 

৩.১০ "েত ৩০ ডদযি, 

রা়ে কত ডদি িযো 

আিিাযক 

আিিার স্বাভাডিক 

কায ণকিাি, মযিি 

আত্ম-যত্ন, কাজ, 

িা অিসর িািি 

করযত অসুডিিা 

সৃটি কযরযছ?" 

১. ডদযির সং যা 

২. মকাযিাডদিই িা 

 

৩.১১  েত ৩০ ডদযির 

িযিয আিডি 

আিুিাডিক কত 

ডদি দুুঃড ত িা 

হতাশ অিুভি 

কযরযছি? 

 

১. ডদযির সং যা 

২. মকাযিাডদিই িা 

 

 

৩.১২ েত ৩০ ডদযির 

িযিয আিডি 

আিুিাডিক কত 

ডদি উডেগ্ন, 

উযত্তজজত িা 

দুজিন্তাগ্রি 

অিুভি কযরযছি 

১ .  ডদযির সং যা 

২. মকাযিাডদিই িা 

  

 

৩.১৩ েত ৩০ ডদযির 

িযিয আিডি 

আিুিাডিক কত 

ডদি অিুভি 

কযরযছি ময 

আিডি িয ণাপ্ত 

ডিশ্রাি িা ঘুি 

িািডি? 

১.    ডদযির সং যা 

২. মকাযিাডদিই িা 

 

 

৩.১৪ েত ৩০ ডদযির 

িযিয আিডি 

আিুিাডিক কত 

ডদি ডিযজযক  ুিই 

সুি এিং শজক্তযত 

িডরিূণ ণ অিুভি 

কযরযছি? 

১.    ডদযির সং যা 

 

২. মকাযিাডদিই িা 
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• মকাডরং 

 

মকার মহিডে মিজ িডিউি সািযকি-এ Q1 রয়েযছ। এই রযের উত্তর ফরিযাে হযিা: 

1 = চিৎকার, 2 =  ুি ভাযিা, 3 = ভাযিা, 4 = িাঝাডর, 5 =  ারাি। 

মকার মহিডে মিজ িডিউি সািযকি-এ আরও Q2, Q3 এিং Q4 রয়েযছ। এই রেগুযিার 

উত্তর ফরিযাে হযিা: 

1 = ডদযির সং যা (ফাাঁকা জা়েো়ে িূণ ণ করযত হযি); 2 = মকািটে ি়ে। 

অযাকটেডভটে ডিডিযেশিস িডিউি সািযকি-এ Q5 রয়েযছ। এই রযের উত্তর ফরিযাে 

হযিা:7 

1 = হযা াঁ; 2 = িা 

অযাকটেডভটে ডিডিযেশিস িডিউি সািযকি-এ আরও Q6 রয়েযছ। 

এই রযের উত্তর ফরিযাে হযিা: 

1 = আর্থ্ ণাইটেস/ডরউিযাটেজি; 2 = ডিি িা ঘাযডর সিসযা; 3 = ফ্র্যাকচার, হাড/জয়েযন্টর 

মচাে; 4 = হা াঁোর সিসযা; 5 = ফুসফুস/শ্বাস রশ্বাযসর সিসযা; 6 = শ্রিণ সিসযা; 7 = 

মচা /দৃটির সিসযা; 8 = হৃদযরাে; 9 = মরাক সিসযা; 10 = উচ্চ রক্তচাি; 11 = 

িা়োযিটেস; 12 = কযান্সার; 13 = ডির্ণ্িতা/অডিরতা/িযিাভাযির সিসযা; 14 = অিয 

মকাযিা অক্ষিতা/সিসযা। 

অযাকটেডভটে ডিডিযেশিস িডিউি সািযকি-এ আরও Q7 রয়েযছ। এই রযের উত্তর 

ফরিযাে হযিা: িূণ ণ করযত হযি (ফাাঁকা জা়েো়ে ডি যত হযি)। 

অস্বািযকর ডদযির মকার ডহসাি করযত, রডতটে অংশগ্রহণকারীর শারীডরকভাযি 

অস্বািযকর এিং িািডসকভাযি অস্বািযকর ডদযির সং যা মযাে করযত হযি। সযি ণাচ্চ 

মকার ৩০ অস্বািযকর ডদি, যডদও অস্বািযকর ডদযির সং যা ৩০-এর মিডশ হযিও মকার 

৩০-এর মিডশ হযি িা। 

মহিডে মিজ মকার ডহসাি করযত, অস্বািযকর ডদযির সং যা ৩০ মেযক িাদ ডদযত হযি। 
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Appendix 

  

                                                    Gant chart  

 

  

Activities/ 

months 

Sep 

24 

Oct 

24 

Nov 

24 

Dec 

24 

Jan 

25 

Feb 

25 

Mar 

25 

Apr 

25 

May 

25 

June 

25 

July 

25 

Aug 

25 

 Proposal 

presentation 

            

Introduction             

Literature 

review 

            

Methodology             

Data collection             

Data 

Analysis 

            

Result             

1st progress 

presentation 

            

Discussion             

Conclusion  

And 

Recommendation 

            

2nd progress 

presentation 

            

Communication 

with supervisor 

            

Final submission             


