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Abstract

Musculoskeletal disorders (MSDs) represent as a major public health problem among working 
individuals. Overweight/obesity is an important independent risk factor for MSDs. Therefore, 
a cross-sectional study was undertaken to investigate the relationship between body mass 
index (BMI) and MSDs among the women cultivators. Anthropometric measures were taken 
in 407 participants using standard protocols and BMI was calculated. MSD was assessed 
with the modified Nordic Questionnaire technique. The relationship between BMI and MSDs 
was analyzed with logistic regression.  It was seen that 33.66 per cent of the participants 
were underweight while 11.3 per cent of them were overweight/obese. The overweight/obese 
participants had significantly higher prevalence of MSDs in neck, shoulder, back and hip 
regions compared with their normal BMI counterparts. The underweight group had also a 
significant higher prevalence of MSDs in neck region than the normal weight group. Both 
overweight/obese and underweight participants were more likely to have MSDs as compared to 
their normal-weight counterparts. The present study highlights the facts that the prevalence of 
MSDs was high in both underweight and overweight/obese groups as compared to the normal 
weight women. This indicated that an U-shaped association exists between BMI and MSDs. 
Furthermore, the association was found to be stronger for overweight/obese individuals as 
compared to those underweight.
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Musculoskeletal disorders (MSDs) are defined as a group of injuries that affect the 
musculoskeletal system including nerves, tendon sheaths and related to bones, muscles and 
supporting structures such as inter-vertebral discs1. MSDs develop gradually over a period 
of week, months or even years due to repeated exertions and movements of the body. Work-
related MSDs belong to a collection of health problems that are more prevalent among the 
working class than the general population2. Work-related MSDs constitute an important 
occupational health problem for both developed and developing countries, with rising costs 
of wage compensation and medical expenses, reduced productivity and lower quality of life3,4. 
Christensen et al.5 stated that MSDs related to work are a major cause of disability amongst the 
working individuals.

The origin of MSDs is complex and multi-factorial. Many factors such as heavy lifting6, high 
job demands7,8, awkward postures9,10, prolonged work activity11 etc. have already been identified 
that cause of work related MSDs. Ergonomic workstation helps in the reduction of work related 
MSDs and stress as well as throws an opportunity to have a better work performance for 
better and faster production. However, another factor is the body mass index (BMI), which 
influences the MSDs even in a developed ergonomic set-up. Overweight and obesity are one 
of the world’s most challenging public health problems12. Overweight and obesity are well 
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documented to be associated with major chronic illnesses, including diabetes, hypertension, 
heart diseases, arthritis, cancer, and all cause mortality5,13-15. Overweight/obesity has also been 
shown to increase the risk for musculoskeletal pain16-18. Obesity is associated with negative 
consequences amongst working populations including more frequent absenteeism, workplace 
injury and higher health care costs13.  

It is generally believed that there is a relation between obesity and musculoskeletal disorders. 
However, scientific evidence of this relation remains unclear. The Centre for Disease Control 
(CDC) reported that in the United States, more than 31 per cent of obese adults consulted a 
doctor for the diagnosis of arthritis as compared to only 16 per cent of non-obese people19. Han 
et al.20 reported that a high waist : hip ratio was significantly associated with lower back pain. 
Several researchers showed that high BMI is an independent risk factor for the development of 
MSDs5,21,22. The nature and extent of the impact of obesity on the musculoskeletal system is not 
well appreciated. The chronic pain and disability associated with musculoskeletal conditions 
not only significantly affect an individual’s quality of life but often result in the early uptake of a 
sedentary lifestyle associated with various serious co-morbidities. Therefore, a cross-sectional 
study was undertaken to investigate the association between BMI and MSDs at different body 
regions among the female cultivators.

Methodology

Study Design: This cross-sectional descriptive study was conducted among 663 women 
participants engaged in different works of rice and potato cultivation. The respondents were 
selected from different villages of various districts of West Bengal state, India. The eligibility 
criteria of the respondents for inclusion in the study were: aged 18 - 50 years, apparently 
healthy individuals, not suffering from any acute illness and who were self-satisfied with their 
normal day-to-day work schedule at the time of measurements. Individuals with background of 
heart disease, chronic hypertension, diabetes mellitus, respiratory diseases or accident affecting 
musculoskeletal system were excluded from the study. Pregnant and lactating women were 
also excluded from the study. During the field visits, the protocol of the study was explained 
verbally in local language (Bengali). Written and signed consent was obtained from the women 
participants. Ethical approval and prior permission was obtained from the Institutional Ethics 
Committee before commencement of the study and the study was performed in accordance 
with the ethical standards of the committee and with the Helsinki Declaration. During the field 
visits, a survey was conducted to gather information on experience of the work on the basis of 
a questionnaire.

Anthropometry Measures: Anthropometric measurements and skin fold thickness of the 
study participants were taken following the standard technique and appropriate landmarks. The 
equipment consisted of an anthropometer (Hindustan Minerals), skin fold caliper (Holtain) and 
portable weighing machine (Libra). From the measures of height and weight of the participants, 
BMI was computed and from the skin fold data, total body fat and lean body weight were 
determined by calculating body density23 and percentage of body fat24.

BMI = Weight (kg) / Height2 (meter)
Body density (gm/cc) = 1.0994921 – 0.0009929 (Sum of triceps, suprailiac and thigh skin 
folds) + 0.0000023 (sum of the same three skin folds)2 – 0.0001392 (Age in years).

Fat percentage (fat %) = {(4.95 ÷ Body density) – 4.5} × 100
Total weight of fat (TWF) = (Weight in kg × fat percentage) ÷ 100
Lean body weight (LBM) = Total weight (kg) – Total weight of fat (kg). 
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Musculoskeletal Disorder: MSD of the participants was evaluated by the modified Nordic 
questionnaire technique25. The questionnaire emphasized their individual details, type of work 
and the occurrence or frequency of pain felt in different parts of their bodies. 

Statistical Analysis: Descriptive characteristics of the participants were presented as means ± 
standard deviation and percentages. χ2 test was performed to compare the groups for categorical 
variables. The association of BMI with MSDs was analyzed with logistic regression after 
adjusting age, work experience and work categories; and expressed by the Odd Ratio (OR) and 
its 95 per cent confidence interval (CI). In the categorical analyses involving BMI, the interval 
18.5-24.9 kg/m2 was considered as the reference group. The data were analyzed for statistical 
significance by using the statistical package of social science (SPSS 20.0) software. A p value 
below 0.05 was denoted as significant.

Findings

The physical characteristics and experience of the work of the participants has been shown in 
Table 1. Before the follow-up, complete information on the experience of work was noted on 
the basis of a questionnaire. Results show that about 36.13 per cent of the workers had a work 
experience of ≤5 years, 46.45 per cent had a work experience of 6 - 15 years and 17.42 per cent 
had a work experience of at least 16 years.

Table 1
The Physical Characteristics and Work Experience of Women Cultivators

Parameters Mean ± SD Range
Age (years) 38.33 ±13.09 18-50
Height (cm) 151.25 ±6.43 133.8-164.5
Weight (Kg) 44.17 ±10.01 29.5-76.0
BMI (Kg/m2) 19.23 ±3.7 13.70-33.15
Thigh skin fold (mm) 17.118.96± 5.4-37.4
Triceps skin fold (mm) 14.618.91± 3.6-35.2
Supra-iliac skin fold (mm) 14.238.73± 3.2-34.8
Body density (gm/cc.) 1.05±0.02 1.01-1.08
Body fat percentage (BF %) 19.388.67± 8.13-38.74
Total body fat (Kg) 9.25±6.24 2.41-28.46
Lean body mass (kg) 34.914.82± 24.59-55.57
Experience (Years) 13.83±10.43 1-35

Nutritional status of the participants was assessed from their BMI value. Based on the 
BMI cut-off value26, the participants were subdivided into three nutritional categories viz., 
underweight, normal and overweight/obese. It was found that 33.66 per cent of the respondents 
were underweight. About 55 per cent of them were normal while 11.3 per cent of them were 
overweight/obese. 

The prevalence of MSDs among the women across different BMI categories was studied 
and it was found that the prevalence of MSDs in different body segments was low in the 
normal group as compared to the underweight and overweight/obese groups (Table 2). As 
depicted in Table 2, the overweight/obese participants had a significantly higher prevalence of 
MSD at neck (p<0.01), shoulder (p<0.05), upper back (p<0.05), lower back (p<0.05) and hip 
(p<0.05) regions compared with their normal BMI counterparts. Underweight group also had a 
significant higher prevalence of MSD at neck (p<0.05) than the normal weight group.
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Table 2
Prevalence of Musculoskeletal Disorders across BMI Categories

Body
Segment

Underweight
(BMI<18.5 kg/m2)

Normal
(BMI 18.5 – 24.99 kg/m2)

Overweight/Obese
(BMI ≥25 kg/m2)

Neck 79 (57.66%)* 104 (46.43%) 31 (67.39%)**
Shoulder 104 (75.91%)* 147 (65.63%) 37 (80.43%)*
Elbow 94 (68.61%) 132 (58.93%) 29 (63.04%)
Wrist 91 (66.42%) 141 (62.95%) 35 (76.09%)
Upper Back 88 (64.23%) 136 (60.71%) 35 (76.09%)*
Lower Back 126 (91.97%) 197 (87.95%) 45 (97.83%)*
Hip 91 (66.42%) 135 (60.27%) 35 (76.09%)*
Knee 69 (50.36%) 91 (40.63%) 24 (52.17%)
Feet 50 (36.5%) 86 (38.39%) 19 (41.3%)

Normal *p<0.05; **p<0.01

The impact of BMI on the prevalence of MSDs is presented in Table 3. Logistic regression 
analysis showed that both overweight/obese and underweight participants were more likely to 
have MSDs as compared to their normal-weight counterparts. The Odd Ratio of neck discomfort 
of overweight/obese and underweight groups were 2.38 (95% CI: 1.22-4.66; p<0.01) and 1.57 
(95% CI: 1.02-2.41; p<0.05) compared to the normal weight (OR = 1.00). The Odd Ratio of 
shoulder, upper back, lower back and hip discomforts of overweight/obese group were 2.15 
(95% CI: 0.99-4.69), 2.06 (95% CI: 0.99-4.27), 6.17 (95% CI: 0.82-46.59) and 2.09 (95% CI: 
1.01-4.35) as compared to the normal-weight (OR = 1.00). The smallest association between 
BMI and Musculoskeletal Disorders was found in the respondents of the underweight category 
while it was found to be the highest in the respondents of overweight/obese category. For 
both overweight/obese and underweight groups, multinomial logistic regression analysis 
demonstrated that even after controlling the effect of age, work experience and occupation; 
BMI had a significant impact on MSDs. 

Table 3
Cross-sectional Associations between BMI and Musculoskeletal Disorders

Body
Segment

Underweight
(BMI: <18.5 kg/m2)

Overweight/Obese
(BMI: ≥25 kg/m2)

Unadjusted Adjusted# Unadjusted Adjusted#
Neck 1.57 (1.02-2.41)* 1.58 (0.98-2.55) 2.38 (1.22-4.66)** 2.03 (0.99-4.19)

Shoulder 1.65 (1.02-2.66)* 1.85 (1.08-3.16)* 2.15 (0.99-4.69) 2.4 (1.05-5.49)*
Elbow 1.52 (0.97-2.38) 1.52 (0.92-2.51) 1.19 (0.62-2.29) 1.17 (0.57-2.38)

Wrist 1.16 (0.74-1.82) 1.17 (0.71-1.94) 1.87 (0.9-3.88) 1.63 (0.74-3.6)
Upper Back 1.16 (0.75-1.8) 1.04 (0.64-1.7) 2.06 (0.99-4.27) 2.16 (0.99-4.66)*
Lower Back 1.57 (0.75-3.28) 1.36 (0.61-3.04) 6.17 (0.82-46.59) 6.29 (0.8-49.4)

Hip 1.3 (0.84-2.03) 1.41 (0.85-2.36) 2.09 (1.01-4.35) 1.83 (0.82-4.1)
Knee 1.48 (0.97-2.27) 1.76 (1.07-2.91)* 1.59 (0.84-3.01) 1.61 (0.78-3.31)
Feet 0.92 (0.59-1.43) 0.76 (0.45-1.28) 1.13 (0.59-2.15) 1.01 (0.48-2.1)

*p<0.05;  **p<0.01
Data are presented as Odd Ratio (95% confidence interval), with normal weight as reference category 
# after adjusting age, work experience, occupation
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Discussions

Obesity has become a major health problem due to its increasing prevalence, and associated 
morbidity and mortality27. The global burden of obesity is rising at an alarming rate. The 
World Health Organization estimates that more than one billion people are overweight and of 
these, 300 million are obese28. Overweight or obesity has a strong relationship with diabetes 
and cardio-vascular diseases like hypertension, coronary heart disease, etc.15,29,30 Despite the 
associations between obesity and heart disease, diabetes and other chronic diseases; elevated 
BMI is considered a risk factor for MSDs 31,32. Overweight or obesity has been implicated in 
the development or progression of a wide variety of MSDs. According to Wright et al.31, and 
Stone and Broderick32, overweight/obese individuals were more likely to suffer from chronic 
widespread pain. The nature and extent of the impact of obesity on the musculoskeletal disorders 
is not well for the individuals. However, there are no widely reference levels in the region’s 
diverse national groups in relation to adiposity that predict co-morbidities such as MSDs. This 
lack of useful epidemiological data is the reason why the researchers attempted to investigate 
the association between BMI and MSDs amongst the female cultivators.

The present study highlights the facts that the prevalence of MSDs was high in both underweight 
and overweight/obese groups as compared to normal-weight women. This indicated the 
U-shaped relation between BMI and MSDs. Several studies observed a positive association 
between BMI and increased risk of MSDs16,17. Bihari et al.18 stated that the risk of MSDs 
amongst the overweight/obese individuals was 1.7 times higher than the non-overweight 
participants. Fransen et al.33 reported that obesity was a significant, independent determinant 
of lower back pain. Excessive body weight has also been found to increase the risk for 
musculoskeletal pain16,34. While the results of the current research demonstrate a link between 
BMI and MSDs amongst the study participants, indicating both underweight and overweight/
obese as a potential causes of MSDs; however, the cross-sectional design has limitations to rule 
out alternative explanations. One such explanation may be that obesity may increase the risk of 
lower back pain, for example, because of lumbar disc disorders through mechanical load35,36. 
Increased mechanical load across the joints are likely to play a larger role in the relationship 
between a high BMI and weight-bearing joints. For carpal tunnel syndrome (CTS), an increase 
in upper extremity musculoskeletal symptoms associated with obesity has been attributed to 
increased adipose tissue in the carpal tunnel, causing median nerve compression37,38. Adams 
and Roughley39 stated in their study that mechanical load is the principal factor for initiating 
the degenerative process in the lumbar spine. In addition to mechanical load, obesity may 
cause lower back pain through low-grade systemic inflammation35,36. Rosen and Spiegelman40 
and Shiri et al.41 reported that adipose tissue produces adipokines as well as pro- and anti-
inflammatory cytokines (e.g. tumor necrosis factor-a, interleukin-6) that increase the release 
of C-reactive protein. C-reactive protein is a nonspecific marker of inflammatory effects of 
adipose tissue. Shiri et al.41 reported that women with a normal waist circumference and high 
C-reactive protein level tended to more often report continuous lower back pain than those 
with low C-reactive protein levels. Leptin, an adipokine produced by adipose tissue, stimulates 
the synthesis of pro-inflammatory cytokines and nitric oxide; that is, it is directly linked to pain 
modulation. Kutlu et al.42 implies that leptin may increase pain sensitivity. 

It is also interesting to note that the underweight women had a significant association between 
BMI and MSDs. There was ample evidence showing a strong association between overweight/
obesity and MSDs16-18; however, the present study showed that low BMI or underweight is 
an independent risk factor for the development of MSDs. Attar43 also noted in his/her study 
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that the risk of MSDs among underweight individuals was 2.66 times higher than the normal 
weight participants. It is may be due to being underweight is related to decreased muscular 
strength, weakness and lowered physical activity44,45.

In the present study, BMI was found to be associated with musculoskeletal symptoms. This 
study showed that the prevalence of MSDs was high in both underweight and overweight/
obese groups. Furthermore, the association was stronger for overweight/obese individuals as 
compared to the underweight women. A decrease in adiposity is one of the most effective 
preventive measures for MSDs in the worker population. Therefore, attention should be paid on 
how to decrease the levels of fatness in this population before MSDs becomes another burden. 
This study presents an insight to the health professionals about the relationship between BMI 
and MSDs, to formulate well designed training and awareness programmes to avoid adiposity.

Limitations

The current study has certain limitations. In the present study, the association BMI with 
MSDs was controlled for several potential confounding factors, however some potential 
confounders such as environmental stress, psychological stress for instance stress, anxiety or 
depression disorders etc. were not studied, and consequently could not be controlled for. There 
are limitations associated with using cross sectional data, as in every cross sectional study, 
conclusion related to cause and effect cannot be drawn. A longitudinal dataset would be better 
suited to examine the relationship between BMI and MSDs. The relatively small number of 
participants which may have provided inadequate statistical power to detect some meaningful 
differences as statistically significant, along with mentioning potential inadequate control of 
confounding. However, as far as we are aware, this is the only provincial study to define the 
relationship between BMI and MSDs among the women cultivators. This study was conducted 
on women only. Additional study is needed on men participants.

Acknowledgments: The authors gratefully acknowledge the financial assistance provided by 
the Department of Science and Technology (RVPSP), New Delhi, India, which made it possible 
to complete the present study. All of the authors wish to express their gratitude to the subjects 
who volunteered for the present study.

References

1.  NIOSH. (1997). Musculoskeletal disorders and workplace factors: A critical review of 
epidemiologic evidence for work-related musculoskeletal disorders of the neck, upper 
extremity, and low back. Publication No. 97-141, Cincinnati: DHHS NIOSH.

2. Norka S. (1996). Active survillence of work related musculoskeletal disorders: 
Occupational Ergonomics, Theory and Application. Marcel Dekker Inc; 490.

3. Chaffin DB and Andersson GBJ. (1993). Occupational biomechanics. 3rd ed. New 
York, NY, USA: Wiley.

4. Karwowski W and Marras WS. (2003). Occupational ergonomics: principles of work 
design. Boca Raton, FL, USA, CRC Press. 

5. Christensen J, Faber A, Ekner D, Overgaard K, Holtermann A, Sogaard K. (2011). 
Diet, physical exercise and cognitive behavioral training as a combined workplace 
based intervention to reduce body weight and increase physical capacity in health care 
workers—A randomized controlled trial. BMC Public Health; 11: 671. 



96

6. Bernard BP, Putz-Anderson V, Burt SE, Cole LL. (1997). Musculoskeletal disorders 
and workplace factors: a critical review of epidemiologic evidence for work-related 
musculoskeletal disorders of the neck, upper extremity, and low back, DHHS (NIOSH) 
Publication number, 97–141. Ref Type: Report. 

7. Bongers PM, Ijmker S, van den Heuvel S, Blatter BM. (2006). Epidemiology of work 
related neck and upper limb problems: psychosocial and personal risk factors (part 
I) and effective interventions from a bio behavioural perspective (part II). J Occup 
Rehabil; 16: 279–302.

8. Macfarlane GJ, Pallewatte N, Paudyal P, et al. (2009). Evaluation of work-related 
psychosocial factors and regional musculoskeletal pain: results from a EULAR Task 
Force. Ann Rheum Dis; 68: 885–91.

9. Goswami S, Pal A, Dhara PC. (2012). Evaluation of work related musculoskeletal 
disorder and postural stress among female cultivators engaged in post harvesting tasks. 
Indian Journal of Biological Science; 18: 16-25.

10. Pal A, De S, Sengupta P, Maity P, Dhara PC. (2015). Evaluation of work related 
musculoskeletal disorder and postural stress among female potato cultivators in West 
Bengal, India. Ergonomice SA; 27(1): 46-64.

11. Pal A, De S, Sengupta P, Maity P, Dhara PC. (2014). Ergonomic Evaluation of Work 
Related Musculoskeletal Disorders and Postural Stress among Male Potato Cultivators 
of West Bengal, India. International Journal of Occupational Safety and Health; 4(2): 
5-14.

12. World Health Organization. (2003). Diet, nutrition and the prevention of chronic 
diseases. Geneva, Switzerland.

13. Linde JA, Nygaard KE, MacLehose RF, et al. (2012). Health Works: Results of a multi-
component group-randomized worksite environmental intervention trial for weight gain 
prevention. International Journal of Behavioral Nutrition and Physical Activity; 9(1): 
14. 

14. Pal A, De S, Sengupta P, Maity P,  Goswami S, Dhara PC. (2013). Re-evaluation of 
WHO-defined BMI cutoff value for defining overweight and obesity in the Bengalee 
(Indian) population. Mediterr J Nutr Metab; 6: 31-7. 

15. Pal A, De S, Sengupta P, Maity P, Dhara PC. Relationship of body compositional and 
nutritional parameters with blood pressure in adults. J Hum Nutr Diet 2014; 27(5): 489-
500. 

16. Sethi J, Singh-Sandhu J, Imbanathan V. (2011). Effect of Body Mass Index on work 
related musculoskeletal discomfort and occupational stress of computer workers in a 
developed ergonomic setup. Sports Medicine, Arthroscopy, Rehabilitation, Therapy 
and Technology; 3(22): 2-7.

17. Moreira-Silva I, Santos R, Abreu S, Mota J. (2013). Associations between Body Mass 
Index and musculoskeletal pain and related symptoms in different body regions among 
workers. SAGE Open; 1–6. 

18. Bihari V, Kesavachandran C, Pangtey BS, Srivastava AK, Mathur N. (2011). 
Musculoskeletal pain and its associated risk factors in residents of National Capital 
Region. Indian Journal of Occupational and Environmental Medicine; 15: 59-63.

19. National Center for Chronic Disease Prevention and Health Promotion (NCCDPHP). 
(2006). Arthritis related statistics 2006. Division of Adult and Community Health, 
Health Care and Aging Studies Branch.

20. Han TS, Schouten JS, Lean ME, Seidell JC. (1997). The prevalence of lower back pain 
and associations with body fatness, fat distribution and height. Int J Obes Relat Metab 
Disord; 21: 600-7. 



97

21. Blagojevic M, Jinks C, Jeffery A, Jordan KP. (2010). Risk factors for onset of 
osteoarthritis of the knee in older adults: a systematic review and metaanalysis. 
Osteoarthritis Cartilage; 18: 24–33.

22. Nilsen TIL, Holtermann A, Mork PJ. (2011). Physical exercise, body mass index, and 
risk of chronic pain in the low back and neck/shoulders: longitudinal data from the 
Nord-Trondelag Health Study. Am J Epidemiol 2011; 174: 267–73.

23. Jackson AS, Pollock ML, Ward A. (1980). Generalized Equations for predicting body 
density of women. Medicine and Science in Sports and Exercise; 12: 175-82.

24. Siri WE. (1956). Gross composition of the body. In: Advances in Biological and Medical 
Physics, J. H. Lawrence and C. A. Tobias (eds.), Academic Press: New York.

25. Kuorinka I, Jonson B, Kilbom A, et al. (1987). Standardized Nordic questionnaire for 
the analysis of musculoskeletal symptoms. Applied Ergonomics; 18: 233-37.

26. World Health Organization. (1995). Physical Status: the Use and Interpretation of 
Anthropometry (Technical Report series no. 854). Geneva, Switzerland.

27. Seidell JC, Verschuren WM, van-Leer EM, Kromhout D. (1996). Overweight, 
underweight, and mortality. A prospective study of 48,287 men and women. Arch Intern 
Med; 156: 958–63.

28. World Health Organisation. (2006). http://www.who.int/dietphysicalactivity/
publications /facts/obesity/en/.

29. Despres JP, Lemieux I, Prud’Homme D. (2001). Treatment of obesity, need to focus on 
high risk abdominally obese patients. Br Med J; 322: 716–20.

30. Cameron AJ, Welborn TA, Zimmet PZ. (2003). Overweight and obesity in Australia: 
The 1999–2000 Australian Diabetes, Obesity and Lifestyle Study. Med J Aust; 178: 
427–32.

31. Wright LJ, Schur E, Noonan C, Ahumada S, Buchwald D, Afari N. (2010). Chronic 
pain, overweight, and obesity: findings from a community-based twin registry. J Pain; 
11: 628–35.

32. Stone AA and Broderick JE. (2012). Obesity and pain are associated in the United 
States. Obesity; 20: 1491–95.

33. Fransen M, Woodward M, Norton R, Coggan C, Dawe M, Sheridan N. (2002). Risk 
factors associated with the transition from acute to chronic occupational back pain. 
Spine; 27: 92–8.

34. Seaman DR. (2013). Body mass index and musculoskeletal pain: is there a connection? 
Chiropractic and Manual Therapies; 21:15.

35. Like M, Solovieva S, Lamminen A, et al. (2005). Disc degeneration of the lumbar spine 
in relation to overweight. Int J Obes (Lond); 29: 903–8.

36. Jhawar BS, Fuchs CS, Colditz GA, Stampfer MJ. (2006). Cardiovascular risk factors 
for physician-diagnosed lumbar disc herniation. Spine J; 6: 684–91.

37. Becker J, Nora DB, Gomes I, et al. (2002). An evaluation of gender, obesity, age and 
diabetes mellitus as risk factors for carpal tunnel syndrome. Clin Neurophysiol; 113: 
1429–34.

38. Viester L, Verhagen EALM, Oude-Hengel KM, Koppes LLJ, van-der Beek AJ, Bongers 
PM. (2013). The relation between body mass index and musculoskeletal symptoms in 
the working population. BMC Musculoskeletal Disorders; 14: 238.

39. Adams MA and Roughley PJ. (2006). What is intervertebral disc degeneration, and 
what causes it? Spine; 31: 2151–61.

40. Rosen ED and Spiegelman BM. (2006). Adipocytes as regulators of energy balance and 
glucose homeostasis. Nature; 444: 847–53.



98

41. Shiri R, Solovieva S, Husgafvel-Pursiainen K, et al. (2008). The Association between 
obesity and the prevalence of low back pain in young adults: The cardiovascular risk in 
young Finns study. Am J Epidemiol; 167(9): 1110-19.

42. Kutlu S, Canpolat S, Sandal S, Ozcan M, Sarsilmaz M, Kelestimur H. (2003). Effects of 
central and peripheral administration of leptin on pain threshold in rats and mice. Neuro 
Endocrinol Lett; 24: 193–6.

43. Attar SM. (2014). Frequency and risk factors of musculoskeletal pain in nurses at a 
tertiary centre in Jeddah, Saudi Arabia: a cross sectional study. BMC Research Notes; 
7: 61. 

44. Artero EG, España-Romero V, Ortega FB, et al. (2010). Health-related fitness in 
adolescents: underweight, and not only overweight, as an influencing factor. The 
AVENA study. Scand J Med Sci Sports; 20(3): 418-27.

45. Prista A, Maia JA, Damasceno A, Beunen G. (2003). Anthropometric indicators of 
nutritional status: implications for fitness, activity, and health in school-age children 
and adolescents from Maputo, Mozambique. Am J Clin Nutr; 77(4): 952–59.



99

—’kd efgykvksa esa “kkjhfjd æO;ekud lwpdkad ,oa is”kh;dadkyh; fodkjksa ds e/; 
laca/k

vferko iky*, lqtk;k ns**, fi;kyh lsuxqIrk***, ik;y eSrh*** vkSj izdk”k lh-/kjk***

* fQft;ksykWth foHkkx] flVh dkWyst] 102@1] jktk jkeeksgu ljkuh] dksydkrk &700009 
** fQft;ksykWth foHkkx] fenukiqj dkWyst] fenukiqj] if’Pke caxky
*** ,xksZukWfeDl vkSj LiksV~lZ fQft;ksykWth fMohtu] fMikVZesaV vkWQ áweu fQft;ksykWth fon dE;wfuVhgsYFk] fo|klkxj ;wfuoÆlVh] 
fenukiqj&721102] if’Pke caxkyA

leh{kd%
MkW- js.kq “kkgjkor] lgk;d izksQslj] vkjch,e fDyfud jk-Lok-i-d- laLFkku] equhjdk] ubZ fnYyh &110067A
MkW- xhrkatfy Çlg] fpfdRlk vf/kdkjh] vkjch,e fDyfud] jk-Lok-i-d- laLFkku] equhjdk] ubZ fnYyh &110067A

lkjka”k

dkedkth yksxksa esa is”kh;dadkyh; fodkj ¼,e,lMh½ izeq[k LokLF; leL;k ds :i esa ik;k x;k 
gSaA vR;f/kd “kkjhfjd otu@LFkwyrk is”kh;dadkyh; fodkjksa ds fy, ,d egRoiw.kZ Lora= tksf[ke 
?kVd gSA vr% —”kd efgykvksa esa “kkjhfjd æO;ekud lwpdkad ,oa is”kh;dadkyh; fodkjksa ds e/; 
laca/k dk irk yxkus ds fy, ,d ØkWl&vuqHkkxh; v/;;u lapkfyr fd;k x;kA ekud izksVksdkWy 
dk mi;ksx djus okys 407 izfrHkkfx;ksa esa ,aFkzksiksesfVªd mik; fd, x, vkSj ch,evkbZ dh x.kuk 
dh xbZA is”kh;dadkyh; fodkj dk ewY;kadu la”kksf/kr ukWÆMd iz”ukoyh rduhd ls fd;k x;k FkkA 
ch,evkbZ vkSj ,e,lMh ds chp laca/k dk fo”ys”k.k ykWftfLVd izfrxeu iz.kkyh ls fd;k x;k FkkA 
;g ns[kk x;k fd 33-66 izfr”kr izfrHkkxh de otu ds Fks] tcfd 11-3 izfr”kr “kkjhfjd otu@
LFkwyrk ls xzLr FksA “kkjhfjd otu@LFkwyrk ls xzLr izfrHkkfx;ksa esa muds lkekU; ch,evkbZ led{kksa 
dh rqyuk esa xnZu] da/ks] ihB vkSj dwYgs ds {ks=ksa esa ,e,lMh dh ek=k vkf/kd FkhA lkekU; otu oxZ 
dh rqyuk esa de otu okys lewg esa xnZu ds {ks= esa ,e,lMh dh ek=k vkf/kd FkhA vf/kd otu@
LFkwy vkSj de otu okys izfrHkkfx;ksa esa muds lkekU; otu okys led{k O;fä;ksa dh rqyuk esa 
,e,lMh gksus dh vf/kd laHkkouk FkhA orZeku v/;;u esa bl ij izdk”k Mkyk x;k gS fd lkekU; 
otu okyh efgykvksa dh rqyuk esa ,e,lMh  dh O;kidrk de otu vkSj vf/kd otu@LFkwyrk ls 
xzLr yksxksa esa vf/kd FkhA ;g bafxr djrk gS fd ch,evkbZ vkSj ,e,lMh ds chp ,d ;w&vkdkj 
dk lg&laca/k fo|eku gSA blds vfrfjä] de otu okys yksxksa dh rqyuk esa vf/kd otu okys@
LFkwy O;fä;ksa esa ;g laca/k n`<+ ik;k x;kA

eq[; “kCn%  “kkjhfjd æO;ekud lwpdkad] —’kd] is”kh;dadkyh; fodkj] vR;f/kd “kkjhfjd otu] 
de otu

LokLF; ,oa tula[;k: 
ifjizs{; ,oa eqn~ns, 42 (3&4): 90-99 /2019


