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ABSTRACT 
 

Title: Prevalence of musculoskeletal pain and stress among physiotherapists 
 

 
 

Background and Objective: Musculoskeletal injuries are considered one of the largest health 

problems among physiotherapists, because the nature of the work that therapists expose 

themselves to has a high risk of pain. Although physiotherapists have expert knowledge of 

musculoskeletal injuries and injury prevention strategies because of their training and 

continuous professional development, physiotherapists still report a high incidence of work- 

related injuries during their professional practice. Work-related musculoskeletal disorders have 

a multifactorial etiology that includes not only physical stressors but also psychosocial factors. 

One such psychological factor which gains a lot of attention in day to day clinical practice is 

Stress. Hence, as there is scarcity of literature on the prevalence of musculoskeletal pain and 

stress among physiotherapists working in state of Karnataka, India, this study aimed to find the 

prevalence of musculoskeletal pain and stress. This study also aims to reflect the relationship 

between the stress and pain among physiotherapists. 

 
Materials and Methods: The study population consisted of physiotherapy professionals within 

age group of 25-40 years of age who are practicing in Karnataka. Perceived Stress Scale, 

Standard Nordic Musculoskeletal Questionnaire were used to assess the perceived stress, region 

wise musculoskeletal pain respectively. 

 
Results: 125 physiotherapists practicing in the state of Karnataka, India responded to the 

questionnaire. The prevalence of musculoskeletal pain among physiotherapists was 91.2% on 

the scores of Standard Nordic Musculoskeletal Questionnaire and 32% of them reported low 

stress, 45.6% moderate stress, and 22.4% of them demonstrated high stress. Most of the 

physiotherapists experienced pain in the upper back (42.4%), neck (41.6%) followed by lower 

back (32.8%) and wrists/hands (25.6%). 

 
Conclusion: We conclude that the prevalence of musculoskeletal pain and moderate stress is 

high among physiotherapists. The most common musculoskeletal pain was the upper back, 

neck, lower back and wrists/hands. As a result, it is important to guide towards preventive 



x 

 

 

strategies for the wellbeing at individual level and for the quality of care provided by the 

professionals. 

Key words: Prevalence; Stress; Musculoskeletal pain; Physiotherapists 
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Title: Prevalence of musculoskeletal pain and stress among Physiotherapists 
 

 

 

Introduction 
 

 

 

 

Physiotherapists are health care professionals who are focused to assess, plan and implement 

rehabilitative programs that improve or restore human motor functions, maximize movement 

ability, relieve pain syndromes, and treat or prevent physical challenges associated with injuries, 

diseases and other impairments.1 

 

 

 
 

Physiotherapists work with physically disabled patients, adults and children. They work towards 

the functional rehabilitation of physical, cognitive and psychomotor disabilities using physical 

therapy techniques. Physiotherapists regularly evaluate and treat disorders in the areas of motor 

skills and higher cortical and visceral functions, resulting from congenital, acquired and 

pathological events of varied etiology.2 

 

 

 
 

Due to the high risk of pain associated with the work that therapists are exposed to, 

musculoskeletal injuries are one of the most common health issues among physiotherapists.3 

International Association for the Study of Pain defines pain as “An unpleasant sensory and  

emotional experience associated with, or resembling that associated with, actual or potential 

tissue damage,” and is expanded upon by the addition of six key notes and the etymology of the 

word pain for further valuable context. Pain is always a personal experience that is influenced 

to varying degrees by biological, psychological, and social factors. Pain and nociception are 

different phenomena. Pain cannot be inferred solely from activity in sensory neurons. Through 

their life experiences, individuals learn the concept of pain. A person’s report of an experience 

as pain should be respected. Although pain usually serves an adaptive role, it may have adverse 
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effects on function and social and psychological well-being. Verbal description is only one of 

several behaviors to express pain, inability to communicate does not negate the possibility that 

a human or a nonhuman animal experiences pain.4 Although physiotherapists have expert 

knowledge of musculoskeletal injuries and injury prevention strategies because of their training 

and continuous professional development, physiotherapists still report a high incidence of work- 

related injuries during their professional practice.3 Physical factors and psychosocial factors 

expose physiotherapists to various work-related musculoskeletal injuries.5 

 

 

The pathogenesis of work-related musculoskeletal illnesses is multifaceted and includes both 

physical and psychosocial stressors. Psychosocial factors are defined in a variety of ways. The 

National Institute for Occupational Safety and Health points out that it is factors associated with 

the job, work environment and with the extra-work environment and characteristics of the 

individual worker. It points out further that these factors are believed to interact with each other, 

affecting health and work performance.5 

 

 

Work performance is the sum of a worker's quantitative and qualitative contributions to 

completing a task at work. In cross-sectional studies, it has been suggested that musculoskeletal 

pain disorders are significant risk factors for decreased productivity, job capacity, and work 

performance. According to the findings of a longitudinal study examining the impact of 

musculoskeletal pain on work performance, frequent musculoskeletal discomfort was linked to 

poorer performance.6 Work-related factors include job dissatisfaction, job strain (performing 

psychologically demanding tasks under time pressure while having low control over the job), 

time pressure, high mental pressure, work relationships with coworkers, support at work, and 

stress.5 

 

 

 
 

The first and most generic definition of stress is that proposed by Hans Selye, ‘Stress is the 

nonspecific response of the body to any demand’.7 Everyone is familiar with the word stress. 

The phrase is frequently used in everyday speech. Contrary to what is typically believed, stress 

is not a situation or a disease. In actuality, it is a method the body uses to get out of a difficult 
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or unpleasant environment. Our body tries to maintain homeostasis and defend itself from such 

events whenever we are under certain adverse conditions (whether they be physical or mental). 

This is done by making some adjustments. Stress is a series of actions our bodies take to deal 

with such circumstances. Selye used the term "stress" to describe the results of anything that 

substantially jeopardises the body's homeostasis. The body's homeostasis is impacted by both 

internal and external forces.8 

 

 

 
 

Although unpleasant feelings and experiences are frequently linked to stress, this is not always 

the case. Positive stress that is linked to increased performance and productivity is referred to 

as "eustress." Stress that has negative effects on performance and health is referred to as 

"distress." Whether a situation is eustress or distress depends on the individual's perception of 

the stressor and available coping mechanisms. Stress is merely a reaction to mental and physical 

demands. When we experience stress, it usually signifies that the situation's demands are greater 

than all of our available resources. Typically, when we discuss stress in our lives, we are 

discussing stressors. A stressor is any factor or circumstance that raises stress.8 

 

 

 
 

Stressors may be acute, episodic acute and chronic. Acute stress is what an individual 

experiences at the time the stressor is encountered. The stress response is activated, and the body 

returns to homeostasis once the challenge of the stressor is removed or the person successfully 

manages the situation. A person who consistently exhibits acute stress symptoms, such as 

overcommitting at work or worrying nonstop, is said to be experiencing episodic acute stress. 

Stress can have a detrimental impact on both physical and mental health. When there are 

significant life stressors or several ongoing stressors, chronic stress is the result. Stress is a 

perception of an imbalanced relationship between an individual and their environment, 

including an imbalance between their objectives and goals and the resources at their disposal for 

achieving them or between environmental demands and loads and their capacities and 

susceptibilities. Stress in the individual is assumed to be manifested as mental and somatic 

symptoms. Stress does impact in a major way on people’s health, the mechanisms and pathways 

to the somatic manifestations of its effect are of particular importance.8 
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Human activity that involves work necessitates a variety of contributions, including effort, 

dedication, time, expertise, etc. Workers seek this perception of remuneration because it helps 

them understand how psychological and social demands are met in addition to financial and 

material ones. Sadly, the reality of the workplace frequently differs. There are jobs whose 

performance does not ensure the worker's safety or whose qualities do not encourage motivation 

or permit the growth of the worker's self-esteem; in other words, they do not provide a good 

standard of living while employed. The lack of human resources and resulting work overload, 

the inability to devote enough time to patients and their families, the overwhelming amount of 

paperwork or administrative work, conflicts relating to role ambiguity and function, autocratic 

management practises and a lack of professional autonomy, employment and career 

development dimensions, interpersonal relationships within the health team, and a lack of social 

and emotional support in the workplace were all identified as sources of stress for professionals. 

Employees may view their tasks as either a duty or a right, and based on their perspective, they 

will exhibit various work-related behaviours. Numerous work experiences will unavoidably 

have an impact on a person's sense of fulfilment and level of personal happiness, but they also 

have an adverse impact on the worker. Stress develops when a worker lacks the tools to deal 

with challenging work settings or the personal resources to adjust .9,10 One of the top 10 work- 

related health issues is job stress, which is more and more linked to the development of mental 

health issues, cardiovascular disease, and musculoskeletal disorders.11 

 

 

In physiotherapy, personal involvement with patients and family members is high. Moreover, 

contact is maintained over long periods because of the frequency of interventions in long term 

or chronic pathologies.12 Stress can cause psychological changes that result in numerous adverse 

effects on an individual such as reduced competency, diminished initiative, loss of 

accountability and reduced concern for both work colleagues and the organisation as a whole. 

Additionally stress alters an individual’s physical state. The changes that occur in muscular  

structures can cause pain and discomfort resulting in an individual finding it difficult to 

concentrate on work tasks due to lack of comfort. If stress is not managed immediately the 

physical and psychological effects of it that consequently lead to mental and physical changes 

can stop an individual from working at optimum capacity.9 
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The Perceived Stress Scale (PSS) is the most widely used psychological instrument to measure 

the perception of stress. It measures the degree to which situations in one’s life are appraised as 

stressful. The scale consists of 10 items and includes a number of direct questions about current 

levels of experienced stress. The questions in the PSS ask about feelings and thoughts during 

the last month. PSS scores are obtained by reversing the scores for questions 4,5, 7, and 8 (e.g., 

0 = 4, 1 = 3, 2 = 2, 3 = 1 & 4 = 0) and then summing across all scale items. Individual scores on 

the PSS can range from 0 to 40 with higher scores indicating higher perceived stress. Scores 

ranging from 0-13 would be considered low stress. Scores ranging from 14-26 would be 

considered moderate stress. Scores ranging from 27-40 would be considered high perceived 

stress. PSS has got internal consistent reliability of 0.78 and adequate convergent validity as 

evidenced by expected negative associations with perceived health status (r = −.22, p < .001) 

and positive associations with psychosomatic symptoms (r = .28 to .34, p < .001) and health 

service utilization (r = .22, p < .001).13 

 

 

 
 

Every time the body encounters a stressor—real or imagined—a reaction is triggered to combat 

it. Not every person reacts in the same way. General Adaptation Syndrome, a description of 

how organisms react to stress, was created by Hans Selye. The stress reaction has three phases: 

1) Alarm 2) Adaptation, 3) exhaustion or recuperation, and The 'fight-or-flight' reaction is 

included in the alarm stage, which is the first one. This point gives us the ability to handle 

challenging circumstances. The body is readyto either confront or flee from the imagined threat. 

This stage causes the body to respond in a varietyof ways, including the production of the stress 

hormones cortisol and adrenaline from the adrenal glands, a rise in heart rate, blood sugar level, 

increase in blood pressure, etc. If the stressful situation isn’t resolved the body uses all its 

resources (for example, continuous secretion of stress hormones to provide energy to deal with 

the situation) to adapt to the stressful situation. This is the adaptation stage. This results in 

various types of physical (sleep problems, general tiredness, muscular pains, indigestion, 

allergies, minor infections like common colds etc.,), mental (lack of concentration), emotional 

(impatience and irritability) and behavioural problems (smoking and drinking). These reactions 
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are not hazardous in tiny doses, but if they are present for a long time, the body may go through 

deteriorating alterations. In order to protect the body from additional harm, adrenaline can cause 

muscles to instinctively contract and tense up in response to stress. Long-term muscle stress and 

overuse result in muscle fatigue, tightening, or degeneration, which raises the likelihood of 

developing musculoskeletal problems.8 

 

 

 
 

There have been theories put forth to explain how musculoskeletal problem symptoms can 

emerge in mentally demanding jobs with a little to moderate physical load. The Cinderella 

hypothesis states that motor units, which are the smallest functional components of a muscle 

and have low activation thresholds, may be engaged more or less continuously with low but 

sustained muscle activity. Continuous activation may result in metabolic problems and 

weariness, which kick-start degenerative processes and enhance pain sensitivity. Additionally, 

continual activation of these motor units may hinder muscle recovery. Sjùgaard, Lundberg 

suggested that psychosocial factors may keep low threshold motor units active, and since mental 

stress often is more lasting than physical demands, mental stress may be an important 

contributor to the risk of motor unit overuse. In view of the fact that mental stress has been found 

to have a significant effect on muscle tension it seems likely that psychosocial stress may keep 

low threshold motor units active even in the absence of physical activity, e.g. during breaks at work 

or after work. According to another theory, proposed by Schleifer (Schleifer & Ley, 1994), stress 

induced hypervenilation decreases peak CO2 levels and increases the blood pH- level (beyond , 

7.45 = alkalosis). This contributes to elevated muscular tension and a suppression of 

parasympathetic activity, The sympathetic dominance may amplify the responses to 

catecholamines.14 

 

 

 
 

Johansson and sojka (1991 ) have suggested that vicious circles may start in muscle spindles 

during stress and repetitive work, which may contribute to elevated muscle stiffness 

dysfunctional coordination and a high concentration of inflammatory substances and increased 

pain sensitivity.13 
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Knardahl (2002) has proposed a model according to which pain originates from the vessel-nerve 

interactions of the connective tissue of the muscle, rather than from energy crisis of the muscle 

cells. Different vessel-nociceptor mechanisms known to cause pain, e.g., in migraine, may be 

involved, such as vasodilation stretching the vessel wall, release of algogenic substances from 

the nerves and/or the vessels, such as prostaglandins, and inflammatory processes which 

may sensitize nociceptors.13 

 

 

 

 
A possible pathogenic mechanism for muscle pain is that nociceptors are sensitized due to local 

metabolic changes in fatigued low-threshold (Type I') muscle fibres. The hypothesia of overload 

of certain motor units is supported by the observation of an increased number of ragged red 

Type I muscle fibres in the trapezius muscle of workers exposed to monotonous shoulder load.14 

 

 

 
 

There has been an increasing recognition of a shared pattern of etiology between whiplash, 

fibromyalgia, and chronic fatigue. Whiplash, fibromyalgia, and chronic fatigue all share an 

etiological pattern that is becoming more widely acknowledged. In a broad population sample, 

chronic widespread musculoskeletal pain has been linked to disruption of the Hypothalamic 

Pituitary Adrenal (HPA) axis, according to a recent prospective study. Particularly, the HPA 

axis problems have been linked to these conditions.15 

 

 

 
 

It is unquestionable that health professionals work in stressful contexts and that stress has 

become a concern for both health professionals and their employers. According to research, 

health workers experience significant levels of stress, which have detrimental impacts on their 

physical and mental health as well as the standard of care they deliver and the overall 

effectiveness of healthcare facilities.16 The preservation of a person's physical and mental 
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health depends on their capacity to satisfactorily meet the obligations placed upon them. The 

more ability and control a person has over the demands disclosed, the more effective the answer 

generated will be. In contrast, when someone is exposed to demands that are outside the scope 

of their existing knowledge and skills, they show lower work capacity and execute their jobs 

inadequately, which results in reactions that are ineffective. The level of productivity that 

employees produce has a significant impact on an organization's profitability and ability to 

continue operating. It is commonly known that too much stress is bad for a person's productivity 

as well as their physical and mental health. Given this information, it is clear that stress is a 

major challenge for organisations. A person's ability to work efficiently can be severely 

impacted by mental and physical changes, which can then result in higher absenteeism rates, 

higher turnover, sick leave, and work-related accidents.17 All of these have a detrimental effect 

on a company, lowering its chances of success in markets that are competitive through decreases 

in overall productivity and service quality as well as through greater spending on recruitment 

and selection costs as a result of these factors. Additionally, these factors cost the national 

economy an astounding amount of money annually through sickness absence which results in 

sick pay, staff turnover and loss of productivity. Furthermore, social welfare systems endure the 

costs of medical care and potential compensations in salary.9,10 

 

 

 
 

The Standardised Nordic Questionnaire (SNQ) is a standard questionnaire used to examine the 

prevalence of body part musculoskeletal discomfort within the previous 7 days, last 12 months, 

and problems preventing regular work over the previous 12 months. It has two sections. A body 

map to indicate pain in specific anatomical areas like neck, shoulders, elbow, wrist/hands, upper 

back, lower back, hips/thighs, knees, ankles/feet and section consists of additional questions 

related to all the above mentioned nine anatomical areas. All of the responses are on a 

dichotomous scale (yes or no). The SNQ has a validity of 0.8 when comparing the last 7 days to 

a physical examination. Within the previous 7 days and the previous 12 months, SNQ’s 

reliability and sensitivity are 0.66-0.92 and 0.74-0.93, respectively. As a result, the SNQ has a 

high level of validity, test-retest reliability, and sensitivity when it determines the prevalence of 

musculoskeletal illnesses.18 
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A study was conducted to examine personal, occupational, and psychosocial risk factors 

affecting prevalence of low back pain in healthcare workers. Prevalence of lifetime low back 

pain in healthcare workers was determined to be 53%. They found advanced age, female gender, 

high body mass index, being married, lack of regular exercise, working for more than 4 hours 

while standing or sitting at desk, using computer for more than 4 hours, greater number of years 

of service, and low job satisfaction to be factors increasing low back pain risk.19 

 

 

A systematic review evaluated the evidence supporting the idea that psychological stress plays 

a causal role in disorders of chronic musculoskeletal pain. It provided information on the 

significance of early detection and subsequent treatment of those who present with acute 

musculoskeletal illnesses and high levels of stress.20 

 

 

 
 

A comparable study was carried out to determine the prevalence of low back pain (LBP) and 

associated risk factors among healthcare professionals working in primary, secondary, and 

tertiary care. They discovered that 73.9 percent of people had LBP overall in the previous 12 

months. Risk variables included having a higher BMI, working in secondary and tertiary 

hospitals, and having a history of overexertion-related back trauma.19 

 

 

 
 

A physiotherapist’s personality is a key factor in their work and can even be said to be a working 

tool. Therapists often have to cope with aggressive or depressive patient behaviours, which may 

overload their ability to give an appropriate response to a stressful event. Stress induced by 

emotion laden patient contacts is causing burnout. Daily contact with the physical and 

psychological pain of clients as they face various states of disability. This naturally triggers 

emotional responses and may lead caregivers to defend themselves by distancing themselves 

from relationships with their clients. As part of their work health professionals respond to the 

emotional burdens experienced by their patients, sometimes having to hide their own emotions. 

Recent changes in society may be relevant to the growing incidence of stress-related diseases 
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among medical specialists. Patients have evolved from being fully dependent to being partners 

in medical decision-making. They are better informed, more critical and better protected by law. 

The problem of stress is clearly serious and urgent action is required to address it. Although 

there is a common view that mental health problems and stress are caused by work, the 

relationship between the two is complex.12 

 

 

 
 

Demand-Control model by Karasek is the model widely cited in investigations on psychosocial 

factors of musculoskeletal issues. According to a claim, having low decision-making 

opportunities while working hard can have a negative impact on one's physical or mental health. 

In their systematic reviews, Bongers, Ijmker, vanden Heuvel and Blatter and Bongers, Kremer 

and ter Laak revealed that the majority of the analysed high-quality studies confirmed the 

association between high work demands and musculoskeletal disorders. This relationship has 

been recognised as explanatory in terms of work-related musculoskeletal pain. Low support and 

low control levels had an impact on pain as well, but those associations were weaker. The 

conclusions were constrained by the cross-sectional nature of the studied research. However, 

after reviewing twenty-four longitudinal studies for their second evaluation, those authors came 

to the conclusion that while there was a relationship between musculoskeletal discomfort and 

high work demands and/or limited control, the effects were rather small. Work demands were 

mentioned in some of the evaluated research, but decision latitude was mentioned as a 

significant predictor in others. Such conclusions correspond to the findings of De Lange et al 

basing on 19 studies they found only few researches to confirm the impact of that model 

variables on the health-related issues (stress, burnout, job/life satisfaction, physical illness). 

Bongers et al explain such results with the fact that the categories of demands-control-support 

variables studied so far are too broad and linked with each other what makes it difficult to verify 

their impact on health.21 

 

 

There are a few more explanatory hypotheses for the connection between psychosocial factors, 

stress, and musculoskeletal issues in the literature. According to Siegrist's hypothesis, the 

disparity between the effort expended and the benefit received as a result is what leads to 

workplace stress. However, Koch, Schablon, Latza, and Nienhaus found studies connecting the 
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effort-reward imbalance model with musculoskeletal pain in their review, and they only offered 

modest evidence for the hypothesised relationship between the variables they examined. 

Armstrong et al, in turn, made the assumption that musculoskeletal discomfort happens when 

the body is under stress from heavy workloads, resulting in physical or mental load, which 

triggers particular physiological or psychological responses. Muscles, nerves, or tendons may 

become injured when the strain exceeds the person's capacity, which causes discomfort. 

Although they list them among the external components of work that affect the worker's 

exposure, this model does not specifically mention psychological aspects of work. It does, 

however, propose future research. Roman-model, Liu's however, makes the assumption that 

when a person's musculoskeletal system is exposed to physical demands of his or her job or 

psychological stresses, a direct influence occurs. Indirectly, the demands place additional stress 

on the person's nervous system, which raises the strain on the musculoskeletal system. In a 

model created by Bongers et al., a differentiation between the direct and indirect effects of 

psychosocial aspects arose. In contrast to other models, this one was created through systematic 

reviews that included studies on the subject. Accordingly, those writers made the assumption 

that job-related stress and the physiological reactions it causes directly influence psychosocial 

components of work, which have an impact on body posture or the physical effort needed to 

accomplish a task. Additionally, a person under stress could view their workplace (including its 

psychosocial aspects) and previously encountered musculoskeletal issues as more problematic 

and dangerous.22 

 

 

 
 

Another model, known as the biopsychosocial model, postulates that both physical 

(biomechanical strain) and psychological stressors may result in increased muscle tension or 

endocrine reactions, taking into account both potential overload and underload. In turn, the 

Feuerstein, Huang, and Pransky workstyle construct integrates attitudes, actions, and bodily 

responses that evolve in response to work demands and are viewed as physical and 

psychological dangers.22 That model differs from others in that it makes the premise that 

attempting to meet high work expectations may result in extra demands; for example, when 

given a tight deadline, a person may work longer hours, take fewer breaks, and exert more effort 

to complete the assignment. This method may be especially important for understanding the 

causes of musculoskeletal discomfort. These models could all be utilised as theoretical 
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foundations. However, the role of psychological factors in the emergence of musculoskeletal 

illnesses has received little attention from researchers up to this point.22 

 

 

 
 

Therefore, to our knowledge there is a scarcity of literature on prevalence of musculoskeletal 

pain and stress among physiotherapists hence a strong need arises to find the prevalence of 

musculoskeletal pain and stress among physiotherapists. 
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OBJECTIVE OF THE STUDY 
 

 

 To find out the prevalence of musculoskeletal pain and stress among physiotherapists
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Review of Literature 
 

 

 

 

A systematic review and meta-analysis was conducted to find out the role of psychosocial stress 

in the development of chronic musculoskeletal pain disorders. The purpose of the review was 

to assess the evidence for an aetiological role of psychological stress in chronic musculoskeletal 

pain disorders. Electronic databases were searched using predefined search terms to identify 

relevant studies. Studies were included if they had full-text articles, in press, accepted or 

published before the screening phase and articles written in English. The search was carried out 

across the following databases: MEDLINE, Embase, PsychINFO, Pubmed, Scopus and 

CINAHL. Data was extracted by two independent reviewers, and disagreement was resolved by 

a third reviewer. Only prospective longitudinal studies that assess psychosocial stress at baseline 

was included. The population of interest were inception cohorts or cohorts of people who had 

not developed chronic musculoskeletal pain disorders. The primary outcome measure was the 

development of chronic musculoskeletal pain, lasting 3 months or longer. This review concluded 

that it had the capacity to inform clinical practice on the importance of an early identification 

and, consequently, treatment of individuals who present with acute musculoskeletal disorders 

accompanied by a high level of stress.20 

 

 

 
 

A systematic review of prospective longitudinal studies estimating the lagged effect of 

psychosocial risk factors on musculoskeletal problems in industrialized work settings was 

conducted. A literature review was done by searching the MEDLINE, EMBASE, and 

PsychINFO databases. The authors classified studies into categories of psychological work 

stressors and musculoskeletal problems. Available effect sizes were converted to odds ratios 

(OR). ORs were then pooled for each Stressor-problem relationship using a random-effects 

model. Additionally, the possibility of publication bias was assessed with the Duval and 

Tweedie nonparametric “trim and fill” procedure. In total, 50 primary studies fulfilled inclusion 

criteria. Within these studies at least five effect sizes were available for 23 of the 45 possible 
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psychosocial work stress and musculoskeletal problems relationships, leaving 9 psychosocial 

variables and four musculoskeletal problem areas for analyses. Of these 23 relationships, pooled 

OR estimates were positive and significant ranging from 1.15 to 1.66 with the largest pooled 

OR estimating the relationship between highly monotonous work and lower back pain. The 

lagged effect of low social support on lower limb problems was the only effect size for which 

the statistical test for bias was significant. The study concluded that most psychosocial stressors 

had small but significant lagged effects on the development of musculoskeletal problems.21 

 

 

 
 

A cross sectional study was conducted to investigate the prevalence of Musculoskeletal Pain 

symptoms (MPS) and their associated factors among different Allied Health Professional (AHP) 

students. A sample of AHP students from nine majors (n = 838, Mean age = 21.3 years) 

completed a validated structured self- administrated questionnaires including Nordic 

Musculoskeletal Questionnaire, Depression Anxiety Stress Scale (DASS 21), and specific 

questions regarding demographics and life style. MPS prevalence rate were compared between 

males and females and between majors. The study concluded that MPS in neck, lower back, and 

shoulder were the most prevalent (67.1%, and 61.4%, 58.8 respectively). MPS prevalence was 

significantly higher in females and statistically different among majors. MPS were significantly 

associated with increased clinical training load, mental stress symptoms, and smartphone 

average use time.23 

 

 

 
 

A study was conducted to determine whether there is a relationship between musculoskeletal 

disorders and presumed symptoms of stress. Longitudinal data were collected at baseline and at 

re-examinations. Study sample was drawn from employees who had worked for at least 15 

months at government owned Valmet metal factories in Finland, and comprised 902 men and 

women out of a total eligible population of 2653. 74% of the women and 63% of the men took 

part in both re-examinations. Musculoskeletal disorders were measured as rheumatic symptoms, 

clinical findings and presence of chronic specific diseases. Eighteen symptoms of stress were 

combined in a stress symptoms score. Stress symptoms were associated with rheumatic 
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symptoms and clinical findings in all sex/occupational class groups at first examination 

(baseline) and the prevalence of chronic musculoskeletal disease was associated with stress 

symptoms in men and in blue collar women (skilled and semiskilled workers). The mean stress 

symptom score predicted the level of rheumatic symptoms and clinical findings during the 

follow ups allowing for the relevant score at baseline. The mean score also predicted the 

incidence of disease during the second half of the follow up in women and in blue collar men. 

Rheumatic symptoms co-varied with the stress symptoms. Their study concluded that stress 

symptoms and musculoskeletal disorders are reciprocally related.7 

 

 

 
 

An online survey was conducted among 100 physiotherapists in Delhi to find the prevalence of 

work-related musculoskeletal disorders. They found the prevalence to be high since 92% of them 

reported to feel some pain after joining physical therapy which affects daily activities and even 

sometimes forces them to change their work. Physical therapist specialty, gender, furniture used 

in clinic and duration of patient contact are found to be related to the pain development (p 

< 0.05). They concluded with the need to emphasize the role of ergonomics and techniques of 

patient handling in development of work-related pain symptoms.24 

 

 

 
 

An observational study on occupational stress among physiotherapists was conducted in Tamil 

Nadu, India. The aim of their study was concentrated on the musculoskeletal injury due to 

occupational stress factors over sixty five physiotherapists in top ten hospitals using subjective 

scale study. Two groups were formed using the participants, i.e., physiotherapists from 

government hospital (GH) and physiotherapists from private hospital (PH). The results of their 

study represents that physiotherapists from PH had discomfort in the upper extremity regions 

like shoulder, upper back, elbow and wrist/hand was notably (p < 0.05) and in the regions like 

thigh, knee and ankle/feet was likewise (p < 0.05). It was greater in PH physiotherapists while 

comparing with GH physiotherapists. Their study concluded that the PH physiotherapists 

experienced the majority discomfort/pain when compared to GH physiotherapists which is due 

to the fact of improper workflow of hospital management and the high admission rate of 
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patients, work hours and the equipment’s mishandling.3 

 

 

 

 
The Standardised Nordic Questionnaire (SNQ) is a standard questionnaire used to examine the 

prevalence of body part musculoskeletal discomfort within the previous 7 days, last 12 months, 

and problems preventing regular work over the previous 12 months. It has two sections. A body 

map to indicate pain in specific anatomical areas like neck, shoulders, elbow, wrist/hands, upper 

back, lower back, hips/thighs, knees, ankles/feet and section consists of additional questions 

related to all the above mentioned nine anatomical areas. All of the responses are on a 

dichotomous scale (yes or no). The SNQ has a validity of 0.8 when comparing the last 7 days to 

a physical examination. Within the previous 7 days and the previous 12 months, SNQ’s 

reliability and sensitivity are 0.66-0.92 and 0.74-0.93, respectively. As a result, the SNQ has a 

high level of validity, test-retest reliability, and sensitivity when it determines the prevalence of 

musculoskeletal illnesses.18 

 

 

 
 

A cross sectional study was conducted to determine the prevalence of self-perceived emotional 

distress and its relation to work-related musculoskeletal disorders (WRMSDs) in nurses. A self- 

administered questionnaire survey was carried out on 660 female nurses working in public 

hospitals in the Klang Valley, Malaysia. The validated Malay version of the standardized Nordic 

musculoskeletal questionnaire (M-SNMQ) was used to identify the annual prevalence of 

WRMSDs, perceived emotional distress was assessed using the validated Malay short version, 

depression, anxiety, and stress (M-DASS) instrument. In addition, socio-demographic and 

occupational profiles of the participants were considered. Factors associated with WRMSDs 

were identified using logistic regression analysis. A total of 376 nurses completed the survey 

(response rate 83.3%). The results of this study showed that 73.1% of the nursing staffs 

experienced WRMSDs in at least one anatomical site 12 months prior to the study. 75% of nurses 

expressed emotional distress. Of these, over half also reported anxiety and stress. Multiple 

logistic regression analysis showed that stress and anxiety significantly increased the risk of 

WRMSDs by approximately twofold. The study concluded that there were significant 
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associations between emotional distress and WRMSDs.25 

 

 

 

 
A study was conducted by Susanna Marklund and coworkers. The aim of their study was to 

evaluate work ability and productivity among dentists, and to identify gender differences and 

associations with sleep, stress, and reported frequent pain. The study population comprised 187 

dentists (123 women and 64 men) who had been working as dentists between 5 and 12 years. 

Participants were given questionnaires regarding sleep, stress, presence of pain at different sites, 

work ability was assessed by work ability index, and productivity in terms of quality and 

quantity of work. Results showed that poor sleep quality and high level of stress were reported 

by 31% and 48.1% of participants, respectively, with no gender differences and no association 

with age. The prevalence of frequent pain ranged 6.4–46.5% with shoulders being the most 

prevalent site. Thirty-three percent reported reduced work ability. The study concluded that poor 

sleep, high amount of stress, and multi-site pain were associated with decreased work ability.26 

 

 

 
 

A study was conducted to evaluate the influence of perceived stress and musculoskeletal pain, 

separately and in combination, at baseline, on self-rated work ability and work performance at 

two-year follow-up. Survey data was collected with a 2-year interval. Health care workers 

participating at both waves were included. Inclusion criteria were good self-reported work 

ability and unchanged self-rated work performance at baseline, resulting in 770 participants; 

617 women and 153 men. Musculoskeletal pain was assessed using the question ‘How often do 

you experience pain in joints and muscles, including the neck and low back?’, perceived stress 

with a modified version of a single item from the QPS-Nordic questionnaire, work performance 

by the question ‘Have your work performance changed during the preceding 12 months?’ and 

work ability by a single item from the work ability index. Associations between baseline data 

and the two outcomes at follow-up were analyzed by means of the log binomial model and 

expressed as risk ratios (RR) with 95 % confidence intervals (CI). Results of this study showed 

that combination of frequent musculoskeletal pain and perceived stress constituted the highest 
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risk for reporting decreased work performance (RR 1.7; CI 1.28–2.32) and reduced work ability 

(RR 1.7; CI 1.27–2.30) at follow-up. Separately, frequent pain, but not stress, was clearly 

associated with both outcomes. The study concluded with the note to imply proactive workplace 

interventions in order to maintain high work performance and good work ability should include 

measures to promote musculoskeletal well-being for the employees and measures, both 

individual and organizational, to minimize the risk of persistent stress reactions.6 

The Perceived Stress Scale (PSS) is the most widely used psychological instrument to measure 

the perception of stress. It measures the degree to which situations in one’s life are appraised as 

stressful. The scale consists of 10 items and includes a number of direct questions about current 

levels of experienced stress. The questions in the PSS ask about feelings and thoughts during 

the last month. PSS scores are obtained by reversing the scores for questions 4,5, 7, and 8 (e.g., 

0 = 4, 1 = 3, 2 = 2, 3 = 1 & 4 = 0) and then summing across all scale items. Individual scores on 

the PSS can range from 0 to 40 with higher scores indicating higher perceived stress. Scores 

ranging from 0-13 would be considered low stress. Scores ranging from 14-26 would be 

considered moderate stress. Scores ranging from 27-40 would be considered high perceived 

stress. PSS has got internal consistent reliability of 0.78 and adequate convergent validity as 

evidenced by expected negative associations with perceived health status (r = −.22, p < .001) 

and positive associations with psychosomatic symptoms (r = .28 to .34, p < .001) and health 

service utilization (r = .22, p < .001).13 

 

 

A cross-sectional analytical study was carried out at different physiotherapy setups and 

hospitals of Lahore. Objective of this study was to find out the prevalence of work related neck 

pain among physiotherapists and its association with age and gender. Participants were included 

through non-probability convenience sampling technique. Physiotherapists of either gender 

under 40 years of age with at least one year of clinical experience were included in the study. 

Physiotherapists with other morbidities causing musculoskeletal disorders like rheumatoid 

arthritis and congenital disorders were excluded. Data regarding neck pain was collected 

through modified Nordic Questionnaires which was distributed to 227 participants, and p≤0.05 

was considered significant. Results of the study showed that out of 227 participants 51 (22%) 

had work related neck pain whereas 176 (78%) were without the pain. Eleven (4.85%) males 

whereas 40 (17.62%) females had neck pain and the difference in percentage was significant 
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reflecting association of gender with neck pain (p<0.001). Thirty-two (14.10%) participants in 

age groups 25–30 years whereas 19 (8.37%) in age group 31–40 years had neck pain which was 

associated with age (p=0.004). The study concluded that neck pain is a common work related 

musculoskeletal disorder which is more prevalent in females and younger age group. Female 

physiotherapists of relatively younger age are at higher cumulative risk of neck pain.27 

 

 

A survey of physiotherapists in three general hospitals was conducted to identify occupational 

stressors, coping resources and to analyse interactions between subjective levels of stress, 

efficacy in stress resolution and coping resources used by these professionals. A sample of 55 

physiotherapists was included in the survey. Coping Resources Inventory for Stress, the 

Occupational Stressors Inventory and two subjective scales for stress and stress resolution were 

the outcome measures used. Their results reported that most physiotherapists perceived that they 

were moderately stressed (19/55, 35%) or stressed (20/55, 36%) due to work, and reported that 

their efficacy in stress resolution was moderate (25/54, 46%) or efficient (23/54, 42%). Issues 

related to lack of professional autonomy, lack of organisation in the hierarchical command 

chain, lack of professional and social recognition, disorganisation in task distribution and 

interpersonal conflicts with superiors were identified as the main sources of stress. The most 

frequently used coping resources were social support, stress monitoring, physical health and 

structuring. Perceived efficacy in stress resolution was inversely related to perceived level of 

occupational stress (r = −0.61, P < 0.01). Significant correlations were found between several 

coping resources and the perceived level of stress and efficacy in stress resolution. Associations 

between problem solving, cognitive restructuring and stress monitoring and both low levels of 

perceived stress and high levels of perceived efficacy were particularly strong.28 

 

 

 
 

A study was conducted during Covid-19 pandemic to find out the prevalence of stress level in 

physiotherapy working profession. Professionally, during this pandemic as we were moving 

under pressure in new model which involves re-skilling and redeploying staff for intensive care 

units, also being reconsidered the standard approaches for assessment and management. All 

things persist stress which leads to anxiety and depression. Purpose of their study was to 
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analyse the prevalence of perceived stress in physiotherapy profession who’s practicing in 

hospitals, healthcare centers or rehabilitation centers. Samples were collected from online 

survey and expected sample size more than 30 clinical physiotherapist who’s working in 

different setups. Clinical therapist working in different setups as hospitals, rehabilitation centres, 

and multispecialty clinics were included. Physiotherapist working in academic field was 

excluded. Their data analysis found prevalence of perceived stress level 13% high, 68% 

moderate, and 19% low stress in the total respondent physiotherapist. The high prevalence of 

moderate perceived stress in clinical physiotherapist population which is lies under 18-29 year 

of age criteria. Study also depicted male perceiving high stress rather female.29 

 

 

A cross-sectional study was conducted which aimed at assessing the prevalence of perceived 

stress among physiotherapy students of Isra university, Hyderabad. Results of the study reported 

moderate level of stress found in 73% of students, severe level of stress was found in 8% 

students whereas low level of stress was found in 19% of students. The study concluded that 

majority of students perceived moderate stress and about 8% of students reported severe stress. 

Further the study encouraged correlation of stress with academic performance of the students.30 

 

 

A descriptive cross sectional study was conducted in various Physiotherapy Institutes in Sindh, 

Pakistan among undergraduate physiotherapy students. Data was collected from 267 students 

with no physical and mental illness, more than half were female students 75.3%. A self- 

administered standardized DASS (depression, anxiety and stress scale) was used to collect data 

and result was analyzed using its severity rating index. The study results showed the frequency 

of depression, anxiety and stress among undergraduate physiotherapy students to be 48.0%, 

68.54% and 53.2%. This study too reported considerably high level of stress that is 53.2%.31 

 

 

A study was conducted to investigate the prevalence and severity of WMSDs in physical 

therapists, contributing risk factors, and their responses to injury. An 8-page questionnaire was 
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mailed to subjects. Questions investigated musculoskeletal symptoms, specialty areas, tasks and 

job-related risk factors, injury prevention strategies, and responses to injury. The results showed 

lifetime prevalence of WMSDs to be 91%, and 1 in 6 physical therapists moved within or left the 

profession as a result of WMSDs. Younger therapists reported a higher prevalence of WMSDs 

in most body areas. Use of mobilization and manipulation techniques was related to increased 

prevalence of thumb symptoms. Risk factors pertaining to workload were related to a higher 

prevalence of neck and upper-limb symptoms, and postural risk factors were related to a higher 

prevalence of spinal symptoms. The study concluded saying strategies used to reduce work-

related injury in industry may also apply to physical therapists. Increased risk of thumb 

symptoms associated with mobilization techniques suggests that further research is needed to 

establish recommendations for practice. The issues for therapists who move within or leave the 

profession are unknown, and further research is needed to better understand their needs and 

experiences.32 

 

 

A cross- sectional survey was administered to physiotherapists in different parts of Nigeria using 

a 2- part questionnaire with items adopted from questionnaires used for similar studies around 

the world. Two hundred and seventeen copies of the questionnaire were distributed for self 

administration but 126 physiotherapists returned completed surveys for a 58.1% response. 

Results reported 12month prevalence of WRMDs among Nigerian physiotherapists was 91.3%. 

Prevalence of WRMDs was significantly higher in female physiotherapists (p = 0.007) and those 

with lower body mass index (p = 0.045). The low back (69.8%) was the most commonly affected 

body part, followed by the neck (34.1%). Fifty percent of the physiotherapists first experienced 

their WRMDs within five years of graduation and the highest prevalence (61.7%) was found 

among physiotherapists younger than 30 years. Treating large number of patients in a day was 

cited by most (83.5%) of the respondents as the most important work factor for their WRMDs. 

The most commonly adopted coping strategy identified was for the therapists to modify their 

position and/or the patient's position (64.3%). Majority of the respondents (87.0%) did not leave 

the profession but 62.6% changed and/or modified their treatment because of their WRMDs. 

The study concluded that the prevalence of WRMDs among physiotherapists in Nigeria is higher 

than most values reported for their counterparts around the world.33 



Page | 26 

 

 

 

 

 

 

 

 

 

 

 

METHODOLOGY 



Page | 27 

 

 

MATERIALS AND METHODS 
 

SOURCE OF DATA: 

 

Study subjects: The study population consisted of physiotherapists practicing in Karnataka. 
 
 

 

 

METHOD OF DATA COLLECTION: 

 

Research Design: A cross sectional study. 

 

Sampling method: Convenience sampling. 

 

Study Duration: 1 year 
 
 
 

SELECTION CRITERIA: 
 

INCLUSION CRITERIA 
 

1. Physiotherapy professionals of age group 25-40 years. 

2. Physiotherapy professionals practicing in Karnataka. 

3. Physiotherapy professionals with minimum 2 years of clinical experience. 

4. Physiotherapy professionals willing to participate. 

 

 
EXCLUSION CRITERIA 

1. Physiotherapy professionals who are not willing to participate. 

2. History of musculoskeletal injury within last three months. 
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STUDY INSTRUMENTS: 

 

1. Informed Consent 

2. Information sheet 

3. Data collection sheet 

4. Perceived stress scale 

5. Standardized Nordic musculoskeletal questionnaire 

 

 
METHODS OF APPLICATION: 

 

 
 

Data Collection: Ethical clearance for the study was obtained from ethical committee of 

SDM College of Dental Sciences and Hospital, Dharwad (SDMCDS IEC:11:2021). 

Physiotherapy professionals practicing in Karnataka were considered in the study. 

 

 
Procedure: A google form was made for data collection based on inclusion and exclusion 

criteria and participants who willingly wants to participate, coming under this criteria were part 

of this study. Consent form was attached to the form. Once the consent was obtained data was 

collected by mailing a self-administered questionnaire. Information sheet for the participants 

was enclosed within the mail. The questionnaire consists of three parts. First part was 

demographics including name, age, gender, occupation, qualification, specialization, work 

experience, area of work, email id. The second part was the scale for perceived stress using 

perceived stress scale. The third part consists of questions to measure the existence of 

musculoskeletal pain using Standard Nordic Musculoskeletal Questionnaire. From the Standard 

Nordic Musculoskeletal Questionnaire, only column with pain during the last 12 months was 

used for data analysis. 
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SAMPLE SIZE ESTIMATION 

 

Sample size was calculated based on previous prevalence of musculoskeletal pain among 

physiotherapists which was 92% as reported in a study.24 

 

Sample size was calculated based on the formula, 

 

 

n = 
(𝑍𝖺)2𝑝𝑞 

𝑑2 
 

Where, n = sample size 

Zα = 1.96 

p = Reported prevalence 

q = Expected prevalence 

d = Absolute precision 

According to the formula, 

At allowable error 5% 

Sample size estimated to be 125. 
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DATA ANALYSIS 
 

 

 

 Statistical analysis was performed using the R software version 4.2.0 and Excel.

 

 
 Categorical variables are given in the form of frequency table. Continuous variables are 

given in Mean ± SD form.

 

 

 Chi-Square test was performed to check the association between categorical variables.
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TABLE 1: DEMOGRAPHIC VARIABLES OF STUDY PARTICIPANTS 
 

 

 

Variables Sub Category 
Number of 

Subjects (%) 

 
Age (years) 

 
Mean ± SD 

 
28.58 ± 3.2 

Gender 
Female 78 (62.4%) 

Male 47 (37.6%) 

Qualification 
BPT 66 (52.8%) 

MPT 59 (47.2%) 

 

 

 

 
 

Specialization 

Cardio respiratory 5 (4%) 

Community based rehabilitation 4 (3.2%) 

General 68 (54.4%) 

Musculoskeletal 8 (6.4%) 

Musculoskeletal and Sports 12 (9.6%) 

Neurology 16 (12.8%) 

Pediatrics 8 (6.4%) 

Sports 4 (3.2%) 

 
Area of work 

Academical 4 (3.2%) 

Clinical 107 (85.6%) 

Clinical and academical 14 (11.2%) 

 

TABLE 1 shows demographic variables of the study participants. Among 125 participants, 

78 (62.4%) were females and 47 (37.6%) were males and various other demographics are 

presented above. 
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FIGURE 1: DISTRIBUTION OF SUBJECTS ACCORDING TO 

GENDER 
 

 

 

FIGURE 2: DISTRIBUTION OF SUBJECTS ACCORDING TO 

SPECIALIZATION 
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FIGURE 3: DISTRIBUTION OF SUBJECTS ACCORDING TO AREA 

OF WORK 
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TABLE 2: PREVALENCE OF STRESS 
 

 
 

 
Variables 

 
Number 

 

Percentage 

 
Low stress 

 
40 

 
32 

 

Moderate stress 

 
57 

 
45.6 

 

High stress 

 
28 

 

22.4 

 
Total 

 
125 

 
100.00 
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FIGURE 4: PREVALENCE OF STRESS 

 

The prevalence of stress among physiotherapists is shown in TABLE 2 and is presented in 

FIGURE 4. 32% of the study population demonstrated low stress, 45.6% moderate stress and 

22.4% high stress. 

 

 

 

 

 

 
22% 
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46% 

Low 

Moderate 

High 
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TABLE 3: PREVALENCE OF MUSCULOSKELETAL PAIN 
 

 

 

Variables Number Percentage 

Pain 114 91.2 

No Pain 11 8.8 

 

FIGURE 5: PREVALENCE OF MUSCULOSKELETAL PAIN 
 
 

 

 

 
The prevalence of musculoskeletal pain among physiotherapists is shown in TABLE 3 and 

presented in FIGURE 5. Prevalence of musculoskeletal pain is 91.2% and 8.8% of study 

participants demonstrated no pain. 
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TABLE: 4 REGION WISE DISTRIBUTION OF MUSCULOSKELETAL 

PAIN 
 
 

VARIABLES Pain % No Pain % 

Neck 52 41.6 73 58.4 

Shoulder 27 21.6 98 78.4 

Elbow 10 8 115 92 

Wrist/Hand 32 25.6 93 74.4 

Upper Back 53 42.4 72 57.6 

Lower Back 41 32.8 84 67.2 

Hip 16 12.8 109 87.2 

Knee 23 18.4 102 81.6 

Ankle/Feet 20 16 105 84 

 

 
TABLE 4 shows region wise MSK pain among physiotherapists. Standardized Nordic 

questionnaire for duration of pain in the last 12 months, shows that out of 125 studyparticipants, 

42.4 % of them reported to have upper back pain, 41.6 % neck pain, 32.8 % low back pain, 25.6 

% wrist/hand pain, 21.6 % shoulder pain, 18.4 % knee pain, 16 % ankle/feet pain, 12.8 % hip 

pain and 8 % reported elbow pain respectively. 
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TABLE 5: ASSOCIATION BETWEEN MSK PAIN AND STRESS 
 

 

 
 

Musculo 

Skeletal 

Pains 

Stress p-value 

Low % Moderate % High % 

Neck 

No 22 30.14 33 45.21 18 24.66 0.7425 

Yes 18 34.62 24 46.15 10 19.23  

Shoulders 

No 34 34.69 44 44.9 20 20.41 0.3903 

Yes 6 22.22 13 48.15 8 29.63  

Elbows 

No 37 32.17 53 46.09 25 21.74 0.8406 

Yes 3 30 4 40 3 30  

Wrists/hands 

No 34 36.56 38 40.86 21 22.58 0.1253 

Yes 6 18.75 19 59.38 7 21.88  

Upper back 

No 22 30.56 34 47.22 16 22.22 0.8998 

Yes 18 33.96 23 43.4 12 22.64  

Lower back 

No 28 33.33 37 44.05 19 22.62 0.868 

Yes 12 29.27 20 48.78 9 21.95  

Hips/thighs 

No 36 33.03 50 45.87 23 21.1 0.6547 

Yes 4 25 7 43.75 5 31.25  

Knee 

No 35 34.31 44 43.14 23 22.55 0.4338 

Yes 5 21.74 13 56.52 5 21.74  

Ankle/feet 

No 32 30.48 48 45.71 25 23.81 0.6077 

Yes 8 40 9 45 3 15  
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FIGURE 6: Prevalence of stress in various Musculoskeletal pains 
 
 

 

 

TABLE 5 and FIGURE 6 shows no significant association of musculoskeletal pain with 

stress, further there is no association of various body region wise musculoskeletal pain with 

stress, p>0.05. 
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DISCUSSION 
 

The study aimed to find out the prevalence of musculoskeletal pain and stress among 

physiotherapists. According to the inclusion and exclusion criteria the study population 

consisted of physiotherapists within age group 25-40 years of age. Among 125 participants, 78 

(62.4%) were females and 47 (37.6%) were males. Various demographic details of the 

participants are presented in TABLE 1. 

 

 
Stress was assessed using 10-item Perceived Stress Scale with an individual scores ranging from 

0 to 40 with higher scores indicating higher perceived stress. In the present study (TABLE 2 

and FIGURE 4) among 125 physiotherapists 32% were found to have low stress, 45% moderate 

stress and 22% high stress. A study done by Aparna Nautiyal et al, reported that the prevalence 

of stress among physiotherapy working profession showed 13% high, 68% moderate, and 19% 

low stress.29 This is in line with our study results prevalence of stress which showed to have 

higher prevalence rate of moderate stress 45.6% among physiotherapists. Several studies have 

reported similar results regarding perceived stress. Attiq ur Rehman Memon et al reported 

moderate level of stress to be 73%, severe level of stress 8% whereas lowlevel of stress to be 

19% in their study.30 In another study carried out by Anoosha syed et al reported stress level to 

be 53%,34 however these studies were carried out among physiotherapy students rather than 

physiotherapy professionals. Ahmad ayed et al in their study reported stress experienced from 

care of patients is highest stress, and from lack of knowledge and skills was least stress.35 Robyn 

Lindsay et al also reported high caseloads, periods of increased activity and staff shortages are 

some of the factors that contribute to stress.36 Different sample sizes, varying population 

characteristics or the use of different tools for determining stress levels could explain the 

differences in our study when compared to previous studies. 

 

 

 
As per the findings of our study the prevalence of musculoskeletal pain among physiotherapists 

was found to be (TABLE 3 and FIGURE 5), 91.2 percent. Prior studies done, have found 
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prevalence of 92%, 91.3% and 91%, which reflects the results of our study.24,33,32 Workload 

issues were identified as being related to pain, particularly upper-body symptoms,32 

unwholesome work settings, understaffing and lack of appropriate equipments including those 

as basic as standardplinths. Beside the influence of peculiar cultural values of physiotherapists 

such as skills, relationships with patients and attitudes of caring and working hard that have 

been opined as making it difficult for physiotherapists to do their job in a way that minimizes 

the risk of pain.33 

 

 

 
According to a studydone by B E Bork et al where in examination of musculoskeletal symptoms 

by gender revealed that female physical therapists had a higher prevalence of musculoskeletal 

pain than did male physical therapists. Chi-square analysis revealed that the prevalence of WMD 

in the neck, upper back, low back, wrists and hands was greater (P<.05) in female physical 

therapists than in male physical therapists. Additionally, 73% of the female physical therapists 

reported at least one musculoskeletal symptom as compared with 57% of the male physical 

therapists. According to the study, the greater rate of WMD among female physical therapists 

may be due to their height and weight. Additionally, because they tend to be smaller than men, 

female respondents may find it physically difficult to lift or move heavier patients. In addition, 

several female responders in their study mentioned the stress that pregnancy added to their 

physical therapy jobs. Their responses indicated that stress during pregnancy frequently caused 

symptoms to exacerbate. In our study we have not analysed the difference between male and 

female but (TABLE 1 and FIGURE 1) our study consisted of 62.4% females and 37.6% males, 

so weassume that higher number of female respondents could have resulted in higher prevalence 

rate of musculoskeletal pain.37 

 

 
 
A study by M Mierzejewski et al reported the prevalence of low back pain based on age and 

professional experience among physiotherapists. It showed a prevalence of work-related low 

back pain of 49.2%, younger therapists had the highest prevalence and the initial onset was most 

commonly within the first 4 years of experience. The study emphasises the issue that 
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practitioners of physical therapy who are relatively inexperienced will be in a highly stressful 

situation. New physical therapists may lack experience in proper lifting procedures, be unable 

to consistently use the biomechanical lifting principles described in the literature, or find it 

difficult asking for help from other staff members when handling patients. The domestic 

workload may also serve to emphasise the link between symptoms and physical workload. These 

findings reflects in our study (TABLE 1), which consisted of physiotherapy professionals of 

age mean 28.58 ± 3.2 SD.38 

 

 
 
When the specialization is taken into account our study consisted of variable percentage of 

participants practicing in various specialization ( TABLE 1 and FIGURE 2). The specialty area 

of practice is thought to be a risk factor for WMSDs in physical therapists. The underlying 

assumption apparently is that a particular specialty area has inherent risks because practitioners 

use a limited number of techniques. Although this may be partly true, mode of practice and 

client may vary considerably within a specialty area, altering the risk factors for injury. Bork et 

al investigated the relationship between tasks and symptoms and found that manual therapy was 

related to wrist and hand symptoms and elbow symptoms and that neurologic rehabilitation was 

related to low back pain, upper back and knee pain. Therapists who had ever worked in private 

practice, sports physical therapy, or pediatrics was reported to have increased odds of reporting 

WMSDs in the last 12 months. Mobilization and Manipulation tasks were revealed by chi- 

square analysis to be related to WMSDs.32 

 

 

In our study (TABLE 1 and FIGURE 3), 85.6% participant’s area of work is clinical and 

(FIGURE 2) 54.4% were generalphysiotherapy practitioners which is in consistent with a study 

which reported higher prevalence of musculoskeletal disorders in those who work in a private 

clinical setup.32 The study also investigated practice areas most frequently left by respondents 

were neurology and rehabilitation, neither of which demonstrated increased prevalence of low 

back symptoms in the previous year. Their finding suggested survivor bias, where therapists 

who have low back pain remove themselves from the specialty area. They found 10.6% of 

therapists who changed their specialty area of practice within the profession because of WMSDs 
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went into administration.32 

 

 

 
 
The region wise musculoskeletal pain among physiotherapists (TABLE 4) since last 12 months 

revealed that majority of physiotherapists experienced pain in the upper back (42.4 percent), 

neck (41.6 percent), followed by lower back (32.8 percent), wrist/hand (25.6 percent), and 

shoulder (21.6 percent). As reported by Bork et al relationship between tasks and symptoms 

found that manual therapy was related to wrist and hand symptoms and elbow symptoms and 

that neurologic rehabilitation was related to low back pain, upper back and knee pain.37 

 

 

 

Performing the same task repeatedly was related to the presence of symptoms in many areas 

and calls into question the wisdom of practicing in such a way. In the workplace, concepts like 

job rotation and variation in tasks are frequently used to prevent overusing any one anatomical 

region through prolonged posture or repetitive motion. Static loading and repeated muscle 

contractions are known to increase the likelihood of developing cumulative trauma diseases. 

According to Kroemer, it is crucial to offer alternating work "which permits breaks in otherwise 

repetitive or maintained activity" in order to prevent such problems. Thus, physical therapists 

should ensure that they vary their techniques in order to place varying stresses on different  

anatomical areas. Therapists need to have a range of treatment tools at their disposal within 

speciality fields. This reduces the risk to any one body component by allowing them to change 

how they use their body in order to receive the best possible therapy.37 

 

 

 
When association between prevalence of musculoskeletal pain and stress was considered 

(TABLE 5 and FIGURE 6), our study findings showed no statistical significance p>0.05. This 

could be the result of the fact that perceived stress is integrated in the limbic brain with past  

experiences (i.e., memory), current physiological state (e.g., hunger/satiety), and decision- 

making. Subsequently, emotional states are updated accordingly (e.g., increased or decreased 

anxiety) with an ultimate effect on behavior (e.g., fight or flight). Pain requires conscious 
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perception of the nociceptive process. Additionally, the direct path linking socioeconomic status 

factors to neurobiological brain adaptive and maladaptive responses with pain and stress could 

act as putative contributing factors.39 

 

 

 

 
When under various forms of stress, people exhibit different coping mechanisms. The 

individual's personality in turn affects how the stressor is perceived by the person. A stressor 

may have a negative emotional impact on a person who has a propensity for catastrophizing. 

According to studies, women are more likely than males to catastrophize. A human being under 

stress will have analgesia or hyperalgesia, which is subjective compared to an animal's 

experience and depends on the psychological consequences the stressor has on the person's 

emotions. Through the combination of valence (pleasant-unpleasant) and arousal, emotion 

affects pain (calm-excited). The valence-by-arousal interaction determines the directionality of 

the stressor on the pain response. A negatively valenced emotion with low to moderate arousal 

evokes anxiety and enhances pain, whereas one with high arousal, such as fear, reduces pain. 

Conversely, a positively valenced emotion always reduces pain, as long as minimal arousal is 

achieved.39 

 

 
Dr. Henry Beecher's finding that soldiers injured in battle required less analgesic than civilians 

with comparable wounds is a frequently cited illustration of how pain and stress interact. This 

finding implies that a person's perception of their suffering affects how much pain they 

experience. Because they accepted injuries as an inevitable aspect of combat, the soldiers who 

were hurt in battle were better able to deal with their anguish. They also expressed relief that  

their injuries did not result in death. Contrarily, the civilians view their wounds as a serious 

tragedy, which contributes to their increased pain threshold. This suggests that the amount of 

pain perceived by a person is governed not only by the amount of tissue injury present but also 

by emotional and psychological factors. The injury caused more distress to the civilians than to 

the soldiers, and this leads to more pain, i.e., hyperalgesia.40 
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Our study showed no association between musculoskeletal pain and stress will intend to 

conclude that stress itself is subjective, with different emotions contributing to its 

manifestations, often with conflicting effects on pain perception as evidenced by the analgesic 

and hyperalgesic responses. As quoted stress and pain two sides of same coin, by CG Abdallah. 

Also keeping in mind that the stress system does not function alone; the genetic and 

psychological makeup of a person, experience and environmental factors all contribute to the 

response to pain. Our study further encourages to conduct study considering the domains of 

stress to draw a clear interaction between stress and musculoskeletal pain.39,40 

 

 

Therefore, based on the results of our study, it can be said that musculoskeletal pain and stress 

are more common among physiotherapists. Upper back, neck, lower back and shoulders are 

mostly affected when region wise musculoskeletal pain was analyzed in relation to stress. 

Further analysis revealed that musculoskeletal pain in various body regions are not associated 

with stress. 



 

 

 

 

LIMITATIONS OF THE STUDY 
 

 
 

 Small sample size.

 
 

 There were more number of female participants when compared to male which can lead to 

a slight bias.

 

 
 Because this is a cross-sectional study, cause and effect relations could not be confirmed, 

hence the findings are somewhat limited.

 
 As all of the data was self-reported, it was subjected to well-known method biases.

 

 

 In Standard Nordic musculoskeletal questionnaire duration of pain from last 12 months is 

only considered. Hence it can be one of the reasons which have affected the results.

 
 The Perceived Stress Scale does not provide any clinical diagnosis or course of treatment 

for Stress as it is a tool meant to assess level of Stress. This should be taken into account 

when interpreting any of the statistics related to perceived stress scale scores.
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FUTURE SCOPE OF THE STUDY 
 

 
 

 This study can be conducted with larger sample size. 

 
 

 To confirm and expand the results of this study, a longitudinal or prospective 

experimental studies are needed. 

 

 
 Standard Nordic musculoskeletal questionnaire onthe whole can be considered as it also 

tells about the activity limitations. 

 
 Future study can incorporate interventions for region wise musculoskeletal pain. 

 

 

 Visual analogue scale can be used for assessing region wise musculoskeletal pain. 

 
 

 To assess musculoskeletal pain in various body regions, a study can be conducted with 

reliable and valid clinical tests. 

 

 
 To assess stress future studies can incorporate different domains of stress. 
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CONCLUSION 
 

 

 

 

Based on the findings, conclusion can be done that 91.2% of physiotherapists with 32% low 

stress, 45.6% moderate stress and 22.4% high stress are affected with musculoskeletal pain. 

Upper back and neck regions are mostly affected when region wise musculoskeletal pain was 

analyzed. Further analysis revealed that musculoskeletal pain in various body regions are not 

associated with stress in this study population. 
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SUMMARY 
 

 

 

 

Musculoskeletal injuries are considered one of the largest health problems among 

physiotherapists, because the nature of the work that therapists expose themselves to has a 

high risk of pain. Although physiotherapists have expert knowledge of musculoskeletal 

injuries and injury prevention strategies because of their training and continuous professional 

development, physiotherapists still report a high incidence of work-related injuries during 

their professional practice. Work-related musculoskeletal disorders have a multifactorial 

etiology that includes not only physical stressors but also psychosocial factors. One such 

psychological factor which gains a lot of attention in day to day clinical practice is Stress. 

Health professionals work in stressful contexts and that stress has become a concern for both 

health professionals and their employers. It is vital to know how and what levels stress 

impacts in health professionals and the consequent negative effects, not only in the physical 

and psychological health of these professionals, but also in the quality of care they provide 

and in the overall quality of healthcare institutions. Hence, as there is scarcity of literature 

with respect to musculoskeletal pain and stress among physiotherapists, this study aimed to 

find the prevalence of musculoskeletal pain and stress among physiotherapists. 

 
In this cross-sectional study, 125 physiotherapy professionals were included. A google form 

had made to collect data based on inclusion and exclusion criteria and participants who 

willingly wants to participate, coming under this criteria were part of this study. Consent 

form was attached to the form. Once the consent was obtained data was collected by mailing 

a self-administered questionnaire. The questionnaire consisted of three parts. First part was 

demographics including name, age, gender, occupation, qualification, specialization, work 

experience, area of work, email id. The second part was the scale for perceived stress using 

perceived stress scale. The third part consists of questions to measure the existence of 

musculoskeletal pain using Standard Nordic Musculoskeletal Questionnaire respectively. 

 
In the present study, the prevalence of musculoskeletal pain was found to be 91.2% and stress 

to be 32% low stress, 45.6% moderate stress and 22.4% high stress respectively. The region 

wise musculoskeletal pain since last 12 months revealed that majority of physiotherapists 
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experienced pain in the upper back (42.4 percent), neck (41.6 percent), lower back (32.8 

percent) and wrist/hand (25.6 percent). Overall, we conclude that higher prevalence rate of 

musculoskeletal pain and stress among physiotherapists should guide towards preventive 

strategies for the wellbeing at individual level and for the quality of care provided by the 

professionals. 
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CONSENT  FORM 
 

 

TITLE OF THE STUDY: “Prevalence of musculoskeletal pain and stress among 

physiotherapists” 
 

I volunteer to take part in this Master of Physiotherapy research questionnaire. I understand 

that the research aims to collect data to find out the prevalence of musculoskeletal pain and 

stress among physiotherapists. The data collected in this questionnaire will be used in Master 

of Physiotherapy thesis. I confirm that I have been sent a copy, and read, the participant 

information sheet and fully understood the information it contained. I understand that my 

participation in this project is voluntary. I will not be paid for my involvement. I am free to 

withdraw from the project at any time, without having to give reason. I have read and 

understood that all data provided will be treated in strict confidence and further my name and 

organisation will be anonymised. I understand that the data provided will be stored securely. 

I have been explained in detail about the Standardized Nordic musculoskeletal Questionnaire 

and Perceived stress scale which will be used in the study. I will have the opportunity to ask 

any questions on the above research and they have been answered to my satisfaction. I fully 

consent to participate in the above study. 

 
 

o I agree 

 

o I disagree 

 

 

 

Name of the Participant:    
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INFORMATION FOR PARTICIPANTS OF THE STUDY 
 

 

Dear volunteers, 

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 with all the relevant details of this research. 

It will explain the nature, the purpose, the benefits, the risks, 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 will 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: “Prevalence of musculoskeletal pain and stress among  

physiotherapists” 
 

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

 

3. Name of the investigator: Nischitha Jain M.P.T. 

 

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

 

To find out the prevalence of musculoskeletal pain and stress among physiotherapists. 

 

5. What is the selection procedure of the participants? (Inclusion and exclusion criteria). 

 
Physiotherapists practicing in Karnataka will be considered for the study. 

Based on the inclusion and exclusion criteria further procedure will be carried out. 

 
 Inclusion Criteria: 

 

 Physiotherapy professionals of age group 25-40 years. 

 Physiotherapy professionals practicing in Karnataka. 

 Physiotherapy professionals with minimum 2 years of clinical experience. 

 Physiotherapy professionals willing to participate. 

 
 

 Exclusion Criteria: 
 

 Physiotherapy professionals who are not willing to participate. 
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 History of musculoskeletal injury within last three months. 

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

 

Physiotherapy professionals who fulfil the inclusion criteria will be recruited in this study. 

Data will be collected through a self administered questionnaire. 

 

7. What are the responsibilities of the participants? 

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

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

experience. 

 
8. What are the expected risks of the participants? 

 

No risks are expected in the study. 

 

9. Whether my participation in this study be confidential? 

 

Yes, the 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, the participants can opt out of the study at any given time during the course of 

the study. 

 

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

 

Yes, participants will be informed about new findings/information of the study. 

 

12. What happens in case of study related injury? 

 

There are no as such risk element involved as participants. 
 

13. Whether my participation in the study will cause any additional financial burden? 

 

No additional financial burden will be borne by the participant. 

 

14. Permission for publication? 

 
Results obtained after a study may be published for scientific purpose. However, identity is 

not disclosed even after the study or participation. 

 

15. Whether the data obtained from me is kept confidentially? 
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Yes, the obtained data from the participants will be kept confidentially. 
 

16. Whether the outcomes obtained for the study is stored securely? 

 

Yes, the outcomes obtained for the study will be stored and maintained securely. 

 

 
 

For any study related queries, you are free to contact, 

 

1. Ms. Nischitha Jain M.P.T 
 

SDM College of Physiotherapy, Dharwad. 

 

Contact no: 7406587330 Email id: nischitha.nj.95@gmail.com    

nischitha.nj.20@gmail.com 
 

 

 

2. Dr. Ravi Savadatti PhD, MPT, BPT. 

Professor 

SDM College of Physiotherapy, Dharwad. 

 

Contact no: 9606528129 Email id: ravisavadatti9@gmail.com 

raviraj09199@gmail.com 

mailto:nischitha.nj.95@gmail.com
mailto:nischitha.nj.20@gmail.com
mailto:ravisavadatti9@gmail.com
mailto:raviraj09199@gmail.com


Data collection sheet 
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Demographic Data: Date: 
 

o Name: 

 

o Age: 

 

o Gender: 

 

o Occupation: 
 

o Qualification: BPT MPT PhD 

 

o Specialisation: 
 

Musculoskeletal Disorders and Sports - 

Neurological and Psychosomatic Disorders - 

Cardio-Respiratory Disorders - 

Community Rehabilitation - 

 
 

Pediatrics - 

 
 

o Work experience: 

 

Post BPT – 

Post MPT – 

o Area of work: Clinical Academicals Both 

 

 

o Contact number: 



Perceived Stress Scale 
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Demographic Data 
 

 

 

 

 
 

 SL NO AGE GENDER QUALIFICATION SPECIALISATION WORK EXPERIENCE AREA OF WORK PSS SCORE  

1 26 FEMALE MPT NEUROLOGY 3 YEARS CLINICAL 20 

2 27 FEMALE MPT MUSCULOSKELETAL AND SPORTS 2 YEARS CLINICAL 26 

3 25 MALE BPT GENERAL 3 YEARS CLINICAL 17 

4 29 MALE BPT GENERAL 3 YEARS CLINICAL 22 

5 25 MALE BPT GENERAL 2 YEARS 4 MONTHS CLINICAL 20 

6 27 FEMALE MPT MUSCULOSKELETAL AND SPORTS 2 YEARS 6 MONTHS CLINICAL AND ACADEMICAL 31 

7 25 FEMALE BPT GENERAL 2 YEARS CLINICAL 15 

8 28 FEMALE MPT PEDIATRICS 2 YEARS 4 MONTHS CLINICAL 18 

9 25 MALE MPT NEUROLOGY 2 YEARS 3 MONTHS CLINICAL 11 

10 25 FEMALE BPT GENERAL 2 YEARS CLINICAL 19 

11 26 FEMALE MPT MUSCULOSKELETAL DISORDERS AND SPORTS 4 YEARS CLINICAL AND ACADEMICAL 15 

12 26 FEMALE MPT NEUROLOGY 2 YEARS 6 MONTHS CLINICAL AND ACADEMICAL 13 

13 26 FEMALE MPT MUSCULOSKELETAL AND SPORTS 2 YEARS CLINICAL 13 

14 28 FEMALE MPT MUSCULOSKELETAL AND SPORTS 2 YEARS CLINICAL 14 

15 26 FEMALE MPT MUSCULOSKELETAL AND SPORTS 2 YEARS 6 MONTHS CLINICAL 18 

16 25 FEMALE MPT MUSCULOSKELETAL AND SPORTS 4 YEARS CLINICAL 10 

17 30 FEMALE BPT GENERAL 6 YEARS CLINICAL 13 

18 26 FEMALE MPT PEDIATRICS 2 YEARS CLINICAL 26 

19 25 FEMALE MPT NEUROLOGY 3 YEARS CLINICAL 15 

20 27 FEMALE MPT MUSCULOSKELETAL AND SPORTS 3 YEARS 4 MONTHS CLINICAL 19 

21 28 FEMALE MPT MUSCULOSKELETAL AND SPORTS 2 YEARS 6 MONTHS CLINICAL 16 

22 27 FEMALE MPT MUSCULOSKELETAL AND SPORTS 2 YEARS 10 MONTHS CLINICAL 28 

23 26 FEMALE MPT PEDIATRICS 3 YEARS 5 MONTHS CLINICAL 11 

24 25 FEMALE MPT NEUROLOGY 2 YEARS CLINICAL 30 

25 26 FEMALE MPT MUSCULOSKELETAL AND SPORTS 3 YEARS CLINICAL 22 

26 26 FEMALE MPT PEDIATRICS 3 YEARS 4 MONTHS CLINICAL AND ACADEMICAL 28 

27 29 MALE MPT MUSCULOSKELETAL 3 YEARS CLINICAL 11 

28 30 MALE BPT GENERAL 5 YEARS CLINICAL 13 

29 28 FEMALE MPT COMMUNITY BASED REHABILITATION 2 YEARS CLINICAL AND ACADEMICAL 32 

30 35 MALE BPT GENERAL 8 YEARS CLINICAL 6 

31 32 MALE MPT NEUROLOGY 5 YEARS CLINICAL AND ACADEMICAL 23 

32 28 FEMALE BPT GENERAL 3 YEARS CLINICAL 13 

33 26 MALE BPT GENERAL 2 YEARS CLINICAL 21 

34 27 FEMALE BPT GENERAL 2 YEARS CLINICAL 25 

35 28 FEMALE BPT GENERAL 2 YEARS CLINICAL 15 

36 29 FEMALE MPT NEUROLOGY 3 YEARS CLINICAL 17 

37 29 MALE MPT SPORTS 3 YEARS CLINICAL 32 

38 30 FEMALE MPT COMMUNITY BASED REHABILITATION 4 YEARS ACADEMICAL 9 

39 28 MALE BPT GENERAL 2 YEARS CLINICAL 25 

Sign of candidate: Sign of Guide: 
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 40 30 FEMALE MPT GENERAL 5 YEARS CLINICAL 20  

41 30 MALE MPT CARDIO RESPIRATORY 4 YEARS ACADEMICAL 13 

42 31 FEMALE MPT COMMUNITY BASED REHABILITATION 5 YEARS CLINICAL 24 

43 29 MALE MPT COMMUNITY BASED REHABILITATION 4 YEARS CLINICAL 12 
44 32 FEMALE BPT GENERAL 6 YEARS CLINICAL 8 

45 29 FEMALE BPT GENERAL 3 YEARS CLINICAL 23 

46 35 MALE MPT PEDIATRICS 7 YEARS CLINICAL 11 
47 28 MALE BPT GENERAL 2 YEARS CLINICAL 14 

48 29 MALE BPT GENERAL 2 YEARS CLINICAL 33 

49 30 MALE MPT CARDIO RESPIRATORY 4 YEARS ACADEMICAL 12 

50 30 FEMALE MPT GENERAL 3 YEARS CLINICAL 39 

51 25 MALE BPT GENERAL 2 YEARS CLINICAL 24 

52 28 MALE BPT GENERAL 2 YEARS CLINICAL 27 
53 28 MALE MPT MUSCULOSKELETAL 3 YEARS CLINICAL 33 

54 38 FEMALE BPT GENERAL 8 YEARS CLINICAL 10 

55 32 MALE MPT SPORTS 5 YEARS CLINICAL 12 
56 39 MALE MPT MUSCULOSKELETAL 10 YEARS CLINICAL 10 

57 35 FEMALE MPT CARDIO RESPIRATORY 8 YEARS ACADEMICAL 11 

58 25 FEMALE MPT MUSCULOSKELETAL AND SPORTS 2 YEARS 10 MONTHS CLINICAL 20 

59 30 MALE BPT GENERAL 5 YEARS 4 MONTHS CLINICAL 16 

60 34 MALE BPT GENERAL 6 YEARS CLINICAL 26 

61 27 MALE MPT MUSCULOSKELETAL 2 YEARS CLINICAL AND ACADEMICAL 38 

62 39 MALE BPT GENERAL 13 YEARS CLINICAL 5 

63 26 MALE MPT NEUROLOGY 2 YEARS 8 MONTHS CLINICAL 11 
64 35 MALE BPT GENERAL 7 YEARS CLINICAL 15 

65 29 FEMALE MPT PEDIATRICS 3 YEARS 7 MONTHS CLINICAL 30 

66 28 FEMALE BPT GENERAL 3 YEARS CLINICAL 14 

67 31 FEMALE MPT CARDIO RESPIRATORY 3 YEARS 6 MONTHS CLINICAL AND ACADEMICAL 28 

68 30 MALE BPT GENERAL 4 YEARS CLINICAL 12 

69 27 FEMALE BPT GENERAL 2 YEARS 3 MONTHS CLINICAL 32 

70 27 MALE MPT SPORTS 3 YEARS 2 MONTHS CLINICAL 14 

71 29 FEMALE BPT GENERAL 4 YEARS 11 MONTHS CLINICAL 7 
72 25 MALE BPT GENERAL 2 YEARS 1 MONTHS CLINICAL 17 

73 33 MALE BPT GENERAL 5 YEARS CLINICAL 22 

74 29 MALE BPT GENERAL 5 YEARS 6 MONTHS CLINICAL 10 

75 31 FEMALE MPT PEDIATRICS 4 YEARS 4 MONTHS CLINICAL AND ACADEMICAL 15 

76 30 MALE MPT NEUROLOGY 4 YEARS 6 MONTHS CLINICAL AND ACADEMICAL 12 

77 29 MALE BPT GENERAL 5 YEARS CLINICAL 27 

78 30 FEMALE MPT MUSCULOSKELETAL 5 YEARS CLINICAL 30 

79 33 FEMALE MPT NEUROLOGY 5 YEARS CLINICAL AND ACADEMICAL 25 

Sign of candidate: Sign of Guide: 
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 80 26 FEMALE BPT GENERAL 2 YEARS 5 MONTHS CLINICAL 31  

81 39 FEMALE BPT GENERAL 7 YEARS CLINICAL 29 

82 26 MALE BPT GENERAL 2 YEARS CLINICAL 15 

83 28 FEMALE BPT GENERAL 3 YEARS 7 MONTHS CLINICAL 20 

84 26 FEMALE BPT GENERAL 2 YEARS CLINICAL 35 

85 29 MALE MPT NEUROLOGY 3 YEARS 6 MONTHS CLINICAL AND ACADEMICAL 11 

86 27 FEMALE MPT NEUROLOGY 5 YEARS CLINICAL 14 

87 30 FEMALE BPT GENERAL 7 YEARS CLINICAL 10 

88 26 FEMALE MPT NEUROLOGY 2 YEARS CLINICAL 34 

89 26 MALE BPT GENERAL 2 YEARS 6 MONTHS CLINICAL 15 

90 25 MALE BPT GENERAL 2 YEARS CLINICAL 19 

91 28 FEMALE BPT GENERAL 3 YEARS 8 MONTHS CLINICAL 9 

92 26 FEMALE BPT GENERAL 2 YEARS CLINICAL 37 

93 30 FEMALE MPT NEUROLOGY 6 YEARS CLINICAL AND ACADEMICAL 4 

94 26 MALE BPT GENERAL 2 YEARS 8 MONTHS CLINICAL 13 

95 37 FEMALE BPT GENERAL 5 YEARS CLINICAL 10 

96 25 FEMALE BPT GENERAL 2 YEARS CLINICAL 22 

97 29 MALE BPT GENERAL 6 YEARS CLINICAL 27 

98 26 FEMALE BPT GENERAL 2 YEARS CLINICAL 30 

99 27 FEMALE MPT MUSCULOSKELETAL 2 YEARS CLINICAL 35 

100 26 FEMALE BPT GENERAL 2 YEARS 1 MONTH CLINICAL 10 

101 34 MALE BPT GENERAL 10 YEARS CLINICAL 14 

102 27 FEMALE BPT GENERAL 3 YEARS CLINICAL 23 

103 29 MALE MPT SPORTS 4 YEARS CLINICAL 11 

104 27 FEMALE BPT GENERAL 4 YEARS CLINICAL 16 

105 27 MALE BPT GENERAL 3 YEARS CLINICAL 19 

106 26 MALE BPT GENERAL 2 YEARS CLINICAL 26 

107 30 FEMALE BPT GENERAL 6 YEARS CLINICAL 6 

108 28 FEMALE MPT NEUROLOGY 3 YEARS CLINICAL AND ACADEMICAL 26 

109 26 FEMALE BPT GENERAL 2 YEARS CLINICAL 12 

110 31 FEMALE MPT PEDIATRICS 6 YEARS CLINICAL 15 

111 30 MALE MPT MUSCULOSKELETAL 4 YEARS CLINICAL 24 

112 28 FEMALE BPT GENERAL 4 YEARS CLINICAL 37 

113 28 FEMALE MPT CARDIO RESPIRATORY 2 YEARS 8 MONTHS CLINICAL 10 

114 26 MALE BPT GENERAL 2 YEARS 10 MONTHS CLINICAL 17 

115 26 FEMALE MPT NEUROLOGY 3 YEARS CLINICAL 18 

116 27 FEMALE BPT GENERAL 2 YEARS 9 MONTHS CLINICAL 25 

117 28 FEMALE BPT GENERAL 2 YEARS 6 MONTHS CLINICAL 11 

118 26 FEMALE BPT GENERAL 2 YEARS CLINICAL 29 

119 26 FEMALE BPT GENERAL 2 YEARS 5 MONTHS CLINICAL 33 

120 29 FEMALE BPT GENERAL 4 YEARS 4 MONTHS CLINICAL 12 

121 27 FEMALE BPT GENERAL 3 YEARS CLINICAL 16 

122 30 FEMALE MPT MUSCULOSKELETAL 5 YEARS 6 MONTHS CLINICAL 10 

123 35 FEMALE BPT GENERAL 11 YEARS CLINICAL 25 

124 26 FEMALE BPT GENERAL 2 YEARS CLINICAL 36 

125 28 FEMALE BPT GENERAL 3 YEARS CLINICAL 16 

Sign of candidate: Sign of Guide: 
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Standard Nordic Musculoskeletal Questionnaire 
 

 

 

 
 SL NO NECK SHOULDERS ELBOWS WRISTS/HANDS UPPER BACK LOWER BACK HIPS/THIGHS KNEE ANKLE/FEET  

1 YES NO NO NO NO NO NO NO YES 

2 YES NO NO NO YES YES NO NO NO 

3 YES NO NO NO YES NO NO NO NO 

4 YES NO NO NO NO YES NO NO NO 

5 YES NO NO NO YES NO NO YES NO 

6 YES NO NO NO NO YES NO NO NO 

7 YES YES NO NO YES NO NO NO NO 

8 YES NO NO NO YES YES NO NO NO 

9 NO NO NO NO YES NO NO NO YES 

10 YES NO YES NO YES YES NO NO NO 

11 YES YES NO YES YES YES NO NO NO 

12 NO NO NO NO NO NO NO NO NO 

13 YES NO NO NO NO NO NO NO NO 

14 NO YES NO YES NO NO NO NO NO 

15 YES YES NO YES YES NO YES YES NO 

16 YES NO NO NO YES NO NO NO NO 

17 NO NO NO YES NO YES NO NO NO 

18 YES NO NO NO YES NO NO NO NO 

19 NO NO NO NO YES NO NO YES NO 

20 YES NO NO NO NO YES NO NO NO 

21 NO NO NO YES NO YES NO YES NO 

22 NO NO NO NO YES NO NO NO NO 

23 NO NO NO NO YES YES NO YES NO 

24 NO NO NO NO NO NO NO NO NO 

25 NO YES NO YES NO NO NO NO NO 

26 YES NO NO NO NO NO NO NO YES 

27 YES YES NO NO YES NO NO NO NO 

28 YES NO NO NO NO NO NO NO NO 

29 NO NO NO NO NO YES NO NO NO 

30 NO NO NO NO NO NO NO NO NO 
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 31 NO NO NO YES NO YES NO NO NO  

32 YES YES NO YES YES NO NO NO NO  

33 NO NO NO NO NO YES NO NO NO  

34 YES NO NO NO YES NO NO NO NO  

35 NO NO NO NO NO YES NO NO NO  

36 NO YES YES YES NO NO NO NO NO  

37 YES NO NO NO NO NO NO NO NO  

38 YES NO NO NO NO YES YES NO YES  

39 NO NO NO NO YES NO NO NO YES  

40 YES YES NO NO YES YES YES YES NO  

41 YES YES YES YES YES NO NO NO NO  

42 NO NO NO YES NO NO NO NO NO  

43 NO YES NO YES NO YES YES NO YES  

44 NO NO NO NO NO NO NO NO NO  

45 NO NO NO NO YES NO NO YES YES  

46 NO NO NO NO NO YES NO NO NO  

47 YES NO NO NO NO NO YES YES NO  

48 NO NO NO NO YES NO NO NO NO  

49 YES NO NO NO YES NO NO NO NO  

50 YES YES NO YES YES NO NO NO NO  

51 NO YES NO NO NO NO NO YES NO  

52 NO NO NO NO YES YES NO NO NO  

53 NO NO NO NO NO NO YES YES YES  

54 YES NO NO NO YES NO NO NO NO  

55 NO NO NO NO YES YES NO NO NO  

56 NO NO YES YES NO YES NO NO NO  

57 NO NO NO NO NO YES NO NO YES  

58 YES NO NO NO NO NO NO NO NO  

59 NO NO NO NO NO NO NO NO NO  

60 NO NO NO NO NO YES NO NO NO  
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 61 NO NO NO NO NO NO NO NO NO  

62 YES YES NO NO YES NO NO NO NO  

63 NO NO NO NO NO NO NO YES NO  

64 NO NO NO NO YES NO NO NO NO  

65 NO NO NO NO NO YES NO YES NO  

66 YES NO YES YES NO YES YES NO NO  

67 NO NO NO NO NO NO NO NO NO  

68 NO NO NO NO NO NO NO NO NO  

69 YES YES NO NO YES NO NO YES NO  

70 NO NO NO NO YES NO NO NO NO  

71 YES NO NO YES NO NO YES NO NO  

72 NO YES NO YES NO NO NO NO NO  

73 NO YES YES YES NO NO NO YES NO  

74 YES YES NO NO NO NO NO NO NO  

75 NO NO NO NO NO NO YES NO NO  

76 YES NO NO NO NO NO NO NO YES  

77 NO NO YES NO NO NO NO NO NO  

78 NO NO NO NO NO YES NO NO NO  

79 NO NO NO YES NO NO NO NO YES  

80 NO YES NO NO YES NO NO YES NO  

81 YES NO NO NO YES YES NO NO NO  

82 NO NO NO NO YES NO NO NO YES  

83 YES NO NO NO YES NO NO NO NO  

84 YES YES NO NO YES NO NO NO NO  

85 NO NO NO NO YES YES NO NO NO  

86 YES NO NO NO YES NO NO NO NO  

87 YES NO NO NO NO NO NO NO NO  

88 YES NO NO NO YES NO YES YES NO  

89 NO NO NO YES NO YES NO YES YES  

90 NO NO NO NO NO NO NO NO NO  
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91 NO NO NO NO NO YES NO NO YES 

92 NO YES YES YES NO YES NO NO NO 

93 YES NO NO NO YES NO NO YES NO 

94 YES NO NO NO NO NO NO NO NO 

95 NO NO NO NO YES NO NO NO NO 

96 YES NO NO YES YES NO NO NO NO 

97 NO YES NO YES NO NO YES NO NO 

98 YES NO NO YES YES NO NO NO NO 

99 NO NO NO NO YES NO NO NO NO 

100 NO NO YES NO NO YES NO NO YES 

101 NO NO NO NO NO NO NO YES NO 

102 NO NO NO NO NO YES NO YES NO 

103 YES NO NO NO YES NO NO NO YES 

104 NO NO NO YES NO NO YES NO NO 

105 NO NO NO NO NO NO YES NO NO 

106 YES YES NO YES NO YES NO YES YES 

107 NO NO NO NO NO NO NO NO NO 

108 NO NO NO NO YES NO NO NO YES 

109 NO NO NO NO YES NO NO YES NO 

110 YES NO NO NO YES NO NO NO NO 

111 NO NO NO NO NO NO NO NO YES 

112 NO YES YES YES NO YES NO NO YES 

113 NO NO NO NO YES NO NO NO NO 

114 YES NO NO NO NO YES NO NO NO 

115 NO NO NO YES NO NO NO NO NO 

116 YES YES NO YES YES YES NO NO NO 

117 NO NO NO NO YES NO NO YES NO 

118 NO NO NO YES NO YES YES NO NO 

119 NO NO NO YES NO NO YES NO NO 

120 YES NO NO NO YES NO NO NO NO 

121 NO YES NO NO NO YES NO NO NO 

122 NO NO NO NO NO YES YES NO NO 

123 NO NO NO NO NO NO NO NO NO 

124 YES YES NO NO YES NO NO NO NO 

125 NO NO NO YES NO YES NO NO NO 
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