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                                                             ABSTRACT 

 

Background: The focus of this study was to explore the level of Psychological stress 

and determine their association with socio-demographic among knee OA patients 

attended at CRP. Objectives: To identify the level of Psychological stress among knee 

OA patients attended at CRP. Method: The study design was cross-sectional. A total 

of 80 samples were selected conveniently for this study from the Musculoskeletal unit, 

Department of Physiotherapy, CRP, Savar. Data was collected by using a self structured 

questionnaire, and the DASS 21 Scale. Descriptive statistics using SPSS software 

version 22.0 were used for data analysis. Result: In this study, the mean age of the 

participants was (52.31±7.127) years. Females were about 72% (n = 58) and males were 

about 28% (n = 22). Among the participants, 9% had moderate depression, 25% had 

mild depression, and 2% had severe level of depression. Among the participants, 4% 

had severe anxiety, 39% had moderate anxiety, and 9% had extremely severe anxiety. 

Among the participants, 11% had mild stress, 3% had moderate stress, and 70% had 

less mild stress. The researcher found that Educational status, Occupation, Family 

income and Physiotherapy treatment outcome are less than 0.05 which means this are 

significant with depression. The researchers discovered a link between Educational 

status, Number of earning member, Family income are correlated with anxiety. And 

Gender, Educational status, Occupation, Family member, Earning member, Number of 

involvement of knee joint, Family income are correlated with stress. Conclusion: This 

study find out the level of Psychological stress among knee OA patients. 

Key words: Knee OA, Depression, Anxiety, Stress, DASS-21 

Word count: 10000 
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CHAPTER-I                                                            INTRODUCTION 

 

1.1 Background  

Osteoarthritis (OA) is a condition marked by a variety of anatomical and physiological 

changes in joint tissues, including as cartilage deterioration, bone remodeling, and 

osteophyte production, changes result in pain, stiffness, swelling, and restrictions in 

joint function (Cui et al. 2020, p. 3). Osteoarthritis is one of the most prevalent chronic 

health diseases which affects many different outcomes, such as mental health, sleep, 

work involvement, and even mortality, in addition to pain and functional ability (Cui et 

al. 2020, p. 4). 

People who have knee OA (KOA) experience a progressive loss of function, showing 

an increasing reliance on their lower extremities for tasks like walking and stair 

climbing, as well as an increased risk of cardiovascular comorbidities (Carotti et al. 

2017, P. 1). 

Osteoarthritis has traditionally been assessed from a biomechanical perspective, 

however there is evidence that psychosocial aspects play a significant influence in how 

well people manage their pain (Urquhart et al. 2014, p. 446). It appears that a complex 

interplay of elements, including structural damage, peripheral and central pain 

processing mechanisms, obesity, culture, demographic, and psychosocial factors, 

underlies the feeling of pain and the symptoms of impairment in osteoarthritis patients 

(Helminen et al. 2020, p. 406). 

One of the most important public health issue is arthritis and 10% of the world’s 

population who are  60 years or above having health problems that can attribute to OA 

(Yahaya et al. 2021, p. 1222). Osteoarthritis is characterized by joint pain, stiffness and 

functional limitation and it is common in the joints of the knees, hands, hips, and feet, 

sometimes also affecting the joints of the shoulder and the spine (Yahaya et al. 2021, 

p. 1222). 

The global prevalence of knee OA was 16⋅0% in individuals aged 15 and over and was 

22⋅9% in individuals aged 40 and over. Besides, there are around 654⋅1 million 

individuals (40 years and older) with knee OA in 2020 worldwide and the prevalence 



 

2 

 

was 19⋅2% in Asian, 13⋅4% in Europe, 15⋅8in North America, 4⋅1% in South America, 

3⋅1%  in Oceania, 21⋅0% in Africa (Cui et al. 2020, p. 10). 

The incidence of knee OA is rising day by day increasing average age of general 

population. Major risk factor for knee OA are age, weight, trauma to joint due to 

repeated movements in particular joint are common risk factors of knee OA and several 

pathological factors include cytokines, leptin. History of diabetes, cancer, or 

cardiovascular disease and the presence of walking disability are major risk factors 

(Heidari 2011, p. 205). 

Pain and other symptoms of OA may have a profound effect on quality of life affecting 

both physical function and psychological parameters. Knee OA is not a localized 

disease of cartilage but also a chronic disease of the whole joint, including articular 

cartilage, meniscus, ligament, and peri-articular muscle that may result from multiple 

pathophysiological mechanisms (Hayami 2008, p. 1575). 

The prevalence rate was significantly higher among women than in men and increased 

significantly with age and symptomatic knee OA was significantly more common in 

rural compared to urban and suburban populations (Andriankos et al. 2011, p. 2509). 

Sports participation, injury to the joint, obesity, and genetic susceptibility predispose 

adolescent athletes to the development of premature osteoarthritis. Previous knee 

trauma increases the risk of knee OA 3.86 times (Blagojevic et al.  2010, p. 26). 

Determination of risk factors particularly in the weight-bearing joints and their 

modification may reduce the risk of OA and prevent subsequent pain and disability 

(Zhang and Jordan 2010, p. 356).  

Physiotherapists are important providers of non-surgical care for people with knee OA 

and receive more OA referrals from general practitioners than other allied health 

providers. In addition, patients generally perceive physiotherapists to be important to 

assist them in managing their OA and prescribing exercises (Teo et al. 2021, p. 5). 

Weight loss, medication and surgical advice were perceived to be outside of their scope 

of practice but physiotherapists’ reported experiences treatment technique were mostly 

consistent with the quality care standard (Teo et al. 2021, p. 5). 

The burden of depression, anxiety and other mental disorders call for concerted, 

inter-sectoral response. Not only to raise public awareness but also to provide 
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treatment and prevention strategies that can reduce this large and growing health 

problem, including the economic losses attributable to them. The correlations 

between poor mental health and an increased prevalence of musculoskeletal 

conditions, multiple areas of pain, chronic and preventable diseases, emphasizes 

the need for an effective and holistic multidisciplinary approach to the management 

of these conditions. 
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1.2 Rational 

Psychological distress can negatively influence disability, quality of life, and treatment 

outcomes for individuals with hip and knee osteoarthritis (OA). Depression is a 

common mental disorder. Globally it is estimated that 5% of adults suffer from the 

disorder. 

Knee osteoarthritis (OA) is a common and major health problem and causes chronic 

pain and disability among elderly in most of the developed countries. It is a common 

cause of disability in older person associated with mobility impairment, limitations in 

performing daily activities that causes decrease in physical function. 

The purpose of the study is to find out the level of psychological distress among knee 

OA patients. Physical therapy plays an important role not only in the management of 

OA but also to prevent the disease as well as to reduce activity limitation, functional 

disability and to improve quality of life.  For that researcher interested to conduct this 

research to find out new things. If  the level of psychological stress is find out that 

means the vulnerable gender group of OA, the age group of people are who affected by 

OA, Body type and most involvement joint of the OA patient and outcome of 

physiotherapeutic treatment in Knee OA. As a Physiotherapist it will help to deal with 

Knee OA patients easily and will give details about psychological stress related 

information to the patient so that people can modify their life style regarding OA at 

knee and can improve their mental health. We can provide better treatment as well as 

essential advice to the patients. . Furthermore, the study intended to provide a pathway 

for the prevention of depression and anxiety in light of risk factors. Beside this it will 

assist in the establishment of ergonomic rules for their residual circumstances. This 

research will also aid in their awareness, particularly increase the consciousness of our 

society and it also intends to put contribution to the establishment and enrichment of 

mental health. Besides that, it will aid professional growth, which is critical given the 

present state of the field and it is anticipated that knowledge enrichment will promote 

physiotherapy professional growth. As a health professional it improves our 

knowledge. Research makes the profession strongest. So there is no alternative option 

to do research as a professional to develop the profession.   
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This study will be able to identify depression anxiety and stress in knee OA patients, as 

well as their associated mental health issue. Furthermore, the study intended to provide 

a pathway for the prevention of depression, anxiety and stress in light of risk factors. 
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1.3 Research question 

What are the level of psychological stress among knee OA patients attended at CRP? 
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1.4 Aim of the study 

To explore the level of psychological stress among knee osteoarthritis patients attended 

at CRP? 
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1.5 Objectives 

1.5.1 General objective 

To identify the level of psychological stress among knee osteoarthritis patients attended 

at CRP. 

1.5.2 Specefic objectives 

1. To find out the socio-demographic characteristics of knee OA patients. 

2. To identify the vulnerable gender affected from depression, anxiety and 

stress. 

3. To determine the level of depression among knee OA patients. 

4. To identify the level of anxiety among knee OA patients. 

5. To identify the level of stress among knee OA patients. 

6. To explore the association between depression and socio-demographic. 

7. To identify the association between anxiety and socio-demographic. 

8. To identify the association between stress and socio-demographic. 
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1.6 Conceptual framework 
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1.7 Operational definition 

Knee OA 

Knee osteoarthritis is also known as degenerative joint disease, is typically the result of 

wear and tear and progressive loss of articular cartilage. 

Psychological stress            

Psychological distress refers to non-specific symptoms of stress, anxiety and 

depression, and it is more common in women. 

Depression          

It is characterized by persistent sadness and lack of interest or pleasure in previous 

rewarding or enjoyable activities. It can also disturb sleep and appetite. Tiredness and 

poor concentration are common. 

Anxiety 

Anxiety disorders are   characterized by excessive fear and worry and related behavioral 

disturbance. Symptoms are severe enough to result in significant distress or significant 

impairment in functioning. 

Stress 

Stress can be defined as a result of worry and mental tension cost by a difficult situation. 

Stress is a natural human response that prompts us to address challenges and threats in 

our lives. 

Depressive symptoms 

The depressive symptoms are measured by Depression, Anxiety, and Stress Scale - 21 

Items (DASS-21) which is a collection of three self-report measures that assess 

depression, anxiety, and stress. Each of the three DASS21 scales has seven items that 

are grouped into subscales that have comparable content. Dysphoria, despair, 

devaluation of life, self-deprecation, and lack of interest/participation, anhedonia, and 

lethargy are all assessed on the depression scales. 
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CHAPTER- II                                                   LITERATURE REVIEW 

 

The term “osteoarthritis” is the most common pathological condition, namely the 

degenerative joint disease. “Osteoarthritis” is derived from the Greek word part osteo-

, meaning “bone”, combined with arthritis: arthr-, meaning “joint”, the suffix “-itis” 

implies the presence of inflammation (Tanchev 2017, p. 1). 

Knee osteoarthritis (OA) is a chronic degenerative joint disease affect millions of 

people worldwide, particularly those who are above 60 years. It is a significant cause 

of disability and can impact an individual’s quality of life (Sajaan et al. 2023, p. 127). 

Osteoarthritis (OA) is the most prevalent of the chronic rheumatic diseases and is a 

leading cause of pain and disability in most countries worldwide. The prevalence of 

OA increases with age and generally affects women more frequently than men (Yahaya 

et al. 2021, p. 1221). 

The prevalence of OA was 16.4% in South Asia, 15.7% in East Asia and Pacific, and 

14.2% in Sub Saharan Africa. Low- and middle-income countries (LMICs) are 

experiencing a dramatic shift in the burden of disease from communicable to non-

communicable disease (NCD). The prevalence of NCD continues to grow and was 

responsible for 70% of deaths worldwide in 2016. NCDs also accounted for 61% of 

global disability adjusted life years (DALYs) in 2016, around 20% higher than in 1990, 

with the highest rise observed in LMICs settings. Musculoskeletal conditions account 

for a significant proportion of NCDs contributing to DALYs, with osteoarthritis (OA) 

contributing most to this burden. OA carries an excess mortality and financial burden 

both societally and to individuals suffering from it, and is a major contributor to the 

global disability burden, with an increase of 9·6% of the global age-standarised years 

lived with disability (YLD) between 1990 and 2017. The Global Burden of Disease 

(GBD) study (2015) ranked OA and diabetes highest in terms of largest increase in 

years lived with disability when compared to the other top causes of disability (Yahaya 

et al. 2021, p. 1225). 

Depression is a major global public-health issue and is projected to be the second 

leading cause of disease burden by the year 2020 (Rodda, Walker and Carter 2011, p. 

686). A recently systematic review and meta-analysis recently reported that 19.9% of 
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people with OA had depressive symptoms, with a relative risk of depression of 1.17 in 

those with OA compared to those without (Stubbs et al. 2016, p. 230). However, 

depression is often under-recognised and under-treated in older adults, particulary in 

patients with OA. Furthermore, concomitant depression in OA patients   contributes to 

increased difficulties in OA management and disease burden (Zheng et al. 2021, p. 5). 

About 13% of women and 10% of men aged 60 years and older have symptomatic knee 

OA. The proportions of people affected with symptomatic knee OA is likely to increase 

due to the aging of the population and the rate of obesity or overweight in the general 

population (Heideri 2011, p. 206). 

The economic costs of OA are high, including those related to treatment, for those 

individuals and their families who must adapt their lives and homes to the disease, and 

those due to lost work productivity (Altman 2010, p. 44). 

Osteoarthritis, also refers to as joint pains, is a significant cause of disability and is the 

most common type of arthritis, affecting 10% of the global population aged 60 years 

and above (Jakiela, Waugh and White 2021, p. 157). The older population (aged 60 

years) is projected to double and triple by 2050 and 2100, respectively. It is anticipated 

that osteoarthritis is primarily related to aging, becoming the leading cause of disability 

by 2030 (Jahan et al. 2017, p. 1140). The global prevalence of knee osteoarthritis was 

estimated to 22.9% in the population aged 40 and above (Cui et al. 2020, p. 3). 

Osteoarthritis is a prime contributor to the global disability burden and was ranked as 

the 15th highest cause of years lived with disability (YLDs) in the year 2019, causing a 

significant financial burden to the health system and societally. Osteoarthritis is 

comorbidity frequently exists with other non-communicable diseases like heart disease, 

diabetes, and mental health problems, resulting in further deterioration in the patient’s 

quality of life (Hunter, March and Chew 2020, p. 1711). 

 

Emerging evidence from Bangladesh reported a high prevalence of osteoarthritis and 

related illnesses among the older population in Bangladesh. One study reported that 

12.1% of adults aged 60 and above have symptomatic knee osteoarthritis, and the 

prevalence of osteoarthritis in rural and urban slum and affluent urban communities are 

7.5%, 9.2%, and 10.6%, respectively. Findings from the first national survey related to 

musculoskeletal conditions and related disabilities in Bangladeshi adults show that 
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30.4% of adults in Bangladesh have musculoskeletal conditions, 7.3% have knee 

arthritis, and among the adults with musculoskeletal conditions, 24.4% have some form 

of disabilities (Mistry et al. 2022, p. 3). 

The majorities (80%) of patients with knee osteoarthritis have limitations in movement, 

and 25% cannot perform their major daily activities of life. Among the patients with 

osteoarthritis, knee involvement is more prevalent (Safiri et al. 2020, p. 822). 

Central pain sensitivity plays an important role in pain severity among patients with 

knee OA, and psychosocial factors account for some of this variance in pain and other 

symptoms (Somers et al. 2009, p. 503). OA was demonstrated to be responsible for 

declined life satisfaction, and depression and anxiety were two major mood problems 

correlated. The level of disability experienced in patients with KOA showed to correlate 

more accurately with psychological involvement than with radiographic scores (Carotti 

et al. 2017, p. 935).  

Recently, the importance of depressive symptoms in individuals with knee OA has 

gained increased recognition. Depressive symptoms are a major comorbidity in older 

adults with knee OA with prevalence rate of 20%, which is higher than the prevalence 

in the general US population. Depression symptoms have been suggested to be 

inversely associated with both knee pain and self-reported physical function. The 

importance of depressive symptoms in individuals with knee OA is further evidenced 

by the observation that treating depression in patients with knee OA reduces knee pain 

and improves self-reported physical function (Iijima et al. 2018, p. 4). 

Osteoarthritis (OA) of the knee, a leading cause of pain and physical impairment (Vos 

et al. 2010, p. 2165). Recently, the importance of depressive symptoms in individuals 

with knee OA has gained increased recognition (Wilkie et al. 2013, p. 913). 

Interestingly, individuals with depressive symptoms had a non-significant association 

with night pain. Greater knee pain at night causes poorer sleep quality at night and 

feeling less refreshed after sleep, which may exacerbate depressive symptoms (Iijima 

et al. 2018). 

Osteoarthritis is the deterioration of the knee joints by having chronic and permanent 

articular cartilage damage. The destruction of the articular cartilage occurs slowly and 

continuously due to inappropriate postures or had an accident in the knee joint, the 

cartilage can cause the cartilage to rub against one another. This can results in pain, 
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swelling, stiffness, inflammation, decreased ability to move, and cause a deformity of 

the knee joint. OA knee is a chronic illness that occurred in the middle age to the elderly 

(Siripongpan and Sindhupakorn 2022, p. 2).  

Prevalence of knee pain in OA knee around the Asian region ranged from 38.1% to 

50.0% in the elderly. Knee pain is a common symptom in OA knee and caused 

disability. Pain depends on the experience of each patient, whether there is any by direct 

injury or by abnormal nerve impulses, psychological, personality factors, and 

expectations related to pain in the future. Pain cannot be identified when it occurs 

causing fear and anxiety (Wylde, Palmer and Learmonth 2013, p. 1254). Chronic illness 

also affects psychological. It causes several impacts such as affecting work due to 

structural changes in the knee joint so the difficulty in activities, walking, going up and 

down the stairs, which affects the quality of life (QoL) and increase the mortality rate. 

In the United States, economic loss commonly affects adults with arthritis, which is the 

main cause use of disability in the United States (Siripongpan and Sindhupakorn, 

2022).  

However age, the severity of osteoarthritis, and depression were correlated to the 

residential area. The patient lived in a rural area which is a semi-urban community with 

a good utility system, resulting in a QoL that was not different. Previous research found 

that there was no difference in each residential area in severity and quality of life. But 

there were differences between the gender in which females have a higher level of pain 

and severity (Alkan et al. 2014, p. 170). 

Persons with mental disorders have a decreased life expectancy of approximately 

10–15 years in comparison with the general population. Therefore, early 

interventions at the onset of mental disorders can greatly improve outcomes (Solmi 

et al. 2022, p. 285). 

A 2021 study found that both aerobic and resistance exercise training have 

promising resulting in the treatment and management of mental health conditions, 

particularly depression and anxiety (Smith and Merwin 2021, p. 45) Recent 

research has shown that daily exertion ranging from low to high intensity exercise, 

physical activity, and or regular participation in recreational games can be used as 

part of the treatment of acute and chronic stress, depression and anxiety in the 

general population. This study found that aerobic exercises and walking 
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programmes are the most effective and most commonly used interventions for the 

treatment of psychological disorder (Dogra, Shukla and Bhatacharjee 2022, p. 

2355). 

Knee OA results in chronic pain and impaired joint function, sifnificantly limiting 

the activities od ADL. Consequently, these patients experience a poore health-

related quality of life and are at higher risk of developing depression compared to 

the general population. It has been estimated that up to 20% of patients with knee 

OA may be suffering from depression (Nowinka et al. 2022, p. 3).  

A longitudinal study conducted by Rathbun et al. (2018, p. 1456) found that 

depressive symptoms affected the physical functioning and pain severity of patients 

with knee OA. Another study showed that a persistently depressed mood 

significantly increases the severity of pain. Additionally, a bidirectional 

relationship between pain and depression in patients with knee OA has been 

described, where concurrent depression increases pain perception and, reciprocally, 

higher pain levels may lead to a more depressed state (Rathbun et al. 2018, p. 1452). 

Obtaining adequate mental health support should be of primary importance, as the 

presence of depressive symptoms is a significant predictor of worsening outcomes. 

However, less than half of all patients affected by knee OA and concurrent 

depression actively seek support or receive adequate treatment. Unfortunately, poor 

mental health is frequently overlooked by clinicians, who focus primarily on the 

physical aspects of knee OA and so fail to recognize depression or its role in 

contributing to persisting knee symptoms (Nowinka et al. 2022, p. 2). 

Recently, the importance of major depression, depressive symptoms and anxiety among 

people with osteoarthritis has gained increasing recognition. Depressive symptoms 

were highlighted as a potential barrier to physical activity for people with osteoarthritis 

in a recent systematic review. This is important as physical activity has been 

demonstrated to reduce pain and disability in this population. Gleicher et al. (2011, p. 

4) reported that among a cohort of over 2,000 individuals with probable osteoarthritis, 

29% had probable depression yet almost half did not receive any mental healthcare 

support. This is despite a recent evidence suggesting that cognitive behavioral therapy, 
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exercise and integrated depression management may improve outcomes for those with 

osteoarthritis and co-morbid depression (Stubbs et al. 2016, p. 230). 

Depression may be dangerous to one's health, especially if it is recurring and of 

moderate or severe degree. It can make the individual who is affected suffer severely 

and perform poorly at job, school, and in the family. Depression can lead to suicide in 

the worst-case scenario (Mahboobi et al. 2020, p. 3).  

Anxiety is a sensation of tension accompanied by concerned thoughts and bodily 

changes such as elevated blood pressure. It's fairly unusual for someone suffering from 

anxiety to also be depressed, or vice versa. Anxiety disorders are found in nearly half 

of people diagnosed with depression. According to the World Health Organization 

(WHO), one in every thirteen people worldwide suffers from anxiety. As per the WHO, 

anxiety disorders are the most frequent mental disorders globally, with the most 

common anxiety disorders being specific phobia, major depressive disorder, and social 

phobia (WHO, 2021).   
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CHAPTER-III                                                               METHODOLOGY 

 

3.1 Study design 

A cross-sectional study design was performed with structured questionnaires and 

interviews were conducted with persons having knee Ostearthritis. This study design 

was appropriate to find out the objectives. For this reason, the type study was chosen 

Cross-sectional study. In the case of the cross-sectional study, the most important 

advantage was it needs less time and it is also cheap as there was no follow up, fewer 

resources required running the study (Nagendrababu et al., 2020).  

The purpose of quantitative research is theory testing to establish facts, show causal 

explanations and relationships between variables, allow prediction. Quantitative 

research designs are predetermined and structured and do not change during the study. 

Quantitative research studies answered specific research questions by producing 

statistical evidence to prove a point. A Quantitative design, a cross sectional study was 

conducted for identify the level of Psychological stress among knee OA patients 

attended at CRP, Savar. The researcher will try to identify the correlation between the 

dependent variable and independent variable. To find these questions answer cross 

sectional study is the best to collect information from large data. 

3.2 Study site 

The researcher collected data from the Musculoskeletal Unit, Department of 

Physiotherapy, CRP, Savar. Researcher  explained every participant about the research 

aim and objectives. Researcher had taken sampling from those who willingly 

participated in this research.  

3.3 Study population 

A population refers to the members of a clearly defined set or class of people, objects 

or events that are the focus of the investigation. The criteria of study populations were 

determined from a literature review and the goals for the study. Selection criteria were 
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established gradually, as the assumptions and theoretical base of the study unfold. The 

study populations were the patients who were diagnosed with knee OA.  

3.4 Sample size  

It is very difficult to establishing the best size of sample since this decision depends 

very largely on the investigator which is being undertaken. Statistical studies are always 

better when they are carefully planned. In the study, sample must be adequate in size, 

relative to the goals of the study. Study sample must be “big enough” that an effect of 

such magnitude as to be of scientific significance will also be statistically significant. 

In a cross-sectional research with a finite sample frame, the equation for 

finite population correction is:  

𝑛 =
𝑧2

𝑑2
× 𝑝𝑞 

   =
(1.96 × 1.96) × 0.073 × 0.927

(0.05 × 0.05)
 

   =
0.2599649136

0.0025
 

   =103  

Here,  

Sample size = n  

Confidence interval, Z = 1.96  

Prevalence of depression, p = 0.073 (Haider et al., 2022)  

Expected non-prevalence, q = (1-p)  

                                             = (1- 0.073)  

                                             = 0.927  

Margin of error, d = 0.05  

Due to limitation of the study time duration 80 sample was collected among 103.  
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3.5 Duration of data collection 

Data was collected from 4th May- 28th July, 2023. 

3.6 Sampling technique 

Convenience sampling technique is used for easy to access a particular subset of people 

from large population. The samples were collected based on some inclusion and 

exclusion criteria. 80 participants with knee OA were selected through purposive 

sampling technique from musculoskeletal Physiotherapy unit of CRP. Participants were 

selected from CRP because they were easily accessible for the researcher. Purposive 

sampling targets a particular group of people. The samples were collected on the basis 

of some inclusion and exclusion criteria. 

3.6 Inclusion criteria 

1. Patients with knee osteoarthritis who were attending in CRP 

2. Both male and female were included 

3. Subjects who were willing to participate 

 

3.7 Exclusion criteria 

1. Patients who were medically unstable 

2. Inability to walk without assistive device 

3. Any history of pathological condition (malignancy, heart disease etc.) 

4. Patients were excluded if they had neurological, vestibular, fracture of the 

lower extremity, rheumatoid arthritis. 

 

3.8 Data collection tools 

The tools that were needed for the study were the Bengali Consent form and 

questionnaire and other necessary materials that were pen, pencil, eraser, clipboard, 

white paper, and notebook.  
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3.9 Measurement tools 

DASS-21 scale: Each question has a number 0, 1, 2, or 3 which indicates how much 

the statement applied to you over the past week. There are no right or wrong answers.  

The rating scale is as follows:  

0 Did not apply to me at all  

1 Applied to me to some degree, or some of the time  

2 Applied to me to a considerable degree or a good part of the time  

3 Applied to me very much or most of the time  

 

Each of the three DASS-21 scales contains 7 items, divided into subscales with similar 

content. The depression scale assesses dysphoria, hopelessness, devaluation of life, 

selfdeprecation, and lack of interest/involvement, anhedonia, and inertia. The anxiety 

scale assesses autonomic arousal, skeletal muscle effects, situational anxiety, and 

subjective experience of anxious affect. The stress scale is sensitive to levels of chronic 

non-specific arousal. It assesses difficulty relaxing, nervous arousal, and being easily 

upset/agitated, irritable / over-reactive, and impatient. Scores for depression, anxiety, 

and stress are calculated by summing the scores for the relevant items.  

The DASS-21 is based on a dimensional rather than a categorical conception of 

psychological disorder. The assumption on which the DASS-21 development was based 

(and which was confirmed by the research data) is that the differences between the 

depression, anxiety, and the stress experienced by normal subjects and clinical 

populations are essentially differences of degree. The DASS-21, therefore, has no direct 

implications for the allocation of patients to discrete diagnostic categories postulated in 

classificatory systems such as the DSM and ICD.  

 

3.10 Data analysis procedure 

Data were analyzed with the software named Statistical Package for Social Science 

(SPSS) version 22.0 and Microsoft Excel 2016. Every questionnaire was rechecked for 

missing information or unclear information. First put the name of variables in the 

variable view of SPSS and the types, values, decimal, label alignment, and 

measurement level of data. The next step was to input the data view of SPSS. After 
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inputting all data researcher checked the inputted data to ensure that all data had been 

accurately transcribed from the questionnaire sheet to the SPSS data view. Then the 

raw data was ready for analysis in SPSS.  

3.11 Level of Significance 

To find out the significance of the study, the “p” value was calculated. A p-value of 

<0.05 was accepted as the significant result for health service research. If the p-value 

is equal to or smaller than the significant level, the results are said to be significant.  

3.12 Ethical consideration 

The whole process of this research project was done by following the Bangladesh 

Medical Research Council (BMRC) guidelines, Institution Review Board (IRB), BHPI, 

CRP, Savar, Dhaka, and World Health Organization (WHO) Research guidelines. The 

proposal of the dissertation including methodology was approved by Institutional 

Review Board and obtained permission from the concerned authority of the ethical 

committee of Bangladesh Health Professions Institute (BHPI). Informed consent was 

used to take permission from all participants.  

Participants’ rights and privileges were ensured. All the participants were aware of the 

aim and objectives of the study. Findings of the study were disseminated with the 

approval of regarding authority. The researcher strictly maintained the confidentiality 

regarding participant’s condition and treatment.  
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CHAPTER-IV                                                                           RESULT 

 

For the purpose of this research, a total of 80 participants who had Knee OA patients 

were questioned. The result of this investigation are summarized in the following 

paragraphs. Data were analyzed by descriptive statistics and computed through 

percentages then submitted by tables, bar chart and pie chart.  

4.1 Socio-demographic profile of the participants 

Out of the 80 participants, the minimum age 45 years, maximum age is above 70 years, 

the mean and standard deviation is 52.31±7.127. 

Variable      Trait Frequency Percent

age (%) 

Age 41-50 years 

51-60 years 

61-70 years 

>70 years 

43 

28 

7 

2 

53.8 

35.0 

8.8 

2.5 

Gender Male 

Female 

22 

58 

27.5 

72.5 

Marital 

status 

Married  

Divorced 

Widow 

68 

6 

6 

85 

7.5 

7.5 

Educational 

status 

Illiterate 

Primary 

S.S.C. 

H.S.C. 

Honors 

Masters or above 

 

17 

46 

11 

2 

2 

2 

21.3 

57.5 

13.8 

2.5 

2.5 

2.5 
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Family type Nuclear family 

Extended family 

64 

16 

80 

20 

Living area Rural 

Urban 

42 

38 

52.5 

47.5 

Occupation Office worker 

Labourer 

Driver 

Housewife 

Unemployed 

Retired 

6 

9 

9 

49 

4 

3 

7.5 

11.3 

11.3 

61.3 

5.0 

3.8 

Family 

income 

(Taka) 

10000-20000 

21000-30000 

31000-40000 

41000-50000 

>50000 

34 

28 

12 

4 

2 

42.5 

35.0 

15.0 

5 

2.5 
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4.1.1 Age of the participants 

 

                

 

                                Figure 1: Age group of the participants 

 

Among the 80 participants, maximum patients was between the 41-50 and 51-60 age 

range. In the age group 41-50 were 53.8% (n=43), age group 51-60 were 35% (n=28), 

age group 62-70 were 8.8% (n=7), age group more than 70 were 2.5 % (n=2).  
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4.1.2 Gender of the participants 

 

            

 

                              Figure 2: Gender of the participants 

 

Among the 80 participants, female are about 72.5% (n=58) and the rest of the 

participants were males, which was about 27.5% (n=22). 

 

 

 

 

 

  

72%

28%

Female Male



 

26 

 

4.1.3. Marital status of the participants 

 

                    

 

                                                   

                        Figure 3: Marital status of the participants 

 

Among the 80 participants, 85% (n=68) were married and 7.5% (n=6) were divorced 

and 7.5% (n=6) were widow.  

85%

7%

8%

Married Divorced Unmarried
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4.1.4 Educational status of the participants 

 

                

 

                                               

                         Figure 4: Educational status of the participants 

 

Among the 80 participants Higher secondary graduation and post-graduation 

participants were the lowest rate, at 2.5% (n=2). Primary passed was the highest at 

57.5% (n=46). Secondary passed were 13.8% (n=11) and 21.3% (n=46) participants 

were illiterate.  
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4.1.5 Family type 

 

 

                                       

                                      Figure 5: Family type of the participants 

 

Among the 80 participants nuclear family was 80% (n=64) ad extended family was 

20% (n=16). 
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4.1.6. Occupation of the participants 

Among the 80 participants most of them were housewife 58.8% (n=47), 10% (n=8) 

were labourer, Office worker were 7.5% (n=6), Driver were 8.8% (n=7), unemployed 

were 6.3% (n=5),3.8% (n=3) were retired from their work and garment worker were 

5.0% (n=4). 

 

             Occupation                     n             Percentage 

           Office worker                    6                  7.5 

              Labourer                    8                  10.0 

               Driver                    7                  8.8 

           Housewife                   47                 58.8 

         Unemployed                    5                  6.3 

             Retired                    3                  3.8 

       Garments worker                    4                  5.0 

 

                                    Table 4: Occupation of the participants  
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4.1.7 Family income of the participants 

 

                       

 

                                              

                      Figure 6: Family income of the participants 

 

Among the 80 participants highest income range was 42.5% (n=34)10k-20k, 35% 

(n=28) were range between 21k-30k, 15% (n=12) were range between 31k-40k, About 

5% (n=4) were in between 41-50k, 3% (n=2) were above 50k. 
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4.2 Knee OA related information of the participants 

 

Variable Traits Frequency Percent

age 

(%) 

Patients BMI 

(Weight/Kg2) 

Under weight 

Normal weight 

Over weight 

11 

13 

36 

13.8 

41.3 

45.0 

Number of 

involvement 

of knee joint 

Right 

Left 

Both 

23 

27 

30 

28.7 

33.8 

37.5 

Pain at stair 

climbing 

Yes 

No 

51 

29 

63.7 

36.3 

Pain at rest Yes 

No 

48 

32 

60 

40 

Co-

morbidities 

Diabetes mellitus 

Hypertension 

Asthma  

Kidney disorder 

Thyroid disorder 

None of the 

above 

28 

20 

4 

4 

6 

18 

35 

25 

5 

5 

7.5 

22.5 

Physiotherapy 

treatment 

outcome 

Improve 

Not improve 

38 

19 

47.5 

23/8 
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No change 

Not taken 

 

21 

2 

26.3 

2.5 

VAS score Mild  

Moderate 

Severe 

15 

46 

19 

18.8 

57.5 

23.8 
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4.2.1 BMI of the participants 

 

 

                                            

                                         Figure 7: BMI of participants 

Among the 80 participants 13.8% (n=11) were under weight, 41.3% (n=33) were 

normal weight and rest of the participants were over weight 45% (n=36).  
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4.2.2 Involvement of knee joint of the participants 

 

 

                                              

                         Figure 8: Knee joint involvement of the participants 

 

Among the 80 participants Right knee joint involvement were 28.7% (n=23), Left knee 

joint involvement were 33.8% (n=27) and both knee joint involvement were 37.5% 

(n=30).  

29%

34%

37%

Right Left Both
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4.2.3 Pain during stair climbing 

 

 

                                                          

                                             Figure 9: Pain at stair climbing 

 

Among 80 participants 64% (n=51) participants feel pain in stair climbing and rest of 

the participants 36% (n=29) don’t feel pain. 
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4.2.4 Pain during rest 

 

 

                                                           

                                     Figure 10: Pain at rest of the participants 

 

Among 80 participants 60% (n=48) participants feel pain at rest and rest of the 

participants 40% (n=32) don’t feel pain. 
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4.2.5 Co-morbidities of the participants 

 

 

                   Figure 11: Co-morbidities of the participants               

 

Among 80 participants most of the participants had Diabetes mellitus 35% (n=28), 

Asthma and kidney disease were 5% (n=4) which were the least. Others co-morbidities 

such as  hypertension were 25% (n=20), thyroid disorder were 8% (n=6) and 23% 

(n=18) had no co-morbidities. 
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4.2.6 Physiotherapy treatment outcome 

 

 

                                                      

                            Figure 12: Outcome of Physiotherapy treatment 

 

Among 80 participants Physiotherapy treatment outcome was improve 48% (n=38), 

24% (n=19) was not improve, 26% (n=21) was no change and 3% (n=2) didn’t take 

physiotherapy treatment.  
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4.2.7 VAS score of the participants 

 

 

                                                       

                                     Figure 13: VAS score of the participants 

 

Pain severity among 80 participants, 19% (n=15) participants had mild pain, 58% 

(n=48) participants had mild pain, 24% (n=19) participants had severe pain.  

19%

57%

24%

Mild Moderate Severe
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4.3 DASS-21 scale 

Variable  Trait Frequency Percentage 

(%) 

Depression Less mild 

Mild 

Moderate 

Severe 

Extremely 

severe 

 

37 

25 

9 

2 

7 

46.3 

31.3 

11.3 

2.5 

8.8 

Anxiety Less mild 

Mild 

Moderate 

Severe 

Extremely 

severe 

23 

14 

31 

3 

9 

28.7 

17.5 

38.8 

3.8 

11.3 

Stress Less mild 

Mild 

Moderate 

Severe 

Extremely 

severe 

62 

9 

2 

3 

4 

77.5 

11.3 

2.5 

3.8 

5.0 
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4.3.1 Depression level of the participants 

 

 

                                             

                                Figure 14: Depression level of the participants 

 

Among 80 participants, 46% (n=37) had less mild depression, 31% (n=25) had mild 

depression, 11% (n=9) had moderate depression, 3% (n=2) had severe depression and 

extremely depression participants were 9% (n=7).    
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4.3.2 Anxiety level of the participants 

 

 

                                              

                                  Figure 15: Anxiety level of the participants  

 

Among 80 participants, 29% (n=23) had less mild depression, 18% (n=14) had mild 

depression, 39% (n=31) had moderate depression, 4% (n=3) had severe depression and 

extremely depression participants were 11% (n=9).    
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4.3.3 Stress level of the participants 

 

   

                                                           

                                      Figure 16: Stress level of the participants 

 

Among 80 participants, 77% (n=62) had less mild depression, 11% (n=9) had mild 

depression, 3% (n=2) had moderate depression, 4% (n=3) had severe depression and 

extremely depression participants were 5%(n=4).   
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4.4 Association between depression and socio-demographic and Knee OA 

related variables of the participants: 

 

After correlations between depression and socio-demographic and knee OA 

related variables among the 80 participants P-value of Educational status, 

Occupation, Family income, Physiotherapy treatment outcome are less than 0.05 

which means this are significant with depression. We can say that Educational 

status, Occupation, Family income, Physiotherapy  treatment outcome variables 

are correlated with depression. And the Age, Gender, Marital statuts, Family 

type, Living area, Family member, Earning member, Patients BMI, Number of 

involvement of knee joint, Pain during stair climbing, Pain at rest, Co-

morbidities has P value more than 0.05 which are not significant with depression. 

That’s mean there is no correlation between  Age, Gender, Marital statuts, 

Family type, Living area, Family member, Earning member, Patients BMI, 

Number of involvement of knee joint, Pain during stair climbing, Pain at rest, 

Co-morbidities with Depression. 

 

 

 

 

 

 

 

 

 

 

 



 

45 

 

Dependent Variable: Depression   

Independent Variable  Test Name  
Test 

Value  

p-Value  Significances  

Age category  
 

Chi-square  42.304  0.330 
Non 

Significance  

Gender   Chi-square   19.915 0.095 
Non  

Significance  

Marital status  Chi-square   22.580 0.657 
Non  

Significance  

Educational status 
Chi-square 

Test   
91.552 0.017 Significance*  

Family type 
Chi-square 

Test   
8.344 0.820 

Non 

Significance  

Living area 
Chi-square 

Test   
14.565 0.335 

Non 

Significance  

Occupation  
Chi-square 

Test   
111.006 0.008 

  

Significance  

Earning member Chi-square   68.608 0.962 Non 

Significance 

Family income 
Chi-square 

Test   
72.208 0.033 Significance*  

Patients BMI Chi-square   18.697 0.849 Non 

Significance  

Number of involvement 

of knee joint  
Chi-square  27.728  0.372 

Non  

Significance  

Pain at stair climbing  Chi-square   17.230 0.189 Non Significance  

Pain at rest 
Chi-square  15.644 0.269 

Non  

Significance  

Co-morbidities  
Chi-square 

Test  
65.428  0.462 

Non Significance  

Physiotherapy 

treatment outcome  

Chi-square 

test  

65.784 0.496 Non Significance 

 

*≤0.05; **≤0.01; ***≤0.001;  

 

Table 7: Association between Depression and socio-demographic and knee 

OA related variables of the participants 
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4.5 Association between anxiety and socio-demographic and Knee OA 

related variables of the participants: 

After correlations between Anxiety and socio-demographic and knee OA related 

variables among the 80 participants P-value of Educational status, Earning 

member, Family income,  are less than 0.05 which means this are significant with 

Anxiety. We can say that Educational status, Earning member, Family income 

are correlated with Anxiety. And the Age, Gender, Marital status, Family type, 

Living area, Occupation, Family member, Patients BMI, Number of involvement 

of knee joint, Pain during stair climbing, Pain at rest, Physiotherapy treatment 

outcome, Co-morbidities has P value more than 0.05 which are not significant 

with Anxiety. That’s mean there is no correlation between  Age, Gender, Marital 

statuts, Family type, Living area, Occupation, Family member, Patients BMI, 

Number of involvement of knee joint, Pain during stair climbing, Pain at rest, 

Physiotherapy treatment outcome, Co-morbidities with Anxiety. 
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Dependent Variable: Anxiety  

Independent Variable  Test Name  
Test Value  p-Value  Significances  

Age category  
Chi-square 

Test   
31.729  0.876 

Non 

Significance  

Gender   
Chi-square 

test   
15.715 0.331 

Non  

Significance  

Marital status  Chi-square   13.905  0.988 
Non  

Significance  

Educational status 
Chi-square 

Test   
92.498 0.037 Significance*  

Family type 
Chi-square 

Test   
8.708 0.849 

Non 

Significance  

Living area 
Chi-square 

Test   
13.272 0.505 

Non 

Significance  

Occupation  
Chi-square 

Test   
97.828 0.144 

Non  

Significance  

Earning member Chi-square   107.389 0.243 Non 

Significance  

Family income 
Chu-square 

Test   
289.163 0.000 

Significance**

*  

Patients BMI Chi-square   29.529 0.386 Non 

Significance  

Number of involvement of 

knee joint  
Chi-square  37.984 0.099 

Non  

Significance  

Pain at stair climbing  Chi-square   13.455 0.491 Non 

Significance 

Pain at rest 
Chi-square  11.255 0.666 

Non  

Significance  

Co-morbidities  
Chi-square 

Test  
86.613 0.087 

Non  

Significance  

Physiotherapy treatment 

outcome  

Chi-square  41.531 0.491 Non 

Significance  

 

*≤0.05; **≤0.01; ***≤0.001;  

 

Table 8: Association between anxiety and socio-demographic and 

Knee OA related variables of the participants 
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4.5 Association between Stress and socio-demographic and Knee OA related 

variables of the participants: 

After correlations between Stress and socio-demographic and knee OA related 

variables among the 80 participants P-value of Gender, Educational status, 

Occupation, Family member, Earning member, Number of involvement of knee 

joint, Family income are less than 0.05 which means this are significant with 

Stress. We can say that Age, Educational status, Occupation, Family member, 

Earning member, Number of involvement of knee joint, Family income are 

correlated with stress. And the Age, Marital status, Family type, Living area, 

Patients BMI, Pain during stair climbing, Pain at rest, Physiotherapy treatment 

outcome, Co-morbidities has P value more than 0.05 which are not significant 

with Stress. That’s mean there is no correlation between  Age, Marital statuts, 

Family type, Living area, Patients BMI, Pain during stair climbing, Pain at rest, 

Physiotherapy treatment outcome, Co-morbidities with Stress. 
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Dependent Variable: Stress  

Independent Variable  Test Name  
Test Value  p-Value  Significance

s  

Age category  
Chi-square 

Test   
35.182  0.645 

Non 

Significance  

Gender   Chi-square   22.268 0.051 
 

Significance  

Marital status  Chi-square   21.019 0.741 
Non  

Significance  

Educational status 
Chi-square 

Test   
94.271 0.010 Significance*  

Family type 
Chi-square 

Test   
14.366 0.349 

Non 

Significance  

Living area 
Chi-square 

Test   
18.8.16 0.129 

Non 

Significance  

Occupation  
Chi- square 

Test   
100.359 0.045 

  

Significance  

Earning member Chi-square   89.847 0.000 Significance*

**  

Family income 
Chi-square 

Test   
210.839 0.016 Significance*  

Patients BMI Chi-square   22.741 0.648 Non 

Significance  

Number of involvement of 

knee joint  Chi-square  38.799 0.051 
  

Significance  

Pain at stair climbing  Chi-square   12.715 0.470 Non 

Significance  

Pain at rest 
Chi-square  14.086 0.368 

Non  

Significance  

Co-morbidities  
Chi-square 

Test  
81.918 0.077 

Non  

Significance  

Physiotherapy treatment 

outcome  

Chi-square  42.709 0.315 Non 

Significance  

 

*≤0.05; **≤0.01; ***≤0.001;  

 

Table 9: Association between stress and socio-demographic and Knee OA 

related variables of the participants   
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CHAPTER-V                                                                   DISCUSSION 

 

The main goal of the study was to explore the level of psychological distress among the 

knee OA patients. Psychological distress is a nonspecific mental health issue that is 

typically characterized by the symptoms of depression and anxiety; however, it can also 

involve other negative affective states, including anger, guilt, grief, and loneliness.  

In this study, the researcher found that male-female ratio of those participants who have 

received Physiotherapy treatment for osteoarthritis from CRP Musculoskeletal unit of 

physiotherapy department. This data showed that most of the osteoarthritis patients 

were female who had come to take physiotherapy at CRP Musculoskeletal unit of 

physiotherapy department.  

According to the findings of research in Bangladesh conducted by Haider et al. (2022, 

p. 7) the age-standardized prevalence was 7.7 where women had a statistically non-

significant higher prevalence (n=74) compared to men (n=60). This study found that 

females (72.5%) are predominantly higher than males (27.5%). One study mentioned 

that, female gender is higher prevalence of knee OA occurance rather than male in 

females than male. Middle –aged women have decreased estrogen levels. Estrogen 

deficiency can lead to  excessive bone reabsorption followed by inadequate bone 

formation, resulting in overall bone reabsorption and causing osteoarthritis (Cooper et 

al. 2013, p. 235). 

According to the research in Bangladesh conducted by Haider et al. (2022, p. 7) there 

was no statistically significant difference between occupational groups. Knee 

osteoarthritis prevalence did not vary significantly between urban (42.5%) and rural 

(56.8%) areas. No statistical difference was found between the level of educational 

achievements, and family income. According to the findings of this research among 80 

participants  most of the partcipants were housewife 59% (n=47). And educational 

qualification were primary level 47% (n=37). 

Fransen et al. (2011, p. 114) examined the prevalence of OA across different countries 

in Asia and found that OA disproportionately affects communities based on geography 

and affluence. In India, Bangladesh and China, the prevalence of knee pain was 

significantly higher in rural communities than in urban settings. According to the 
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findings of this research among 80 participants about 53% participants were from rural 

area and 48% participants were from urban area. 

A population-based study in Spain by Reyes et al. (2016, p. 1868) found an association 

between overweight and obesity with clinically diagnosed knee osteoarthritis. 

According to the findings of this research there is strong correlation between knee 

osteoarthritis and Diabetes mellitus. Among 80 participants 35% (n=28) participants 

had diabetes mellitus. A study conducted in North Carolina; USA by Murphy et al. 

(2008, p. 1210) found that the lifetime risk of knee osteoarthritis increased with 

increasing BMI. A systematic review with 14 studies by Zheng and Chen (2015, p. 4) 

found that overweight and obesity increased the risk of knee osteoarthritis. Mechanical 

stress is the key risk factor in obesity-related pathology (Chen et al. 2020, p. 68). 

According to findings of these research 45% (n=36) had obesity along with knee OA. 

Patients with depressive symptoms might find it harder to find effective ways of coping 

and adapting to their disease, which might lead to limitation in daily living. 

Additionally, it was found that a lack of social and recreational activities could 

contribute to depression. A study conducted by Filardo et al. (2017, p. 3420) found that 

only depressive symptoms and not anxiety was related to function. According to the 

findings of this study anxiety was more related to social-demographic status rather than 

depression with social-demographic status. 

One-fourth of our patients with knee OA had moderate to severe disability and around 

one-fifth had work loss of various duration. Work loss was significantly associated with 

knee osteoarthritis when adjusted with age and sex. In a study in the UK one-quarter of 

the patients with knee OA were severely disabled. In Canada 90% of patients with 

osteoarthritis had higher risk hazard ratio 1.90 of work loss due to illness or disability 

compared with their matched non-OA individuals after adjusting for socio-

demographic, health, and work-related status (Sharif et al. 2016, p. 865). 

The economic impact of OA, which includes direct and indirect (time) costs, is also 

substantial, ranging from 1to 2.5% og gross national products (GNP) in countries with 

established market economies. In regions around the world , the average annual cost of 

OA for an individual is estimated between (2019 USD). Safiri et al. (2020, p. 820) 

examined trends in OA prevalence across the globe by Scio-demographic Index (SDI), 

a measure of a region’s socio-demographic development based on average income per 
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person, educational attainment, and total fertility rate. According to the findings of this 

research there is significant association of depression, anxiety and stress with family 

income (P-value <0.05). 

A study conducted by Stubbs et al. (2016, p. 230) found that the prevalence of anxiety 

symptoms across seven studies  among people with osteoarthritis was 21.3% and the 

prevalence of anxiety symptoms across four studies including 665 individuals with 

isolated knee osteoarthritis was 15.8%. The prevalence of anxiety was 28.2% among 

315 people with lower limb osteoarthritis. The findings of this research among 80 

participants the severity of anxiety; 39% (n=31) had moderate anxiety, 11% (n=9) had 

extreme level of anxiety 18% (n=14) had mild anxiety.  

In the study among 80 participants the mean (standard deviation) age of individuals 

with knee osteoarthritis was 52.31 (7.127) years. Among all the participants n=47 

(58.8%) patients were housewife that means housewife are mostly affected by knee 

OA, these may be due to long time activity in knee bending position according to our 

culture. In this study, among the 80 participants who had knee OA, n=23 (28.7%) was 

involved by right knee OA, n=27 (33.8%) was involved by left knee OA and n=30 

(37.5%) patients was involved by both knee OA. 63.7 (n=51) participants had pain in 

stair climbing and 60% (n=32) participants had pain at rest. Gait pattern variation and 

functional limitation occurs due to severity of knee pain or pain status.  In these study, 

n=15 (19%) patients felt mild pain, n=46 (58%) patients felt moderate pain and n=19 

(24%) patients felt severe pain on VAS score. 

A case–control study of hospitalized hip or knee OA patients conducted in Hong Kong 

demonstrated that a history of joint injury, frequent stair-climbing (15 or more flights 

per day) or frequent lifting of heavy weights (10 kg or more) were all associated with 

knee OA. Somewhat in contrast, another study in China by So et al. (2023. P. 441) 

reported that people aged 35–64 years living in multistoreyed buildings without 

elevators had a significantly higher prevalence of knee pain compared with those living 

in single-storey home and they found no correlation between knee OA and climbing 

stairs. According to the findings of this research there is no correlation between 

depression, anxiety and stress with pain at stair climbing. 

The pain severity of osteoarthritis patients showed that 19% of patients had the least 

severe, 24% of patients had severe symptoms, and 58% of all patients had a risk of 

moderate depression. Because most of the patients had treatment with medication. This 
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osteoarthritis was not very severe. As a result, the severity of the disease was less and 

the patient had no anxiety from the disease. Most patients had a moderate and good 

level of QoL in all aspects physical, mental, social, and environmental. 

These results did not find any direct evidence to support an increase in anxiety and 

depression in people with osteoarthritis. The prevalence of these psychiatric morbidities 

is important in osteoarthritis since depressive symptoms may be a better predictor of 

disability than radiographic evidence of degenerative joint changes in people with 

osteoarthritis. Secondly, depression is associated with heightened pain and increased 

functional disability. Thirdly, depressive symptoms are associated with a drastically 

reduced quality of life and are potential barriers to physical activity and social 

participation. Fourthly, depression is associated with a marked increased risk of falls in 

older people, which remain a leading cause of morbidity, admission to long-term care 

facilities and mortality. Finally, individuals with osteoarthritis perceived as a disability 

appear more strongly related to depressive symptoms than actual functional 

performance. Accordingly clinicians should be mindful of the importance of detection 

and multidisciplinary treatment of depression and anxiety in people with osteoarthritis 

(Stubbs et al. 2016). 

In any research some limitation may exist, 100% accuracy will not be possible. 

Regarding this study, there were some limitations or barriers to consider the result of 

the study as below: The first limitation of this study was small sample size. It was taken 

only 80 samples. This study has provided for the first time data on psychological 

distress among the knee osteoarthritis patients. No research has been done before on 

this topic. So there was little evidence to support the result of this project in the context 

in Bangladesh.  Another major limitation was time. The time period was very limited 

to conduct the research project on this topic. The questionnaires took approximately 20 

to 25 minutes to complete. Time taken to complete the questionnaires was affected by 

factors such as explanation, asking relevant questions, there are brief explanations etc. 

As the study period was short so the adequate number of sample could not arrange for 

the study.  
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Limitation 

In any research some limitation may exist, 100% accuracy will not be possible. 

Regarding this study, there were some limitations or barriers to consider the result of 

the study as below:  

1. The first limitation of this study was small sample size. It was taken only 80 

samples.  

2. This study has provided for the first time data on the level of psychological 

stress among the knee osteoarthritis patients. No research has been done before 

on this topic. So there was little evidence to support the result of this project in 

the context in Bangladesh.   

3. Another major limitation was time. The time period was very limited to conduct 

the research project on this topic. The questionnaires took approximately 20 to 

25 minutes to complete. Time taken to complete the questionnaires was affected 

by factors such as explanation, asking relevant questions, there are brief 

explanations etc. As the study period was short so the adequate number of 

sample could not arrange for the study.  
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CHAPTER-VI           CONCLUSION AND RECOMMENDATION 

 

6.1 Conclusion 

Knee osteoarthritis is a common musculoskeletal disorder in Bangladeshi adults. 

Increasing age, low educational level, and overweight were independent risk factors for 

knee osteoarthritis. Osteoarthritis of the knee was significantly associated with 

substantial work loss in our populations. Future studies should use radiological 

investigations to get a more accurate burden estimate of knee osteoarthritis. 

Interventions should focus on healthy aging, overweight, and education of the people 

in general.  

Osteoarthritis is more prevalent among women than among men at all ages. These 

gender differences are most prominent when OA affects the knee. Gender differences 

and effect of bilateral or unilateral or both knees OA that depends on patients 

individuals. In study, there found that more responded women than men in report of 

knee pain. From the study it can be concluded that the most vulnerable age range is 50 

to 65 for knee OA. This study has characterized by the feature of pain severity of knee 

OA patients. Health care provision in Bangladesh is still to be realistic in terms of ensure 

benefit for the people suffering from non-communicable disease including OA. If the 

patients receive physiotherapy regularly and maintain therapeutic activities at their 

home then 80% symptoms will be subsided.  

If general people are aware about the effectiveness of physiotherapy then more people 

will come to receive physiotherapy in the early stage of the disease. It will be always 

helpful to other health care professionals to understand the importance of physiotherapy 

for osteoarthritis and will also ensure a good referral system. So government should 

aware the people about the importance physiotherapy for patient with osteoarthritis. 

Clearly we need programs aimed at decreasing or minimizing pain contributing factors 

that helps to prevent knee osteoarthritis and also helps to reduce pain in knee OA 

patients and controlling the musculoskeletal disorder.  

 

The purpose of this study was to find out the level of Psychological stress  among knee 

OA patients. The study, like earlier studies, discovered a significant prevalence of 

depression and anxiety among knee OA patients and that a variety of causes were 

responsible for psychological stress among knee OA patients. The study also discovered 
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that during this crisis, a higher degree of depression and anxiety was substantially 

associated to  age, gender, educational status, living area and monthly family income 

and knee OA joint involvement and family members.  

People with osteoarthritis experience high levels of depressive symptoms and anxiety. 

This appears to be higher than the general population of a similar age. This is of high 

relevance as both have the potential to have a severe and deleterious impact on an 

individual's health and increase health-service utilization (Stubbs et al. 2016). 

Clinicians should be mindful of these disorders in the management of people with 

osteoarthritis since they have the potential to exacerbate symptoms and have a 

detrimental effect on the quality of life and prognosis of this growing patient population. 

However, further research with better designed comparative studies of age, gender and 

medical morbidity matched cohorts are needed in community cohorts before 

recommendations are made for targeted screening and interventions for people with 

osteoarthritis. Indeed routine assessment of depression and anxiety could be argued to 

be part of the assessment of all people presenting with a chronic health conditions. 

Given the possible bi-directional nature of association and impact between physical and 

mental health, it would require to explore whether detecting and treating these mental 

health issues or better management of associated physical co-morbidities in these 

patients have significant benefits for patients. 
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6.2 Recommendation 

Knee osteoarthritis patients are likely to be an upcoming burden for Bangladesh, as like 

other countries. For this reason, it is important to develop evidence based research of 

physiotherapy practice in this area. Physiotherapist’s practice which is evidence based 

in all aspect of health care. There are few studies on musculoskeletal area in the knee 

region. These cannot cover all aspect of the vast area. So, it is recommended that the 

next generation of physiotherapy members will continue study regarding this area with 

large sample size and participants from different districts of Bangladesh. Conduct 

research on other musculoskeletal problems on knee area where physiotherapist can 

work. So it is very important to conduct such type research in this area. The duration of 

the study was short, so in future wider time would be taken for conducting the study. 

▪ A large proportion of Knee OA patients should be a focus of future research. 

▪ Researchers may conduct research throughout Bangladesh to better serve persons 

with Knee OA.  

▪ The research period was short, it should be repeated over a longer length of time in 

the future. 

▪ In the future, the sample size should be increased to obtain more reliable and 

relevant results 
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                                                   APPENDIX 

                                            Informed Consent Form 

                                         (Please read out to the participants ) 

This informed consent form is for men and women who are knee osteoarthritis patients 

and attending at CRP for Physiotherapy treatment and who are inviting to participate in 

research on B.Sc. in Physiotherapy dissertation program. 

The title of my research project is “The Level of psychological stress among knee OA 

patients attended at CRP.” I am Afsana Mimi, working for  “Bangladesh Health 

Professions Institute.”I am going to give you information and invite you to be a part of 

this research. Before you decide, you can talk to anyone you feel comfortable with 

about the research. Knee osteoarthritis is the most common in the elderly person. The 

intensity of the clinical symptoms may vary from each individual. Many psychological 

characteristics influence the quality of life of knee osteoarthritis patients. There is 

lacking of research to find out the level of psychological stress of knee OA patients. 

This research will help the researcher to find out the level of psychological 

characteristics among them. It will also help to modify rehabilitation set up and improve 

overall health function. And so I want to evaluate the physical and psychological 

characteristics of knee OA patients. 

I am inviting all men and women with knee Osteoarthritis who are taking treatment in 

CRP. Your participation in this research is entirely voluntary. It is your choice to 

participate or not. Nothing will be affected, if you refused. You may change your mind 

later and stop participating even if you agreed earlier. 

Do you have any question before I start? 

 

So , do I have your consent? 

 

Signature and date of the participant............................................... 

Signature and date of the interviewer…………………………….. 

Signature and date of the therapist…………………………………. 

Yes No 

Yes No 
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                                             Questionnaire 

                                                  ( English ) 

1. Socio-demographic information: 

 

Question Answer 

1. Patients name  

2. Patients Id number  

3. Address  

4. Telephone number  

5. Age  

6. Gender Male 

Female 

7. Marital status Unmarried 

Married 

Divorced 

Widow 

8. Educational status Illiterate 

Primary 

S.S.C. 

H.S.C. 

Honours 

Masters and above 

9. Family type Nuclear family 

Extended family 

10. Living area Rural 

Urban 

11. Occupation Office worker 

Labourer 

Driver 

Housewife 

Unemployed 
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Retired 

Student 

 

12. Family member  

13. Earning member in the family  

14. Family income  

 

2. Knee OA related information 

 

1. Patients BMI  Under weight 

Normal weight 

Over weight/ Obesity 

2. Number of involvement of knee joint Right 

Left 

Both 

3. Have you fell pain in stair climbing Yes 

No 

4. Have you feel pain at rest Yes 

No 

5. Co-morbidities Diabetes Mellitus 

Hypertension 

Asthma 

Kidney disease 

Thyroid disorder 

None of the above 

6. Outcome of physiotherapy treatment Improve 

Not improve 

No change 

Not taken 
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3. DASS-21 scale: 

Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much 

the statement applied to you over the past week. There are no right or wrong answers. 

Do not spend too much time on any statement.  

The rating scale is as follows:  

0 Did not apply to me at all  

1 Applied to me to some degree, or some of the time  

2 Applied to me to a considerable degree or a good part of time  

3 Applied to me very much or most of the time  

  

1  I found it hard to wind down  0  1  2  3  

2  I was aware of dryness of my mouth  0  1  2  3  

3  I couldn’t seem to experience any positive feeling at all  0  1  2  3  

4  I experienced breathing difficulty (e.g. excessively rapid 

breathing, breathlessness in the absence of physical 

exertion)  

0  1  2  3  

5  I found it difficult to work up the initiative to do things  0  1  2  3  

6  I tended to over-react to situations  0  1  2  3  

7  I experienced trembling (e.g. in the hands)  0  1  2  3  

8  I felt that I was using a lot of nervous energy  0  1  2  3  

9  I was worried about situations in which I might panic and 

make a fool of myself  
0  1  2  3  

10  I felt that I had nothing to look forward to  0  1  2  3  

11  I found myself getting agitated  0  1  2  3  

12  I found it difficult to relax  0  1  2  3  

13  I felt down-hearted and blue  0  1  2  3  

14  I was intolerant of anything that kept me from getting on 

with what I was doing  
0  1  2  3  

15  I felt I was close to panic  0  1  2  3  

16  I was unable to become enthusiastic about anything  0  1  2  3  

17  I felt I wasn’t worth much as a person  0  1  2  3  

18  I felt that I was rather touchy  0  1  2  3  
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19  I was aware of the action of my heart in the absence of 

physical exertion (e.g. sense of heart rate increase, heart 

missing a beat)  

0  1  2  3  

20  I felt scared without any good reason  0  1  2  3  

21  I felt that life was meaningless  0  1  2  3  

  

The DASS-21 should not be used to replace a face-to-face clinical interview. If you are 

experiencing significant emotional difficulties you should contact your GP for a referral 

to a qualified professional.  

Recommended cut-off scores for conventional severity labels (normal, moderate, 

severe) are as follows:  

 

  Depression  Anxiety  Stress  

  

Normal  0-9  0-7  0-14  

Mild  10-13  8-9  15-18  

Moderate  14-20  10-14  19-25  

Severe  21-27  15-19  26-33  

Extremely Severe  28+  20+  34+  
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                                                        প্রশ্নপত্র  

                                                          বাাংলা  

১. সামাজিক িনসংখ্যা সংক্রান্ত তথ্য 

প্রশ্ন উত্তর 

১. ররাগির নাম    

২. ররাগির আইগি নাম্বার    

৩. ঠিকানা   

৪. রেগলফ ান নাম্বার  

৫. বয়স  

৬. গলঙ্গ: পুরুষ 

মগিলা 

৭. বববাগিক অবস্থা অগববাগিত  

গববাগিত 

তালাকপ্রাপ্ত  

গবধবা 

৮.  গনরক্ষর  

প্রাথগমক  

এস.এস.গস 

এইচ.এস.গস 

স্নাতক 

মাস্টাস স এবাং তার উপফর 

৯. পগরবাফরর ধরন একক পগরবার 

র ৌথ পগরবার 
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১০. বসবাফসর জায়িা: গ্রাম  

শির 

১১. রপশা অগ স কমী 

শ্রগমক  

িাগি চালক  

িৃগিণী 

রবকার  

অবসরপ্রাপ্ত  

গশক্ষাথী 

১২. পগরবাফরর সদসয  

১৩. পগরবাফরর  উপাজসনকারী সদসয  

১৪. পাগরবাগরক  আয়  

  

২. হাাঁটুর অস্টিওআর্থ্ রাইটটস সম্পস্টকরত তথ্য 

 

 ১. ররািীর গব. এম.আই. 

 

কম ওজন 

স্বাভাগবক ওজন 

রবগশ ওজন  

২. িা াঁেু জফয়ন্ট জগিত সাংখ্যা 

 

বাম  

িান  

উভয় 

 

৩. আপগন গক গসাঁগি গদফয় উিার সময় বযথা 

অনুভব কফরন? 

িযা াঁ 

না  
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৪. আপগন গক গবশ্রাফমর  সময় বযথা 

অনুভব কফরন? 

 

িযা াঁ 

না  

 

৫. ররািসমূি 

 

িায়াফবঠেস রমগলোস 

িাইপারফেনশন 

িা াঁপাগন 

গকিগন ররাি  

থাইরফয়ি ররাি 

উপফরর রকাফনাঠেই নয় 

 

৬. গ জজওফথরাগপ গচগকৎসার  লা ল 

 

উন্নগত 

উন্নগত নয় 

রকাফনা পগরবতসন িয়গন 

রনওয়া িয়গন 

 

 

৩. DASS-21 scale 

অনুগ্রি কফর গনফচর প্রগতঠে গববৃগত পিুন এবাং ০, ১, ২, ৩ এর মফধয িত সপ্তাি বযপী আপনার 

জনয প্রফ াজয র  রকান একঠে সাংখ্যায় রিাল  গচন্ি গদন। এখ্াফন রকান সঠিক বা ভূল উত্তর 

রনই। রকান গববৃগতর জনয রবগশ সময় বযয় করফবন না। 

০= আমার জনয এফকবাফরই প্রফ াজয নয় 

১= অল্পমাত্রায় বা কখ্ফনা কখ্ফনা  

২= রবশ গকছুমাত্রায় বা রবশ খ্াগনকো সমফয়র জনয  

৩= খু্ব রবগশ বা রবগশরভাি  
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( আপনার উত্তফর √ রাখু্ন) 

১  রকান উৎকন্ঠা বা উফত্তজনামূলক কাফজর পর 

আরামদায়ক  অবস্থায় গ ফর আসা আমার জনয কঠিন 

গছল।  

০  ১  ২  ৩  

২   আগম বুঝফত পারতাম র  আমার িলা শুগকফয় আসফছ ০  ১  ২  ৩  

৩  ইগতবাচক রকান অনুভুগত আমার মফধয কাজ করত না।  ০  ১  ২  ৩  

৪   আমার শ্বাসকফের অনুভূগত িত র মন অগতদ্রতু 

শ্বাসপ্রশ্বাস, শাগররীক পগরশ্রম ছািাই গনশ্বাস বন্ধ িফয় 

আসা। 

( আপনার উত্তফর √ রাখু্ন) 

 

০  ১  ২  ৩  

৫  গনফজ উফদযিী িফয় রকান কাজ শুরু করা আমার জনয 

কঠিন িত। 

০  ১  ২  ৩  

৬   আমার মফধয গবগভন্ন পগরগস্থগতফক অগতগরক্ত প্রগতজিয়া 

করার প্রবনতা গছল। 

০  ১  ২  ৩  

৭  আমার শগরর কাপার অগভজ্ঞতা িফয়গছল র মন িাত 

কাপা। 

০  ১  ২  ৩  

৮  আমার মফন িত র  আগম খু্ব রবগশ স্নায় ুচাফপ ভুিগছ। ০  ১  ২  ৩  

৯  আগম এমন পগরগস্থগত সম্পফকস দুজিন্তাগ্রস্ত গছলাম র খ্াফন 

আগম তীব্রভাফব আতাংগকত িফত পাগর এবাং এমন রকান 

কাজ করফত পাগর  াফত অনযরা আমাফক রবাকা মফন 

করফব। 

০  ১  ২  ৩  

১০  আমার মফন িজিল,  ভগবষযৎ এ আমার ভাফলা গকছুরই 

আশা নাই। 

০  ১  ২  ৩  

১১  আগম অনুভব করতাম র  আগম খু্ব অগস্থর িফয়  াজি।  ০  ১  ২  ৩  

১২  আরাম রবাধ করা আমার জনয কঠিন িত। ০  ১  ২  ৩  

১৩  আগম মনমরা এবাং গবষন্ন অনুভব করতাম। ০  ১  ২  ৩  

১৪  আমার কাফজ বাধা িয় এমন র  রকান জজগনসই আমার 

কাফছ অসিয লািত। 

০  ১  ২  ৩  

১৫  আমার মফন িত এই বুজঝ আগম িিাৎ তীব্রভাফব িজি। ০  ১  ২  ৩  

১৬  রকান গকছুফতই আগম রবগশ আগ্রিী িফত পারতাম না। ০  ১  ২  ৩  

১৭  আগম অনুভব করতাম বযজক্ত গিফসফব আমার 

গবফশষ  রকান মূলয রনই। 

০  ১  ২  ৩  

১৮  আগম অনুভব করতাম আগম একেুফতই মফন বযথা পাই। ০  ১  ২  ৩  

১৯  শারীগরক পগরশ্রম না করফল ও আগম হ্রদগপফের কাজ 

করা বঝুফত পারতাম। 

০  ১  ২  ৩  

২০   থা থ কারন ছািাই আগম ভীত সন্ত্রস্ত রবাধ করতাম। ০  ১  ২  ৩  
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২১  জীবনো অথ সিীন বফল মফন িত।  ০  ১  ২  ৩  

  

গিগনকাল ইন্টারগভউ এর গবকল্প গিফসফব DASS-21 বযবিার করা উগচৎ নয়। আপগন  গদ 

উফেখ্ফ ািয মানগসক সমসযার সম্মুগখ্ন িন তফব একজন র ািযতাসম্পন্ন রপশাজীগবর কাফছ 

রর াফরফলর জনয আপনার রজফনরাল প্রাকঠেশনার এর সাফথ র ািাফ াি করা উগচৎ। 

  রকার িম  মাত্রা  

গবষন্নতা (D)        

 উফেি (A)        

চাপ (S)        

 

িম  মাত্রা   গবষন্নতা (D)  উফেি (A)   চাপ (S)  

১  সাধারন  ০ – ৯  ০-৭  ০-১৪  

২  মৃদ ু ১০-১৩  ৮-৯  ১৫-১৮  

৩  মধযম  ১৪-২০  ১০-১৪  ১৯-২৫  

৪  অগত তীব্র  ২১-২৭  ১৫-১৯  ২৬-৩৩  

৫  তীব্র   ২৮+  ২০+  ৩৪+  
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