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Abstract

Title: “Pilot study in Crete for an international survey on musculoskeletal
disorders”

by: Eleni Solidaki, MD, Aristotle University of Thessaloniki

Supervisor: Manolis Kogevinas, Professor of Epidemiology, Department of Social

Medicine, Medical School, University of Crete
Date: March 2006

Background: After the successful control of well-known and frequently fatal occupational
health hazards, interest has now shifted to the control of work related musculoskeletal
disorders that are a major cause of disability, lost workdays and increasing demand for health
care. The absence of identifiable underlying pathology in many of them, together with the
nonspecificity of symptoms favors the hypothesis that psychological factors contribute
importantly to such conditions. There is evidence for an effect of psychosocial factors at work
on the occurrence of musculoskeletal complaints, but the evidence for the role of specific
psychosocial factors has not been established.

Objectives: The main aim of this study was to complete the pilot phase of the international
study on musculoskeletal problems and their correlation with cultural and psychosocial
factors at work, in Crete. The specific objectives were: 1. To translate the questionnaire of the
international study from English in order to apply the instrument to the Greek population, 2.
To evaluate two different ways of administering the questionnaire, namely through face-to-
face interviews and self administered, and 3. To provide first estimates of prevalence of
musculoskeletal disorders in the populations of interest

Methods: The study population consisted of 100 professionals, namely nursing personnel
(n=50) and postal clerks (n=50) sorting mail by hand. Half of the subjects from each group
completed a self-administered questionnaire, and the other half did a structured personal
interview.

Results: The final sample consisted of 89 persons (mean age 40.4 years). The specific response
rates for the face-to-face interview and the self-administered questionnaire were 96% and 82%
respectively. There was a significant association between the way of administering the
questionnaire and the response rate (Pearson Chi-Square= 5.005, df=1, p=0.025).

The item response rate for the face-to-face interview was 100% for all questions. For the self-
completed questionnaires the mean item response rate was 91.5% (SD= 0.047).

Lumbago and neck pain during the past 12 months was reported by 72.9% and 52.4% of the
respondents respectively. Shoulder pain was reported by 48.9%, 25.9% reported elbow pain
and 29.1% wrist and/or hand pain. Knee pain was reported by the 32.1% of the respondents.
The distribution of musculoskeletal pain within the past 4 weeks was as follows: 37.2% of
respondents reported low back pain, 31.4% neck pain, 31.5% shoulder pain, 16.5% elbow
pain, 19% wrist pain and 21.2% knee pain

Conclusions: The face-to-face administration of the questionnaire gives higher response rates
and more complete data than the self-administered questionnaire, and is therefore the most
appropriate method to administer the questionnaire of the international study on cultural and
psychosocial influences on disability to the sample-population of Crete.

Key words: questionnaire, occupational musculoskeletal disorders, psychosocial factors
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Pilot study in Crete of an international survey on

musculoskeletal disorders

A. Introduction

A.1. Prevalence of musculoskeletal disorders in Greece and other countries.

Occupational medicine begun to develop as a science, which would assess the correlation
between the various noxious agents in the work environment and the risk for disease. It has
greatly helped in the elimination of work related diseases such as the bladder cancer in the
rubber industry due to exposure to b-naphthylamine (Kogevinas et al.,, 2003) and the
angiosarcoma of the liver due to exposure to vinyl-chloride (WHO, 1999). After the successful
control of serious health hazards, interest is now shifted to the control of work related
musculoskeletal disorders that are a major cause of disability, lost workdays and increasing
demand for health care (Coggon, 2005).

In 1996 a research was conducted with managers and occupational doctors in the United
Kingdom and both groups identified musculoskeletal disorders and occupational stress as the
two major priorities for research (Harrington and Calvert, 1996, Coggon, 2005). This is true
for Greece too given the enormous cost of these situations for the national economy. A
research carried out in Greece in 2004, revealed that 31.7% of the general population aged
over 15 years old, reports at least one episode of low back pain within the past month, with
46.6% of them reporting also sciatica, 28.1% reporting that they have consulted a physician
due to this problem, and 36% reporting that they received medication for it (Stranjalis et al.,
2004). Taking into account that the numbers refer to percentages of the general population,
the economic implications are obviously large. These include consequences for the employers
in terms of sickness absences and for the society as well in terms of welfare benefits and lost
productivity (Main and Williams, 2002).

In epidemiologic studies, the lifetime prevalence of low back pain has been estimated for
the general population in industrialized countries at 70% (Hofmann, 2002). According to the
records of a national insurance company in the USA, workers” back-injury claims account for

one third of total compensation claims costs (Snook, 1982) and a big health insurer’s records
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in Germany indicate that in 1996 approximately 20% of all sick-leave days were due to spine

disorders (Hofmann, 2002).

More specifically, musculoskeletal disorders in nursing personnel has been an object of
investigation in many studies (Hofmann, 2002, Eriksen, 2004, Maul, 2003, Yip, 2001), which
have shown the considerably higher risk of nurses to develop low back pain compared to the
general population or to other groups of professionals used as referent e.g. clerks.

It is generally accepted that nursing is among the high risk occupations with respect to
musculoskeletal problems, with a point prevalence of low back pain of approximately 17%,
an annual prevalence of 40-76% and a lifetime prevalence of 35-80% (Hignett, 1996, Maul,
2003, Hofmann, 2002). Smith et al in 2004, found that the overall prevalence of
musculoskeletal disorders in nurses was 70.0 %. In the same study individual categories were
reported as follows: lower back 56.7%, neck 42.8%, shoulders 38.9% and upper back pain
38.9%. One year earlier, a study with 269 nurses was completed, in which the participants had
provided long-term data for 8 years (1991-1999). The subjects reported an annual prevalence
of low back pain between 73-76%, and 38% of them reported the same pain intensity in all
follow-ups. Thus, the researchers concluded that low back pain poses a persistent problem
among nurses (Maul, 2003).

In Greece musculoskeletal disorders among nurses are also highly prevalent. The prevalence
of occupational low-back pain was investigated in 1995 in 407 female nurses in a large tertiary
health care unit in Athens, Greece. Work-related back pain within the previous 2 weeks was
reported by 63% of respondents and within the previous 6 months by 67% (Vasiliadou, 1995).
In another study on nurses that was conducted in Athens with 420 nurses from 6 large
general hospitals, the prevalence of low back pain was found to be 75%, of neck pain 47% and

of shoulder pain 37% (Alexopoulos et al., 2003)



A.2. Psychosocial factors associated with musculoskeletal disorders

In turning to the increasing prevalence of work related musculoskeletal disorders the
health practitioners continue to apply the approach to risk management that has worked well
with the examples of b-naphthylamine and vinyl-chloride that were mentioned before
(Coggon, 2005). It is assumed that if the exposure to heavy physical load, awkward postures
or whole body vibrations is eliminated this could also prevent injury and disability. However,
it is becoming obvious that for many disorders such as ‘mechanical’ low back pain, many
neck and arm complaints this approach is not effective. The characteristic that many
musculoskeletal complaints share is that despite much research, there is scarce evidence of
underlying pathology (Coggon, 2005). The absence of identifiable underlying pathology
together with the nonspecificity of symptoms is in favor of the hypothesis that psychological

factors contribute importantly to the illness (Coggon, 2005).

A summary of the physical and psychosocial factors contributing to the occurrence of

various musculoskeletal complaints is presented in the next page:



Low Back Physical work risk factors Psychosocial work risk factors
Complaints » lifting 6-15 kilograms greater than 10 *  extrinsic effort
times per hour or lifting greater than 16 | «  intrinsic effort
kg at all and always/often working with | «  role conflict
the back in an awkward position » threat of physical harm or injury
¢ pushing and pulling objects combined
with tasks requining lifting
Neck Physical work risk factors Psychosocial work risk factors
complaints o lifting 6-15 kilograms greater than 10 * intrinsic effort
times per hour or lifting greater than 16 |«  job fiuture ambiguity
kg at all and always/often working with | «  verbal abuse andior
the back in an awkward position confrontations with clients or the
* working with the head/neck bent or general public
twisted excessively
* vibration from a power tool or machine
that made the hands vibrate during the
past week
s  sitting and using a computer more than
half the time
e seated for 30 minutes or mere without a
break whilst carrying out work
Shoulder Physical work risk factors Psychosocial work risk factors
complaints working with the head/neck bent or * low social support
twisted excessively + low reward
e lifting 6-15 kilograms greater than 10 ¢ job fitore ambiguity
times per hour or lifting greater than 16 | «  threat of harm/injury
kg at all and always/often working with
the back in an awkward position
* repefitive wrist movements for mmch of
the normal working day
s gepefitive arm movements
¢ szeated for 30 minutes or more without a
break
Elbow/forearm | Physical work risk factors Psychosocial work risk factors
complaints o vibration from a power tool or machine |+  low decision latiude
that made the hands vibrate during the s social support
past week »  reward
repetitive arm movements *  gole conflict
performing work with a deviated orbent | ¢  job future ambiguity
wrist position » threat of harm/injury
Handwrist Physical work risk factors Psychosocial work risk factors
complaints ¢ vibration from a power tool or machine |+  intrinsic effort
that made the hands vibrate during the *  gole ambiguity
past week * job fitnre ambiguity
*  repefitive wrist movements for much of
the normal working day
repetitive arm movements
using a keyboard more than four hours
per day
s performing work with a deviated or bent
wrist position

source : (Devereux et al., 2004)

The effects of musculoskeletal disorders on body function or structure are predominantly

determined by the severity of the condition itself, influenced by pathogenic and genetic




factors. On the other hand, the effect these conditions have on activities and participation is
determined by personal and environmental factors (European Commission, 2003).

Four explanations have been suggested for the association between psychosocial work
characteristics and musculoskeletal symptoms:

1. Psychosocial work factors can directly influence the biomechanical load through
changes in posture, movement and exerted forces (Bongers et al., 1993, Theorell, 1996,
Hoogendoorn, 2000).

2. These factors may trigger physiologic mechanisms, such as increased muscle
tension or interfere with hormonal excretion, that may in the long term lead to organic
changes and finally the development or intensification of musculoskeletal symptoms or
may simply influence pain perception and thus increase symptoms (Bongers et al., 1993,
Theorell, 1996, Hoogendoorn, 2000)

3. Psychosocial factors may change the ability of an individual to cope with their
illness which, in turn, could influence the recovery from musculoskeletal symptoms
(Bongers et al., 1993, Theorell, 1996, Hoogendoorn, 2000). Avoidance of pain, presented as
fear of movement or re-injury can lead patients with low back pain to chronicity or

disability, when others recover by adopting coping strategies (Main and Williams, 2002).

Disability Back pain
Disuse
/ Depression \‘ Recovery
Avoidance Painful experiencas Confrontation
Catastrophising
Fear of movement \ Mo fear
ar injury

source: (Main and Williams, 2002)

4. The association may well be confounded by the effect of physical factors at work (Bongers
et al., 1993, Theorell, 1996, Hoogendoorn, 2000). It seems plausible that psychosocial
factors in private life could also affect musculoskeletal symptoms through the second and

third mechanism described above (Hoogendoorn, 2000).

Musculoskeletal disability is frequently associated with physical stress in the workplace,
such as heavy lifting, repetitive movements, and work paced by a machine (Mikeld et al.,
1993). The evidence about factors influencing the occurrence and recovery from
musculoskeletal disorders is rather heterogeneous. The perceived risk of injury is

significantly associated with musculoskeletal symptoms in eight body regions, among

5



manual handling workers (Yeung, 2002). Depression may also influence musculoskeletal
disability. Additionally, there are studies that do not support the hypothesis that computer
work activity or ergonomic conditions influence the prognosis of severe arm pain in
computer workers (Lassen, 2005). Psychosocial work stress, e.g. work monotony tight time
schedules, and lack of self regulation of working pace is also significantly associated with
disabling musculoskeletal conditions (European Commission, 2003).

Bongers et al in 1993 concluded that there is strong evidence for monotonous work or poor
work content and poor support by colleagues as risk factors for back pain (Bongers et al.,
1993). In a study of 1995 by Ahlberg-Hulten, symptoms from the back were significantly
related to job strain-the higher the strain, the more symptoms in the low back. Symptoms
from the neck and shoulders on the other hand were more associated with social support at
work-the lower the support score the more severe the symptoms (Ahlberg-Hulten, 1995).
Other researchers concluded that job dissatisfaction and monotonous work were important
factors for the occurrence of back pain (Burdorf and Sorock, 1997). The NIOSH study
(Bernard, 1997) showed that there was evidence for intensified workload as a risk factor, and
limited evidence for low job control and job dissatisfaction, whereas Hoogendoorn found
strong evidence for a positive effect of low social support in the workplace and low job
satisfaction. She also found evidence in all the studies she reviewed, for the effect of some of
the psychosocial work characteristics, but no psychosocial work characteristic for which
evidence was found in all studies (Hoogendoorn, 2000). There is evidence for an effect of
psychosocial factors at work on the occurrence of back pain, but the evidence for the role of

specific psychosocial factors has not been established yet (Hoogendoorn, 2000).



Psychosocial factors in the nursing profession

A considerable number of studies indicate the strong correlation between patient lifting and
transferring on one hand and musculoskeletal disorders of the nursing personnel on the other
(Hignett, 1996, Lagerstrom et al., 1998). However, staff density and work dissatisfaction have
been found to play an important role in this correlation (Lagerstrom et al., 1998).
Additionally, the traditional preventive approach of training in lifting and handling
techniques alone has been shown to be of little, or no long-term benefit (Hignett, 1996).

A significant association was found between the occurrence of musculoskeletal complaints
in nurses and variables such as working under time pressure, increased work pressure, and
having no opportunity to take a break from the work (Engels, 1996). A prospective cohort
study in nurses, showed that frequent low mood at baseline was strongly associated with
subsequent absence from work for back pain (Smedley, 1997). There is also evidence that not
only frequent or intense mechanical exposures, but also organizational, psychological, and
social work factors, such as “night shift work, perceived lack of support from superior, and
perceived lack of a pleasant and relaxing or supporting and encouraging culture in the work
unit”, are associated with an increased risk of severe low back symptoms and low back pain
related sick leaves in nurses' aides (Eriksen, 2004). It has also been reported that excessive
mental pressure in nurses incurred a 10.5-fold risk increase for musculoskeletal disorder
(Smith, 2004)

There is strong evidence to support the role of psychological distress/depressive mood in
the transition from acute to chronic LBP (Pincus, 2002), together with the earlier history of
musculoskeletal complaint. Smedley found the earlier history of back trouble to be the
strongest predictor of new symptoms, and risk increased with both the duration and recency
of previous symptoms (Smedley et al, 1998). There is also evidence for the role of
somatization, and the role of cognitive factors i.e mechanisms such as coping strategies, with
special emphasis on catastrophizing (Pincus, 2002). Certain researchers suggest that
psychological factors play an important role in the transition to chronicity in LBP, and that
they may contribute at least as much as clinical factors (Pincus, 2002).

Several studies have associated musculoskeletal complaints with low mood, stress, and job
dissatisfaction. Most of them, however, have been cross sectional, and it was unclear to what
extent the psychological complaints were secondary to the back problem rather than
antecedent. A study, which was restricted to women who were free from pain at baseline and
which adjusted for earlier history of back complaints, indicates that low mood does predict

future back problems leading to loss of time from work (Smedley, 1997).



A.3. The International study

In view of the above implications, an international study is being designed, which will be
conducted in 26 countries, including Greece. The aim of this study is to compare the
prevalence of musculo-skeletal symptoms and associated disability in workers who are
carrying out jobs with similar physical demands, but in a range of cultural environments, and
to explore risk factors for the incidence and persistence of symptoms and disability in these
varying cultural environments. The information needed will be collected through the

administration of questionnaires to the population of interest.

A.4. Translation of Questionnaires

Collecting accurate health data from different populations is based upon the use of
translated instruments that assess the concepts of interest. Working with an inadequately
translated instrument may lead the researchers to attribute any differences occurring between
the ethnic groups to the different distribution of the variables of interest, when these only
result from the use of non equivalent versions of a questionnaire. Such errors are difficult to
detect at the stage of the analysis and should be controlled while designing the study.
According to the Medical Outcomes Trust and their Scientific Associates, the general process

of translating an instrument consists of the following stages (Medical Outcomes Trust, 1997):

Step I: Forward Translation:

The first stage in translating an instrument is the forward translation. The procedures
should be initiated by contacting the constructor of the original version of the questionnaire
to secure authorization (Atovrig, 2005, Medical Outcomes Trust, 1997). At least two forward
translations of the questionnaire should be made from the original language (source
language) to the target language. In this way, the translations can be compared, and
discrepancies, which may reflect ambiguous wording in the original language, or
discrepancies in how a word is translated can be identified, discussed and resolved as the
best translation between the translators.

Two independent bilingual translators who have the target language as their mother
tongue produce the two forward translations. The translators each produce a written report
of the translation that they did. Comments are included to highlight challenging phrases or
uncertainties along with the rationale for their final choices. Item content, response options
and instructions are all translated using the same process.

The two translators should have different profiles or backgrounds to ensure the best
possible translation (Lim, 2003). The first translator should be informed about the type of

concepts the questionnaire being translated concerns (e.g. functional disability or neck and
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shoulder disorders). Their effort will be aimed at a clinical equivalency, and may produce a
translation that is a more reliable equivalence to the original from a measurement perspective.

The other translator should neither be aware nor be informed of the concepts being tested
and preferably have no medical background. He or she is more likely to detect the more
subtle differences in meaning of the original than the first translator. The second translator
should not be influenced by any academic goal, and offer a translation that reflects the
language used by the public (Lim, 2003, Guillemin, 1993, Beaton et al., 2002).

To produce a synthesis of the two translations, a third, unbiased person should be added
to the team. The role of this person is to serve as a mediator in discussions of translation
differences. Working with the original questionnaire as well as the versions from the first and
the second translator, a synthesis of these translations is produced, resulting in one common
translation. A written report carefully documenting the synthesis process, each issue
addressed, and how it was resolved is completed. It is important that all discrepancies should

be resolved by consensus, rather than compromise (Beaton et al., 2002).

Step II: Quality Control

Quality control is performed either by quality ratings or by back translation. Quality ratings
are based upon conceptual equivalence, clarity and use of familiar vocabulary. Each of these
variables is rated on a three-point scale by at least two reviewers, and the variables receiving
low scores should be re-evaluated (Medical Outcomes Trust, 1997).

The back translation is formed from the final form of the questionnaire’s forward
translation, and without access to the original version. This is a process aiming at ensuring
that the translated version accurately reflects the content of the original version. The back
translation process often magnifies poor wording in the translations (Beaton et al., 2002).
However, even if the back translation and the original source version are identical, this does
not guarantee a satisfactory forward translation version, as an incorrect, but consistent
translation could occur (Leplege and Verdier, 1994). Back translation is only one type of
validity check, and is best at highlighting large inconsistencies or conceptual errors in the
translation.

As with forward translations, two back-translations are considered a minimum. At least
one back-translation should be produced. The back-translator is a bilingual independent
person with the original language as their mother tongue. He/she should neither be aware
nor informed of the concepts explored, and preferably without any medical background. The
main reasons for this are to avoid information bias and to avoid the occurrence of unexpected
meanings of the items in the translated questionnaire (Guillemin, 1993, Leplege and Verdier,
1994) thus increasing the likelihood of “highlighting the imperfections”(Leplege and Verdier,
1994, Beaton et al., 2002, Medical Outcomes Trust, 1997).



Step III: Stage of the pre-testing:

The final stage of the adaptation process is the pre-test. The field-testing of the translated
instrument can occur with either a monolingual or a bilingual lay panel. The aim in both cases
is to highlight any unexpected errors, to measure comprehensibility, test translation
alternatives and reveal inappropriate items (Medical Outcomes Trust, 1997). In the
monolingual group the instrument is tested through face-to-face interviews or focus groups.
In the bilingual panes, the subjects actually complete both versions of the instrument, and
items receiving discrepant answers are investigated (Medical Outcomes Trust, 1997).

It should be noted, that while this procedure does provide some useful insight into how an
individual person interprets the items on the questionnaire, it does not address the construct
validity, reliability or item response patterns which are also critical to describing a successful
cross-cultural adaptation (Beaton et al., 2002). The described process ensures for some
measure of quality in the content validity. Additional testing for the retention of the
psychometric properties of the questionnaire is highly recommended, however not required

for a translated version to be approved (Beaton et al., 2002, Atroshi, 2000).

Step IV: International Harmonization:

The pre-testing of the instrument typically marks the end of the translation process.
However, when a questionnaire is translated into many languages at once, an international
harmonization meeting is necessary. The meeting comprises of as many bilingual
professional translators as possible, which are going to ensure that the different versions of
the questionnaire are conceptually equivalent (Medical Outcomes Trust, 1997). Decisions
made by this committee will aim at achieving equivalence between the source and target
versions in four areas:

Semantic equivalence: Do the words have the same meaning? Are there multiple
meanings to one single item? Is the translation comprehensible?(Beaton et al., 2002)

Idiomatic equivalence: Colloquialisms, or idioms, are sometimes difficult to translate. The
committee may have to formulate an equivalent expression in the target version. For example
the term “feeling downhearted and blue” from the SF-36 has often been a problem for
translators, and an item with similar meaning would have to replace it (Beaton et al., 2002).

Experiential equivalence: Items seeking to describe an experience of daily life often vary
in different countries and cultures. In some instances, a given situation may simply not be
experienced in the target culture, even if it is easy to translate. To address this situation, a
questionnaire item concerning a similar action or intent in the target culture should replace
the original item (Beaton et al., 2002).

Conceptual equivalence: Often words hold different conceptual meaning between
cultures. For instance, the meaning of “seeing your family as much as you would like” would
differ based on the concept of the term “family” (i.e., nuclear versus extended family)(Beaton

et al., 2002).
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A.5. Methods of administering questionnaires

Questionnaires can be administered in the following ways:

a Self-administered questionnaire. These consist of questions that an
individual can complete by oneself. These could range from mail questionnaires, e-mail
questionnaires, surveys by hand etc.

a Interviews. An interview is made up of the interviewer and the interviewee.
These can take place on the telephone, face-to-face, using web-cam, video conferencing,

etc.

A.5.1. The self-administered questionnaire

A.5.1.1. Methods for completing the self-administered questionnaire

They are one of the most popular methods for collecting data. The participants complete
the questionnaires on their own, and there is no interaction between the researcher and the
respondent. There are two ways of completing a self-administered questionnaire:

a. Supervised administration (surveyor is present)
b. Unsupervised administration (surveyor is not present)

(Bezzina, 2002)

There are three types of supervised administration:

One-to-One Supervision
This refers to a situation where the respondent is in a face-to-face meeting with the surveyor
and the surveyor is available to answer any questions that the respondent might have about
the questionnaire or to clarify concepts if necessary. However, this means that there is no cost
benefit over normal interviewing surveys (Bezzina, 2002).

Group Administration
This is applied by passing the questionnaire out to a group of people, with only one surveyor
present to provide introductory instructions, to answer questions and monitor the extent to
which the questionnaires are completed. Sometimes this method is used to validate a
questionnaire to be sent by post later on. The group is used as a pilot test, to raise questions

and to see that the response choices are exhaustive (Bezzina, 2002).

Semi supervised Administration
This is when the questionnaire is passed out to a group of people, in most cases not

simultaneously. The persons handing out the questionnaires may differ and provide different
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help. This could result in inconsistent instructions. Samples taken in this way are usually

unrepresentative (Bezzina, 2002).

A.5.1.2. Advantages of Self-Administered Questionnaires

Cost
The fact that self-administered questionnaire data are not collected by interviewers makes it a
relatively cheaper way of collecting large amounts of data when compared to the cost of
hiring interviewers, plus the cost of training them to conduct the interviews. Although
information on costs of administration of different types of questionnaires are only available
for some countries, there is evidence that the use of self-administered questionnaires reduces
the cost by 50% on telephone questionnaires, and about 75% on personal interviews
questionnaires (Bezzina, 2002, Cano, 2005).

Geographic Coverage
A questionnaire can be mailed everywhere in the world, whereas face-to-face interviews are
usually restricted to a defined geographic area.

Larger Samples
Because the unit cost is lost, then the surveyor can study a larger sample of persons.

Wider Coverage within a sample population
It is sometimes impossible to get hold of people living in areas of limited access to do a face-
to-face interview. However, these people can respond to a mail questionnaire.
Implementation
Easier to implement than other type of surveys.

Timing
It can be assumed that the entire sample receives the questionnaire at the same time, and
therefore events that influence the opinion of respondents are reduced.

Sensitive Topics
Self-administered questionnaires are also effective at eliciting responses on topics that are
sensitive. Respondents feel less intimidated to answer a questionnaire on their own when
compared to being confronted by a stranger asking potentially sensitive questions (Cano,

2005).

A.5.1.3. Disadvantages of Self-Administered Questionnaires

Preplanning
The main disadvantage of self-administered questionnaires lies in the amount of preplanning
that has to take place in advance in order to make the questions non-ambiguous and the

instructions and guidance self-explanatory (Cano, 2005).
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Availability of Lists
To do a suitable mail questionnaire, the surveyor must have a complete and accurate list of
the population. These lists are often incomplete or inaccurate.

Response Rates
It is typical that not many people respond to self-administered questionnaires. In Greece the
reported response rates for self-completed questionnaires vary greatly between 18.2% and
90.9% depending on the population and the geographical area of interest (Daniilidou et al.,
2001)

Literacy and Language
If the questionnaire is sent to illiterate or people who have difficulty reading, then these will
not answer the questionnaire, and a selection bias might occur.

Objective
Self-administered questionnaires can only be used when the objective of the study is clear and
not complex.

Format
In self-administered questionnaires, the questions need to be short and closed. The method is
only suitable when the issues and questions are straightforward and simple and when the
population is 100% literate and speaks a common language. It is less suitable for complex
issues requiring complex questions or screening questions. Generally, self-administered
questionnaires should be shorter than questionnaires used for face-to-face interviews.

No control on who responds
For unsupervised administration, the surveyor has no way of knowing whether the person of
interest truly responded or whether someone else filled the questionnaire for him/her.

Time
For mailed questionnaires it takes time for answers to get back to the surveyor. If follow-up is

needed, it could take months to collect sample.

A.5.2 Interviews

A survey interview is a purposeful conversation in which one person asks prepared

questions (interviewer) and another answers them (respondent/interviewee).

A.5.2.1. Types of interview

There are two types of interviews:
Face-to-face interviews have the biggest response rate among all methods (Bezzina, 2002).

They enable longer and more complex interviewing and the use of accessories (brochures,
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pictures, samples, etc.) and there is the possibility to use computer aided personal
interviewing (CAPI). By using this method, the rate of missing or incomplete answers and the
possibilities for misunderstanding questions and answers is the lowest. The supervision of

interviewing is the best with this method, but is rather expensive.

Telephone interviews are intermediate cost wise between mailed and face-to face
surveys. The interviewers are trained to ask the same questions and in the same order to the
respondents of the pre-selected telephone numbers. It requires a similar layout of personnel
to edit, code and analyze the data as for the self-completed questionnaires but it provides the
opportunity of answering questions if the respondent feels there is ambiguity. However, a
telephone interview is not appropriate if it is too long (more than 45 minutes). It is also a very
obtrusive way of obtaining data, as people might feel disturbed by an unwelcome intrusion

(Cano, 2005).

A.5.2.2. Advantages/Disadvantages of Interviews

Response Rate
It has been shown that this method of surveys increases the response rate (Bezzina, 2002,
Bowling, 2003, Cano, 2005).

Quality of data
If the interviewers are properly trained, the quality of the data exceeds that of mailed
questionnaires. The interviewer can also enhance respondent participation. However, this
cannot be achieved if the interviewing staff is untrained. Moreover, as face-to-face interviews
and telephone interviews require more than 1 interviewer, the control of the activities of the
group of interviewers is important. The training should include descriptions of what the
study is about. It is important that the researchers who design the questions prepare
specifications that clarify the handling of difficult or confusing situations that may occur with
regard to specific questions in the questionnaire (Cano, 2005, Bowling, 2003).

Samples
Persons selected in the sample are not in a position to throw away the questionnaire.

Time
It is slow compared to self-administered questionnaires, as the interviewer can only question
one person at a time (Bowling, 2003).

Cost

It is proven to be more expensive than other methods of surveys (Bowling, 2003).
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B. Part Two

B.1. Introduction

The European Foundation for the Improvement of Living and Working Conditions in the
"Second European Survey on Working Conditions" suggested that 44% of a sample of Greek
workers reported that work had affected their health resulting in backache, the highest
percentage in the European Union. This compares with a figure of 23 % in the United
Kingdom, 17% in the Netherlands and an overall European Union average of 30% (Paoli,
1997). Additionally, the “Third European Survey on Working Conditions” provides evidence
that 80% of workers in Greece agree that their work affects their health in a negative way,
50% of them believe that their health is at risk because of their work, and represent one of the
most dissatisfied population of workers in Europe, with 38% reporting that they are
moderately to totally dissatisfied from their job (Paoli and Merllie, 2000).

In view of this information, there is an emerging need for a study, which will investigate the
association of musculoskeletal symptoms and the resulting disability with cultural and

psychosocial factors at work.

B.2. Scope

The main aim of this study was to complete the pilot phase of the international study on
musculoskeletal problems and their correlation with cultural and psychosocial factors at

work, in Crete.

The specific objectives were:

1. To translate the questionnaire of the international study from English in order to
apply the instrument to the Greek population

2. To evaluate two different ways of administering the questionnaire, namely through
face-to-face interviews and through self administration

3. To provide first estimates of prevalence of musculoskeletal disorders in the

populations of interest
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B.3. Study Design

B.3.a. Population of the study

The study population consisted of professionals, namely nursing personnel and postal
clerks sorting mail by hand. Nurses and postal clerks are an appropriate study population for
the international study as similar physical demands and different cultural environments
characterize the corresponding professions. They also constituted the population for the field-
testing of the questionnaire.

An appropriate sampling frame was then established, and eligible subjects were invited to

take part.

B.3.b. Sampling Frame

The sample for the field-testing of the questionnaire consisted of postal clerks and nurses

working in the urban area of Heraklion.

Q Postal Clerks
Postal clerks sorting mail by hand are occupied in the central mail-sorting office of
Heraklion. The study team contacted the supervisor and obtained written permission to
conduct the pilot study on the population of postal clerks of Heraklion. A random sample of
50 workers was selected from a total of 73 workers. An online random number generator
assisted the formation of the random sample. From the group of 50 subjects, 25 postal clerks
were randomly selected to fill in a self-administered questionnaire, and the rest were asked to

participate in face-to-face structured interviews.

0O Nurses

The sample of the nursing personnel was recruited from nurses occupied in the University
Hospital of Heraklion. After contacting the administrator of the hospital, the study team
obtained a written permission to conduct the pilot study on the hospital’s nursing personnel.
A non-random sample of 4 departments was initially selected. The selection of departments
was made on the basis of the study team’s members’ perception of the physical demands in
each one of them (judgement sampling). The departments that were chosen were two of low
physical demands (psychiatrics and pneumology department) and two of increased physical
demands for the nursing personnel occupied there (intensive care unit and paediatrics

department).
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B.3.c. Inclusion-Exclusion Criteria

The inclusion criteria were that the subjects should be aged between 20 and 59 years old,
and have worked in their current job for at least 12 months in order to exclude any
confounding effect from former occupation. All participants were informed about the scope
of the study and the potential benefit from it, any questions were answered and only the ones
who agreed to sign the consent form would be recruited in the study. Finally, none of the

respondents refused to sign the consent form.
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B.4. Data Collection

B.4.1. The Questionnaire

The questionnaire of the international survey CUPID (Cultural and Psychosocial Influences
on Disability) was translated (see Appendix). It is a questionnaire based on others that have
been used successfully in earlier studies, and incorporates elements from validated
instruments such as the Short Form-36 (SF-36) and the Brief Symptom Inventory (BSI). The
original language was English and the target language was Greek. It consisted of a total of six

units, concerning:

L. Baseline information such as date of birth, gender, height, weight, education,
profession and smoking status.

II. Information about the occupational activities and the psychosocial aspects of
the participants” work. This unit includes items about the physical load at work,
working under pressure; one’s potential to take initiative, support from colleagues, job
security and job satisfaction
III. Questions about the occurrence and severity of back, neck, shoulder, elbow,
wrist, hand, and knee pain, during the past 12 months and the past 4 weeks, as well as
information about the specific characteristics of each musculoskeletal disorder, and
the resultant disability. This set of questions includes items about the duration of pain,
any job absenteeism, medical person’s consultation, functionality during the disorder,
and the respondents’ perceptions about the course of pain.

Musculoskeletal problems were defined as any pain in the area of the neck, low
back, shoulder, elbow, wrist/hand and knee which lasted for more than one day
during the past 12 months and the past 4 weeks. The above parts of the body were
shaded on pictures that were printed on the questionnaire, and were also presented to
the subjects going through a personal interview. Especially for low back pain, it was
emphasized that any menstrual pain or pain which occurred during the course of a
feverish illness should not be reported as low back pain.

Iv. Knowledge of the presence or absence of other people suffering from similar

problems inside and outside the work-environment.

V. Questions about the views of the participant on the causes and prevention of
pain.
VL Items concerning the participants’ general health status and their

“somatizing” tendency. This tendency is assessed using selected questions from the
Brief Symptom Inventory relating to complaints such as faintness or dizziness, nausea

or upset stomach, and difficulty breathing.
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B.4.2. Translation of the questionnaire

The standard procedure was applied to translate the English version of the questionnaire
into Greek (Medical Outcomes Trust, 1997, Bowling, 2003). The forward translation was
performed by one bilingual health professional whose mother language was Greek. The
study team then revised the provisional text and many changes were made. Subsequently a
professional translator whose mother language was English made the retranslation of the
target language version into the source language version. This translator did not have access
to the original English language version of the instrument nor did she consult with the first
translators. The forward translator revised the original English version together with the
back-translated instrument in order to detect errors of meaning and concept nonequivalence.
Once the review process was completed, the forward-translator, the back-translator and two
more reviewers-members of the study team held a series of meetings to discuss problems
found during the review process, to correct errors in grammar and syntax and to resolve
problems of equivalence found among the versions. Decisions on wording and corrections
were made by consensus and through consultation with the principal investigator of the
international study.

Some of the items, in the original questionnaire, that were difficult to translate were the
ones including phrases such as “downhearted and low” and “hot or cold spells” for which
the exact translation would be meaningless in Greek. Those items had to be replaced with
another expression with a similar meaning. Also, the term “squatting” had to be replaced
with an appropriate expression, as there is no single corresponding Greek word for it.
Similarly, appropriate alternatives had to be found for the words “possibly” and “probably”,
because their direct translation was problematic, as the translated terms are both used in
spoken Greek to express the same likelihood.

A bilingual lay panel of 5 persons assisted the pretest of the translated instrument. The aim of
the pretest was to measure comprehensibility, to test translation alternatives, to highlight
unexpected or undetected errors, and to reveal inappropriate items. The bilingual panel
actually completed both the source and the target versions and items that received discrepant
responses were investigated. In addition, the interviewer provided general feedback on how
well the instruments were working and to discuss content areas or issues that were

problematic.
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B.4.3. Methods of completion

B.4.3.a The self-administered questionnaire

The self-administered questionnaire together with an information letter and consent form
was handed to the sample units during a personal meeting in their workplace. They were
informed about the study and its scope and they were asked to complete the questionnaire
before the end of the workday. For those who needed more time a new deadline was given.
After failure to complete the questionnaire within this time frame, a final arrangement was
made for a meeting that would not be more than 15 days later than the initial contact. The
ones who failed to return the questionnaire after the third contact were listed among non-
participants.

The ones who declared unwillingness to participate were asked to give information about

their gender, age and the reason for not participating.

B.4.3.b. The face-to-face interview

The members of the sample that were chosen to participate in a personal interview were
contacted in their workplace, during working hours. They read the information letter and
signed the consent form before the interview took place. For those at time pressure, a second
meeting was arranged. The duration of the interview was approximately 20-25 minutes.
Larger pictures, similar to those in the questionnaire illustrating the body areas that were
studied, were presented at the appropriate moment of the interview to facilitate the
description of the musculoskeletal problem.

Again, the ones who declared unwillingness to participate were asked to give information

about their gender, age and the reason for not participating.
B.4.3.c. Feasibility
In contrast to what was expected, due to the need for repeated contacts to recover self-

administered questionnaires, interviewer time for data collection was longer for self-

administered questionnaires than for face-to-face interviews.
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B.4 Statistical Analysis

The statistical analysis was assisted by the statistical package for the social sciences (SPSS)
version 12.0. Descriptive statistics was used in order to describe the personal characteristics of
the sample (frequencies for categorical variables, means and standard deviations for scale
variables)(Pagano and Gauvreau, 2002).

Associations between variables were investigated using the Chi-Square Test, and the
Pearson Chi-Square was calculated. Total non-response and item non-response percentages
for self-administered questionnaires and face-to-face interview were also calculated.

In order to determine personal characteristics (explanatory variables), which tend to present
more often among participants than non-participants, we performed t-test for equality of
means for scale variables, and Crosstabulation (Pearson Chi-Square) for categorical variables.

Kappa statisticc was also applied in order to check the translated questionnaire’s

repeatability.
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C. Results

C.1. Baseline Characteristics

The questionnaires were administered and collected between October the 7t 2005 and
November the 4t 2005. The subjects who finally completed some form of the questionnaire
(N=89) (hereafter referred to as respondents) were 45 nurses and 44 postal clerks. The nursing
population consisted of 27 nurses (31%), 12 nurses’ aides (13.8%) and 4 head nurses (4.6%),
whereas the postal clerks were mainly postmen, sorting mail by hand, during half of their
working hours, (n=35, 40.2%) and 9 clerks (10.3%) dealing strictly with mail sorting.

The respondents were 50 women (56.2%) and 39 men (43.8%). The percentage of females
was larger in the population of nurses where women represented 91.1% of total. This finding
is concordant with the fact that in Greece, as well as other countries, women are traditionally
practicing the nursing profession. Among postal clerks, the percentage of females was 20.5%,
and of males 79.5%. Most of the participants were working in their current position for more
than 5 years (n=73, 82%) and only 15 persons for 1-5 years (16.9%).

The age of the respondents ranged between 23 and 56 years, (Mean=40.35, SD=+7.192),
and their body mass index between 16.649 and 46.981 (Mean=27.092, SD=+5.504). They
reported to have been working for approximately 40 hours per week (Mean=39.854, min=34,
max=50, SD=%2.04).

All of the respondents had a Greek nationality. The majority of them were right-handed
(n=82, 92.1%), 3.4% were left-handed (n=3) and 4.5% were ambidextrous (n=4). 53.3% of
nurses (n=24) and 43.2% of postal clerks (n=19) were smokers. Also, 54% of females (n=27)
and 41% of males (n=16) were smokers. When a Chi-Square test was applied, no significant
association was found between gender and smoking habit among the respondents (Pearson
Chi Square=1.477, df=1, p= 0.224). Table 1 shows baseline characteristics of the 89

respondents.
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Age

20-29 5 5.6

30-39 44 49.4

40-49 28 31.5

50-59 12 13.5
Gender

Female 50 56.2

Male 39 43.8
Hand

Right 82 92.1

Left 3 3.4

Both 4 45
Smoking status

Smokers 43 48.3

Non-smokers 46 51.7
Profession

Nurses 27 30.3

Nurses” aides 12 13.5

Head nurses 4 45

Postmen-postal clerks 9 10.1

Postal clerks 35 39.3
Years in this profession

1-5 15 16.9

>5 73 82
Age finished full time education

<14 years 1 1.1

17-19 years 35 39.3

>20 years 53 59.6
Educational Institution they graduated from

None 2 22

High school 47 52.8

Technological 36 40.4

University 4 4.5

Table 1
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C.2. Response Rates

The specific response rates for the face-to-face interview and the self-administered
questionnaire were 96% and 82% respectively. The chi-square test revealed a significant
association between the way of administering the questionnaire and the response rate
(Pearson Chi-Square= 5.005, df=1, p=0.025).

The main reasons for not participating was time pressure for the self administered and
time pressure or lack of interest on the subject of the survey for the personal interview.

We then performed statistical tests, in order to determine personal characteristics
(explanatory variables), which tend to present more often among participants than non-
participants. The specification of such characteristics plays an important role in
understanding the variation of the response rates among specific subgroups in the general

sample.

C.2.1. Professional groups

More specifically, the response rate among nurses was 100% and 80% for the face-to-face
interview and the self-administered questionnaire respectively, whereas among postal clerks
it was 92% and 84% respectively. The difference in response rates by occupation was not
statistically significant for the face-to-face interview (Pearson Chi-Square=2.083, df=1 and
p=0.149) nor for the self-administered questionnaire (Pearson Chi-Square=0.136, df=1 and
p=0.713).

C.2.2. Age

The respondents” (n=89) mean age was 40.35 years (SD= 7.192) whereas for the non-
responders (n=10) it was 39.50 years of age (SD= 8.357). This difference was not statistically
significant (independent samples t-test for equality of means, t=0.348, df=97 and p=0.729).

C.2.3. Gender

Of the subjects who responded to any form of the questionnaire, 43.8% were male (n=39)
and 56.2% were female (n=50). The distribution of genders in non-respondents was 45.5%
male (n=5) and 54.5% female (n=6). No association was found between gender and the overall

response rate. (Pearson Chi-Square=0.11, df=1, p=0.918)
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C.3. Item Response rate

In the questionnaires completed during a face-to-face interview, where the interviewer
asked questions and recorded the answers, there were no missing values, as there was no
refusal to answer any question and no items were omitted. As a result, the item response rate
for the face-to-face interview was 100% for all items.

For the self-completed questionnaires, the item response rate, varied throughout the
questionnaire from 72.3% to 100%. The mean item response rate for the questionnaire as a
total was 91.5% with a Standard Deviation equal to 0.047. Most of the questions about
baseline characteristics (n=12) had a response rate of 100% (items about date of birth, gender,
right or left handed, nationality, weight, smoking status, age at which they finished full time
education and the highest educational title obtained). Missing answers were found in items
about height (n=1, 2.4%), profession (n=2, 4.8%), years at their current position at work (n=1,
2.4%) and the hours they work per week (n=2, 4.8%). However, the item response rate, for the
baseline characteristics items, was satisfactory, ranging from 95.1% to 100% as mentioned
before (mean=98.8%, SD=0.019).

The items (n=20) about self reported risk factors at work were also satisfactorily answered,
and the corresponding item response rates varied from 78% (1 item) to 100% (7 items). The
mean response rate was 94% and the SD=0.062. The item with the lowest response rate was
the question about whether one has a choice in deciding what one does at work. The
questions providing response rates equal to 100% were the ones related to support from
colleagues, working under pressure, deciding how one does their work, job satisfaction, job
security and the existence of another job.

The items about the occurrence and the characteristics of any musculoskeletal pain during
the past 12 months and the past 4 weeks (n=91) were adequately answered, and the item
response rates ranged from 82.9% to 100% (mean=90.7%, SD=0.033). The sets of questions
referring to musculoskeletal pain that occurred during the past 12 months had in general
higher response rates (mean=92%, SD=0.033), when compared to those referring to
musculoskeletal pain that occurred during the past 4 weeks (mean=88.7%, SD=0.019). This is
probably due to the fact that in each one of the 6 groups of questions about pain in low back,
neck, shoulder, elbow, wrist and knee, the set of questions referring to the past 4 weeks
followed the ones referring to the past 12 months, thus exhausting the respondent (Edwards,
2005, Bogen, 1997).

The group of questions about the health of others inside and outside the workplace (n=8)
had item response rates ranging from 73.2% to 90.2%. The mean response rate for this set of

items was 83.8% and its standard deviation SD=0.071.
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The set of questions referring to the participants’ perceptions and views about the causes
and prevention of pain (n=11) produced response rates between 87.8% and 95.1%. The mean
value was 90.5% and the Standard Deviation equal to 0.03.

Finally, in the group of questions about the respondents’ general health (n=18), the
response rates were calculated and found to have a mean value of 92% with a Standard
Deviation equal to 0.014. The item response rates in this set of items had a minimum value

equal to 90.2% and a maximum value equal to 95.1%.
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C.4. Reliability of the translated instrument

The translated instrument’s reliability was assessed using the test-retest repeatability,
which constitutes one aspect of reliability. This is a test of the stability of the measure over a
period of time in which it is not expected to change. We calculated the reproducibility of the
responses to the questionnaire in two administrations of the same instrument to twenty
subjects from the study population in different times (test retest reliability).

Between the two administrations of the instrument there was an interval of 4 weeks. The
sample of twenty subjects was randomly selected among the 25 nurses who had completed
the questionnaire through a face-to-face interview.

The sets of answers given in both administrations were used to calculate the kappa
coefficient of agreement for each item. Kappa statistics was performed for the questions
concerning the existence of risk factors at work, general perceptions about the causes and
prevention of pain and pain that had occurred during the past 12 months. Questions about
any pain that occurred during the past 4 weeks were not used to calculate kappa coefficient of
agreement as the interval between the first and second administration of the questionnaire
was broader.

Values of kappa greater than 0.75 are considered excellent agreement, values between 0.4
and 0.7 fair to good agreement and values below 0.4 are considered poor (Thompson and
Walter, 1988). Most of the items assessed in the present study had kappa coefficients in the
fair to good range. The overall kappa coefficient for the questionnaire was 0.505, which is
considered satisfactory for epidemiological studies. The item specific coefficients varied
between 0.130 and 1.00. Below are a graph and a list of the kappa coefficients for the items
assessed in this study. The kappa coefficient that could not be computed is referred to as
undefined. This happens in cases that are impossible to provide a symmetric two-way table in

which the values of the first administration of the item will match the values of its second

administration.
item k
risk factors for MSD
age finished full time education negative
highest educational title obtained 1
years at this work 1
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repetitive movements of the wrist at work
use of keyboard at work

repetitive movements of the elbow at work
working with hands above shoulder height
lifting 10kgr at work

lifting 25kgr at work

climbing 30 stairs at work

kneeling or squatting at work

doing piecework

target number of tasks per day

bonus payment

working under pressure

deciding how one works

deciding what one does at work

deciding one’s timetables and breaks
support from colleagues

job satisfaction

job security

other job

have you had...

lumbago in the past 12 months
neck pain in the past 12 months
shoulder pain in the past 12 months
elbow pain in the past 12 months
wrist pain in the past 12 months

knee pain in the past 12 months

do you know anyone who had...

lumbago within the past 12 months inside work
lumbago within the past 12 months outside work

neck pain within the past 12 months inside work

neck pain within the past 12 months outside work

pain in the arm within the past 12 months inside work
pain in the arm within the past 12 months outside work
knee pain within the past 12 months inside work

knee pain within the past 12 months outside work

0.596
undefined
0.412
0.571
0.474
0.794
negative
0.13
undefined
undefined
undefined
0.459
undefined
0.171
0.161
0.539
undefined
0.373

1

0.794
0.588
undefined
undefined
undefined

undefined

undefined
0.231
0.211
0.205
0.571
0.524

0.48

0.417
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item k

do you agree that...

someone with pain in the arm should avoid physical activity 0.295

pain in the arm gets better within 3 months 0.329
someone with pain in the arm needs rest to get better undefined
neglecting problems of the arm might be hazardous undefined
problems of the arm are commonly caused from one’s work undefined
someone with low back pain should avoid physical activity 0.713

low back pain usually gets better within 3 months 0.355
someone with lumbago needs rest to get better undefined
neglecting problems of the low back might be hazardous undefined
problems of the low back are commonly caused from one’s work Undefined
Have you ever read or heard about repetitive strain injury undefined
absenteeism due to musculoskeletal problem the past 12 months 0.341
absenteeism due to other illness the past 12 months 0.898

C.5. Estimates of Prevalence

The completed questionnaires provided data for the calculation of some first estimates for
the prevalence of the musculoskeletal disorders in the population of interest.

Lumbago and neck pain, which lasted more than one day during the past 12 months, was
reported by 72.9% and 52.4% of the respondents, respectively. Shoulder pain was reported by
48.9%, 25.9% reported elbow pain and 29.1% wrist and/or hand pain. Knee pain was
reported by the 32.1% of the respondents. Below is a table with the distribution of the

musculoskeletal disorders of interest among the members of the sample.

Table 3

Pain in the past valid % Postal Clerks




12 months (total) (total) (N, valid%o) (N, valid%o)
Low back pain

Yes 62 72.9 N=32, 71.1% N=30, 75%
No 23 27.1 N=13, 28,9% N=10, 25%
Neck pain

Yes 45 52.3 N=19, 42.2% N=26, 63.4%
No 41 47.7 N=26, 57.8% N=15, 36.5%
Shoulder Pain

Right Shoulder 19 21.6 N=9, 20% N=10, 23.3%
Left Shoulder 13 14.8 N=4, 8.9% N=9, 20.9%
Both Shoulders 11 12.5 N=4, 8.9% N=7,16.3%
No 45 51.1 N=28, 62.2% N=17, 39.5%
Elbow Pain

Right Elbow 11 12.9 N=3, 6.7% N=8, 20%
Left Elbow 5 59 N=3, 6.7% N=2,5%
Both Elbows 6 7.1 N=2,4.4% N=4,10%
No 63 74.1 N=37, 82.2% N=26, 65%
Hand / Wrist Pain

Right Hand /Wrist 18 20.7 N=9, 20% N=9, 21.4%
Left Hand/ Wrist 6 6.9 N=4, 8.9% N=2,4.8%
Both Hands/Wrists 10 11.5 N=5,11.1% N=5,11.9%
No 53 60.9 N=27, 60% N=26, 61.9%
Knee Pain

Right Knee 10 11.9 N=4,9.3% N=6, 14.6%
Left Knee 4 4.8 N=2,4.7% N=2,4.9%
Both Knees 13 15.5 N=4,9.3% N=9, 22%
No 84 67.9 N=33, 76.7% N=24, 58.5%

The distribution of musculoskeletal pain within the past 4 weeks is as follows: 37.2% of

respondents reported low back pain, 31.4% neck pain, 31.5% shoulder pain, 16.5% elbow
pain, 19% wrist pain and 21.2% knee pain. The occurrence of musculoskeletal symptoms to

the respondents from the two professional groups is presented in table 4.
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Table 4

Postal Clerks
4 weeks (total) (N, valid%) (N, valid%o)

Pain in the past valid % Nurses

Low back pain

Yes 32 37,2 N=16, 35.6% N=16, 39%
No 54 62.8 N=29, 64.4% N=25, 61%
Neck pain

Yes 27 314 N=9, 20% N=18, 43.9%
No 59 68.6 N=36, 80% N=23, 56.1%
Shoulder Pain

Right Shoulder 14 16.3 N=6, 13.6% N=8,19%
Left Shoulder 4 4.7 N=0, 0% N=4,9.5%
Both Shoulders 9 10.5 N=4,9.1% N=5, 11.9%
No 59 68.6 N=34, 77.3% N=25,59.5%
Elbow Pain

Right Elbow 5 59 N=2,4.4% N=3, 7.5%
Left Elbow 5 59 N=3, 6.7% N=2,5%
Both Elbows 4 4.7 N=1,2.2% N=3,7.5%
No 71 83.5 N=39, 86.7% N=32, 80%
Hand / Wrist Pain

Right Hand /Wrist 9 10.7 N=3, 6.8% N=6,15%
Left Hand/ Wrist 1 1.2 N=1,2.3% N=0, 0%
Both Hands/Wrists 6 7.1 N=3, 6.8% N=3,7.5%
No 68 81 N=37,84.1% N=31, 77.5%
Knee Pain

Right Knee 5 59 N=3, 6.8% N=2,4.9%
Left Knee 3 3.5 N=1,2.3% N=2,49%
Both Knees 10 11.8 N=3, 6.8% N=7,171%
No 67 78.8 N=37, 84.1% N=30, 73.2%

Crosstabulations were then performed in order to investigate any association between the

respondents’ profession and the presence of musculoskeletal pain in the past 12 months and
the past 4 weeks for at least one day. A significant association was indicated between the
postal clerks” profession and the occurrence of neck pain both in the past 12 months and the
past 4 weeks. Pearson Chi-Square was 3.862, df=1 and p= 0.049 for pain in the past 12 months,
whereas Pearson Chi-Square was 5.691, df=1 and p=0.017 for pain in the past 4 weeks. All

other crosstabulations revealed no significant association.
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D. Discussion

We examined two different methods of administering a questionnaire in nurses and postal
clerks and identified that response rates and completeness of information was higher for
personal interviews compared to self-administered questionnaires. We also estimated the
prevalence of specific musculoskeletal disorders and found that specifically back and neck
pain were very high in both occupational groups.

The calculation of the response rates for the two methods of administering the questionnaire
confirms the knowledge that self-administered questionnaires have smaller response rates
and less accurate information to offer than questionnaires administrated through a personal
interview (Bowling, 2003, Cano, 2005, Bezzina, 2002). It is reported in literature that this
difference can be in the range of 20% (Bowling, 2003). In our pilot study it was 16%. The
specific response rates for the face-to-face interview and the self-administered questionnaire
were 96% and 82% respectively, and the association between administration method and
response rate was significant.

Self-administered questionnaires are frequently quoted as cheaper than personal interviews.
This may certainly be the case if questionnaires are sent by mail. However in the work places
examined this would probably result to very low response rates and we opted to give by
hand the questionnaires to the nurses and postal clerks. This almost certainly raised the
response rate for the self-administered questionnaires but at the same time increased the
administrative burden. I did not keep a detailed record of time needed on average to recover
the completed self -administered questionnaires as compared to the time spent for the
personal interviews. However, almost certainly the two methods did not result in very
different a time for completion and possibly the personal interview was more efficient.

Even a study with high response rates leaves a percentage of the study population for whom
no data is available, and this may potentially lead to bias. The direction of the bias is largely
unknown, but it is assumed that it would possibly lead to an overestimation of the prevalence
of musculoskeletal disorders, because people suffering from a musculoskeletal problem are
more likely to participate in a study about this disorder (non-response bias) (Bowling, 2003).
However, the response rate of the study is considered to be very satisfactory and the non-

response bias is expected to be minimal.
In this study we found high prevalences not only for low back pain, but also for neck,

shoulder, elbow, hand and/or wrist and knee pain. The prevalences for various types of

musculoskeletal disorders during the past 12 months were 73% for low back pain, 52% for

32



neck pain, 22%, for shoulder pain, 26%, for elbow pain, 39% for hand and/or wrist pain, and
32% for knee pain.

Prevalence studies for the estimation of musculoskeletal disorders among postal clerks in
Greece are scarce, whereas for the population of nurses there are certain comparable studies.
In a cross-sectional study among nursing personnel (n=351) in Greece in 2003, the prevalence
for low back pain was 75%, for shoulder pain 37% and for neck pain 47% (Alexopoulos et al.,
2003). The corresponding prevalences for the population of nurses from our study were: low
back pain 71%, neck pain 42%, and shoulder pain 38%. The results indicate a high degree of
agreement on the prevalences of musculoskeletal complaints. Both studies agree with most
international studies on the high prevalence of musculoskeletal disorders in nursing
personnel (Lagerstrom et al., 1998, Snook, 1982, Menzel, 2004, Smith, 2004, Ahlberg-Hulten,
1995, Engels, 1996, Eriksen, 2004, Hignett, 1996, Hofmann, 2002, Maul, 2003, Smedley, 1997,
Vasiliadou, 1995, Ando et al., 2005). However, the numbers vary greatly from one study to
another. The annual prevalence of low back pain on nurses is estimated in reviews to range
between 40-76%, and the lifetime prevalence between 35-80% (Hignett, 1996, Maul, 2003,
Hofmann, 2002). In order to be able to generalize results and compare data, it is essential to be
precise about the definition used and to use comparable questionnaires (Ozguler et al., 2000).
As there is no consensual definition for low back pain, there are large inconsistencies in
literature. Prevalences for low back pain vary according to the definition used in the study
(Ozguler et al., 2000). For example, certain studies defined the nonsymptomatic subject as the
person experiencing pain for less than 8 days within the last 12 months or with an intensity
score below 4 within the last 3 months (Lipscomb, 2004, Juul-Kristensen, 2004, Menzel, 2004),
whereas in the Greek study of 2004, which was described above, musculoskeletal complaint
of back, neck, shoulder or hand/wrist was defined as pain, which had continued for at least a
few hours during the past 12 months (Alexopoulos et al., 2004). In our study, musculoskeletal
complaint of back, neck, shoulder, hand/wrist of knee was defined as pain which had

continued for at least one day during the past 12 months.

Selection bias (internal validity) could be a potential source of error in this study. In
occupational health studies, at least two types of selection bias may occur: (a) a selection of
“healthy workers” in the work population studied, and (b) an exclusion of symptomatic
workers who are on sick leave at the period of data collection. Both of these biases tend to
lead to an underestimation of the true prevalence of the observed health effect because the
workers who are in better health tend to be those in the workforce and available for study
(Bernard, 1997, Bowling, 2003). The pilot study in Crete was cross-sectional and we therefore
could not assess the magnitude of this bias. However, this study was conducted among civil
servants, which in Greece are permanent employees and do not change jobs often. This
indicates that selection bias is not likely to have affected the results of our study.

The retrospective assessment of musculoskeletal pain can also induce a bias in studies of this

type. Pain is one of the most common outcome variables in epidemiologic studies of work-
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related musculoskeletal disorders. Most of these studies rely on a single retrospective
assessment of pain obtained by questionnaire. However, pain may not be recalled accurately
(recall bias) (Brauer et al., 2003, Feinea et al., 1998, Linton and Melin, 1981). In a study by
Linton and Melin in 1981, patients at follow up remembered having significantly more pain
than they actually rated during the baseline period (Linton and Melin, 1981), whereas other
investigators support that the accuracy of recall for pain depends on the severity of it before
treatment and on the level of pain at the moment of recall (Feinea et al., 1998). However, a
study which compared the results of 12 consecutive weekly pain recordings with a final
retrospective assessment of pain intensity covering the same 3-month period, suggests that
subjects are able to accurately recall and rate the severity of pain or discomfort in short
periods, and that retrospective reports on pain intensity are sufficiently reliable (Brauer et al.,
2003). It is also supported that there is generally a high level of concordance between medical
record data and patients’ reports in structured interviews of major conditions and types of
treatment (Bowling, 2003). In our study, the respondents were asked to provide information
about pain that lasted for at least 24 hours during the past 12 months and the past 4 weeks,
and to describe the disability that resulted from it. These are considered to be easy to recall,
major conditions. Although this is a retrospective assessment of symptoms, it concerns recent
information which should minimize the problem of accurate recall.

The use of a structured questionnaire is an advantage of this study, because structured
questionnaires provide the ability to collect unambiguous and easy to count answers, leading
to quantitative data for analysis. On the other hand, pre-coded response choices may not be
sufficiently comprehensive and not all answers may be easily recorded. Some respondents
therefore may be 'forced' to choose inappropriate pre-coded answers that might not fully
represent their perceptions (Bowling, 2003). Structured interviews are based on the
assumption that all members of the population of interest understand the wording, although
this may not be true. Additionally, there is potential for bias such as recall bias, as mentioned
before, interviewer induced bias or social desirability bias for example in the section about
personal characteristics, in which obese respondents might have understated their body
weight. All of the above represent essential weaknesses of the structure and the function of
structured questionnaires, and were eliminated through the appropriate translation of the
questionnaire and the interviewer training. However, they are aspects of the research
methodology that should be taken into account when one attempts to interpret its results.

The reliability of the translated questionnaire was assessed through test-retest repeatability
and the overall kappa coefficient was satisfactory. Despite that fact, additional testing for the
retention of the original questionnaire’s psychometric properties is considered necessary. This
methodological issue could have affected the results obtained from this study, and mainly the

estimates of prevalence for the musculoskeletal disorders of interest.
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E. Conclusions

Two different ways of administering the questionnaire were evaluated. The response rate
was higher when a face-to-face interview was conducted, compared to that of the self-
administered questionnaire, and this difference was statistically significant. The item
response rates were 100% for all items in the face-to-face completed questionnaire, whereas
for the self-administered it varied between 72.3% and 100%.

The face-to-face administration of the questionnaire produces higher response rates and
more complete data therefore it is considered to be the most appropriate method to
administer the questionnaire of the international study on cultural and psychosocial
influences on disability to the sample-population of Crete. Finally, although this was not the
main aim of the pilot study, the estimates of prevalence of musculoskeletal symptoms was
very high and was comparable to that of other studies indicating that in Greece

musculoskeletal disorders problems are a very frequent occupational health problem.
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NAlyoTepo atrd éva xpdvo 1-5 xpévia MepioodTEPO ATTO 5 XPOVIO
8. Méoeg wpeg TNV eBOoUAda KavoviKa pyaleoTe O€ auTr TN OOUAEIQ; WPES
9. Mia ouvnBiouévn nuépa epyaaiag TepiAapBavel kammolo atmod Ta akéAouba;

(MapakaAw onuesiwaore NAI i OXI yia kGBe pwrnon)

Na On

a) Xprion TTANKTPoAOyiou ] ypa@opnxXavig yia TTeEPICCOTEPES ATTO TECTEPIG WPEG

OUVOAIKQ;
B) AMN\eg epyaaieg TTou TTEPIAAUBAVOUV ETTAVOACUBAVOUEVEG KIVIOEIG TOU KAPTTOU N

TWV OAKTUAWV VIO TTEPICTOTEPEG ATTO TEOTEPIG WPESG TUVOAIK(;
Y) EmravalapBavouevo AUYIOUa KOl TEVTWHA TOU AYKWVA YIA TTEPICOTEPO ATTO Wia

PO OUVOAIKG;
0) Epyacia yia TepiccdTEPO ATTO Pia wPa OUVOAIKA pe Ta XépIa TTAVW aTTd To UYOog

TWV WHWV;
€) Aviywan Bapoug 10 KIAWV A TTEPICTOTEPO HE TA XEPIQ;

oT) Aviywan Bapoug 25 KIAwV A TTEPICCOTEPO HE TA XEPIQ;

4] AvéBaoua A kaTéRaoua okaAag o€ TrepioadTepoug atmd 30 opdeoug
TNV NUéPa;

n) lovaTiopa f kaBiopa e Ta yovata Auyiopéva (yia TTEPICOOTEPO aTTo Wia wpa
OUVOAIKQ);

0) Epyaocia pye 1o KOPPATI, KATA TNV OTToia TTANPWVECTE GUP@QWVA PE TOV apiBud Twv
EPYOOIWYV TTOU £0E€iG ) N oudda 0ag OAOKANPWVETE HECA OTN PEPQ;

) YTapxel £vag GUYKEKPIMEVOGS apIBuOC Epyaciwy TTou €0€i¢ A n oudda cag
QVAUEVETAI VA OAOKANPWOETE PETA OTNV NUEPQ;

K) MAnpwveoTe TITTAEOV (UTTOVOUG) €AV KATAOKEUATETE } OAOKANPWOETE
TTEPICOOTEPA ATTO TOV CUMPWVNOEVTA APIBUO QVTIKEIUEVWY /EPYACIWV NECA OTNV
nuépa;

A) EpyddeoTe uTro Tricon yia va OAOKANPWOETE EPYACia O€ CUYKEKPINEVO XPOVO;
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10. 271N S0UAEId 0ag, £XETE ETTIAOYA OTO VA ATTOQPACICETE:

. Mepikég . lMoré/
Zuxva QOpPEC Zmavia 2xedov lNoré
Mwg kdaveTe TN SOUAEIG
oag;
T1 KAveTe OTN OOUAEIQ;
To wpdplio epyaciag Kal Ta
OlaAgipuara;
11. Ortav avTtigeTwTriCeTe SUoKOAieg 0Tn BOUAEId, TTOOO CUXVA oag BonBdve i oag utTToaTnEICouy ol
ouvadeA@ol 1 o TTPoIoTAUEVOGS 0aG;
2uyva MepIKEG QOpPEG 2Travia Moté Aev 10)UEl
12. Maipvovtag 6Aa utréyn, TTEOO IKAVOTTOINUEVOI €i0TE ATTO Tr BOUAEId 0AG GUVOAIK(;
MoAy IKavoTroINuévo AucapeoTnuévo Moy
IKAVOTTOINMUEVOG MHEVOS PEOTNEVOS dUCaPECTNUEVOG

13. Av gixaTe pia ooBapn acBéveia TTou 0ag KpaToUoE EKTOG £PYATiIag yia TPEIS MAVEG, TTOCO OTABEPN
moTeleTe OTI Ba ATAV N B€0oN gpyaciag oag;

MoAU oT1aBepn 2100epn MdaAAov aoTabrg MoAU aoTaBRig

14. ‘Exete kapia GAAn douAeld (SouAci€g); Oxi Nai

Av vai, TTola (1ToI€G) gival n dAAn douAeid (SouAel(g) oag;

ENOTHTA TPIA: MONOI

OZOYAArIIA TOYZ MEPAXMENOYZ 12 MHNEZX

15a) Z1n didpkela Twv TrEPAcPéVwY 12 pnvwyv, eixate OOQUOAyia OTnv TTEPIOXA TTOU  QaiveTal
TTAPOKATW Kal TTou OINPKECE TTEPICCOTEPO AT dia pépa; (MN CUMTTEPIAGRETE TTOVOUG TTOU
oxeTiCovTal yovo Pe TTEPiIOdO, EYKUPOOUVN ] a0BEvEIa [E TTUPETO)

Oxi Nai

Av OXl, madpakaAw Tnyaivete oTnv epwtnon 21. Av NAI, TTapakaAw ouvexioTe

B) Méqa oTOUG ns,paqpévou’g 12 pr']vsg’, EXEl ’STI'SKTGQSi TToTé Oxi Nai
0 TTOVOG OTO TTOdI A T TTOBI Cag PEXP! KATW aTTd TO
yovarto (1oxiaAyia);
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Y). 271N SIGPKEIQ TWV TTEPACHEVWY 12 unvwy, av TTPooBEoeTe OAEG TIG NUEPEG TTOU £ixaTe OOQUAAYia,
TooeS Ba ATav;
1-6 nuépeg 1-4 ¢BdouAdES 1-12 pnveg
0) ‘Exete oupPouleuTei yiaTpd ) puaikoBepaTTeuTr, GAAO Oxi Nai

VOONAEUTIKO TTPOOWTTIKO A eVAANAKTIKG TTPOKTIKS (TTX.
XEIPOTTPAKTIKG) eEQITIOG TNG OTPUAAYIAG TOUG
TEPACHEVOUG 12 UAVEG;

€) 21N OIGPKEIA TWV TTEPACHEVWV 12 unvwyV, TTOOEG HEPEG OAG EUTTODICE N 0OCQUAAYIa va TTATE OTN
OOUA&Iq;

MeploodTePEG

0 pépeg 1-7 pépeg 8-30 pépeg a6 30 pépec

16. 21N dIdpKeIa TWV TTEPACUEVWVY 12 pnvwy, oag dnuiolpynoe n oo@uaAyia duokoAia ) aduvauia
OTO VO KAVETE OTTOIAdNTTOTE ATTO TIG TTAPAKATW dPACTNPIOTNTEG;

Oxi AuokoAo Aduvaro

a) Na oTéKETTE yIa TTEPICTOTEPO ATTO 15 AeTTTd
B) Na k6BeTe Ta VUXIO TWV TTOBIWV OAG
Y) Na onkwveoTe a1Td TO TTATWHA 1] ATTO HIa

KapEKAQ
0) Na viuveoTe
€) Na kavete TIG SOUAEIEG TTOU OUVABWG KAVETE OTO

OTTiTI
oT) Na aAAGeTe TTAEUpS OTO KPERATI
17. MoTteveTe 6TI N oo@uUaAyia cag Ba ival éva TTPORANUA PETA ATTO 12 UAVEG;
. Towg/ MoAu .
Oxt moavd moavd Ziyoupa

18. 2KEQTEITE TNV TEAeUTaia Qopd TTou dev gixate oo@uUAAyia yia SIACTNUA TOUAGXIOTOV evOG UAva.
Mwg &ekivnoe To €TTOPEVO £TTEICODI0 OOPUAAYIOG HETA ATTO AUTH TNV TTEPI0DO;

[ ] Zagvika (3nA. oe Ay6Tepo atrd éva AeTITO), evi) HoOOTaV 0T SOUAEI

Za@VIKG (dnA. o€ AiyoTepo atro éva AeTTTd), aAAG OxI evw foacTav oTn dOUAEIR

2T00I0KA
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OZOYAATIA TIZ NMEPAZMENEZ 4 EBAOMAAEZ

EvOlapepdpooTe OuyKeKpIdéva yia KABe TTOvo oTnv TTIAATN TToU WTTopEl va gixate otn didpkeia Twyv

TTEPAOUEVWY 4 eROOUAdWYV

19a) Z1n diIdpkeiad Twyv TEpacpEvwy 4 gBSopadwy, €ixate oo@uaAyia oTnv TIEPIOXN TTOU @AiVETAl
TTAPOKATW TTOU BINPKECE TTEPICCOTEPO ATTO Wia PEPQ; (UN oUUTTEPIAGRBETE TTOVOUG TTOU OXETICovVTal

MOVO pe TTEPINdO, eyKuhooUvn | acgBévela Pe TTUpETO)

Oxi Nai
Av OXI, TrapakaAw TTnyaivete oTnv epwTtnon 21, av NAI, TTapakaAw cuvexioTe
B). Tig Tepacpéveg 4 €BOONAdES, av TTPOOBETETE OAEC TIC NUEPEG TTOU €ixaTe oo@uaAyia, TTéoeS Ba
nrav;
1-6 nuépeg 1-2 ¢Bdouddeg 2-4 ¢Bdouddeg
). Méoa oTIg TTepacuéveg 4 BOOUADEG, £XEI ETTEKTABEI TTOTE 0 TTOVOG O0TO TTOdI (TTOdIA) 0AG MEXP! Kal

KATWw atrd 10 YOvaTo (IoXIoAyia);

Oxi

Nai

20. 21n didpkeia Twv Trepacpévwy 4 efdouddwy, cag dnuiolpyncoe n oo@ualyia SuokoAia n
aduvapia oTo va KAVETE OTTOI0BATTOTE ATTO TIG TTAPAKATW OPACTNPIOTNTEG;

a) Na OTEKEDTE yIa TTEPICCOTEPO ATTO 15 AeTTTd

B) Na k6BeTe Ta vUXIa TWV TTOBIWV OAG

Y) Na onkwveaoTe a1Td TO TTATWHA ] ATTO HIa
KapEKAQ

0) Na vriveoTe

€) Na kaveTe TIG DOUAEIEC TTOU CUVHABWG KAVETE OTO
oTIiTI

oT) Na aAAaeTe TTAEUpPO OTO KPERATI

Oxi

AvokoAo Aduvaro
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NMONOZ ZTON AYXENA TOYZ TEAEYTAIOYZ 12 MHNEZ

21a) Z1n SIdpKEID TWV TTEPACUEVWVY 12 PNvwyv, €iXaTe TTOVO OTOV QUXEVO OTNV TTEPIOXK TTOU QAiVETAl
TTAPAKATW TTOU OINPKECE TTEPICCOTEPO ATTO Wia NUEPQ;

Oxi Nai

Av OXI, TTapakaAw TTnyaivete oTnv epwTtnon 26. Av NAI, TTapakaAw ouvexioTe

B) 21N OIGPKEID TWV TTEPACUEVWY 12 PNVWYV, av TTPOCBEoETE OAEG TIG NUEPES TTOU €iXATE TTOVO OTOV
auxéva, TTéoeg Ba ATav;

1-6 nuépeg [ ]1-4 eBBopadeg [ ]1-12 prveg [ ]

v) ‘Exete  oupBouleutei  yiaTpd R QuOIKoBepateut GAAo Oxi [ | Na [
VOONAEUTIKO TTPOCWTTIKO A EVOAAAKTIKO TTPOKTIKO (TTY XEIPOTTPOKTIKO)
eCaITiOG TOU TTOVOU OTOV QUXEVA TOUG TTEPACHEVOUG 12 UAVEG;

0). 271N OIAPKEIQ TWV TTEPATHEVWY 12 PNvwy, TTOOEG PEPEG 0ag gUTTOdICE O TTOVOG OTOV AuXéva va
TTATE OTN OOUAEIQ;

MepiooodTEPES

0 nuépeg 1-7 nuépeg 8-30 nuépeg a6 30 NuEPEC

22. 21N OIGPKEIA TWV TTEPACHEVWY 12 unvwyv, oag dnuioupynoe o TTOVog OToV auxEva DUOKOAIa A
aduvapia oTo va KAvVETE OTTOI0BATTOTE aTTO TIG TTAPAKATW OPACTNPIOTNTEG;

Oy AUokoAo Aduvaro
a) Na vriveoTe
B)  Na KAveTe TIg SOUAEIEG TTOU OUVABWG KAVETE OTo oTriTl | | ] ]
23. MoTteveTe 611 0 TTOVOG GTOV Auxéva oag Ba gival éva TTPORANUa PETA aTrd 12 PAVEG;
. Towg/ MoAu .
Oxt mlavo mlavo Ziyoupa
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NMONOZ ZTON AYXENA TIZ MEPAZMENEZ 4 EBAOMAAEZ

EvOloQepdpaoTe OUYKEKPIMEVA VIO KABE TTOVO OTOV auxéva TTOU WTTopEl va eixate otnv OIApKEID TwV

TEPACHEVWY 4 €BSOPGdWY

24 a) Z1n OIAPKEID TWV TTEPACHEVWY 4 €BOOPAdWYV gixaTe TTOVO OTOV Auxéva OTNV TTEPIOXA TTOU QAivETAl

TTAPAKATW TTOU OINPKECE TTEPICOOTEPO ATTO Wia NUEPQ

Oxi Nai
Av OXI, TrapakaAw TTnyaivete oTnv epwTtnon 26. Av NAI, TTapakaAw ouvexioTe
B). Tig Tepacuéveg 4 fOOPADES, av TTPOCOEOETE OAEG TIG NUEPES TTOU €iXaTe TTOVO OTOV aAuXEva, TTOOEG
Ba ATav;
1-6 nuépeg 1-2 Bdouadeg 2-4 ¢Bdouadeg

25. 21N SIGPKEIQ TWV TTEPATUEVWY 4 RdouAdwy, oag dnuiolpynoe o TTOVOS GToV auxéva OUOKOAIa A

aduUVaMia OTO va KAVETE OTTOIOOATTOTE ATTO TIG TTAPAKATW dPACTNPIOTNTEG;
AuokoAo

a) Na viuveoTe

B) Na kavete TIG SOUAEIEG TTOU OUVABWG KAVETE OTO CTTITI

Oy

Aduvaro
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NMONOZ ZTON QMO TOYZ TEAEYTAIOYZ 12 MHNEZ

26 a). ZTn OIAPKEIQ TWV TTEPACUEVWY 12 unvwy, €ixate TTOVO OTOV WHO OTNV TTEPIOXI TTOU QAIVETAI
TTOPAKATW TTOU SINPKETE TTEPICTOTEPO ATTO Wi NUEPQ;

Oxi Ae€10G WHOG ApIOTEPOG WHOG Kai oToug duo
povo povo WHoUGg

Av OXI, rapakaAw TTnyaivete otnv epwtnon 31. Av NAI, TTapakaAw CuveXioTE.

B) 271N SIGPKEIQ TWV TTEPACHEVWY 12 UnNvwy, av TTPooBEoeTe OAEG TIG NUEPES TTOU EixaTe TTOVO OTOV
WHo, TTéoeg Ba RTaY;

1-6 NuéPEg [ ] 1-4 eBBopadeg [ 11-12 prveg [ ]

V) "ExeTe OUMBOUAEUTE yIaTPO A GUOIKOBEPATTEUTH, GAAO voonAeuTiké Oxi [ | Nai [ ]
TTPOCWTTIKO ] EVAAAQKTIKO TTPOKTIKO (TTX. XEIPOTTPAKTIKO) £gaitiag révou
OTOV WO TOUG TTEPACUEVOUG 12 UAVEG;

0). 271N OIAPKEIQ TWV TTEPACHEVWY 12 UNVWV, TTOOEG PEPEC OAG EUTTODIOE O TTOVOG GTOV WO va TTATE
oTn OOUAEIq;
, ) . ) . MepioodTEPES
0 nuépeg 1-7 nuépeg 8-30 nuépeg amé 30 nuépec

27. 271N OIGPKEIA TWV TTEPACHEVWY 12 unvwyv, oag dnuiolpynoe o TTOVog 0TOV WHO DUCKOAIT A
aduUVaMia OTO va KAVETE OTTOIRDATTOTE ATTO TIG TTAPAKATW dPACTNPIOTNTEG;

Oy AuokoAo Aduvaro
a) Na xTevileTe 1} va BoupToileTe Ta JAANIG O0OG
B) Na kavete PTTdvio /vToug
Y) Na vruveoTe
0) Na kaveTe TIC SOUAEIEG TTOU OUVABWG KAVETE GTO GTTITI
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28. MoTteveTe 0TI 0 TTOGVOG OTOV WHO 0ag Ba gival éva TTPORANUa o€ didoTnua 12 unvwy;
. lowg/ MoAU .
Oxt moavd moavd ziyoupa

NMONOZ ZTON QMO TIZ TEAEYTAIEZ 4 EBAOMAAEZ

EvO1a@pepOUAOTE CUYKEKPIMEVA VIO KABE TTOVO OTOV WHO TTOU MTTOPEi va €iXarte oTn SIAPKEIA TwV
mEPATHEVWY 4 eSONAdWYV

29 a) Z1n didpKeIa TwV TTEPACHUEVWY 4 eBdouddwy, gixate TTOVO OTOV WHO CGTNV TTEPIOXHA TTOU QAiVETAI
TTOPOAKATW TTOU OIRPKETE TTEPICCOTEPO ATTO Wia NUEPQ;

Oxi AggI6G oG ApIOTEPOG WHOG Kal aTtoug dUo
MOvo Vle)¥/e] WHoug

Av OXI, TrapakaAw TTnyaivete otnv epwTtnon 31. Av NAI, TTapakaAw ouvexioTe

B) Tig Trepacpuéveg 4 BOOPABES, av TTPOCBECETE OAEG TIG NUEPEG TTOU gixaTe TTOVO OTOV WHO, TTOOEG
Ba ATav;
1-6 NUEPEC [ ] 1-2 epdopadeg [ ] 2-4 ¢pdopadeg ]

30. 21N SIGPKEIQ TWV TTEPACTHEVWY 4 RdouAdwY, oag dnuiolpynoe o TTOVOG GTOV WO BUCKOAIa N
aduvapia oTo va KAvVETE OTTOI0BOATTOTE aTTO TIG TTAPAKATW OPACTNPIOTNTEG;

Oxi AuokoAo Aduvaro
a) Na xTevilete 1] va BoupToileTe Ta MAAAIG 0OG
B) Na kaveTte PTTavio /vToug
Y) Na vTiveoTe
0) Na kdvete TIG SOUAEIEG TTOU OUVABWG KAVETE OTO GTTITI
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NMONOZ ZTON ArKQNA TOYZ NMEPAZMENOYZ 12 MHNEZ

31a) ZTn dIdpKeEIa TwV TTEPACUEVWY 12 pnvwy, €ixate TTOVO OTOV AyKWva OTNV TTEPIOXN TTOU QaiveTal
TTAPAKATW TTOU OINPKECE TTEPICCOTEPO ATTO Wia NUEPQ;

Oxi

Agg16¢ aykwvag pévo

ApIOTEPOG AYKWVAG
MOVO

Kal oToug dU0 ayKWwVeg

Av OXI, TTapakaAw TTnyaivete oTnv epwTtnon 36. Av NAI, TTapakaAw ouvexioTe

B) 271N SIAPKEIQ TWV TTEPACHEVWY 12 Unvwy, av TTPooBEéoeTe OAEG TIG NUEPES TTOU €ixaTe TTOVO OTOV
aykwva, Téoeg Ba ATay;

1-6 nuépeg [ ] 1-4 eBBopadeg [ 11-12 prveg [ ]

V) "EXeTe OUMBOUAEUTE yIaTPO A GUOIKOBEPATTEUTH, GAAO voonAeuTiké Oxi [ | Nai [ ]
TTPOCWTTIKO 1 eVOAAOKTIKO TTPOKTIKO (TTX. XEIPOTTPAKTIKO) €EqTiag TTOVOU
OTOV AYyKWVA TOUG TTEPACHUEVOUG 12 PNVEG;

0) 271N dIdpKeIa Twy TTEPACTHEVWY 12 unvwy, TTOOEG PEPES O0aG EPTTODIOE O TTOVOG OTOV AyKwvda va
TTATE OTN OOUAEIQ;

MepioodTEPES

0 npépeg 1-7 NUEpPES 8-30 nuépeg am6 30 nuépec

32. 21N SIGPKEID TWV TTEPACHEVWY 12 Unvwy, 0ag dnuUIolpynoE 0 TTOVOG OTOV AyKWVA BUOKOAIO 1
aduvapia oTo va KAVETE OTTOIBdATTOTE ATTO TIG TTAPAKATW dPACTNPIOTNTEG;

Oxi AuokoAo Aduvaro
a) Na viuveoTe
B)  Na KAVETE TIC SOUAEIEG TTOU OUVABWS KAveTe oTo orimt || [ ] ]
33. MoTteveTe 6T 0 TTOVOG CAG OTOV AyKWva Ba gival éva TTPORANua o€ didoTnUa 12 unvwy;
. lowg/ MoAU .
Oxi moavo meavo Ziyoupa
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MONOZ ZTON ArKQNA TIZ MEPAZMENEZ 4 EBAOMAAEZ

Evlia@epOpaoTeE CUYKEKPIPEVA YIO KABE TTOVO OTOV AYKWVO TTOU MTTOPEl  va gixare otn SidpKeia
TWV TTEPACHEVWY 4 eSoGdwv

34a) Z1n didpkeia Twv TTEPACUEVWY 4 eBOouddwy, gixaTe TTOVO OTOV AYKWVA OTNV TTEPIOXT TTOU QaiveTal
TTaPAKATW TTOU OINPKECE TTEPICOOTEPO ATTO Wi NUEPQ;

Oxi

Ae€16¢ aykwvag Hoévo

ApIOTEPOG AYKWVAG
MOvOo

e

Av OXI, TapakaAw TTnyaivete oTnv epwtnon 36. Av NAI, TTapakaAw ouvexioTe

Kal otoug dU0 ayKwveg

B) Tig Trepacpéveg 4 €BOOPAOEG, av TTPOCOECETE OAEG TIG NUEPES TTOU €iXaTe TTOVO OTOV AYKWVA,
TooeS Ba ATav;
1-6 NUEPEC [ ] 1-2 epdopadeg [ ] 2-4 ¢pdopadeg ]

35. 21N SIAPKEIQ TWV TTEPACHEVWY 4 €doUAdwY, aag dnuiolpynaoe 0 TTOVOG OTOV AyKWVA BUCKOAIa 1
aduvapia oTo va KAvVETE OTTOI0BOATTOTE aTTO TIG TTAPAKATW OPACTNPIOTNTEG;
Oxi AuokoAo Aduvaro

a) Na vTiveoTe

B) Na kavete TIG SOUAEIEG TTOU OUVABWG KAVETE GTO GTTITI
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NMONOZ ZTON KAPIIO KAI TO XEPI TOYZ NEPAZMENOYZ 12 MHNEZ

36a) ZTn dIdpKeEIa TwV TTEPACHEVWVY 12 unvwy, gixate TTOVO OTov KAPTIO | TO XEpI OTNV TTEPIOXN TTOU
PaiveTal TTAPAKATW TTOU BIAPKECE TTEPICTOTEPO ATTO Mia NUEPQ;

Oxi

Aeti x€p1 i) KAPTTOG UOVO

ApIoTEPO XEPI A KAPTTOG
povo

Kal ata dUo xépia n
KapTToug

Av OXI, TrapakaAw TTnyaivete otnv epwtnon 41. Av NAI, TTapakaAw ouvexioTe

B) Toug mepaopévoug 12 unveg, av TTpooBéoete padli OAeC TIC nNUEPEG TTOU gixaTe TTOVO OTOV
KapTTo/xépl, TT6OEG Ba ATAV;

1-6 NuéPES [ ] 1-4 eBBopadeg [ 11-12 prveg [ ]

V) "ExeTe OUMBOUAEUTET yIaTPS 1 PUOIKOBEPATTEUTH, GANO voonAeuTiké Oxi [ | Nai [ ]
TIPOCWTTIKO 1 EVAAAAGKTIKO TTPOKTIKO (TTX. XEIPOTTPOKTIKG) efaitiag TTOvou
OTOV KOAPTTO/XEPI TOUG TTEPATHUEVOUG 12 UVEG;

0) 21N SIAPKEIA TWV TTEPACHEVWY 12 uNvwv, TTOOEG HEPEG OOG EUTTODICE O TTOVOG OTOV KAPTTO/XEPI va
TTATE OTN OOUAEIQ;

MepiooodTEPES
atro 30 nuépeg

0 npépeg 1-7 nuépeg 8-30 nuépeg

37. 21N SIdpKEIa TWV TTEPACHEVWY 12 UnNvwyv, 0ag dnuioupynaoe o TTOVog oTov KapTrd/xépl SUTKOAIa R
adUVOaMia OTO va KAVETE OTTOIODATTOTE ATTO TIG TTAPAKATW dPACTNPIOTNTEG;
Oxi AuokoAo Aduvaro

a) Na ypdgeTe

B) Na KAEIBWVETE Kal va EEKAEIDWVETE TTOPTEG
Y) Na avoiyeTe Bala fj Bpuoeg

0) Na viuveoTe

€) Na kavete TIG SOUAEIEG TTOU OUVABWG KAVETE OTO CTTITI

JU UL
JU UL
JU UL
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38. MoTteveTe 611 0 TTOGVOG Gag aTov KapTTé/xépl Ba gival éva TTPOBANUa YETA aTmd 12 PAVEG;
; Towg/ MoAu ,
Ox meavo méavo Ziyoupa

NMONOZ ZTON KAPIIO KAI TO XEPI TIiZ NEPAZMENEZ 4 EBAOMAAEZ

Ev3la@epOpa0TE CUYKEKPIPEVA VIO KABE TTOVO OTOV KAPTTO/XEPI TTOU PTTOPE va gixate oTn didpKkeia

TWV TTEPATHEVWY 4 eSoGdwV

39 a) Zmn didpkeia Twv TTEPACTUEVWY 4 €RdouAdwy, gixaTe TTOVO OTOV KAPTTO | TO XEPI GTNV TTEPIOXN TTOU
PaiveTal TTAPAKATW TTOU BIAPKECE TTEPICTOTEPO ATTO [ia NUEPQ;

Oxi

A& XEp1 ) KAPTTOG Vo

ApIOTEPD XEPI 1 KAPTTOG
MOVO

Kail ota 0o xépia n
KapTroug

Av OXI, TrapakaAw TTnyaivete oTnv epwtnon 41. Av NAI, TTapakaAw cuvexioTe

B) Tig Tepacpéveg 4 eBOouddeg, av TTpooBéoeTe padi OAEG TIG NUEPES TTOU EiXaTE TTOVO OTOV

KapTTo/XEpl, TTOOEG Ba ATAVY;

1-6 NUEPEC [ ] 1-2 epdopadeg [ ] 2-4 ¢pdopadeg ]

40. 21N SIAPKEID TWV TTEPATHEVWY 4 BSOUAdWY, Gag dnuIoUpynaE O TTOVOG OTOV KAPTTO/XEPI
QuOKOAia r} aduvapia oTo va KAVETE OTTOIBDATTOTE ATTO TIG TTAPAKATW dPACTNPIOTNTEG;

a) Na ypagete

B) Na KAEIBWVETE Kal VO EEKAEIBWVETE TTOPTEG

Y) Na avoiyeTe Bala kal Bpuceg

0) Na vriveoTe

€) Na kaveTe TIC SOUAEIEG TTOU OUVABWG KAVETE GTO GTTITI

Oxi AuokoAo Aduvaro
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NMONOZ ZTO F'ONATO

NMONOZ ZTO NONATO TOYZ NMEPAZMENOYZ 12 MHNEZ

41a) Z1n JIAPKEId TWV TTEPACHEVWY 12 unvwy, €ixate TOVO OTO yOvaATO OTNV TTEPIOX TTOU QAiVETAI
TTAPAKATW TTOU OINPKECE TTEPICOOTEPO ATTO Wia NUEPQ;

Oxi

Aeti yovarto pévo

ApioTepd yévato pévo

Kai ota 0o yévara

Av OXI, TTapakaAw TTnyaivete oTnv epwTtnon 46. Av NAI, TTapakaAw ouvexioTe

B) 21N SIAPKEIQ TwV TTEPACHEVWY 12 punvwy, av TTPooBEcETE OAEG TIG NUEPES TTOU EiXaTE TTOVO OTO
yovarto, TTooeg Ba rrav;

1-6 nuépeg [ ]1-4 eBBopadeg [ ]1-12 prveg [ ]

Y) ‘Exete oupBouleuTei yiatpd ) QuoikoBepatTeuTr), GAAO VOONAEUTIKO Oxi Nai
TTPOCWTTIKO 1 EVAAAAKTIKO TTPAKTIKO (TTX. XEIPOTTPAKTIKO) e¢aiTiag
TTOVOU OTO YOVATO TOUG TTEPACHEVOUG 12 PAVEG;

0) 271N SIAPKEID TWV TTEPOACHEVWYV 12 unvwv, TTOOEG PEPEG 0aG EUTTOBIOE O TTOVOG OTO YOVATO VA TTATE
oTn OOUAEIq;

MepioodTEPEG
atd 30 nuépeg

0 nuépeg 1-7 nuepeg 8-30 nuépeg

42. 21N SIGPKEID TWV TTEPACHEVWY 12 unvwy, 0ag dnuiolpynoe o TTOVOG GTO yOvVaTO BUCKOAIO 1
aduvapia oTo va KAVETE OTTOIBdATTOTE ATTO TIG TTAPAKATW dPACTNPIOTNTEG;

Oxi AuokoAo Aduvaro
a) Na aveBaivere Kal va KaTeRaiveTe OKAAEG
B) Na trepTratdre o€ eTiTedo £5a@Qog
Y) Na vruveoTe
5)  Na KAveTe TIG SOUAEIEG TTOU GUVABWG KAVETE OTo oTriTl | | ] ]
43. MoTteveTe OTI 0 TTOVOG 0AG oTo yovaTto Ba eival éva TTPORANUA HETA aTTd 12 P VEG;
. lowg/ MoAU .
Oxi moavd moavd Ziyoupa
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NMONOZ ZTO F'ONATO

NMONOZ ZTO NONATO TIZ MEPAZMENEZ 4 EBAOMAAEZ

Ev3ia@epOpaOTE CUYKEKPIJEVA YIA KAOE TTOVO OTO YOVATO TTOU UTTOPEI va €iXATE TNV SIAPKEIN TWV
mepAaopévwY 4 eSouddwy

44 a) Z1n dIdpKeIa TWV TTEPACUEVWVY 4 eBOOUAdWY €ixaTe TTOVO GTO yOVATO OTNV TIEPIOXA TTOU QPAiVETAI
TTAPAKATW TTOU OINPKECE TTEPICCOTEPO ATTO Wia NUEPQ;

Oxi

Ag&i yovarto pévo

ApioTepd yovarto pévo

Kal ota dUo yévara

Av OXI, TapakaAw TTnyaivete oTnv epwtnon 46. Av NAI, TTapakaAw ouvexioTe

B) Tig Trepacuévec 4 €BOOPAdES, av TTPOCBECETE OAEG TIC NUEPEG TTOU €iXaTe TTOVO OTO yoOvaATO,
mooeg Ba ATav;
1-6 NUEPEC [ ] 1-2 epdopadeg [ ] 2-4 ¢pdopadeg ]

45, 21N SIGPKEIQ TWV TTEPACTHEVWY 4 BdouAdwY, oag dnuiolpynoe o TTOVOG GTO yOvaTo BUCKOAIa
aduvapia oTo va KAveTE OTTOI0ATTOTE ATTO TIG TTAPAKATW OPACTNPIOTNTEG;

Oy AuUokoAo Aduvaro
a) Na avefaivete kal va KaTeRaiveTe OKAAEG
B) Na mrepTratdre o€ eTiTedo £5aQOG
Y) Na viuveoTe
0) NG’KGVETS TIG OOUAEIEG TTOU OUVABWG KAVETE OTO
oTTiTI

2elida 54 a6 66



NMONOI AAAQN ANOPQIMQN

ENOTHTA TEZZEPA TTONOI AAAQN ANOPQIQN

OZOYAAIIA

46. =£€pETE OTTOIOVOATTOTE TTOU EiXE OCTQUAAYIQ OTOUG TTEPACHEVOUG 12 UAVEG EVTOG KI EKTOG OOUAEING;
a) 21n douAeid Oxi Nai
B) EkT6G douAeidg Oxl Nai

NMONOZ ZTON AYXENA

47. =£€pETE OTTOIOVONTTOTE TTOU E€iXE TTOVO OTOV QUXEVA OTOUG TTEPACHUEVOUG 12 UAVEG EVTOG KI EKTOG
OOUAE£IAG;

a) 21n douAeid Oxi Nai

B) Ek16G douAeidg Oxi Nai

MONOZ 2TO QMO, ArKQNA, KAPINO 'H XEPI

48. ZEPETE OTTOIOVONTIOTE TTOU EiXE TTOVO OTOV WHO, TOV AYKWVA, TOV KAPTTO 1) TO X€PI OTOUG
TTEPACHEVOUG 12 PAVEG EVTOG KI EKTOG BOUAEIAG;

a) 21n douAcid Oxi Nai

B) EkT16G douAeidg Oxi Nai

NMONOZ ZTO NONATO

49, Z€PETE OTTOIOVONTTOTE TTOU EiXE TTOVO OTO YOVATO OTOUG TEAEUTAIOUG 12 PRVEG EVTOG KI EKTOG
OOUAEIAG;

a) 21n douAcid Oxi Nai

B) EkT6g douAcidg Oxi Nai
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AITIEZ KAI MPOAHWYH

ENOTHTA MNENTE: Ol ANMOYEIX ZAZ INA TIZ AITIEZ KAI THN
NMPOAHWH TOY NMNONOY

50. Baoi{dpevol oTIg DIKEG 0ag ATTOYEIS KAl G€ 6,TI 0 VIOTPOG 1] AAANOI UTTOPET VO GAG €X0OUV TTEI OXETIKA
JE TOV TTOVO OTOV WHO, TOV AVKWVA, TOV KAPTTO A 70 X£PI, TTOC0 CUUPWVOI EI0TE PE TIG TTAPAKATW
ONAWOoEIG; (ONUEIWOTE éva KOUTAKI o€ KABE oeIpd).
Av KAtroio¢ éxel auto TO Alagpwvw Teivw va . Teivw va SULPWVW
. . . ABéBaiog . )
mpoLANua... mANpwWS dlapwviow oULPWVHOW mARPWS

...N QuUOIKA dpacTnpPIdTNTa Ba
TIPETTEI VA ATTOQEUYETAI KOBWG
MTTOPEl VO BAGWEI TOV WUO, TOV
ayKwva, Tov KapTro ] To XEpI

...auTd ta npoPAnpata
oovr|0mg KaADTEPEDOLY pECA O

TPELG Prveg

...XpeIageTal Eekolpaon yia va
KaAUTEPEUOEI KAVEIG

...N TTapapéAnan TpoBANPATWY
QuTOU TOU €idoug PTTOpEi Va
TTPOKOAETEI JOVIUA
TpoBAAuaTa OTNV uyEia

...auTd Ta TTPORAARUATA CUXVA
TTPOoKaAoUVTal aTTd TNV £pyacia

KATTOIOU
51. Baoi{opevol oTIg BIKEG 0ag aTTOYEIS KAl O€ 6,TI O VIOTPOG ] AAANOI UTTOPET va GaG €X0OUV TTElI OXETIKA
UE TNV 00QUAAYia, TTOOO CUPQPWVOI EI0TE WE TIG TTAPAKATW ONAWOCEIG; (ONUEIWOTE £va KOUTAKI O€
KABe ocipd)
Av KATTOIOG £XEI QUTO TO A/ag?wvw Teivew va ABEBaioc Teivw va Zupq’owvw
mpoBAnua... TAGPWS SIaQuWVAcW OULPWVHOW TAHPWS

...n uUOIKA dpaoTnpIOdTNTA Ba
TIPETTEI VA OTTOQPEUYETAI KOBWG
MTTOpEl va BAGWEI TN péon

...auTd Ta TTPORAARuaTa
ouvrnBwg KaAuTePEUOUY péoa
O€ TPEIG UAVES

...XpeIageTal Eekolpaon yia va
KaAUTEPEUOEI KAVEIG

...n TTapauéAnon TpoBAnudTwy
QuTOU TOU €idoug PTTOpEi Va
TTPOKOAEDTEI JOVIUA
TpoBAAuaTa OTNV uyEia
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AITIEZ KAI MPOAHWYH

Alapwvw Teivw va ABéBaiog Teivw va 2ULQWVW
TANpwW¢ olapwvnow OUUQWVACW TAnpw¢
...auTd Ta TTPORAARuaTa
ouvnBwg TTpoKaAouvTal ATTo
TNV epyacia KATTolou
52. ‘Exete akouoel ) dlaBdacel TTOTE OXETIKA PE Tov eTmavalaupBavépuevo Tpaupatiopd mieons (RSI), n
diatapaxn dvw dkpou oxeTifouevn pe Tnv gpyacia (WRULD) rj To ocUvOpouo aBpoloTIKoU TpaupaTog
(CTS);
Ox Nai
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ENOTHTA E=l: H YTEIA ZAZ TENIKOTEPA

NMEPAZMENEZ 7 HMEPEZ

53. Mapakdtw Bpioketal pia Aiota ammd oXeTiIK@ cuxvda TTPoBAANATA TTOU TTAPOUCIAZoVTal KATTOIEG
@opég. AlaBdoTe KABe éva TTPOCEKTIKA KAl KUKAWOTE TOV apIBuo TTou TTeEpIypd@el KaAuTepa MOZO
MOAY ZAX TAANAINQPHZE H ENOXAHZE AYTO TO MPOBAHMA XTH AIAPKEIA TQON
MEPAXMENQN 7 HMEPON 2YMMOEPINAMBANOMENHZ KAI THY >HMEPINHX.
KukAware udvo évav apibud yia kabe mpoBAnua Kai unv mapaAsiyere kavéva

KaBdAou Niyo Mérpia ApPKETA lNépa moAu
a) Tdaon AirroBupiag R {GAN 0 1 2 3 4
B) MMoévol otnv kapdid ) To 0T B0¢ 0 1 2 3 4
y) Naurtia | avakatwuévo oToudyl 0 1 2 3 4
0) AuckoAia oTnv avaTtvor 0 1 2 3 4
€) MoUdiaoua i TOINTIAPATA O 0 1 2 3 4
MEPN TOU CWHATOC 0ag
oT) AioBnua aduvapiog og Pépn Tou 0 1 2 3 4
OWMaT6G 0aGg
0 1 2 3 4

() Egaweig i piyn
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AITIEZ KAI MPOAHWYH

NMEPAXMENEZ 4 EBAOMAAEZ

54. AuTéc o1 gpwTAoEIg gival yia To TTWG aiocBavocacTav oTn OIdPKEId TWV TTEPACTUEVWY 4
eBSopddwy. MNa k&Be epwTnOn, TTOPAKOAW BdWOTE Wia atmrdvinon TTou TTANCIAEl TTEPICOOTEPO

o710 TTWG aloBavoocaoTav. KukAwaore évav apiBudé oc kGbe ypauun.

>1n S1dpKeIa TwV TEPATUEVWY 4 eBSouddwy:

Tov MeyaAn Mikpn
Mavra | mepiooorepo , , Niyo | Ka@dAou
L mepiodo mepiodo
Xpovo . .
TOU XpOVOU | TOU XpOvVou
a) AioBavéoaoTav yePATog 1 2 3 4 5 6
qwn;
B) Hoaotav TOAU 1 2 3 4 5 6
AyXWEVOG;
Yy) AiocBaverkarte T6o0
TTEOPEVOG TTOU TiTroTa OF 1 2 3 4 5 6
pTTOpOUCE Va
0ag QTIAEEI TO KEQI,
0) AioBavéoaoTav RPEPOG 1 2 3 4 5 6
Kal YOANVIOG;
€) Eixate TTOAA 1 2 3 4 5 6
EVEPYNTIKOTNTQ;
oT) Aloeavooaomv 1 > 3 4 5 6
OTTOYONTEUPEVOG Kal
BAIupEévOG;
¢) AicBavéoaoTav 1 2 3 4 5 6
£EouBevWEVOG;
, . 1 2 3 4 5 6
n) ‘Hoaotav eutuxiopévog;
0) AicBavéoaoTav 1 2 3 4 5 6
KOUPOOWUEVOG;

NMEPAZMENOI 12 MHNEZ

55. Toug Trepacpévoug 12 pfRveg, TTOOEG HEPEG CUVOAIKGA 0AG EUTTODIOE va TTATE OTN

OoUAsid
a)  éva poBAnua aTn Yéon, Tov auxéva, ToV ayKwva, Tov KapTro , To xépI A Ta
yovaraq;
. . MepioodTepe
0 nuépeg 1-7 nuépeg and 7 it poe
B) AAAn acBéveia
. . MepiooodTepe
0 nuépeg 1-7 nuépeg o7 n“égag

MepioodTEPES
ato 30 nuépeg

MepioodTEPES
atrd 30 nuépeg

EYXAPIZTOYME A TH 2YNEPIrAZIA Az
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ITANEIIIXTHMIO KPHTHX TMHMA IATPIKHX
UNIVERSITY OF CRETE FACULTY OF MEDICINE

T.®. 2208, 71003 HpdxAewo, Kpiym P.O. Box 2208, 71003 Heraklion, Crete, Greece

Ayamnré kupie/ Kupia

Me auté 10 ypduha Ba BEAaPE va 0ag ¢NTHOOUNE VO CUUKETEXETE O€ MIA EAETN VIO
TA MUOCKEAETIKA CUUTITWHATO (EVOXAAOEIG OTn Méon, auxéva, Avw dkpa) TTou
eppavifovtal oc OIAQPOPETIKEG ETTAYYEAUQTIKEG OMAdEC. H UEAETN TTPAYMATOTTOIEITAI
amd Tov Touéa Koivwvikig latpiknig NG laTtpikig ZxoAAg Tou MNavetmioTnuiou Kpntng
(utretBuvog: k. E.KoyeBivag, KaBnyntAg) kal atroteAei TuAua piag 01€0volg PeAETNG
VIO T JUOOKEAETIKA CUMTITWHATA O ATOUA HE DIOPOPETIKO TTONITIOUIKO KAl KOIVWVIKO

uttéabpo.

H €peuva auth €xel wg atéxo: 1) Na YeTpAoEl TN ouxvoTNTA TWV PUOCKEAETIKWV
CUUTITWHATWY O€ OIAPOPETIKES ETTAYYEAUATIKEG OUADEG.
2) Na digpeuvnoel mBavoUug TTapdyovTeg KivoUvou yia Tnv
EMQAVION KAl TTAPAPOVA TWV CUPTITWHUATWY QUTWY, OTTWGS Kal
yia TNV TTOavA CWHATIKA avatTnpia TTou TTPOKUTITEI ATTO AUTA.
Ta HUOOKEAETIKA evoxAAuaTa €mRapUvouv ouxvd Tnv TToIdTNTA UYEiag Tou atouou
TTOU TIAOXEl Kal MTTOPEl va ouvdudlovTtal pe Treopévn dIABeon, aATTWAEIA TNG

EvePYNTIKOTNTOG, XAUNAL IKavoTToinon a1ré TN SOUAEId KOl KOKEG EPYOCIOKEG OXETEIG.

MapakaAoUue OIaBACTE TTPOCEKTIKA aQUTO TO YPAUUO KOl Qv CUPQWVEITE va

OUMMETEXETE, UTTOYPAWETE KAI CUUTTANPWOTE TO EPWTNUATOAGYIO TTOU OKOAOUBEI.

O1 ammavtoeig oag Ba XpnoipotroinBolv Puévo yia TNV avaAucon Twy OTTOTEAECUATWY
™G épeuvag kal cag PBePaiwvoupe 6T Ba TnpnBei ammdAuTa TO ATTOPPNTO TWV
ATTavVTACEWYV OQG.

EuxapioToUye yia Tn ouvepyaaoia oag.

O/H ouuueTéxwyv

HPAKAEIO/ HMEPOMHNIA:
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