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7. Brief Resume of the Intended Work 

7.1 NEED FOR STUDY:  

Chronic pain is a major global health care problem in the world today. As compared to acute pain, 

which has a short duration and is relatively easy to treat, chronic pain is longstanding that persists 

past the normal time of healing and is more challenging to treat. Among the other chronic pain 

conditions, chronic musculoskeletal pain is the most prevalent condition. The WHO claims that 

chronic musculoskeletal pain should be regarded as a condition and should be thought of as a 

separate issue (WHO 2014). Chronic musculoskeletal pain also is known to place a tremendous 

burden on a country’s economy.
1
  

The incidence of chronic musculoskeletal pain was calculated to be 8.3% per year.
2
 The global 

prevalence of MSDs ranges from 14% to as high as 42%; on the other hand in India, 

epidemiological studies indicate the community‑based prevalence of about 20%.
3
 The global 

chronic pain prevalence was found to be 19.3% according to a study conducted in the year 2018.
4
 

Chronic musculoskeletal pain was more prevalent in women than in men with respective values of 

57.20% and 42.80%.
5
 The prevalence in older adults was found to be between 65-86% and the 

prevalence is expected to rise dramatically based on the increasing numbers of elderly worldwide.
6
 

Many risk factors co-operate and contribute in the development of musculoskeletal pain and they 

vary because of different cultural, psychosocial, physiological, environmental and genetic  factors.
5
 

Low education, social isolation, low family income, depression, anxiety and sleep disorders, as 

well as performing manual work, being a recent immigrant, non-Caucasian and widowed, separated 

or divorced represent additional risk factors associated with musculoskeletal pain.
7
 Common  risk 

factors reported by Indian studies included female gender, increasing age, overweight and obesity, 

performing heavy physical work, tobacco chewing and low socioeconomic status.
8
 

The IASP in close cooperation with the WHO developed a classification for chronic 

musculoskeletal pain. According to the IASP’s new classification system of chronic pain which 

says that classifying chronic musculoskeletal pain not only based on site and disease category but 

also based on pain mechanism will allow better pain management with multimodal treatment.
9
  

Throughout the world chronic musculoskeletal disorders are a leading cause of chronic disease 

morbidity. Longstanding and under-treated chronic musculoskeletal pain negatively affects the 

physical, psychological and social health which in turn has a detrimental effect on the quality of life 

of individuals. Health related quality of life is a holistic concept that views human health and well-



being within the context of the World Health Organisation’s definition of health. According to 

World Health Organization (WHO), quality of life is “the individuals' 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”. A critical review done in the year 2017 showed the 

presence of worst quality of life in people with chronic musculoskeletal pain.
10

 The number of 

painful sites were shown to have been associated with deterioration of the psychosocial dimension 

of health. Furthermore, constant unbearable pain was shown to have a bad effect on the overall 

quality of life in subjects with chronic musculoskeletal pain.  

The quality of life in chronic musculoskeletal pain can be measured with the help of WHO Quality 

of Life(WHOQOL-BREF) questionnaire. Quality of life measured by WHOQOL-BREF was found 

to be low in patients with chronic musculoskeletal pain.
11-13

  

Chronic pain not only affects physical but also psychological functioning. A number of studies 

suggest that the psychological aspects which play an important part in chronic pain are 

kinesiophobia, catastrophizing and acceptance.  

Kinesiophobia (or) Pain related fear is defined “as a fear of physical movement (or) activity, 

stemming from a belief that this will cause pain, injury or re-injury”. Studies related to 

kinesiophobia in musculoskeletal conditions show its correlation with increased pain, poor physical 

function and higher physical and psychological disability.
14-15

 A study showed that 54% of the 

patients who sought care at a physiotherapy department presented with a high degree of 

kinesiophobia.
16

 

Kinesiophobia is measured with the help of Tampa Scale of Kinesiophobia which is a  standard 

outcome parameter
17-18

 used in various chronic musculoskeletal pain conditions.
16,19

 

Catastrophizing refers to an exaggerated negative interpretation to an expected or actual experience 

of pain, and is characterized by magnification of the potential negative aspects of pain, a feeling of 

helplessness in coping with pain, and an inability to disengage from thoughts about pain in 

anticipating, during, or after experiencing pain. 
 

Pain catastrophizing can be measured with the help of the Pain Catatsrophizing Scale (PCS) which  

has been widely used
17

 in various chronic pain conditions. Pain catastrophizing was shown to have 

influence on pain intensity, disability and emotional wellbeing. Studies done on pain 

catastrophizing using the Pain Catastrophizng Scale found that patients who catastrophize pain 

report higher levels of psychological disability.
20

 



In the last two decades the role of pain acceptance in chronic pain has received increased attention. 

Pain acceptance is viewed as “a willingness to experience continuing pain without needing to 

reduce, avoid or otherwise change it”.
21

 Attempts to control or reduce the pain have shown to 

impact individuals with regards to limited quality of life, reduced engagement in valued activities 

and reaching personal goals.
22

 Pain acceptance has been studied by researchers to identify its role 

in chronic pain. In a study by McCracken
23

 to examine the concept of acceptance of pain in chronic 

pain patients concluded that greater acceptance of pain was associated with reports of lower pain 

intensity, less pain- related anxiety and avoidance, less depression, less physical and psychosocial 

disability, more daily uptime, and better work. Acceptance of pain was shown to have entailed 

better adjustment to the pain experience. Barlow and colleagues found that disease acceptance was 

associated with reductions in fatigue, pain, anxiety, and depression. Other Researchers also 

demonstrated that increased acceptance was associated with improvements in physical, social, 

psychological and emotional functioning and in analgesic and health care use.
24-26

 

 Pain acceptance is measured with the help of Chronic Pain Acceptance Questionnaire (CPAQ).
27-28

 

It has been used in chronic musculoskeletal pain patients
29-30

 where acceptance was shown to 

reduce the impact of pain intensity and disability.  

In a study done to investigate the relations among catastrophizing, acceptance, and quality of life in 

patients with chronic low back pain, the authors
31

 concluded that catastrophizing had a negative 

impact on the quality of life and acceptance had a positive influence on the quality of life. In 

another similar study that considered and compared the characteristics of pain, kinesiophobia, and 

quality of life in patients with low back and neck pain showed a decreased quality of life in these 

patients.
(32) 

From the above two studies we can conclude that both catastrophizing and 

kinesiophobia were associated with a poor quality of life. 

Pain acceptance, as a psychological component, has a role in chronic pain especially in chronic 

musculoskeletal pain. The
 
 role of acceptance  in determining the quality of life in chronic low back 

pain cases  was studied and it was found that acceptance was found to be positively associated with 

self-reported quality of life.
33

 Furthermore, the authors concluded that activity engagement and 

pain willingness may influence different subjective interpretations of quality of life in each chronic 

pain population, and this should be systematically investigated. Although this study focused on 

subjects with low back pain, no other study has found the association between pain acceptance and 

quality of life in other musculoskeletal pain conditions. Therefore, a need arises to confirm the 

findings of the association of pain acceptance with self-reported quality of life in subjects with 



chronic musculoskeletal pain. Understanding the role of pain acceptance on the quality of life of 

individuals is imperative so that effective acceptance based rehabilitation programs are introduced 

and directed towards the management of chronic musculoskeletal pain. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



7.2 REVIEW OF LITERATURE: 

In a survey done to find the prevalence of musculoskeletal disorders in a Delhi Study Centre, the 

prevalence was found to be 7.08%.
34

 A cross-sectional study was conducted in the year 2019 to 

determine the prevalence of chronic pain in central India. A total of 1,674 patients, who attended a 

Primary Health Care (PHC) centre over a period of two months, were included in the study. 

Prevalence of chronic pain was analyzed with respect to age, gender and site of pain. The reported 

prevalence of chronic pain was found to be 19.23%. Women in the age group 21-60 years were 

more affected than men.
35

 In a similar cross-sectional study conducted on 493 subjects in a tertiary 

health care hospital in Punjab to find the prevalence of chronic musculoskeletal pain by using the 

Nordic Musculoskeletal Questionnaire (NMQ) and Numerical rating Scale (NRS),  found the 

prevalence of chronic musculoskeletal pain to be higher among women (57.20%) than in men 

(42.80%).
5
 

In a narrative review the WHO (World Health Organisation) and IASP (International Association 

of Study of Pain) generated an improved systematic classification of chronic musculoskeletal pain 

introducing the concept of chronic primary pain and chronic secondary pain, the two main types of 

chronic musculoskeletal pain. Chronic primary musculoskeletal pain was described to be chronic 

pain experienced in muscles, bones, joints, or tendons that (a) is characterized by significant 

emotional distress (such as anxiety, anger, frustration, or depressed mood) or functional disability 

(interference in daily life activities and reduced participation in social roles), and (b) cannot be 

attributed directly to a known disease or damage process. The chronic secondary musculoskeletal 

pain is described as chronic musculoskeletal pain that arises from an underlying disease classified 

elsewhere. This classification was based on pain site, disease category and pain mechanism and 

was intended to help manage chronic musculoskeletal with multimodal treatment.
9
 

In a review done in 2007 to summarize the impact of chronic musculoskeletal pain on the health 

related quality of life, E. Handan and colleagues stated that  chronic musculoskeletal pain had a 

negative impact on the physical, social and emotional well-being.
36

 Individuals with chronic 

musculoskeletal pain were likely to have long-term activity limitation, pain-related fear and 

anxiety, activity avoidance, depression and in turn these factors could affect the leisure time and 

social contacts of the individuals. In another similar review, by Priscilla G et al in 2017, done to 

analyze the relationship between chronic musculoskeletal pain and the different quality of life 

dimensions in adults, concluded that people with chronic musculoskeletal pain had a bad quality of 

life.  The severity of disease was shown to have an effect on the physical and emotional dimensions 



of quality of life.
10

 From the above two reviews we can conclude that chronic musculoskeletal is 

known to have a negative impact on the quality of life of individuals. 

A cross-sectional study was conducted to find out the reliability and validity of Quality of Life 

(WHOQOL-BREF) questionnaire in English, Chinese, Malay and Arab versions.
37

 In this study 

confirmatory factor analysis, known-group validity, internal consistency (Cronbach’s alpha) and 

test-retest reliability using the inter-class correlation co-efficient (ICC) was performed. Cronbach’s 

alpha exceeded 0.7 and ICC exceeded 0.4 for all domains in all language versions. Therefore, the 

WHOQOL-BREF was found to be a valid and reliable tool for assessing QOL in all four languages. 

WHOQOL_BREF was used in 125 individuals with chronic low back pain to demonstrate the 

negative effects of the condition on the quality of life. The WHOQOL-BREF instrument was 

shown to have the ability to distinguish the patients with chronic low back pain and subjects 

without low back pain.
13

 From the above two studies we can conclude that WHOQOL-BREF is a 

reliable and valid tool in assessing the quality of life of individuals with chronic musculoskeletal 

pain. 

A study
38

 was done to develop an extended NMQ (NMQ-E) to collect greater information 

regarding musculoskeletal pain, examine test–retest reliability and the reproducibility of alternate 

administration methods. The NMQ-E was self-administered by 59 Bachelor of Nursing students. It 

was found that the NMQ-E collected reliable information regarding the onset, prevalence, and 

consequences of musculoskeletal pain and could be administered by self-completion and personal 

interview. 

A study
39

 examined the reliability, construct validity and assessed the psychometric properties of 

English version of Tampa Scale of Kinesiophobia (TSK) in chronic musculoskeletal pain. The 

internal consistency for complete 17-item revealed high level of internal consistency with the 

cronbach’s alpha value 0.84 across each item and correlation r=0.44. The construct validity of TSK 

English version was good in relation to fear-avoidance behavior and pain catastrophizing. 

Regression analysis indicated that TSK scores were predictor of disability level. Also, another  

study
(18)

 conducted to analyze the test-retest stability of PCS and TSK and their subscales in 

chronic pain patients over long period of time. Fifty non-malignant chronic pain patients were 

given PCS and TSK twice with a mean interval between testing of fifty-two days. It was found that 

both instruments can be used as screening tool because they possessed sufficient test-retest stability 

over extended period of time in a clinical population waiting for treatment. The test-retest Interclass 

correlation of PCS and TSK was moderate being 0.67 and 0.63 respectively. 



A  portal survey
40

 was done to investigate the degree of kinesiophobia in patients with chronic 

musculoskeletal pain in the year 2008. The participants were 88 men and 173 women with chronic 

musculoskeletal pain who completed questionnaires covering back- ground data, pain variables, 

disability and psychological characteristics. The Swedish version of Tampa Scale for Ki- 

nesiophobia (TSK-SV) was used to measure kinesiophobia. Kinesiophobia was found in 56% of 

patients, with men having a higher frequency (72%) than women (48%).  

A similar was study
14

 done in the year 2010 to explore the association between fear of movement, 

psychological distress, self-efficacy and pain related to general activity and exercise in chronic 

musculoskeletal pain individuals. The outcome measures used were Numerical pain rating scale 

(NPRS), the Hopkins Symptom Checklist 25, the Tampa Scale of Kinesiophobia and the Arthritis 

self-efficacy scale. The study results put forth that patients with high fear of movement, large 

spread of pain and low self-efficacy were more likely to report increased pain during activity even 

in the absence of psychological distress.  

 

A review
41

 was conducted in the year 2019 to critically appraise the concurrent and longitudinal 

associations between pain catastrophizing and both pain intensity and disability in individuals with 

chronic musculoskeletal pain (CMP). Cross-sectional and longitudinal studies reporting on the 

associations between measures of PC, pain intensity, and disability were selected for review. Very 

low-quality evidence indicated that higher levels of PC were often, but not always, significantly 

associated with and prospectively predicted both chronic pain intensity and disability. Considering 

this, study with good study designs and methodologies are needed to make more definitive 

conclusions. 

A cross-sectional study
42

 was conducted to investigate the item content, internal consistency, and 

factor structure of the CPAQ. The study also sought to yield a revised version of the Questionnaire. 

The participants included 235 consecutive referrals to an interdisciplinary pain management 

program located in the United Kingdom. In addition to the CPAQ, participants completed a battery 

of self-report questionnaires assessing emotional distress, pain-related anxiety, and physical and 

psychosocial disability. The CPAQ-Revised demonstrated very good to excellent internal 

consistency, with alphas of 0.82 (Activity engagement) and 0.78 (Pain willingness). The CPAQ 

showed moderate to high correlations with measures of avoidance, distress, and daily functioning. 

The 2 factors of the CPAQ-revised have been found to significantly predict pain-related disability 

and distress, thus demonstrating predictive validity. 



In a cross-sectional study conducted by Lance McCracken
23

 to examine the concept of acceptance 

of pain, a category of responses that entail giving up the struggle with unyielding pain and learning 

to live a better life. A total of 160 subjects, seeking treatment at a university pain management 

centre, participated in the study. All subjects provided information about demographic and pain-

related variables including a 100-mm visual analogue measure of pain severity and an estimate of 

average daily ‘uptime’. They also completed measures of acceptance of pain, depression, pain-

related anxiety, and physical and psychosocial disability. A regression analyses showed that 

acceptance of pain predicted better adjustment on all other measures of patient function, 

independent of perceived pain intensity. The data also suggested that acceptance of chronic pain 

entailed better adjustment to the pain experience. 

A cross-sectional study
43

 conducted in the year 2017 to clarify the unique contributions of 

acceptance and catastrophizing in relation to measures of pain intensity, negative affect, and pain- 

related interference among a relatively large sample (N=249) of treatment-seeking individuals with 

long-duration, chronic pain. Participants included 249 adults who enrolled in a 3-week intensive 

interdisciplinary pain rehabilitation program in the northern Midwest region of the USA and 

completed measures of pain and related psychological and physical functioning. The results 

concluded that pain catastrophizing and acceptance both significantly, but differentially, predicted 

depressive symptoms and pain- related negative affect. Acceptance uniquely predicted pain 

interference and performance in everyday living activities.  

A cross-sectional survey conducted by M De. Boer
44

 in the year 2014 examined levels of 

mindfulness and general psychological acceptance in a sample of chronic pain patients. 89 Patients 

who were referred to the Pain Center of the University Medical Center Groningen in the 

Netherlands for inter-disciplinary pain treatment were included in the study. The outcome measures 

used were Mindful Attention Awareness Scale and Acceptance and Action Questionnaire-II. The 

study concluded that that general psychological acceptance is a strong predictor of pain-related 

catastrophizing, independent of gender, age or pain intensity. 

A cross-sectional study
45

 was done in the year 2008 to find out how acceptance of pain was related 

to a good quality of life in 86 subjects with chronic low back pain. The chronic pain acceptance 

questionnaire was used as a measure of pain acceptance. The quality of life was rated using the 

World Health Organisation Quality of Life – Pain (WHOQOL-Pain). The study concluded that 

general pain acceptance was related to a good quality of life although the causal nature of this 

relationship could not be determined from this study. 



7.3 AIM AND OBJECTIVES OF THE STUDY:  

1. To determine the association between pain acceptance and self-reported quality of life in subjects 

with chronic musculoskeletal pain. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



8. 

 

MATERIALS AND METHODS: 

8.1 SOURCE OF DATA:  

              Out Patient Department (OPD) of Physiotherapy, SDM Hospital, Dharwad 

● Study subjects:     

Inclusion Criteria:   

1. Subjects of age group between 18 to 60 years of age 

2. Duration of pain should be greater than 3 months 

3. Subjects belonging to either gender 

4. Subjects willing to participate  

Exclusion Criteria:   

1. Previous participation in Psychotherapy programs 

2. Subjects on pain relieving medications  

3. Subjects with Neuropathic pain 

4. Subjects with post-surgical or post-traumatic pain 

● Study area:  S.D.M. College of Medical Sciences and Hospital, Dharwad, Karnataka  

● Study period: 1 year             

  8.2 METHODS OF COLLECTION OF DATA: 

● Study design: A cross-sectional study 

● Sample: Consecutive sampling  

Sample size calculation was based on the previous prevalence of 19.3%
35

 as 

reported in a study. Sample size was calculated with confidence interval of 95% 

and precision of 4% and hence a total of 389 subjects will be required for the study. 

Assuming 15% of the subjects dropout, the final sample size required an addition 

of 49 subjects to be included in the study Therefore, 438 is the sample size 

established for this study. 

 

Formula used to estimate the sample size: 

n = 4pq /d2 



Where, q=expected prevalence=80.7% 

p=reported prevalence=19.3% 

d =Absolute precision=4% 

● Sampling procedure: 

In this cross sectional study all the subjects in the age group of 18-60 years, 

fulfilling the inclusion criteria and exclusion criteria will be included. The willing 

subjects will be explained about the need for the study. Prior to the interview a 

written consent will be taken. Socio-demographic data will be collected which 

includes age, gender, occupation, BMI and socio economic status. The Nordic 

Musculoskeletal Questionnaire – Extended  will be given to mark the site of pain.
43 

The Pain will be rated using the Numerical Pain Rating Scale(NPRS)
(46)

 from ‘0’ to 

‘10’, ‘0’ being no pain and ‘10’ being maximum pain experienced by the subject. 

Primary outcome measures which are Chronic Pain Acceptance Questionnaire, 

WHO Quality of Life – BREF questionnaire will be given. Following which 

secondary outcome measures such as Pain Catastrophizing Scale and Tampa scale 

of Kinesiophobia will be given to the subjects. All the data thus collected from all 

the scales will be subjected to appropriate statistical analysis. 

Nordic Musculoskeletal Questionnaire – Extended - NMQ-E is an easy to use, one-

page questionnaire designed to obtain wide-ranging information on 

musculoskeletal symptoms over nine body regions in a short time frame. 

Numerical Pain Rating Scale - The Numeric Pain Rating Scale (NPRS) is a uni-

dimensional measure of pain intensity in adults. The 11-point numeric scale ranges 

from '0' representing one pain extreme (e.g. “no pain”) to '10' representing the other 

pain extreme (e.g. “pain as bad as you can imagine” or “worst pain imaginable”).  

Chronic Pain Acceptance Questionnaire – Measure of pain acceptance, which has 

been found to have the best overall reliability and validity among a number of pain 

acceptance questionnaires. This instrument consists of 20 items in the Likert scale 

from ‘0’ to ‘6’. The CPAQ consists of two subscales: Activity Engagement and 

Pain Willingness. Greater scores on the activity engagement subscale represent a 

greater willingness to participate in activity despite having pain, whereas greater 

scores on the pain willingness subscale represent a greater willingness to have pain 



present without attempting to modify or reduce it. A higher score indicates higher 

acceptance in patients. 

WHOQOL-BREF – Measure of health related quality of life (HRQoL), which is a 

26-item, self-administered, generic questionnaire. It consists of four domains, 

namely, physical health (seven items), psychological health (six items), social 

relations (three items) and environment (eight items). The ability of the WHOQOL-

BREF to evaluate change over time was investigated in a study within an outpatient 

rehabilitation setting. The study concluded that the questionnaire was a useful 

instrument for outcome measurement.
11 

WHOQOL-BREF has been widely used all 

over the world and is found to be reliable and valid.
37 

 

Pain Catastrophizing scale -  Pain Catastrophizing Scale is a 13-item questionnaire, 

each item is provided with a five-point Likert scale with scores ranging from ‘not at 

all’ to ‘all the time’. The PCS is divided into three dimensions: Rumination, 

Magnification and Helplessness. The total score  ranges from 0-52. 

Tampa Scale of Kinesiophobia - Tampa Scale of Kinesiophobia is a 17-item 

questionnaire, each item is provided with a four-point Likert scale with scores 

ranging from ‘strongly agree’ to ‘strongly disagree’. The scale was found to be 

reliable and valid to measure kinesiophobia. 

  

● Study instrument:      

1. Data collection sheet 

2. Nordic Musculoskeletal Questionnaire – Extended
38

 

3. Numerical Pain Rating Scale
46

 

4. Chronic Pain Acceptance Questionnaire  

5. WHO Quality of Life – BREF Questionnaire 

6. Pain Catastrophizing Scale  

7. Tampa Scale of Kinesiophobia 

 

● Data collection: Ethical clearance will be obtained from institutional ethical 

committee, SDM College of Medical Sciences and Hospital, Dharwad. Written 

consent will be taken for the participation in the study from the subjects according 



to inclusion criteria. Demographic data of the subjects will be obtained by principle 

investigator. Data collection sheet, Nordic Musculoskeletalronic Questionnaire, 

Pain Acceptance Questionnaire, WHO Quality of life(WHOQOL-BREF) 

questionnaire, Tampa Scale of kinesiophobia, Pain catastrophising scale will be 

given to the study participants . The data will be statistically analyzed to find out 

the relationship between pain acceptance and quality of life in subjects with chronic 

musculoskeletal pain. 

 

● Study analysis: Descriptive analysis for the demographic data will be used. 

Pearsons correlation test will be used for analyzing the correlation between pain 

acceptance and quality of life. 

    

   

8.3 Does the study require any investigations or interventions to be conducted on patients or 

other humans or animals? (If so, please describe briefly) 

Yes, the study will assess pain acceptance using the Chronic Pain Acceptance Questionnaire 

(CPAQ), quality of life using the WHOQOL-BREF questionnaire, chronic musculoskeletal pain 

region wise using the Nordic Musculoskeletal Questionnaire - Extended (NMQE), catastrophizing 

using the Pain Catastrophizing Scale (PCS), kinesiophobia using the Tampa Scale of Kinesiophobia 

and the pain intensity using the Numerical Pain Rating Scale (NPRS) in the subjects with chronic 

musculoskeletal pain.  

 

8.4 Has ethical clearance been obtained from ethical committee of your institution in case of 

8.3?          

Ethical clearance will be obtained from Institutional Ethical Committee.               
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                                                    CONSENT FORM 

PART 1 of 2 

INFORMATION FOR PARTICIPANTS OF THE STUDY 

Dear Participants, 

We welcome you and thank you for your keen interest in participation in this research 

project. Before you participate in this study, it is important for you to understand why this 

research is being carried out. This form will provide you all the relevant details of this 

research. It will explain the nature, the purpose, the benefits, the risks, the discomforts, the 

precautions and the information about how this project will be carried out. It is important that 

you read and understand the contents of the form carefully. This form may contain certain 

scientific terms and hence, if you have any doubts or if you want more information, you are 

free to ask the study personnel, or the contact person mentioned below before you give your 

consent and also at any time during the entire course of the project. 

1. Project Title: “Association between pain acceptance and self-reported quality of life in 

subjects with chronic musculoskeletal pain : A Cross-Sectional Study” 

2. Department and institute: S.D.M. College of Physiotherapy, Sattur Dharwad. 

3. Name of the investigator: Cassindra Cardoz , M.P.T. 

4. What is the purpose of this project/study? 

To find out the association between pain acceptance and self-reported quality of life in 

subjects with chronic musculoskeletal pain. 

5. What is the selection procedure of participants?(Including the inclusion and 

exclusion criteria) 

   Inclusion criteria: 

      1. Age group – 18 to 60 years of age  

      2. Duration of pain should be greater than 3 months 

      3. Both males and females 

Exclusion criteria: 



1. Previous participation in Psychotherapy programs. 

2. Subjects on pain relieving medications 

      3. subjects withNeuropathic pain 

      4. Post-surgical or post-traumatic pain 

6. How will it be carried out (Procedure of the study)? 

Socio-demographic data, for the participants selected, is designed which includes age, 

gender, occupation, BMI, socio economic status and detailed information of the type of 

musculoskeletal pain will be collected using the Nordic Musculoskeletal questionnaire - 

Extended. Following which, the Chronic Pain Acceptance Questionnaire, WHO Quality of 

Life – BREF questionnaire, the Pain Catastrophizing Scale and the Tampa Scale of 

Kinesiophobia will be given to the subjects. 

Patient Education:  

Reasons for the study will be explained to patient; prior to interview, and before signing the 

written consent. 

7. What are the responsibilities of participants? 

Participants must agree to adhere to the principal investigator instructions and cooperate fully 

with those conducting the study and inform principal investigator in case of any untoward 

experience. 

8. What are the expected risks for the participants? 

There is as such no risk element in this study. 

9. Whether my participation in this study be kept confidential? 

Yes. Participant’s privacy and confidentiality will be maintained during and after the 

completion of the study. 

10. Can I withdraw from the study at any time during the study period? 

Yes. Participants can opt out of the study at any time during the study. 

11. If there is any new findings/information, would I be informed? 

Yes. Participants will be informed about new findings/information of study. 

12. What happens in case of study related injury? 



Prior to study all participants will be informed about the institutional policy for any injury 

occurred as a result of participation. There is as such no risk element for participants. 

13. Permission for publication? 

Results obtained after study may be published for scientific purpose. However, identity is not 

disclosed even after the study or during the publication. For any study related queries, you are 

free to contact: 

Name of contact person with official address and phone number: 

 

1)Cassindra Cardoz, SDM College of Physiotherapy, 

Manjushri Nagar, Sattur, 

Dharwad-9. 

Karnataka, India. 

Mobile: 7507284737 

Email: ccardoz77@gmail.com 

 

2)Dr.Prashant B Mukkannavar PhD,MPT 

Professor 

SDM College of Physiotherapy, 

Manjushri Nagar, Sattur, 

Dharwad-9. 

Karnataka, India. 

Mobile- 9036981180 

Email: drprashantmb@gmail.com 

 

Place:                     Signature of investigator:____________________________ 

 Date:                                    Witness Signature/ thumb impression:__________________ 

 



 

                                              Subject Signature/ thumb impression:_________________ 
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                                            INFORMED CONSENT FORM 

 

Participant’s Name: 

Age:  

Gender: 

Address: 

 

Title of the project: “Association between pain acceptance and self-reported quality of life in 

subjects with chronic musculoskeletal pain: A Cross-Sectional Study”.  

 

The details of the study have been provided to me in writing and explained to me in my own 

language. I confirm that I have understood the above study, details of the Chronic Pain 

Acceptance Questionnaire, the  Quality Of Life (WHO) questionnaire , the Nordic 

Musculoskeletal Questionnaire - Extended, the Pain Catastrophizing  Scale and the Tampa 

Scale of Kinesiophobia. I understand that my participation in the study is voluntary and that I 

am free to withdraw at any time without giving any reasons. I have been assured about the 

confidentiality of the information contributed by me. By doing so I am aware that my medical 

care or legal rights will not be affected. I agree that the data or results obtained from this 

study can be used only for scientific purpose(s) and publications. I fully agree to participate 

in the above study. 

 

 

Signature/thumb impression of the participant: ____________________ Date: 

 

Signature of the investigator:___________________________________ Date: 

 

Signature/thumb impression of the witness: _______________________ Date: 

 

 

 



 

 

 

 

 

                                                                DATA COLLECTION SHEET 

DEMOGRAPHIC DATA 

Name - 

Age - 

Gender - □M   □F 

Occupation  –  □ Housewife   □ Business   □ Labour   □ Government □ Employee        

□Agriculture   □ Other 

Marital status – □ Married   □ Unmarried   □ Widow    □ Divorced 

Educational status – □ Illiterate   □ SSC   □ HSC    □ Undergraduate   □ Postgraduate   

□Doctorate 

Religion – □Hindu  □Muslim  □Christian  □Sikh  □Jain  □Other 

Socio-economic status – □ upper class  □ upper middle class  □ lower middle class  □ upper 

lower class □ lower class. 

Height - in meters 

Weight – in kgs 

BMI – kgs /m
2
 

Underweight 

□ Normal 

□ Overweight 

□ Obese class I 

□ Obese class II 

□ Obese class III 

OP/IP number -  

Date –  

Duration of musculoskeletal pain-  

 



 

 

 

 

 



                                         

 



 



 

 

 

 



 



 

 

 



 

 



 

 

 

 



 

 

 

 



 

 

 



 

 

 

 

 



 

 

 

 

 



 

 

 
 
 

 



 
  



 

  



 

  



 

  



 

  



 


