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ABSTRACT
Low Back Pain (LBP) constitutes a publie health problem with more than 84% of the
worldwide population experiencing LBP at least once during their lifetime. LBP has a
greater impact on Quality of Life (QoL) compared to other chronic diseases such as
hypertension, diabetes and asthma. The biggest increase in LBP prevalence is predicted
in developing countries where LBP would be an economical burden to all concerned.
Majority of previous studies on LBP have been in occupational or hospital based settings
and are limited by lack of representativeness. This study determined the prevalence of
LBP and predisposing factors in an urban Nigerian community, as well as, the assessment

of QoL among LBP sufferers.

The study was a cross-sectional household survey and 741 subjects were randomly
selected using a d4-stage sampling technique. A sclfadministered semi-structured
questionnaire was used to obtain data on socio-demographic characteristics, LBP
prevalence and predisposing factors. The WHOQOL-BRLEF questionnaire was used to
obtain data on QoL from 231 respondents who reported LBP as at the time of the survey.
Association between categorical variables and LBP was analyzed using the Chi-square
test and multiple logistic regression model (¢=0.05). Lincar regression was used to assess

the Qol. domain scores among LBP sufferers. Level of significance was set at 5%.

Mean age of the sample was 41.32 % 15.24 years that comprised 46.6% males and 53.4%

females. Over half (58.2%) ol the respondents werc marricd. The highest proportion

(42.5%) had sccondary school cducation. The point, annual. and lifetime prevalenee of

LBP was 31.2%. 61.1%, 70.6% respectively. The mean numbct ot days taken off work

. Variables which remained signtlicant assoctated with
due to L.BP was 3.13 + 3.12 days. Variables p
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LBP on multiple logistic egression analysis included being >40 years (OR=3.63, 95%

Cl=143 - 9.11), occupations as an artisan (OR=5.40, 95% CI=1.65 — 17.64), occupation

as a trader (OR=4.03, 95% CJ=] 48 _ 11.00), continuous sitting for more than 3 — 4 hours
(OR=5.55, 95% (CI=2.55 - 12.09), transport duration to/from work 230 minutes
(OR=6.106, 95% CI=3.04 — 12.09), computer use (OR=7.07, 95% CI=3.01 - 16.60),
previous history of trauma (OR=2.72, 95% Cl=1.02 — 7.26), never attending a health talk
on back care (OR=4.89, 95% CI=2.12 — 11.28), ever smoked (OR=4.96, 95% CI=1.58 —
15.63) , exercising occasionally (OR=3.60, 95% CI=1.59 - 8.14), and never exercising
(OR=43.28, 95 CI=4.86 - 137.93). Compared to the other domains, the Physical Health

domain was the most affected with a mean score of 54.12 (SD=+ 12.21).

The findings from this study show that LBP is common among individuals in the study
area. Interventions on LBP prevention in Ibadan South-West Local Government should

target risk factors correction such as poor posture, inappropriate computer use, physical

inactivity and lack of information on LBP.

Key Words: Low Back Pain, Prevalence, Quality of Life, Urban Community, Risk

Factors

Word Count: 441
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Chapter 1
INTRODUCTION
1.1 BACKGROUND

Low Back Pain (LBP) is arguably the most common medical symptom that
affects the general population especially the working class (Rezaee et al., 2010). This is a

global cause of concern as the perception of pain at the low back 1s the most common

reason, after rcspiratory illnesses. patients are refcrred to their physicians (Andersson.

1999). The frequency ol occurrence of LBP in the population is disturbing, as weil as its

effect on the active daity living. Thus, LBP is considered a major hcalth problem (Beija
ct al., 2005). t1s gencrally estimated that 84% of the world population at onc point or the

other would cxpcrience LBP at Icast once during their lifetime. Little wonder LBP is seen

as a full-scale health problem (Balagué et ai.. 2012; Crowe et al.. 2010).

Prevalence rates of I.BP have been reporied based on the genyraphical area and
occupation of respondcnts. A survey was carried out among office workers in an
automotive tndustry in Iran and the annual prevalence of LBP was found to be 19.7%
(Mostafa, 2007). Razaee et al., (2010) in their own study reported an annual prcvalence
of 37.3%. Also studies conducted in developed countrics like Netherlands and Finjand
showed the rate of 34% and 19% rcspectivety (Burdorf ct al.. 1993: Riihinoki. 1959), in

a study in a rural community m Nigena. the result was 38% (Omokhadion & S;,y,

2003) while the value was 44% in an urban community (Omokhodion, 2004),

Patuents with | BP leel discomfort due 1o the wesulting intense pain but also of

concern is the lunctional limitation that may have a resultant etlect with the mdividuals
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quality of life (Homg et al., 2005). LBP could affect activities of daily living such as
walking, dressing and other work-related functions (Oguniana et al., 2012). The general

population has been found to have a much better quality of life than patients with chronic
low back pain (Saami et al., 2006; Ko & Coons, 2006; Suka &Yoshida, 2008). When
comparing the quality of life of patients with LBP and other chronic diseases (e.g.
hypertension, diabetes, and asthma), the quality of life of the former is lower than the

latter group (Burstrom et al., 2001; Salafti et al., 2005).

Several general risk factors are attributed to the incidence of I.BP. Comprehensive
review of literatures conducted by Narional Academy of Science (2001) noted that when
individuals work in awkward postures (such as. bending, twisting and heavy physical
work) they are at increased risk for occupational back disorders. This is also supported by
the findings of Van Vuuren et al., (2005). The type of sitting also influences incidence of
low back pain among administrative stalfs (Bordes et al., 1996). Duration of sitting is

also a factor; in fact. the only ergonomic hazard Rezaee et al.. (2010) found with positive

association was sitting more than four hours.

The association between advanced age and LBP has been reported by several
studies (Razaee et al., 2010; Leger et al., 1994. Adams et al., 1999; Gaudemans et al..
1986). This may be caused by senile degeneration processes (Lallahom et al.. 1990).
Results of studies about relationship between physical activities and LBP are
controversial (Thomas & Blotman., 1998: Beija et al., 2005; Smith ¢t al.. 2003: Matsui et
al., 1997: Razace ct al.. 2010). Association ol smoking with LBP has becn noted 1n

several studies ((Jmokhodion &Sanyia, 2003; Connord Marlowe, 1993)
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True, studies have been done on prevalence on LBP in Nigena but most studies
have focused on a particular group. For example, Omokhodion (2004) studied an urban
population but most of the respondents are those of low socioeconomic status.
Omokhodion & Sanya (2003) likewise studied the prevalence of low back pain among
civil servants only. While Ogunlana et al., (2012) report the predictors of health related
quality of life among physiotherapy outpatients in an hospital setting with non-specific
low back pain. This research work promises to fill the gaps in previous studies as it Is a
community survey. thus providing better estimates on the variables studied since a larger

sample size would be enrolled and the respondents would cut across different socio-

demographic groups.

Quality of life of patients with T.ow Back Pain has being found to depend more on
functional status and physiological factors rather than on physical impairment (lHorng et
al., 2003). This study hopes to find out the decterminants of quality of life in a typical
African community. The knowledge {rom this study would be useful in planning public

health and therapeutic interventions that would ensure desirable quality of life and not

just relief of pain.

1.2 RESEARCH PROBLEM

It is estimated that more than 84% of thc worldwide population will experience
Low Back Pain at least once during their lifetime. This disease i1s now recognized as a
major public health problem (Balagué et al.. 2012; Crowe ct al.. 2010). The biggest
increase in the prevalence of LLow Back Pain 1s predicted to be in developing countrics

where LLow [Back Pain would be an cconomical burden on the patient. carcgiver, health
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system and the government as it is globally (Lgumbor et al., 2011; Woolf & Pfleger,

2003; Lowu et al., 2007).

Depending on the definition used in various studies, Low Back Pain is found to be
prevalent in all gender, age and occupational groups. The cumulative life-time prevalence
ol common Low Back Pain reported in the literature varies from 32% to 74% (Hotfmann
et al., 2002; Bezzaoucha, 1992; Cassou & Gueguen, 1985; Charbotel et al., 2003;
Smedley et al., 1995). The yearly prevalence of L.ow Back Pain among hospital statls
varies trom 6% to 62.4% (De Gaudemaris ct al., 1986; Burgmeier et al., 1987). Also, it
seems the prevalence of LLow Back Pain increases with time among the same population.
For example, in 1995. Smedley et al. after a survey concerning 2405 nurses, found a Low
Back Pain yearly prevalence of 45%. In 2000, Ando et al. revealed in a population of 314
hospital statfs in Japan, a L.ow Back Pain ycarly prevalence of 54.7%. In 2005, Beija et
al. found the cumulative lifc-prevalence as 57.7% and the annual prcvalence to be 51.1%

of the cases (Bejia et al., 2005).

The general population has been found to have a much better quality of hife than
patients with chronic low back pain (Saarni et al., 2006; Ko & Coons, 2006; Suka
& Yoshida, 2008). When comparing the quality of Iife of patients with LLow Back Pain
and other chronic diseases (c.g. hypertension. diabetes. asthma), the quality of life of the
former is lower than the latter group (Burstrom ct al.. 2001; Salaffs ct al.. 2005). This
seriously affects the functional ability and working status of young and adult population

(Reid et al., 2005; Levcille ct al., 2005). Thus, duc to the issues raised above, it is believe

this research work 1s valuable to look into,
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1.3 RATIONALLE OF STUDY

Most studies (Smedley et al, 1995; Troussier et al., 1993; Bordes et al., 1996;

Massironi et al., 1999; Laubli et al., 1981) available on Low Back Pain have being on the

work population; there have being a dearth of epidemiology data on community surveys.
In fact, Omokhodion & Sanya (2003) reports that there is very little information about

Low Back Pain 1n the gencral population in low-income countries.

Nigeria 1s the most populous black nation and according to the World Bank about
50 million people are within the labor force age group where L.BP is expected to be more
common than other age segments of the population. The illness associated with LBP 1is
enormous and has implication on GDP and human resources of any nation. Research on
contemporary population problems often neglects LBP as more emphasis 1s on
communicable diseases. Therefore, in this study, we identified the factors associated with

LBP in an urban community in Nigeria, Sub-Saharan Africa.

In a typical developing country, like Nigeria, where unemployment rate is high.
not everyone is affiliated to an occupation outside the home: some stay at home most of
the time and may also experience Low Back Pain. Thus, studying the work population
only would disenfranchise this latter group when planning interventions to reduce Low
Back Pain incidence in the populace. Thus, the resuits of this study is hoped not only to
give informed advice on the prevalence of l.ow Back Pain on a community level and
assess the risk factors predisposing the community mcmbers to developing Low Back

PPain irrespective of their employment status but also o provide a better estimate since it

IS a Community survey.
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This research work is believed to be an upgrade of Omokhodion’s (2004) study
who studied an urban population of mostly participants of low socioeconomic class. The
study population of this study is expected to cut across different socio-economic class
and thus enable adequate and precise guide to interventions. Also, it is believed that the
outcome of this study would help policy makers in making policies that would lower the

incidence of this disorder in the general populace.

To date, there is no community-based epidemiological data on the quality of life
of patients with LLow Back Pain in Nigeria. Quality of life has been assessed only in a
sample of hospital based patients (Ogunlana et al., 2012). Also, Nigerian doctors and
physiotherapists take a very varied approach to the management of such patients.
Obviously, there is a need for the establishment of evidence based guidelines for the
management of Low DBack Pain. The increasingly mechanistic model of medicine,
concermed only with the eradication of disease and symptoms, reinforces the need for the
introduction of a humanistic element into health care. This study aims to look into other
domains (such as, the physical health, psychological, social relationships. and

environment) that may influence the development of Low Back Pain among Nigerian

residents.

The proposed research work would guide future research in this field as it would
be the first study that would examine the effect of l.ow Back Pain on quality of life of

individuals with LLow Back Pain at the community level in a typical developing country

like Nigeria.
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1.4 AIMS

1.4.1 General Objective

9
..0

To determine the prevalence and risk factors of Low Back Pain in Ibadan

South West Local Goverrunent.

1.4.2 Specific Objectives

NS

’ To determinc the (point, annual, and lifetime) prevalence ol Low Back

Pain in [badan South West Local Government.

To determine the factors associated with the development of Low Back

Pain in Ibadan South West Local Government.

S To determine the mean working days lost due to Low Back Symptoms in

[badan South West Local Government.

o

X To assess the Quality of Life of participants with Low Back Pain.

1.5 DEFINITION OF TERMS

Low Back Pain: "Pain limited to the region between the lower margins of the

I2th nb and the gluteal folds" (Anderson, 1977)

Quality of Life: “Individuals' perceptions of their position in life in the context of

the culture and value systems in which they live and in relation to their goals.

expeclations, standards and concerns™ (WHO, 1994)
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Chapter 11
LITERATURE REVIEW
2.1 Overview of Low Back Pain

Pain i1s one ol the most powerfu! drive in humans and is closely allied to fcar
(Waddell et al., 1993). Pain has been viewed as a complex, multidimensional
developmental process attribute to various psychosocial factors (Gatchel & Turk, 1996
and Vlacyen & Linton, 2000). Back pain, onc of the most common pain manifcstations,
allects millions of people worldwide and mankind has sulfcred from back problems for at
least as long as documented records cxist (van Vuuren et al., 2006; Galukande et al.,
2005). The oldest surviving surgical text, the Edwin Smith papyrus [rom 1500 BC.
includes a case ol back strain. Two key ideas in the ninctecnth century laid the
foundations for thc modern approach to back pain: That pain came from the spine; and
that it was due to injury (Galukandc ct al.. 2005). There is however no cvidence that back
pain has changed. The symptom ol back pain appcars to be no diffcrent and no morc
scvere than it has always been. What has changed is how back pain is understood and

managed (Waddell, 1994) and may be its prevalence ( Troyganovich et al.. 1999).

Classification or catcgorizing of [Low Back Pain has been vaned making
comparison of studies difticult. The term Low Back Pain (LLBP) as defined by Andersson
and uscd in most surveys is defined as “pain limited to the region between the lower
margins of the 12" rib and the glutcal folds™ (Anderson. 1997). Studies done to access the
most common musculoskeletal complains among the employed in various occupitions

reveal that Low Back Pain tops the list followed hy neck and shoulder pain (Tezel. 2005:
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Smith et al., 2003). Ergonomic hazards are directly linked to musculoskeletal complains

among oftice workers.

Lower back problems constitute one of the most challenging medical problems in
industrial countries with a high prevalence and cost implication linked to chronic work-
related spinal disorders. It is further commonly accepted that 50-80% of the population
suffers from idiopathic lower back pain at least once in their lifetime (Zinzen, 2002;
Mijiyawa et al., 2000), with annual prevalence ol back pain ranging from 15% to 45%
(Maniadakis and Gray, 2000 and Quittan, 2002), and point prevalence’s averaging 30%

(Frymoyer and Cats-Baril, 1991 and Lee et al., 2001). Low back pain exists in epidemic

proportions 1n the western world and is on the increase there (Troyganovich et al., 1999).

= -

Data from the developing world is scanty. In fact, Omokhodion & Sanya (2003) reports
that there is very little information about low back pain 1 the general population in low-
income countries. The literature on its epidemiology from the high-income countries 1s

accumulating yet they comprise only 15% of the world population (Ernest Volin, 1997).

2.2 Anatomy of the back

The human spinal column (spine) runs from the neck to the pelvis. [t consists of
five (5) segments made up from vertebrae: cervical vertebrae in the neck: thoracic
vertebrae in the upper back: lumber. sacral and coccygeal vertebrae in the lower back.
The vertebrae are connected by ligaments and muscles, facet joints. and intervetrebrae

discs The interveterbae disc serves as cushion to damp down force transmitted over the

spinal column (Moore & [alley, 2006).
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The spinal column encloses and protects the spinal cord and spinal nerve roots. [t
supports the head and supports the limbs. There are many muscles and tendons attached
to the spine. Deep muscles rnaintain the spine in good position and support the body,
whereas superficial muscles provide power for movement (Moore & Dalley, 2006). Low
Back Pain usually refers to pain in the tissues of the lumbrosacral region, such as

muscles, tendons, intervertevbrae discs, and facetl joints. The pain may radiate to the

buttocks and the back of the thighs.

2.3 Epidcmiology of Low Back Pain

2.3.1 Prevalence

Prevalence 1s used as an epidemiologic measure of [ow Back Pain: the

respondents report pain at the time of administration of the questionnaire. Other
measures, besides point prevalence are reported in some studies such as annual or
lifetime prevalence (Ernest Volin, 1997; Noheji et al., 1989). Because point prevalence i1s

reported far more frequently in studies of low-income countries than these other

measures. 1t serves as the most suitable basis of comparison between studies (Ernest
Volin, 1997). Point prevalence has the added advantage that unlike other epidemiologic

measures il is not based on recollection (Noheji et al., 1989. Carrey et al.. 1995

Rithimaki et al., 1994).

The cumulative lile-time prevalence of common l.ow Back Pain reported in the
literature varies from 32% to 74% (lHoffmann ct al.. 2002: Bezzaoucha. 1992: Cassou &
Gueguen, 1985, Charbotel! ct al., 2003; Smedlcy ¢t al.. 1995), The vearly prevalence of

Low Back Pain among hospital stalls varics from 6% to 62.4% (De Gaudemaris et al,
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1986; Burgmeier et al., 1987). Indeed, De Gaudemaris et al. (1986) reported a Low Back

Pain yearly prevalence of 62.4% among nursing helps. Whereas, Burgmeier et al. (1987)
returned from a cross-sectional study conducted among 5491 hospital staffs in Strasbourg
Teaching Hospital to a Low Back Pain yearly prevalence of only 6%. In 1995, Smedley

et al. after a survey concerning 2405 nurses. found a LBP yearly prevalence of 45%.

In 2000, Ando et al. revealed in a population of 314 hospital stalls in Japan, a

Low Back Pain yearly prevalence of 54.7%. in 20095, Beija et al. found the cumulative

life-prevalence as 57.7% and the annual prevalence to be 51.1% of the cases. Chronic
Low Back Pain prevalence was 12.8% of the cases (Beija et al., 2005). This divergence in

Low Back Pamn prevalence rates reported in the literature can be explained by

methodological heterogeneity used for the assessment of common Low Back Pain and the

variability of the gender and age groups concerned (Bejia ct al., 2009).

2.3.2 Incidence

L.ow Back Pain incidence in Bena et al, (2005) is 3.14%. It varies in the literature
from 1% to 32% (Burgmeier et al.. 1987. [allahom et al.. 1990: Fanello et al., 1994.

Furber et al.. 1992: Troussier et al.. 1993).

2.4 Riusk Factors

2.4.1 Agc

Low back pain is common among people in their most productive years (35 to 45
years of age) and predominates in middic age (45 to 64 vears) (Borenstein, 2000:

Borenstein, 1999) ‘T'he association hetween advanced age and Low Buck Pain was
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reported by several authors (Razaee et al., 2010; Leger et al., 1994; Adams et al., 1999;
Gaudemaris et al., 1986). The cause may be related to senile degeneration processes
(Lallahom et al., 1990). As it is the case in Beija et al., (2005), the association between
advanced age and Low Back Pain was reported by several authors (Leger et al., 1994;
Adams et al., 1999: De Gaudemaris et al., 1996). This association can be explained by the

resistance reduction to the dynamic work observed in advanced age because of the

frequent spine degenerative processes (Lallahom et al., 1990).

2.4.2 Gender

A Ugandan study done by Galukande et al., (2005) reported a significant gender
difference with female: male ratio of 2:1. This is similar to Omokhodion et al.’s (2000)
findings in Nigeria and Mulimba’s (1988) findings in Nairobi, Kenya. In Beija et al
(2005). the female gender was found to be a Low Back Pain associated risk factor (P =
0.024), in accordance to the literature (Bezzaoucha, 1992: Caillard et al.. 1987;

Burgmeier e et al., 1988).

Other studies (Waddell, 1994; Tomas Reigo et al., 1999) showed no major or

significant gender differences. Only a slightly higher frequency of back pain in women
was reported, similar to most other bodily symptoms. For the African region it is essential

to further examine reasons why women seem to be more prone to Low Back Pain

(Galukande et al., 2005).
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2.4.3 Smoking

In Omokhodion et al.’s (2000) study, the prevalence of Low Back Pain was
higher among current smokers and ex-smokers than in non-smokers, but this difference

was not slatistically significant. Cilliers & Maart (2013) did not regarded smoking as

being a risk factor for Low Back Pain by any of the participants in their study.

Association of smoking with Low Back Pain has been noted in several studies.
For example. Omokhodion & Sanya (2003) found that Low Back Pain was significantly
associated with smoking in oftice workers. Also in Connor & Marlowe’s (1993) research
in military basic trainers similar results were obtained. It seems that smoking not only

cxhibits a positive association but also support a causal relationship (GoldBerg et al.,

2000).

Smoking has been associated with low back pain in several studies (Toroptsova et
al., 1995; Harrcby et al., 1996) although the biological mechanism is not understood
(Skovron. 1992). The National Institute of Arthritis and Musculoskeletal and Skin

Diseases (2012) provide evidence that smoking dccreases the absorption of nutricnts by

the discs in the back. It also slows healing and leads to a prolonged pain experience.

Also, it 1s thought that smoking may lead to reduced perfusion and malnutrition of
tissues in and around thc spine and cause these tissucs to respond inctficiently to

mechanical stress (Eriksen et al., 1999). In Beija ct al. (2005) tobacco consumption was

associated 10 Low Back Pamn (P = 0.016) in accordancc to the literaturc, Tobacco

consumption was demonstrated to he signilicantly associated to Low Back Pain and to

13
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herniated disc (Burgmeier et al., 1987; Frank & Townsend, 1993; Thomas & Blotman,

1998).

2.4.4 Heavy Load Handling

About 69.9% of heavy load handlers were observed in Betja et al, (2005) to have

Low Back Pain and in the survey of Caillard et al. (1987), the value was 56.2%. Some
authors (Beija et al., 2005; Lallahomin et al., 1990; Smedlcy et al.,, 2003) found a

meaningiul association between heavy loads handling and Low Back Pain prevalence.

2.4.5 Occupation

Higher prevalence rates occur in the occupationa!l setting (Xu ct al., 1997). A
study among adults and children working in the carpet-weaving industry in India showed
that backache was more common among workers (7=200) than among controls (7=60).
The actual figures for point prevalence were 27% as against 10% (Das et al., 1992). In
the hospital environment. nurses are known to be a high risk group because of patient
lifting and other postural requirements of their job. Several studics have focussed on the
prevalence and risk factors of low back pain among nurses (Hignett. 1996; Klabar Motffet

et al.. 1993). while other studies have highlighted the problem among physiotherapists

(Mierzejewski & Kumar, 1997).

With the aforementioned findings, several professional risk factors can inlluence
Low Back Pain prevalence. Beija et al (2005) did not {ind any intcrrelationship between
professional categories and Low Back Pain. Howevcr, several studies (Troussier et al.,

1993, Bordes ct al., 1996; Massironi ¢t al., 1999) showed that administrative stalfs and
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workers were more touched by Low Back Pain than nurses. For the formers, high Low
Back Pain prevalence can be explained by the seated position and the sedentary nature of
their activities (Bordes et al, 1996) and for the later by the conditions of work,

particularly heavy loads handling (Caillard et al., 1987; Massironi et al., 1999).

Prevalence rates of Low Back Pain reported in available literatures vary according
to occupation among other factors. For example. while the point prevalence in nurses was
82% (Berija et al., 2005) which is similar to 84% reported by (Cilliers & Maart, 2013),
this result for another group of nurses reported as 69% (Tezel, 2005). Statistics from

other occupation also follow this situation in which there are discrepancies (Rohrer et al.,

1994; Adedoyin et al.. 2005; Chen et al., 2005).

Several studies showed that administrative staffs are more at risk of Low Back
Pain. which can be cxplained by seated position, the static nature of their activities,
awkward postures. and inappropriate furniture (Smedley et al, 1995:; ‘Troussier et al.,
1993; Bordes et al.. 1996: Massironi et al., 1999. Laubli et al., 1981). The prevalence of

low back pain had higher odds ratio compared to other regional pains among Japanese

office workers (Matsudaira et al., 2010).

2.4.6 Cadre

In the study of Omokhodion & Sanya (2003). back pain was significantly higher
among scnior staffs. Back pain has been related to seniority in other studies {Rotgolz ct
al ., 1992). Omokhodion & Sanya (2003) concludes that low back pain is associated with
seniority. With these individual factors, several prolessional risk factors can influence

l.ow Back Pain prevalence. As in Beija el al, (2008), the seniority 1 the establishment
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and the work in the same station were shown to be associated with Low Back Pain

(Lallahom et al., 1990, Valat et al., 2000). Troussier et al. (1993) reported that 10.6% of
Low Back Pain agents have a seniority of less than 5 years and 37.9% have a seniority of

more than 1S years. In Beija et al, (2005), these rates were 15.3% and 42.3%,

respectively.

2.4.7 Posture

Respondents in Omokhodion ct al., (2000), as in other studies (Xu et al., 1997;
Matsui et al., 1997; Engels et al., 1996), associated low back pain with heavy physical
work, bending. poor posture and prolonged sitting or standing. Van Vuuren ct al., (2005)

showed significant adjusted odds ratio for bending and twisting. Recent comprehensive

review of literatures conducted by National Academy of Science (2001) noted that work
in awkward postures {bending, twisting and heavy physical work) were associated with

incrcased risk for occupational back disorders.

Common Low Back Pain is a major health problem in work sitting (Bejia ct al.,

2005). The type of sitting influences incidence of low back pain in administrative staffs

(Bordes et al., 1996). Duration of sitting is also a factor; in fact. the only ergonomic

hazard Rezaee et al.. (2010) found with positive association was sitting more than four
hours. Similarly. Omokhodion & Sanya (2003) concluded that increased severity of low

back pain is associated with sitting for more than three hours.

Beija et al. (2005) did not find a mcaningful association between work posture

and Low Back [ain prevalence, However, coercive stances particularly the standing
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position and leaned forward are returned frequently in the literature to be associated to

Low Back Pain (Fanello et al., 1999: Caillard et al., 1987; Bordes et al., 1996).

The seat quality is reported to be associated to Low Back Pain among
administrative staffs (Burgmeier et al., 1987; Bordes et al., 1996). This has been noted in
Beija et al., (2005) but without meaningful association and can be explained by the weak
number of this administrative professional category, which represents only 6.3% ol their

sample.
2.4.8 Sociocconomic status

It has been reported by a number of researchers (Carey et al., 1995; Nagi et al..

1973; Reisbord &Greenland, 1985) that people in jower socioeconomic classes

experience more [.ow Back Pain than those in upper socioeconomic classes. It has also

| been reported that the prevalence of Low Back Pain, the level of disability experienced,
and the chronicity of LBP are complicated by socioeconomic (Volinn et al., 1988;

Sanderson et al., 1995) and psychologic stress (Schofferman et al., 1993: Frymoyer et al.,

1980; Burton et al.. 1995).

Low Back Pain tends to be reported more frequently by people in lower
socioeconomic classes than by those in upper socioeconomic classes (Worku. 2000). In a
study in Denmark of 4753 males aged 40 to 59 years, Gyntelberg (1974) reported that

men in lower social classes had a statistically significant increased frequency of Low

Back Pain compared with those in higher social classes.
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Furthermore, the results are in agreement with Volinn’s (1997) review of the
literature on national differences in Low Back Pain in adults, wherein there is a lower
point prevalence of Low Back Pain in low-income countries compared with high-income
ones. In the low income countries, the rural areas’ inhabitants had the lowest prevalence
whilst urban area populations and particularly workers in enclosed workshops reported

much higher rates (Volinn, 1997).
2.4.9 Educational Status

Reisbord & Greenland (1985) conducted a population-based study of 2762
respondents and found that a higher prevalence of Low Back Pain was associated with

lower levels of education and lower income. Nagi et al (1973) and Toroptsova et al

(1995) similarly found that the prevalence of Low Back Pain complaints was

significantly higher in people who had low education levels.

2.4.10 Physical/ Sport Activities

Results of studies about relationship between physical activities and Low Back
Pain are controversial. While some authors have indicated them as a risk factor (Thomas
& Blotman., 1998). others reported protective effects of these activities (Beija et al..
2005: Smith et al., 2003; Matsui et al.. 1997), while some research showed no association
between the two variables (Rezaee et al., 2010). It seems that several factors interfere

with the relationship between physical activity and Low Back Pain including activity

nature and spine injuries.
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Sports activity was seen in Beija et al, (2005) to be a protective factor of Low
Back Pain and an associated risk factor to chronic Low Back Pain. Reported results on

sports activity and Low Back Pain in the literature are contradictory. For Demblans-

Dechans et al. (1988), sports activity was considcred as a risk factor of Low Back Pain.
Otherwise, Fanello et al. (1994) found among physicians that regular sports practice was
associated with low rate of Low Back Pain prevalence, Several factors scem to interfere,
of which are competition levels, sports activity nature and spinc injuries (Demblans-
Dechans et al., 1988; Le Goif & Bontoux, 1998). As it is the casc in Beija et al, (2005)
extraprotessional activity was demonstrated by several authors to be a precipitating factor

of Low Back Pain (Owen & Stachler, 2003; Rainvillc et al., 2000).

Regarding sports activities, basketball, swimming and bowling were found to be
associated with Low Back Pain, but football and bowling were associated with chronic
Low Back Pain. Exercise has been considercd a risk factor for Low Back Pain and

chronic Low Back Pain, cspecially if intense and competitive (Kujala et al., 1996, Kujala

et al.. 1997. Le Goff & Bontoux,, 1998; Troussier et al., 1998).

2.4.11 Psvchological Factors

Back pain is not only a physical problem, but may also depend on the person’s
attitudes _and belicfs, psychological distress, and illness behavior (Van Tulder et al..
2000). As for the psychological symptoms, they can be an ctiological factor or the
consequence of low Back Pain, mainly when it takes a chronic cvolution, Thc

psychological factors play a role in the cxperience of LIP (Bejia ct al., 2005). In fact
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poor selfperception of health (health belief) could be a factor behind reporting Low Back

Pain (Szpalski et al., 2002).

Furthermore, pain perception and psychological factors were associated with Low
Back Pain (Staes et al., 2003). Adverse psychosocial factors and the presence of other
preexisting somatic pain symploms (abdominal pain, headaches, and sore throats) were
also predictive of future [.ow Back Pain for Jones et al., (2003). Poor well-being, in
particular poor selt-perceived litness, was associaled with Low Back Pain among
adolescents 1n the study of Sjolie (2002). The psychological factors were significantly
assoclated with reported nonspecific Low Back Pain and i1s consequences in the study of
Balague et al., (1995). It was well demonstrated that an unsettled psychological profile is

a nisk factor of common Low Back Pain, mainly chronic Low Back Pain (Beija et al.,

2003: Gonge et al, 2001; Alcalay et al.. 1998 Epping-Jordan et al., 1998).

There 1s increasing evidence that psychosocial factors related to the job and work
environment are assoclated with the development of work-related lower back pain

(Weiser & Cedraschi. 1992: Bernard, 1997 Turk. 1997:. Linton. 2000. Harkness et al..
2003). Individual psychological factors, such as personal traits and cognitive and
behavioral variables. are also categorized as psychosocial factors in addition 1o the
psychosocial factors observed at work and in private life (van Vuuren et al.. 2003).
Researchers have also found the direct relationship between pain and disability. 10 be low
(Riley et al.. 1988; Williams & Thorn . 1989; Linton et al., 2000) whilc the impact of

cognitive proccsses. likc beliefs and expectations have been found to be important

(Troup. 1988; Buer & L.inton, 2002).
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2.4.12 The Socio-Cultural/Environmental Hypothesis

Prista et al, (2004) found differences in children in one metropolitan arca of a
developing country based on district of residence, a surrogate for socio-cultural and
environmental  factors. These findings are consistent with the  SOCIO-
cultural/environmental hypothesis to explain cross-national differences in prevalence of
back pain 1 young adolescents. Relevant studies in adults can add strength to the socio-
cultural/environmental hypothesis. Hameed and Gibson (1997) studied the prevalence of

several musculoskeletal disorders among Pakistani adults living in England and Pakistan.

Subjects living in England showed clear evidence of ‘cultural continuity.” The

prevalence of Low Back Pain was higher in England (2.6%) than in Pakistan (1%).

| The authors suggested a role of “*some aspect of living or working conditions in

the West.” like the weather invoked by the surveyed subjects themselves (Hameed &

Gibson. 1997). to explain the geographical differences in Low Back Pain. The finding 1s

in agrecment with Volinn (1997). The relationships were not simple, however, for among
those persons living in Pakistan Low Back Pain was more common 1n the poor compared

with the affluent; thus. the cultural hypothesis suggestcd by Deyo (1997) does not

entircly explain the results of Hameed & Gibson (1997).

[he role of cultural beliefs and practices has also been highlighted among
Australian Aboriginals (Honeyman & Jacobs, 1996). The role of pain perception was
suggested 0 ecxplain the low prevalence of chronic widespread pain and shoulder
disorders among the adult I’ima Indians compared with Caucasian populations (Jacobsson

et al., 1996) ‘These factors may also play o role in Western socicties, Skovron et al
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(1994) found significantly different prevalence of Low Back Pain between French-

speaking and Flemish-speaking subjects in Belgium.

2.4.13 Other Factors

According to Volinn (1997) and Deyo (1997) other possible explanations to the
devclopment of Low Back Pain may be differences in pain threshold, access to modem

medicine, subjects’ constitution, culture, and expostire to stress factors.

2.4.13.1 Body Mass Indcx

Burgmeier et al. (1987) showed that high BM! was associated to Low Back Pain
as it 1s the case in Beija et al {2005). Sick leave and consequences on daily activities were

more frequent among Low Back Pain agents with high BMI (Cassou & Gueguen, 198)5).

2.4.13.2 Marital Status and Family Framework

[n Bena et al, (2005) Low Back Pain and chronic Low Back Pain were more
frequent among married or divorced employees. Some studies (Lallahom et al., 1990:.
Burgmeier et al.. 1988) showed that Low Back Pain prevalence increases with the
family’s dimension and especially with the number of young children. Some authors
demonstrated the association between migraine and Low Back Pain as well as pregnancy

particularly. when multiple and Low Back Pain (Bezzaoucha. 1992). This result was also

observed in Beija et al, (2005).
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2.4.13.3 Past Medical History

In numerous studies, (Beija et al, 2005: Lallahom et al., 1990; Coste & Paolaggi,

1989; Caillard et al., 1987) Low Back Pain past medial history is found to be strongly

associated to the forthcoming episodes of Low Back Pain.

2.4.13.4 Transportation Mcans apnd Journcy Duration

According to Beija et al, (2005), neither transportation means, nor joumey

duration was associated to Low Back Pain, which were well established elsewhere

(Fanello et al., 1999; Furber et al., 1992).
2.4.13.5 Vibrations Exposition

Vibrations exposition, studicd morc in industrial environment has been returned
to be a nsk factor of Low Back Pain in the literaturc (Johanning, 1991), as it was thc case

in Beija et al's (2005) investigation for chronic Low Back P’ain.

2.5 Economic Impact and Abscentism

Like most major health challenges, Low Back Pain consumes enormous financial
resources. both direct and indirect. This has being confirmed in western industrialized
countrics (l.inda et al., 2005) but there appears to be a dearth of information from
developing countries where data available for Low Back Pain sccm to be lowcr than there
actually i1s. This may be due to underreporting revcaled by forgetting the cpisode ol 1 ow
Back I’ain (Volinn, 1997). Developing conntrics, hovvever. should be of interest because

the prevalence increase ol Low Back Pan has being predicted in these countries

(Lgumbor ct al , 201 1: Wooll & Plicger, 2003; Lowu et al., 2007).
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Disability sequel to Low Back Pain is not only influenced by the physical task of
the individual but also by a number of factors which include medical care, work
environment, and workers’ compensation process (Murphy & Volinn, 1999). Recent
findings shows that the proportion of physician visit due to Low Back Pain has not
changed over the past decade but what has increased substantially is the cost of treating
Low Back Pain (Balagué et al., 2012). An interesting twist to this heaith condition is that
it 1s progressive. It has been estimated that 10 — 15% of patients with acute Low Back
Pain would develop chronic Low Back Pain. Well, some may view this cohort with a
small numerical strength but it is imperative to note that this group consumes the most

direct and indirect fnancial resources that may be quantified by the associated

productivity and earning loss (Woolf & Pfleger., 2003; Crowe et al., 2010).

The economic and social impact of Low Back Pain among the general population
cannot be underestimated. The impact of back pain on society 1s usually estimated by
examining the costs (van Tulder et al.. 1995). Between 1997 and 2005, 27% of all
| Washington State fund-accepted health insurance claims werc for work-related
musculoskeletal disorders (WMSDs) involving the back (51%), upper extremity (37%).

neck (12%) with an average direct cost of USI) 12.377 per claim (Silverstein and Adams,

2007). In Finland. the direct and indirect cost of managing patients with Low Back
Symptoms was 624 EUR per visit to general practitioners (Mantyselka ¢t ai.. 2002). A

study 1n Sweden estimated the annual cost for sick listed more than onc month duc to

back and neck problems was about 1.3% ol Giross National Product (GNP) (Hansson and

Hansson, 2005)
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van Tulder et al (1995) estimates the cost of back pain to society in The
Netherlands in 1991 to be 1.7% of the GNP. Musculoskeletal diseases are the fifth most
expensive disease category regarding hospital care, and the most expensive regarding
work absenteeism and disablement (van Tulder et al., 199S). One-third of the hospital
care cost and one-half of the cost of absenteeism and disablement due to
musculoskelectal disease were due 10 back pain. (van Tulder et al., 1993). Due to this

figures, van Tulder et al. (1995) nghtly concluded that is not only a major medical

problem but also a major econoinic problem.

Professional consequences of Low Back Pain are usually evaluated by work stop.
The rate of 26.1% of the Low Back Pain agents having had work stop in Bejia et al.
(2005) is comparable to those found by Lallahom et al.(1990) and Caillard et al. (1987),
which were 25% and 24.1%. respectively. High rate of 93% has also being reported
(Charuel et al.. 1992). In Bejia et al, (2005), mean work stop duration was 4.5 days.
Lallahom et al. (1990) reported 15 days. The work stop duration varies according to
gender. Indeed. Boshuizen et al. (1990) reported that 72% of women suffering from Low
Back Pain stopped their professional activity for more than 8 days whereas 47% of men
stopped their work for 1-8 days. In Bejia et al, (2005), 10.8% of Low Back Pain
employees declared a repercussion on their professional activities. and 9.6% had a
reduction or a temporary restriction of some laborious works. In the investigation of
Furber et al. (1992). 38% of Low Back Pain employecs declared some conscquences on
their professional activities. In BBejia ct al, (2005). a work station change was neeessary in

two cases (0 6%) but Burgmeier ¢t al. (1988) [ound a rate of 12,8%, Nonc of the | .ow
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Back Pain employees in Bejia el al, (2005) benefited from a professional reclassifying.

Troussier et al. (1993) reported a rate of 12%.

Low back pain is one of the most common reasons for long-term sickness absence
(Barbara et al., 2003) in industrialized countries but little information has been reported
from developing countries (Murphy & Volinn, 1999). Absenteeism has been found to be
directly related to aches and pain, and comfort levels in the computer intensive
environment {Barbara et al., 2003). Linton (2001) reported that 15% of those studied took
time off work becausc of Low Back Pain. The value is however lower in the study by
Mostafa (2007) that estimated 3.3% of industrial workers had sickness absence due to

Low Back Pain.

The social impact of Low Back Symptoms, including its severity, may be
asscssed 1n terms of the extent to which pcople are prevented from carrying out their
normal activities (i.e. reduced activities) and absentceism. The social consequences of
LBS arise from disability (i.c. diminished capacity for everyday activities and gainful

employment, ctc) (Waddell, 1991) and absentecism.

2.6 Preventive Measures

The need for re-design of jobs to rcduce work load has been discussed in the
literature but this is not a likely option in a low income country like Nigeria where the
unemployment rate is high and individuals tend to hold on to their jobs cven if it is
detrimental to thetr health. In fact somc organizations do not make procurcment of
automated equipments a priority, [t is not surprising that the cost of manual handiing

equipment is not alfordahle for a rural hospital studied by Omokhodion ¢t al,, (2000)
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These factors reduce the scope of prevenlive measures among the general or work

population.

Some respondents to the study by Omokhodion et al., (2000) suggested the need
to increase staff numnbers in order to reduce the workload of each individual. As many
sufferers from low back pain complain about being overworked, this may offer some
reliet. Other simple measures suggestcd by the respondents in the aforementioned study
to reduce the brunt of low back pain is thc provision of good chairs. This was suggested
by two out of three laboratory staff. L.aboratory stools are a particular problem as many

arc designed without any support for the back (Omokhodion et al., 2000). Omokhodion &
Sanya (2003) recommendcd adcquate back support for senior staff and workers should be

encouraged to alter their posture on a regular basis.

2.7 Etiology of Low Back Pain

Low back pain is clearly an important hcalth problem whose ctiology 1s largely
indefinable. The definable entities of ncrve root entrapment due to disc herniation and the
serious spinal pathologies due to various etiologies: infective, neoplastic, inflammatory

and degeneralive lesions are important. The list of recognized causes of low back pain is

vast in numerous studies (Wood II, 2000. Wood II. 2000: Aplcy & Solomon, 1999).

In the literature review, simplc back pain duc to a non-spccified cause accounted
for over 90% ol the etiology. The other name uscd to refer to nonspecific low back pain
is mechanical fow back pain and it accounted for 62.3% of the paticnts revicwed by
Galukande et al., (2005). Nerve root pain or entrapment due to disc herniation or

prolapsed accounted for 19.1% in the latier study. In a number of studies revicwed by
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Galukande et al., (2005) nerve root pain or entrapment due to disc herniation or

prolaspsed disc accounted for about 5%. Serious spinal pathology due to various causes

accounted for 17.1%. In others studies, (Nuki, 1995; Von Korff et al., 1996;

Delecoevillerie et al., 1994) it accounted for less than 1%!

In the serious spinal patliology category infective processes accounted for 11
cases out of the 35.8 due to Tuberculosis (non pyogenic infection) and 3 due to
brucellosis {(pyogenic infection) (Galukande et al., 2005). In the literature Staphylococcus
aureus was the commonest cause of pyogenic infection but it did not appear in Galukande
et al., (2005). This reflects on the high burden of infectious diseases in the tropics. Such
figures are not found in the literature reviewed from the western world (Souhami &
Moxham, 1998; Wood Il, 2000). The second commonest causc of serious spinal

pathology was spondylolisthesis with degenerative changes (Galukande et al., 2005).

This appeared with a mean age of 47 years. Rheumatoid arthritis contributed 0.1%
compared to 6% in the literature (Galukande et al., 2005). Rlieumatoid arthritis 1s not as

common a disease in Africa as in Europe or the rest of the western world.

Hospital-based studics have shown that low back pain is the rcason for 30 to 40%

of visits to rheumatologists (Bileckot et al.. 1992: Bwanahali et al.. 1992. Mijiyawa ct

| al., ' 1991. Adcbajo . 1991). As in western countrics. degenerative disk disease is the
[eading causc of low back pain in sub-Saharan Africa. However, infcctions scem more
common and ankylosing spondylitis lcss so (Chalmers, 1980; Stein ct al.. 1991: Mbayo et
al., 1998. Burch ct al., 1999). I'urthermore, a markcd increase has been noted in the
proportion ol cases caused by H1V- associated spondyloarthropathy (Njobvu ct al,, 1998

Stemn & Davis 1996; Blunche etal., 1993, Stem et al., 190))
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2.8 Pathophysiology

A review of literature reveals a few mechanical factors and their impact as

follows:

1) frritation of spinal nerves causes spinal segmental sensitization which
limits the dynamic range of spinal segment mobility (Sarbmann, 1988; Naguszewski et

al., 2001).

2) Unguided movement at the spine may strain the interspinous ligament to

irritate the spinal segment (Cassius et al., 2002; Klein et al., 1986).

3) Matthews & Yates (1969) had demonstrated with the help of
epidurography the presence of disc hernia which was resolved following mobilization

thus confirming disc hernia as causative factor,

4) [n addition. degeneration of the disc, lcads to a loss in disc height thus

reducing interpedicular distance, neural foraminal vertical height which may become

stenotic and painful (Naguszewski et al., 2001; Lamb, 1979).

5) Disc injury or gradually progressive micro trauma ends up in motion

segment - fusion and facilitates the decposition of collagen, hypomobility. and pain

(Naguszewski et al., 2001; Sinclair, 1997; Gosc ct al., 1998).

6) Vertebral degenerative changes place the sclerotome, autonomic. motor

and scnsory systems In a hyper-cxcitable state. incrcase blood vessel tone thus facilnating
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the releases of endogenous analgesic chemicals that irritate nociceptors (Gunn &

Mibrant, 1978; Wells, 1982; Egwu et al., 2003).

7) Facet changes and end-plate degeneration lead to oesteophytes and leaping

which may encroach on the neural foramina anteriorly and/or posteriorly (Lamb, 1979;

Wells, 1982)

All of these end up forming irritant focus, impairment, dysfunction and distorted
neurodynamics with cclopic discharge (pain) that are the problems challenging the back
pain patient which nceds to be identified and labeled by the treatcr (Zola, 1973; Amir et
al., 1999; Amir ct al.. 2002). It 1s because thesc disorders driving pain end up with

distorted ncurodynamics that neuroprovocative or neurodynamic tests can be used to

trace their location and spread (Egwu, —).

A study by Puckree et al., (2004) tries to explain how school bag carriage could

cause neck and back pain among scholars. When a person carties a backpack there is
| counter rotation of the pelvis and thorax (Lai & Jones, 2001). However, this counter
rotation i1s decreased as the weight 1n the backpack is increased. This lhimitation of
movement 1s a risk factor for back pain (Steele et al., 2001). The heavier the backpack.

the more pressure it exerts on the spinal column and back muscles as these scholars will

S SR e

bend forward in an attempt to support the weight on the back rather than on their
shoulders (Lai & Jones, 2001).These postural imbalances could oflen trigger a condition
called vertebral subluxation, (Steele et al., 2001; Tanner ¢t al.. 1976) which leads to

restrictcd movement of the dysfunctional areas in the spinc and predisposcs patients (o «
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number of ailments such as neck and back pain, headaches and osteoarthritis (Puckree el

al., 2004).

2.9 Signs and Symptoms

Patients with Low Back Pain may have the following symptoms:

1) Low back muscle tension and soreness on movement
2) Low back muscle sores and aches alter standing or sitting for long periods
3) Numbness, weakness or pain in the ieg or around the buttocks

2.10 Diagnosis

A systematic and logical approach to making a diagnosis is important through
history taking. physical cxamination. baseline invcstigations and specialized ones if
indicated. Thcre is need for rescarch to establish the precise etiology of this large
indefinable entity. Knowledge of precise etiology may throw more light on management
of individual cases and in designing preventive measures. While managing low back

pain. it is essential to consider infection processes which are not emphasized by literature

from the western world ((ialukande et al., 2005).

2.11 Treatment of Low Back Pain

R R —

Treatment of back pain remains unsatisfactory as reported by a study by
Omokhodion et al., (2000). Twenty-ninc percent of the respondents in Omokhodion ct
al., (2000) with back pain took somc rest to relicve their back pain while 70% took

analgesics. Acute back pain may not be relieved by bed rest (Waddell et al., 1997) while
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some studies have shown the positive effects of exercise (Gundewall et al.,, 1993;

Lgunggren et al., 1997) and continuous activity (Lau et al., 1995).

Low Back Pain sufferers needed medicine treatment in 42.1-79% of the cases

(Lallahom et al., 1990; Caillard et al., 1987). In Bejia et al, (2005), medicine treatment

was used by 42% of LLBP sufferers. Thermalwatcr care and physiotherapy in Bejia ct al,

(2005) werc uscd 1n, respectively, 15.9% and 9.6% of the cascs, and in 6.5% and 11.5%,
respectively, in the study of Lallahom et al. (1990). Only onc employee suffcring from
Low Back Pain in Bcejia et al, (2005) has been opcerated for a herniated disc. Fanello et al.

(1999) reported a rate of 1.2% of cases operatcd. No agent has been operated in the

survey of Lallahom ct al. (1990).
2.12 Complications of Low Back Pain
In some cases, chronic or scvere back pain can lcad to complications:
2.12.1 Disability

Low Back Pain 1s the most common reason for disability in working adults
resulting in sick leavc. As discussed by the University of Maryland Medical center. this is

usually because back pain limits mobility and range of motion rcquired for standing.

bending. and sitting (Kassem, 2013).
2.12.2 Nerve Damage

If the back pain results from a slipped or hcirnated disc, this may irritate.

compress and damage the spinal ncrve as it passcs through the nerve canal between the
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vertebrae. This results in a variety of complications such as weakness and numbness in
the leg and severe shooting pain travelling from the back to the leg at one side of the
body due to sciatica. This occurs when the sciatic nerve is compressed or damaged
causing symptoms in the leg. In severe cases, nerve damage can ajso cause problems in

bladder or interstinal functions (Kassem, 2013).
2.12.3 Depression

Chronic back pain or pain that last for more than a few days can disrupt sleeping,
eating patterns and other activities such as socializing and entertainment. This loss of
mobility can result in emotional distress, anxiety and depression. Depression can become
severe and impede recovery time as individuals Jack motivation and energy to exercise

and do other activities. Long-term use of medications for back pain can also cause

dependency and addiction (Kassem, 2013).

2.12.4 Weight Gain

Back pain causes a loss of activity and restricts movement leading 1o weight gain

| and obesity. Muscles may also become weaker due to staying in one position for long

e

periods and body posture may worsen due lo muscles and ligament weakness, resulting in

N e ailiea—— L

| body fat accumulation (Kassem, 2013).

2.13 Quality of Life

Non-specific L.ow Back Pain is rarely fatal but greatly atfects the functional status
ol patients While the main problem aflecting quality of lile and disability in paticnts

with acute low back pain 1s the intensity ol pian atsell, in patients with chronie low back
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pain individual, psychosocial and work related factors are more important (Schiphorst
Preuper et al., 2008, Rocchi et al., 2005). The patient with Low Back Pain not only
suffers from physical discomfort, but also from functional limitation, which might cause
disability and interfere with their quality of life (Horng et al, 2005). Low Back Pain can
interfere with basic activities of daily living like walking and dressing, and many work
related functions. The result of this study 1s consistent with previous reports (Coste et al.,

2004, Waddell, 1992) that rcvealed that LBP causes activity limitation and participation

restriction.

The measurement of HRQOL has been widely used to evaluate the broad impact
of various diseases on patients and the effectiveness of interventions (Testa & Simonson.
1996). In the context of Low Back Pain. it may be useful in understanding the natural
history of the condition, which may help improve the clinical management of patients by
extending the assessment process beyond the traditional, and clearly insufficient, clinical

and functional disability variables (Coste et al.. 2004). Biological and psychosocial

tactors have been reported to affect the HRQOL of patients with Low Back Pain (Coste
et al.. 2004). Also, it has been reported that HRQOL in patients with [.ow Back Pain is

more dependent on functional status and psychological factors. than on physical

| impairment (Horng et al., 2005).

In general, disability of patients with chronic low back pain is predicted by pain
duration, and the quality of life of such patients is predicted by disability {Kovacs ¢t al..

2005). Functional status, as well as psychological factors. secms to detcrmine the health-

related quality of life (Horng ct al., 2005). Previous studics have shown that the quality of

life of paticnts with low back pain is atfected by Iemale sex, (Suka & Yoshida, 2008,
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Rabini et al., 2007; Antonopoulou et al., 2009; Ogunlana et al., 2012) growing age,
(Antonopoulou et al., 2009; Ogunlana et al., 2012) occupation, physical and emotional

stress (Antonopoulou et al., 2009; Oksuz, 2006) and level of pain (Kovacs et al., 2004).

The cffect of female gender, pain intensity, anxiety and depression and chronic
co-morbidities on the quality of life and disability of patients with low back pain has been
found 1n many studies (Suka & Yoshida, 2008: Schiphorst Preuper et al., 2008;
Antonopoulou et al., 2009; Oksuz, 2006; Tucer et al., 2009). Lifetime depression was
found to be an independent risk factor for the patients who experience {irst episode of
low back pain (Curric & Wang, 2004). Depression also worsens the prognosis of low
back pain and is poorly recognized and treated in those patients (Harris, 1999). Also, a
correlation between depression. low back pain and disability exists (Currie & Wang,
2004). It 1s though very important that each patient with chronic low back pain is
evaluated for the presence of anxiety and depression. Because depression also correlates
with some other chronic diseases (Klemenc-Ketis et al., 2009;: Moussavi et al.. 2007),

doctors should focus specially on patients with chronic low back pain with co-

morbidities.

A couple of studies (Kovacs et al., 2005; Horng et al., 2005) have concluded that
the parameters defining the quality of life of patients with chronic low back pain are a
combination of physical and psychological ones. When faced with the management of
such patients, doctors should bear this in mind. Doctors should focus on active scarch for
signs of depression and anxiety and better pain managemcnt in patients with chronic low

back pain, espectally in the presence ol somatic co-morbiditics, This can importantly
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Chapter 1
METHODOLOGY

3.1 BRIEF DESCRIPTION OF STUDY AREA

Ibadan is located in South-western part of Nigeria, It lies within latitude 7° 19’
08" and 7° 29’ 25” of the equator and longitude 3° 47’ 50 and 4° @ 22". It is the capital
of Oyo state and made up of eleven (11) Local Govcrnment Areas. Ibadan South-West is
a Local Government Area in Oyo state, Nigeria. Its headquarters are at Oluyole Estalte in
Ibadan. [t has an area ol 40km” and a population of 282,585 according to the 2006 census.
The Local Government is bounded in the West by ldo f.ocal government, in the East by
[badan North and Ibadan South-East Local governments, in the North by Ibadan North-
West and Ildo Local Governments, and in the South by Oluyole Local Govermnment.
Ibadan South-West local government 1s made up of twelve (12) wards. It 18 an urban area

with the inhabitants™ majorly civil scrvants and private business owners.
3.2 RESEARCIH DESIGN

This research work 1s a community-based cross-scctional survey design which

madc use of questionnaires to collect data.

33STUDY POPULATION

Consenting men and women at lecast 18 vears ol age and resident n tbadan

South-West Local Government Area were the study population of this research work
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3.4 INCLUSION CITERIA

All consent giving individuals above the age of 18.

3.5 EXCLUSION CITERIA

L4

: Individuals who have a residual medical condition such as a congenital

deformity or recently underwent surgical procedures to their back.

3.6 SAMPLE SIZE

s used.

] ; .\
The conventional sample size formtula for proportions wa

2

n=1{(Z)** (p)* (1-p)} / &

Where n = minimum sample size
7..= confidence level of 95% (1.96]

p = prevalence of LBP [0.39, (Omokbodion, 2004)]

i-p=0.6l

4 = estimate of tolerance {0.03)

This gives a 'n’ value of 360.

Multiply 366 by the design effect, which is taken to be 2.0 1.c. 366 x 2 732
Vil lp

[his gives d minimum sample size of 732 study participants.
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3.7 SAMPLING TECHNIQUE

A minimum of scven hundred and thirty two (732) consenting eligible individual
was selected through a four (4) stage sampling tcchnique. IFrom the list of the EAs
provided by the National Population Census of Ibadan Southwest Local government, five
(5) EAs wWere randomly selected using Systematic Random Sampling. Further, a cluster
sampling of the five (5) enumeration arcas (EAs) was donc. A minimum of One hundred
and forty scven (147) consenting cligible adults were sclected from cach EA to meet up
with the overall sample sizc and provide representativeness. From cach EA, one
houschold was randomly selcected by balloting in all the clusters. The random walk and
quota sampling mecthod was thercalicr ecmployed in which the randomly selected
houschold served as the starting point and subsequent houses were visited in odd
numbers. Each consenting eligible individual in consecutive households in cach of the

cluster were interviewed for the survey until the pre-determined quota was reached.

3.8 INSTRUMENT

There were two (2) research instruments that were uscd in this study. The first is a
semt structurcd questionnatre that is divided into five scssions and was completed by
every.consenting study participant. The sccond questionnaire is the WHOQOL-BREF
questionnaire constructed by the World Health Organization for quality of lifc assessment

purposes in large epidemiological studies. Only consenting participants with 1.BP’ wcre

required to fill out this questionnaire.

The first questionnaire was designed nto live sections. Scection A wias designed 1o

determine the socio-demographic status ol the participants. Section B provided
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information about the participant’s activities of daily living such as participants work

schedule, mode of transport, duration of transport to and from work and use of computer.

Section C provided information about Low Back Pain experience. To determine
the lifetime prevalence of LBP, participants were asked the question: “Can you describe
your Low Back Pain as always been present?” To determine the pain severity, a Visual
Analogue Scale was utilized. On a scale of one (1) to ten (10), with one representing the
least pain and 10 the worsl pain, participants werc asked to indicate their level of pain.
An indication between 1-3, 4-6, and 7-10, is as mild, moderate and severe respectively.

Section D provided inforination about carc seeking practices while Section E provided

informatton about behavioral practices.

The second questionnaire — the WHOQOL-BREF - consists of 26 questions and
covers one general and four specific domains (physical, psychological, social relations
and environment). Quality of life scores in the WHOQOL- BREF domains range between

zero and 100. The higher the score in each domain. the better the quality of life will be.

3.9 DATA COLLECTION TECHNIQUE

QQucstionnaires were self-administercd. The maximum time allotted for retum of
questionnaire to the rescarcher was two calendar days. The telephone contact of cach
consenting participant was collected (it allowed) and archived with the serial number of
the questionnaire they received. This was uscful to monitor a few participants who did
not return the questionnaire and were not scen any morc at home. The rescarcher
retricved the completed questionnaires after the maximum allotted time elapsed. A )¢

[}

questionnaires not returned within the allotted time period were monitored

10

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



TR RS

information about the participant’s activities of daily living such as participants work

schedule, mode of transport, duration of transport (o and from work and use of computer.

Section C provided information about Low Back Pain experience. To determine
the lifetime prevalence of LBP, participants were asked the question: “Can you describe
your Low Back Pain as always been present?” To determine the pain severity, a Visual
Analogue Scale was ulilized. On a scale of one (1) to ten (10), with one representing the
least pain and 10 the worst pain. participants werc asked to indicate their level of pain.
An indication between 1-3, 4-6, and 7-10, is as mild, moderate and severe respectively.
Section D provided information about care secking practices while Section E provided

information aboul behavioral practices.

The second questionnaire — the WHOQOL-BREF - consists of 26 questions and
covers one general and four speciftic domains (physical, psychological, social relations

and environment). Quality of life scores in the WHOQOL- BREF domains range between

zero and 100. The higher the score in each domain. the better the quality of life will be.

3.9 DATA COLLECTION TECHNIQUE

Questionnaires were self-administered. The maximum time allotted for return of
questionnaire to the researcher was (wo calendar days. The telephonc contact of cach
consenting participant was collected (if allowed) and archived with the serial number of
the questionnaire they received. This was uscful to monitor a few participants who did

not rcturn the questionnaire and werc nol scen any morc at home, The rescarcher

retrieved (he completed questionnaires after the maximum allotied time clapsed. Also,

questionnaires nol returned within the allotted thnme period were monitored

10

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



information about the participant’s activities of daily living such as participants work

schedule, mode of transport, duration of transport to and from work and use of computer.

Section C provided information about Low Back Pain experience. To determine
the lifetime prevalence of LBP, participants were asked the question: “Can you describe
your Lovwv Back Pain as always been present?” To determine the pain severity, a Visual
Analogue Scale was utilized. On a scale of one (1) to ten (10), with one representing the
least pain and 10 the worst pain, participants were asked to indicate their level of pain.
An indication between 1-3, 4-6, and 7-10, ts as mild. moderate and severe respectively.
Section D provided information about care seeking practices while Section E provided

information about behavioral practices.

The second questionnaire — the WHOQOL-BREF - consists of 26 questions and
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zero and 100. The higher the score in each domain, the better the quality of life will be.

3.9 DATA COLLECTION TECHNIQUE

Questionnaires were self-administered. The maximum time allotted for return of
questionnaire to the researcher was two calendar days. The telephone contact of cach
consenting participant was collected (if allowed) and archived with the serial number of
the questionnaire they received, This was useful to monitor a few participants who did
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questionnaires not returned within the allotted time period were monttored
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In order to ensurc uniformity, respondents were shown a diagram in which the
region between the lower margins of the 12th rib and the gluteal folds were highlighted

and asked to indicate if they had pain in that anatomical region.

3.10 VARIABLES:

o5 Independent Variables:

Gender, Age, Mantal Status, Occupation, L.evel of Education, Refigion, Posture,
Form of Transport. Continious sttting, Work Schedule, Transport Duration, Use ol
Computer, History of Trauma, Back Care Health Talk by Employer, Ever attended Back

Care Health Talk, Current Smoking Status. Previous Smoking Status, and Exercise.

X Dependent Variables:

Low Back Pain Status, Quality of life

3.11 DATA ANALYSIS

Analysis of the data was carried out using SPSS v20. Descriptive statistics was
used to describe the general characteristics of the sample. Association betwecen
categorical variables and LBP were examined using chi-square test. Effect of presence of
Low Back Pain and its relationship with variables that were significant in the bivariate
analysis were further analyzed using the logistic regression model. Results of the logistic
regression analysis were presented with a 95% confidence interval (CI). Lincar regrcssion

model was used to assess the quality of life ol LLBP sufferers. A probability level of p

0.05 was accepted as being of statistical significance.

11

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



3.12 ETHICAL ISSUES

Ethical approval for this study was sought from the Oyo State Ethics
Review Committee. A pre-survey visit was made to the study arca during which
discussions was held with the Community Head (Chairman of Landlord Association)
who assisted in informing the community members of the purpose of the survey. Each

consenting participant gave accent and signed the informed consent form.

3.12.1 Confidentiality of Data: All participants were anonymous. No participant
was required to provide information about their names, telephone numbers and/or address
in the questionnaire. Thus, the data cannot be linked to any of the participants in anyway.
Also, names of participants or any other identifier was not used in any publication or
reports from this study. Telephone numbers that was archived for each consenting
participant which was written in a separate notebook was used only for monitoring

purposes and was only available to the researcher during the duration of the research. The

record of each participant was destroyed immediately the completed questionnaire was

received.

3.12.2 Translation of protocol and questionnaire to the Local language: All
| the protocols that was used which included the consent forms and procedures for
collection of samples for this study was cominunicated to the consenting participants in
the language best understood by them, to ensure holistic understanding of all the
processes involved in this study. The questionnaire was translatcd into Yoruba [anguage

for individuals who are more comfortable with the local language.

12
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3.12.3 Beneficence to participants: No financial reward was given to any of the
study participants. The external validity of the outcome of this study is promising and if
implemented by policy makers, all will enjoy better health which will go a long way 1n
preventing the occurrence of Low Back symptoms in the populace. Individuals who

reported experiencing Low Back Pain were encouraged to visit a healthcare facility for

adequate treatment.

3.12.4 Non-maleficence to participants: This study is not detriinental to the
consenting participants in any way as no clinical assessment, treatment or trial was

involved.

3.12.5 VYoluntariness: Participation in this study was totally voluntary and
without any compulsion. Each prospective participant was required to give accent and
also sign the intormed consent form with the understanding that they had the right to

withdraw their interest in the survey at any time.
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Chapter IV
RESULTS

4.1 Preamble

This chapter contains the results of this study aimed at determining the prevalence
and associated risk factors of Low Back Pain in an urban community in Nigeria. Also,
this section contains the results on the effect of Low Back Pain on the Quality of Life of

respondents’ with Low Back Pain. Thus this section is divided into two parts.

The first part (4.2.1 — 4.2.10) shows the results of the Prevalence and risk factors

of Low Back Pain in the entire sample. It also reports the {requency of abseentism duc to
Low Back Pain and care seeking practices of individuals who have ever experienced Low

Back Pain. The results from this scctior; are gotten from the responscs of 741 respondents

1n this study.

The second part (4.3.1 —4.3.3) cf the results reveals the findings about the cffect
on Low Back pain on the Quahty of Lifec among individuals who reported that they
currently experience Low Back pam as at the time of the survey. This aspect reveals the
effect ol socio-demographic variables on each domain of the World Flcalth Organization
Quality of Life BREF (WHO-BREF) qucstionnairc. Two hundred and thirty one

respondents with Low Back pain as at the tunce ot the survey filled the WEHO-BRUI

guestionnairc and the results obtained arc used to preparc the results
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4.2.1  Age, Gender, Marital Status, Level of Education, Religion and

Tobacco Smoking Status Characteristics of the Sample

There were 741 respondents, 345 males (46.6%) and 396 females (53.4%). The
respondents were aged between 18 and 82 years with a mean age of 41.32 (SD = £ 15.24
years) (Table 1). A sizeable number, 431 (58.2%), of the respondents were married, 250
(33.7%) were single, and 60 (8.1%) were separaled, divorced or widowed. Forty four
(5.9%) of the sample had no formal education, 107 (14.4%) had primary school
education. 315 (42.5%) had secondary school education, while 275 (37.1%) of the sample
had post secondary education. Four hundred and fifty one (60.9%) of the sample were
Christians while 290 (39.1%) were Muslims. Seventy (9.4%) respondents smoke tobacco
as at the time of the survey while 197 (26.6%) of the respondents have ever smoked

tobacco.
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Table 1: Age distribution of study respondents

N Minimum  Maximum Mean $SD
Total
All Respondents 741 18 82 4132 15.240
Gender
Males 345 18 82 40.66 15.142
Females 396 18 81 41.89 15.320
Low Back Pain Status
Respondents with Point LBP? 231 18 82 47.29 16.778
Respondents with Annual LBP 453 18 82 45.86 15.177
Respondents with Lifetime LBP 523 18 82 45.68 15.089
Respondents free of LBP 218 18 74 30.85 9.393

’zLow Back Pain
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4.2.2 Prevalence of Low Back Pain

As at the time of the survey, 231 respondents reported having Low Back Pam,
thus Point Prevalence was 31.2%. Four hundred and (ifty three individuals had
experienced Low Back Pain within the last 12 months representing an Annual Prevalence
of 61.1%. The Lifetime Prevalence is 70.6% which is rcpresentative of 523 respondents

who reported they have experienced pain at the Low Back at least once in their lifetime

(Table 2).

A8
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Table 2: Point, Annual, and Lifetime Prevalence by sex

Prevalence Male Female Total
N n (% LBP) N n (% LBP) N n (% L8P)
Point 345 108 (31.2) 396 123 (31.1) 741 231(31.2)
Annual 345 203 (58.8) 396 250 (63.1) 741 453 (61.1)
Lifetime 345 238 (69.0) 396 285 (72.0) 741 523 (70.6)

N= Total Number, n= number with low back pain
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4.2.3  Distribution of Low Back Pain hy Age, Sex and occupation

The distribution of Low Back pain by age and sex is outlined in Table 3. In both
sexes and tn the overall sample, the prevajence of Low Back Pain is found to Increase

steadily as age increases; the Jowest Lifetime Prevalence (47.6%) was experienced by

those 1n the 18-30 age category while the highest prevalence (97.2%) was among
respondents in the 60 and above age category. An interesting fact is that the prevalence of

Low Back Pain is found to be roughly about 50% between the ages of 18 — 29 and 30 —

39 but the prevalence increascd exponentially [rom age 40 and above to roughly 90% as

the age increases.

Table 4 outlines the distribution of Low Back Pain based on occupation and
stratified by gender. In males. the highest prevalence was among Traders (76.1%) while
the lowest prevalencc (62.6%) was among Artisans. In females, Low Back Pain
prevalence was highest among Teachers (81.0) while the iowest prevalence was found

among those who work in an office setting (57.4%).
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Table 3: Distribution of Low Back Pain (LBP) by Age and Sex

~ Age (Years) Male female Total

S n (% LBP) N n (% LBP) N n (% LBP)

b 90 43 (47 8) 101 48 (47.5) 191 91 (47.6)
30-39 89 43 (47.8) 90 45 (50.0) 179 88(49.2)
40-49 70 61 (87.1) 73 65 (89.0) 143 126 (88.1)
50-59 51 47 (92.2) 71 68 (95.8) 122 115 (94.3)
60 and Above 45 44 (97.8) 61 59 (96.7) 106 103 (97.2)
Total 345 238 (69.0) 396 285 (72.0) 741 523(706)

N=Total Number, n= number with low back pain

.
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Table 4a: Distribution of Low Back Pain {LBP) among occupational groups (in males)

Occupation Yes No Total
n (%) n (%) n (% LBP)
Office Worker $6 (72.7) 21(27.3) 77 (100)
-4 77 (62.6) 46 {37.4) 123 (100)
Trader 54 (76.1) 17 (23.9) 71 (100)
Teacher 28 (68.3) 13 (31.7) 41 (100
Unemployed 23 (69.7) 10{30.3) 33(100)
Total 238 (69.0) 107 (31.0) 345 (100
Table 4b: Distribution of Low Back Pain (LBP) among occupational groups (in females)
Occupation Yes No Total
n (%) n (%) n (% LBP)
Office Worker 54 (57.4) 40{42.6) 94 {100)
Artisan 61(71.8) 24 (28.2) 85 (100)
Trader 112 (79.4) 29 (20.6) 141 (100)
| Teacher 34 (81.0) 8(19.0) 42 (100)
l Unemployed 24 (70.6) 10 (29.4) 34 (100)
Total . 235(72.0) 111 (28.0) 396 (100)

— o ———— —
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4.2.4  Associated F actors of Low Back Pain

- : ; : H T
Bivariate analysis was done with ‘Have you ever experienced Low Back Pain?"as

the dependant variable against variables considered as risk factors. The results are

presented in Table 5 below. Higher prevalence of Low Back Pain was found among
respondents with age 40 and greater (92.7%) compared to those between ages 18 — 39
who experience a prevalence of 48.4% (p<0.001). There was a significant difference
(p<0.001) 1n the prevalence of Low Back Pain based on marital status. Single
respondents have a prevalence of 45.6%, married respondents have a prevalence of
82.1% while respondents who are either separated, divorced or widowed have a
prevalence of 91.7%. A statistical significant relationship was found in the relationship
between Lifetime prevalence of Low Back Pain and occupation as respondents with
office related work have the lowest prevalence of 64.3% and the highest prevalence was

among traders who had a prevalence of 74.7% (p=0.019).

Based on educational status, prevalencc of Low Back Pain is highest among

respondents with either no formmal education or thosc with primary school education

| (96.0%). lowest among those with secondary education (63.2) and those with post
secondary education has a prevalence of 65.1%. This relationship 1s statistically
significant (p=0.000). Muslims (77.6%) had a higher risk of ever experiencing Low Back

Pain compared to Christians (66.1%). A statistically significant association is found for

the latter relationship (p=0.001).

Posture assumed had a statistically signiflicant rclationship with Low Back Pain

experience (p<0 001]). The highest prevalence was among respondents who often “Lean
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Forward’ (80.0%) and lowest among those who Jift (37.5%). Prevalence of Low Back
Pain was lowest among respondents who ofien uses foot (49.0%) as their main form of
ransport compared to those who uses the public transport system (74.9%). Respondents

who utilize their private transport had a prevalence of 70.7%. This association 1s

statistically significant (p<0.001)

The relationship between continuous sitting and occurrence of Low Back Pain
was statistically significant (p<0.001). A higher proportion of individuals who sit for
more that 3 — 4 hours developed Low Back Pain (93.7%) as against respondents who are
used to sitting continuously less than 3 — 4 hours (50.1%). The duration of transport to
and from work 1s a statistically significant factor in Low Back Pain occurrence (p<0.001).
Respondents whose transport duration is more than 30 minutes had a higher proportion

(93.8%) of those with Low Back Pain compared to those whose transport duration is less

than 30 minutes (47.2%).

Users of computer are more likely to experience Low Back Pain than non-ysers
due to the higher proportion of the former (84.1%) as compared to 63.9% of the latter.
This relationship is statistically significant (p<0.001). The relationship between previous

history of trauma (fall or accident on the back) and LLow Back Pain experience was found

to be statistically significant (p<0.001). as 96.1% of respondents with previous history of

trauma reported ever experiencing l.ow Back Pain as against 39.1% of thosc without

fistory of trauma.

[t appears that when employers organize health carc talk on back care, emplovees

arc less likely to experience Low Back Pam, Only 3R.1% of respondents  whose
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employers organize health care talk on back care reported ever experiencing Low Back
Pain as against 72.9% of employees whose employers do not organize health care talk on
back care. This relationship is statistically significant (p<0.001). Also, ever attending a

health care talk on back care appears to be protective of ever experiencing Low Back

Pain. The association is statistically significant (p<0.001). Only 35.3% of those who have
ever attended a hcalth care talk on back care have ever experienced Low Back Pain

compared to 80.8% of those who have never attended a health care talk on back care.

A statistically significant rclationship was found in the association between
current smokers and experiencing L.ow Back Pain {p<0.001). A high proportion (92.9%)
ol current smokers has cver experienced L.ow Back Pain as against 68.3% of non-
smokers. In a similar finding, previous history of smoking also had a statistically
significant refationship with experiencing Low Back Pain (p<0.001). Among respondents

who have ever smoked. 94.4% have expericnced Low Back Pain as against 61.9% of

respondents who have never smoked tobacco.

Exercisc seem to be statistically significant factor when considered in terms of

L.ow Back Pain experience (p<0.001). A lower proportion of respondents (27.7%) were

found in respondents’ who ‘regularly’ exercise as against a proportion of 96.0% of

respondents who ‘never €Xercise.
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Table 5: Bivariate analysis of associated risk factors; characterized by lifetime prevalence of Low
Back Pain (LBP)

’= Sepa rat'ed/Ds\;orced/Wldowed, "= No Formal education
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Risk Factor Categories Yes (%) No (%) Total (%) ¥ p-value
| “u Male 238(69.0) 107 (31.0) 345 (100) 0.791 0.374

Female 285(72.0) 111 (28.0) 396 (100)

Age 18 - 39 179 (48.4) 191 (51.6) 370(100) 175.431 <0.001
40 and Above 344 (92.7) 27 (7.3)  371(100)

Marital Status  Single 114 (45.6)  136(54.4) 250 (100) 115.688 <0.001
Married 354 (82.1) 77 (17.9) 431 (100)
Others’ 55 (91.7) 5(8.3) 60 (100}

Occupation Office Worker 110 (64.3)  61(357) 171(100) 11.787 0019
Artisan 138 (66.3)  70(33.7) 208 (100)
Trader 166 (78.3) 46 (21.7) 212 (100)
Teacher 66 (74.7) 21 (25.3) 83 (100)
Unemployed 47 (70.1) 20(29.9) 67 (100)

Level of Education Nonet’/Primary 145 (96.0) 6 (4.0) 152 (100) 59.398 <0.001
Secondary 199 (63.2) 116(36.8)  315(100)
Post Secondary 179 (65.1) 96 (34.9) 275 (100)

Religion Christan 298(66.1) 153(33.9) 451 (100) 11.263  0.001
Muslim 225 (77.6) 65 (22.4) 290 (100)

“Posture Lifting 9(37.5)  15(625)  24(100) 25274  0.001
Leaning Forward 32 (80.0) 8 (20.0) 40 (100)
Standing 111(61.7)  69(38.3) 180 (100)
Sitting 313(74.9) 105(25.1) 418 (100)
Varied 58(73.4)  21(26.6) 79 (100)
Formof Transport Foot "~ 48(490) S0{51.0)  98(100) 26384  <0.001

Private Transport ~ 111(70.7) 46 (29.3) 157 (100)
public Transport 364 (74.9) 122(25.1) 486 (100)
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Table S (Cont'd): Bivariate Analysis of associated risk factors; characterized by litetime

prevalence of Low Back Pain (LBP)

Risk Factor Categories Yes (%) No (%)  Total (%) X' p-value
Continuous Sitting Less than 3-4 hours 197 (50.1) 196 (49.9) 393(100) 168.588 <0.001
Greater than 3.4 hours 326(93.7) 22(6.3)  348(100)

Work Schedule  Day Only 440 (70.2) 189(29.8) 627(100)  0.757 0.384
Others’ 38(76.0)  12(24.0) 50(100)

Transport Duration” Less than 30 minutes 159 (47.2)

Greater than 30 minutes 319 (93 .8)

178 (52.8) 337(100) 177.411 <0.001
21 (6.2) 340 (100)

Use of Computer  Yes 190 (84.1) 26 (159) 226(100) 29.637 <0.001
No 288 (63.9) 163 (36.1) 451 (100)

History of Trauma Yes 221(96.1)  9(3.9) 230(100) 104499 <0.001
No 302(59.1) 209 (40.9) 511 (100)

Back Care Health Yes 16 (38.1) 26 (61.9) 42(100) 23.079 <0.001

Talk by Employer No 463 (72.9) 172(27.1) 635 (100)

Attended Back Yes 59 (35.3) 108 (64.7) 167 (100) 129.016 <0.001

Care Health Talk No 464 (80.8) 110 (19.2) 574 (100)

Currently Smoke Yes  65(92.9) 5(7.1) 70(100) 18.475 <0.001
No 458 (68.3) 213 (31.7) 671(100)

Ever Smoked  Yes 186 (94.4) 11(5.6) 197(100)  73.422 <0.001
NO 337(61.9) 207 (38.1) 544 (100)

" Brelsise Regularly 36(27.7) 94(72.3) 130{100) 228.441 <0.001
Occasionally 175(61.2)  111(38.8) 286 (100)
Never 321(96.0) 13 (4.0) 325 (100)

“=Both Day and Night/Night—Only, = Transport duration to and from work
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4.2.5  Multivariate Analysis

The var;i ' ivari - : '
variables in the bivariate analysis were further analyzed using the multiple

logistic regression model. The result of the multivariate analysis is presented in Table 6

below.

The multivariate analysis shows that individuals 40 years and older are about 4
times more likely than those younger than 40 years old to experience [.ow Back Pain
(p=0.006). Also, occupation as an artisan (p=0.005) and a trader (p=0.007) is a risk factor

as individuals in this category are about 5 and 4 times respectively to ever develop L.ow

Back Pain.

Individuals who continuously sit for more than 3 4 hours are about 6 times more
likely than individuals who sit continuously less than 3 — 4 hours to develop Low Back
Pain (p<0.001). Transporting to or from work with a duration more than 30 minutes is a
risk factor to developing Low Back Pain (p<0.001) as individuals who transport

themselves more than 30 minutes to or from work are about 6 times more likely to ever

experience [.ow Back Pain.

Users of computer are about 7 times more likely to experience Low Back Pain in
their lifetime. This relationship is significant in the multivariate analysis (p<0.001).
History of trauma is another factor that was significant (p=0.045). Individuals with
previous history of trauma are about 3 times more likcly to devclop Low Back Pain in

their lifetime. Individuals who have ever attended a health care talk on back carc are

about § times less likely to ever experience Low Back Pain. This association s

statistically significant (p<0.001)
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Individuals who have ever smoked tobacco are about 5 times more likely than
those who have never smoked tobacco to experience Low Back Pain in their lifetime. The
relationship 1s statistically significant (p=0.006). Frequent regular exercise is a protective
factor as individuals who occasionally exercise are about 4 times more likely to
experience Low Back Pain in their lifetime. The relationship is statistically significant
(p=0.002). While those who never exercises are about 45 times more likely to experience

Low Back Pain in their lifetime, The association is statistically significant (p<0.001).

In a recap, after the multiple logistic regression, being 40 years and older,
occupation as an artisan, occupation as a trader, assuming varied posture and continuous

sitting for more than 3 — 4 hours are significant risk factors. Other risk factors include

= § el e o o

transport duration to work more than 30 minutes, use of computer, previous history of

trauma. never attending a health care talk on back care. ever smoked and not having a

| regular exercise culture.

ek -
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Table 6: Results of Multiple Logistic Regression in respondents with Low Back Pain (LBP).

Characteristics associated with reporting ever experienced LBP.

Variable Categories OR 959 C.I p-value
Age 18-39 (Ref) 1
40 and Above 3.631 1.433-9.114 0.006
Occupation Office Worker (Ref) 1
Artisan 5.399 1.652 — 17.640 0.005
Trader 4028 1.475 - 11.000 0.007
Teacher 4.161 0.885 —19.564 0.071
Posture Lifting (Ref) I
Leaning Forward 2.712 0.324 - 22.719 0.358
Standing 3.933 0.639 - 24.185 0.140
Sitting 4.556 0.766 — 27.090 0.095
Varied 8.311 1.239 -55.741 0.029

Continuous Sitting  Less than 3-4 hours (Ref)1

- <0.001
Greater than 3-4 hours 5.557 2.554-12.093
Transport Duration® Less than 30 minutes (Ref) 1
- <0.001
Greater than 30 minutes 6.106 3.035-12.093
Use of Computer  No (Ref) 1 .
3.015-16.601 <0.001
Yes 7074 F _
History of Trauma  No (Ref) 1
2.728 1.024 —-7.266 0.045

Yes

e ———
e —

e ——

a'=_Transport_daration to and from work
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Table 6 (Cont’d): Results of Multiple Logistic Regression in respondents with Low Back Pain

(LBP). Characteristics associated with reporting ever experienced LBP.

Variable Categories OR 959 C. p-va!ue
~ Attended Back Yes (Ref) 1
Care Health Talk No 4.896 DT =1t 95 <0.001
Ever Smoked No (Ref) 1
Yes 4.964 1.576 - 15.631 0.006
Exercise Regularly (Ref) 1 :
Occasionally 3.603 1.595 - 8.140 0.002
Never 43.276 14.863 —137.926 <0.001
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1.2.6 Abscentism from werk due to Low Back PPain

Seventy six respondents (16.1% of the 473 respondents who are gainfully
employed and have ever experience Low Back Pain) reported that they were absent {rom
work due to the Low Back Pain they experienced. The 76 respondents ook a lotal of 238
days off. The minimum period off work was | day while the maxjmum period taken off
work due to Low Back Pain was 24 days. This gives a mean ol 3.13 + 3.12 days of f work

per employee.

Table 7 shows the distribution of abseentism due to Low Back Pain based on
occupation. The highest period taken off work was among Artisans (34.45%) while the

Teachers took the least period off work due to Low Back Pain (10.51%).
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| Total 76

“z|n days
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4.2.7 Severity of Low Back Pain

On the Visual Analogue Scale, the least score by a respondent with Low Back
Pain was 0 while the highest score was 9. Stratifying the responses in terms of severity,
294 (56.2%) described the pain they experience as mild, 216 (41.3%) described the pain
the experience as moderate, while 13 (2.5%) of the respondents who have ever

experience Low Back pain described the pain as severe (Table 8).

Among the 523 respondents who reported ever experiencing Low Back pain, 38
(7.3%) reported that the pain occurred less than 2 weeks to the survey. One hundred and
ninety six (37.5%) reported they have been experiencing the Low Back Pain between 2
weeks and 3 months and 289 representing 55.3% describe their pain as occurring for
more than 3 months, This scale classity respondents’ Low Back Pain as Acute, Sub-

Acute, and Chronic respectively (Table 9).
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133 (55.9)
S L:,l

1= = ST gt - - o [ - .
,l ‘Moderate (4-7)  98(41.2) 2 Ik 118 (41.4) 216 (4 Al
Severe (8 — 10) 7 (2.9) 6(2.1)

= [

238 (100) 285 (100) iV 3 (100)
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Chronic (Greater than 3 Weeks) |

. Sub-Acute (2 Weeks -3 Months) 74 (31.1)

142 (59.7) 147 (51.6)

1—__—:-%7

238 (100) 285 (100}
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Chronic (Greater than 3 Weeks) 142 (59.7) 147 {51.6)

_—,'-t-ulg?i\_c_ut‘é'(hZ"_Weeks—Sﬁ\lffé;%t'h‘%)u_- - 4:7;-(.31,']'3,;_ 122 (42.8) 196(“ ~ v

238 (100) 285 (100) (100)
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4.2.8 Care Seeking Practice

Five hundred and twenty three respondents with Low Back Pain responded to the

multiple choice question which reads: “Which medical help have you consulted due to

your Low Back Pain?” The Local Chemist proved to be the most frequently consulted
health care for Low Back Pain with a1 total number of 215 (41.1%) reported to have
consulted the Local Chemist for care dye to their Low Back Pain, The other health care
consulted by respondents with Low Back pain are the Medical Doctor (32.7%),
Physiotherapist (29.1%), Traditional Healer (21.0%). Nurse {11.7%), and the Dietitian
was consulted by only 4.2% of the respondents with Low Back Pain. Eighty nine

respondents representing 17.0% reported they did not seek any care duc to their Low

Back Pain (Table 10).

When asked what respondents with Low Back Pain ofien do when they start
perceiving the pain in their low back, the majority (35.2%) of respondents reported that
they bed rest. One hundred and sixty one respondents (30.8%) responded that they carry
on with their activities. One hundred and thirty eight (26.4%) respondents reports they

immediately self medicate with the drugs they have in possession at hand. While only a

meager 40, representing 7.6% of all respondents with Low Back Pain said the

immediately see a health care provider. The distribution is represented in Table 11.
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Male Female Total

n (%) n (%) n (%)
Medical Doctor 80 (33.6) 91 (31.9) 171 (32.7)
Physiotherapist 68 (28.6) 84 (29.5) 152 (29.1)
Nurse 22(9.2) 39 (13.7) 61(11.7)
Dietitian 8 (3.4) 14 (4.9) 22 (4.2)
Local Chemist 86 (36.1) 129 (45.3) 215 (41.1)
Traditional Healer 56 (23.5) 54 (18.9) 110 (21.0)
None 43 (18.1) 46 (16.1) 89(17.0)
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Table 11:Immediate response among Respondents with Low Back pain when pain is perceived

e

Male Female Total

n (%) n (%] n (%)
immediately Consult an Health Care Provider 17 (7.1) 23 (8.1) 40 (7.6)
Bed rest 66 (27.7) 118 (41.4) 184 {35.2)
Carry on with Activities 101 (42.4) 60 (21.1) 161 (30.8)
Self Medication 54 (22.7) 84 (29.5) 138 (26.4)
Total 238 (100) 285 (100)  523(100)
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Table 11:iImmediate response among Respondents with Low Back pain when pain is perceived

em —

Male Female Total
n (%) n (%) n (%)
F|mmediately Consult an Health Care Provider 17 (7.1) 23 (8.1) 40 (7.6)
Bed rest 66 (27.7) 118 (41.4) 184 (35.2)
Carry on with Activities 101 (42.4) 60 (21.1) 161 (30.8)
Self Medication 54 (22.7) 84 (29.5) 138 (26.4)
Total 238 (100) 285 (100) 523 (100)
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Table 11: Immediate response among Respondents with Low Back pain when pain

is percelved

—

Male Female Total
n (%) n (%) n (%)
—|mmediately Consult an Health Care Provider 1% 23 (8.1) 40(7.6)
Bed rest 66 (27.7) 118 (41.4) 184 (35.2)
Carry on with Activities 101 (42.4) 60 (21.1) 161 (30.8)
Self Medication 54 (22.7) 84 (29.5) 138 (26.4)
Total 238 (100) 285 (100) 523(100)
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4.2.9 Health Carc Talk on Back Care

A toal of 677 respondents were gainfully employed. When asked if their
employers or union/association (in case of those self employed) organize health care talk
on back care, only 42 respondents (6.2%) reported that their employers organize health
care talk on back care for them. The majority (93.8%) rcported their employers do not
organize health care talk on back care for their employecs (Table 12). This shows that the
vast majority of employers do not see the nced to organize health care talk on back care

for their employces desptte the associated pain and discomfort 1t may cause.

The entire sample was asked 1f they have cver attended a health talk on back care.
One hundred and sixty seven (22.5%) answered in the affirmative while 574 (77.5%)
responded 1n the negative (Table 12). This clearly shows that health talk on back care1s a

very rare area which 1s considered when health care lectures are being organized.

| 70

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



ot o 1

—— A ——

Employer Organize Health Talk on Back Care
. ! Fad® |

Ever Attended Health Talk on Back Care 167 {22.5)
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4.2.10 Exercise Routine

The exercise culture of respondents was examined. One hundred and thirty
(17.5%) self reported that they regularly exercise, 286 (38.6%) reported that they only
exercise occasionally, while the majority, 325 (43.9%) reported that they never exercise

(Table 13). This shows a poor exercise culture among the respondents.
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4.3.1 Age, Gender :
» Marital Staus, Level of Education, Religion and Tobacco

e lits & e oy
Smoking Status Characteristics of the Low Back pain — Quality of Life (LBP-QOL.)

Sample

There were 23} respondents, 108 males (46.8%) and 123 females (53.2%). The
respondents were aged between 18 and 82 years with a mean age of 47.29 (SD = + 16.78
years) (Table 14). The socio-demographic characteristics of the [.LBP-QOL sample are
represented 1n Table 15. A sizeable number, 160 (69.3%), of the respondents were
matried. 50 (21.6%) were single, and 21 (9.1%) were separated, divorced or widowed.
Fifteen (6.5%) of the sample had no formal education, 38 (16.5%) had primary school
education, 98 (40.3%) had secondary school education, while 85 (36.8%) of the sample
had post secondary education. One hundred and twenty-nine (55.8%) of the sample were
Chnistians while 102 (44.2%) were Muslims. Fifteen (6.5%) respondents smoke tobacco

as at the time ot the survey while 62 (26.8%) of the respondents have ever smoked

tobacco.

The Visual Analogue Scale (VAS) score for pain rating was between the range of
| and 9 with a mean of4.22 (SD =+ 1.998) (Table 16). Each of the domains in the World
Health Organization BREF questionnairc was well represented in Table 16. The mean
scores for the domains are 54.124 (SD = = 12.214). 63.22 (SD = + 12.580). 61.61 (SD

14:329). and 64.88 (SD 13.509) for the Physical Health domain. Psychological

domain. Social domain, and the [‘nvironmental domain respectively (Table 16)
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Males

Females
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Table 15:>0cio-demographic characteristics of the (L8P-QOL) respondents

Variable

Category

%

Frequency
SeX Male 108 168
Female 123 53.2
A LE 43 18.6
30-39 a0 17.3
40-49 41 17.7
50-59 35 15.2
60 and Above 72 31.2
Marital Status Single 50 1.6
Married 160 69.3
Others® 21 9.1
Occupation Office Worker 50 21.6
Artisan 53 22.9
Trader 70 30.3
Teacher 30 13.0
Unemployed 28 12.1
Level of Education None”® 15 6.5
Primary 38 16.5
Secondary 93 40.3
Post Secondary 85 36.8
Religion Christian 129 55.8
Muslim 102 44.2

. b
*_ separated/Divorced/Widowed.
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Table 15 (Cont’d): Socio-demographic characteristics of the (LBP-QOL) respondents

“Variable Category Frequency %
Duration of Low Back Pain Acute (Lessthan 2 Weeks) 9 3.5
Sub-Acute (2 Weeks — 3 Months) 90 39.0
Chronic (More than 3 Months) 133 57.6
Low Back Pain Severity  Mid (VAS® 0 - 3) 93 40.3
Moderate (4 - 7) 126 54.5
Severe (8 — 10) 12 DY
Currently Smoke Yes 15 6.5
No 216 93.5
Ever Smoked Yes 62 26.8
No 169 784
Exercise Routine Regularly 15 8.2
Occasionally 79 34.2
Never 133 57.6

= Visual Analogue Scale
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Table 16: Visual AnalogUe Scale {VAS) Score and World Health Organization qQuality of Life
(wHo-QOL) BREF Measurement; All Respondents

il

Variable Minimum Maximum Mean 50
“VAS Score 1 5 4.22 1.998
“WHO-QOL BREF Domains

Physical 25 81 54.24 12.214

Psychological 31 94 63.22 12.580

Social 25 100 61.61 14.329

Environmental 25 100 64.88 13.509
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4.3.2 Bivariate g i
naly '
YSis of influence of pomain score of QOIL. on associated

variables

4.3.2.1 Physic '
ysical Domain Score (PDS): The influence of socio-demographic and

other associated variables on the Physical domain summary score of WHO-QOL BREF

is as presented in Table 17. The female respondents had a significant]y better PDS (57.74

+ 12.318) as against males PDS of 50.24 + 10.844 (p < 0.001). Also, there was a

reduction in PDS with increase in age (p = 0.017) as those between the ages of 18 — 39

years had a PDS of 56.81 + 13.640 compared to those 40 years and above (52.80 +
11.128).

4.3.2.2  Psychological Domain Score (PsDS): The influence of socio-
demographic and other associated variables on the psychological domain summary score
of WHO-QOL BREF is as presented in Table 18. Maie respondents had a significantly
better PsDS of 65.59 + 12.685 compared to females with a PsDS of 61.14 + 12.160. This
difference is statistically significant (p = 0.007). Also, there was a reduction in PsDS with
increasing age (p = 0.044). Respondents 40 years and above reported a PsDS of 61.97 +

11.895 compared to respondents between the ages of 18 and 39 years. Married

respondents had a significantly better PsDS (67.82 + 13.194) compared to married

respondents (61.73 + 12.269) and respondents who are either separated, divorced or

widowed (63.62 + 11.223) (p = 0.011). The PsDS of respondents who reported their Low

Back Pain 1o have started less than 2 weeks duration before the timic of the survey is
n

ficantly higher (69,63 + 12 ()59) than respondcnts with Low Back Pain of between 2
significantly > -

- 1 7 ‘ ll(l C h(}\ C ‘ m(mth dllr;lll(‘ll (h“ 8()
weeks and 3 m()nth Urdll (

+ 11.809) (p = 0.007).
79

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4.3.2 Bivariate an ]
aly I
YSis of Influence of Domain score of QOL on associated

variables

4.3.2.1 Physical Dom q;
ysieal Domain Score (PDS): The infuence of socio-demographic and

other assoclated variables on the physical domain summary score of WHO-QOL BREF
is as presented 1 Table 17. The female respondents had a significantly better PDS (57.74
+ 12.518) as against males PDS of 50.24 + 10.844 (p < 0.001). Also, there was a

reduction I PDS with increase ip age (p = 0.017) as those between the ages of 18 — 39

years had a PDS of 56.81 + 13.640 compared to those 40 years and above (52.80 *

11.128).

4.3.2.2 Psychological Domain Score (PsDS): The influence of socio-
demographic and other associated variables on the psychological domain summary score
of WHO-QOL BREF 1s as presented in Table 18. Male respondents had a significantly
better PsDS of 65.59 + 12.685 compared 1o females with a PsDS of 61.14 + 12.160. This
difference 1s statistically significant (p = 0.007). Also, there was a reduction in PsDS with
increasing age (p = 0.044). Respondents 40 years and above reported a PsDS of 61.97 +

11.895 compared to respondents between the ages of 18 and 39 ycars. Married

respondents had a significantly better PsDS (67.82 + 13.194) compared to married

respondents (61.73 % 12.269) and respondents who are either separated. divorced or

widowed (63.62 + 11.223) (p 0.011). The PsDS of respondents who reported their Low

Back Pain to have started less than 2 weeks duration before the time of the survey is
dCK lain to nh

significantly higher (69 63 + 12.059) than respondents with Low Back Pain of between 2
1ignific g : '

| those above 3 months duration (64.89
, 60.18 + 13.171) and
weeks and 3 months duratjon (

+11.809) (p = 0.007).
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4.3.2.3 Social Doma;j
' Score (SDS): The influence of socio-demographic and

associat ' -
other ated variables on the social domain summary score of WHO-QOL BREF 18

as presented 1n Table 19, The §pg reduced significantly witl increasing age (p = 0.048).
Respondents between the ages of 18 and 39 years reported a SDS of 64.10 + 16.099 as
against respondents 40 years and above with a SDS of 6021 + 13.084. Single
respondents had a SDS of 66.12 + 17.314, Married respondents had a SDS of 60.31 £
13,130, while respondents who are either separated, divorced or widowed had a SDS of
60.71 + 13.817. The SDS change based on marital status is statistically significant (p

0.041). The SDS of respondents with a Low Back Pain with a duration of less than 2
weeks was significantly better (72.63 + 19.493) compared 10 respondents with LLow Back
Pain of between 2 weeks and 3 months (58.37 + 13.364) or respondents with Low Back
Pain of a duration more than 3 months ( 63.14+ 14.153) (p = 0.004). Respondents whose
work schedule require them to work both Day and Night had a significantly better SDS
(68.42+ 14.815)1n comparison with respondents who work Day only (61.28 + 14.083) (p

= 0.037). The SDS of current smokers (68.80 + 10.523) was significantly better than

respondents who do not currently smoke (61.11 £ 14.443) (p = 0.044). While the SDS of

respondents who have ever smoked is also significantly better (66.26 + 12.254) than

respondents Who have never smoked tobacco (39.90 + 14.685) (p = 0.003).

4.3.2.4 Environmental Domain Score (EDS): Table 20 shows the influcnce ot

ables on the environmental domain summary

the socio-demographics and associated varl

aje respondents reporied a significantly better | DS

score of WHO-QOI BREF. Fem

an EDS of 39.99 13,635 (p < 0.001). Beiny

(69.18 = 11.882) comparcd (o males with

\ N09) Respondents 40 vears and above
T o better EDS (p 70
older significantly relates to &
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rep(med an EDS of 66.61 + 11973 compared {0 respondents within the 18 — 39 age
oroup who reported an EDS of 6181 + 15490. The difference in the EDS among
respondents based on their exercise routine was significant (p = 0.003). Respondents who
qever exercise had a better EDS (66.64 + 12.325) as against respondents who

occasionally exercise (64.14 £ 12.169), while respondents who regularly exercise had the

lowest EDS of 55.68 + 21 499

81

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



_Vanable paEEe Mean ¢ Sp Test Statistics P-Value
Gender Male
50.24 + 10.844 - 4.868 0.000
L Geqriale 57.74 1 12 318
fge e 56.81 + 13.640 2.415 0.017
40and Above 52.80 £ 11,128
Religion Christian 54.88 + 12.126 0.886 0.376
Muslim 53.44 + 12.325
Level of Education None? 5213 + 10.211 T 1027 0124
Primary 57.18 +10.924
Secondary 55.27 + 12.260
Post Secondary 52.18 + 12.795
Marital Status Single 57.06 + 13.258 2406 0.093
Married 53.08+ 12.044
Others® 56.38 + 9.816
Orceugtion Office Wotker 51.12 12 391 1427 0-226
Artisan 56.32+11.315
Trader 55.31 +13.209
Teacher 53.00 £ 11.510
Unempioyed 54.54 + 11.230
Duration of Low Back Pain  Acute’ 61,13 +10.947 Tdb DL
Sub-Acute® 53.21 +12.525
Chronic® 54.53 + 12.005
‘Low Back pain Intensity ™ild Al il o o
Tiodarste 54 62 + 12.780
S 56.75+ 8.656
_Work Schedule B | Day Only -- Mw SR o e

E No Formal Education,

weeks and 3 Months,

Both Day and Night

b_ Separated/ Divorced/

¢_ More than 3 Months
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54.84 +11.625
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Table 17

{Cont’d): Influence of Py .
ysical domain sUmmary score of QQL on associated variables

Eable Category Mean + SD Test Statistics P-Value
Knowledge on Back Yes 50.69 +13.989 1782 0.076
Care through Health Talk NO 5181 +11.844
“Currently Smoke Yes 52.60 + 9.341 .0.538 0.591
No 54.36 + 12.398

Ever Smoked Yes 55.97 + 10.634 1.302 0.154
No 53.61 +12.715

Exercise Routine Regularly 57.53 + 14.151 1.252 0.288
Occasionally 55.04 £ 12.884
Never 53.30 + 11.477
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T 18: Influence of P Ta
y score o QO on associated variables

“Variable Category v
S — ean t Sp Test Statistics P-Value
65.59 + 12 685 2.722 0.007
\ Female BT 5 160
Age 18 - 39
65.45 + 13,506 2.027 0.044
40and Above 61.97 + 11.895
Religion Christian :
62.43 + 12532 -1.069 0.286
Muslim 53.44 + 12 325
RS ¥ Education None* 61.07+13477 0770 0512
Primary 62.63 + 9.559
Secondary 64.70 t 13.086
Post Secondary 62.25 + 13.073
Marital Status Single 6782 + 13.194 1614 0.011
Married 61.73 +12.269
Others’ 63.62 + 11.223
Occupation Office Worker 62.04 +14.251 0.232 0920
Artisan 63.64 + 12.836
Trader 64.13 + 10.849
Teacher 62.77 + 13.690
Unemployed 63.22 + 12.580
Duration of Low Back Pain Acute® 69.63 £ 12.059 5016 0.007
Sub-Acute® 53.21 +12.525
Chronic 54.53 + 12.005
Low Back ;;EainTnfer_is—ity_— Tmid Gentled 14007 o4zl 0.625
Moderate 63.95 + 12.642
Severe 62.67+ 11.594
™ “Day Only e  63.35+12.726 0.256 0.798

= No Formal| Education.

Both Day and Night

weeks and 3 Months, €= More than 3 Months

81

— ; ¢
b_ separated/Oivorced/ Widowed

54.84 £ 11.625
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Table 18: Influence of Psycholge: i
vEnological domain >UMmary score of QOL on associated variables

“Variable Category =
T == €an * SD Test Statistics P-Value
65.59 + 12 685 2.722 0.007
Female
e 61.14 + 12,160
Age 18 - 39
65.45 + 13 506 2.027 0.044
40 and Above 61.97 + 11 895
Religion Christian :
62.43+ 12 53 .1.069 0.286
Muslim 53.44 + 12 325
Level of Education None®* A VEEYE g, e
Primary 62.63+9.559
Secondary 64.70 + 13.086
Post Secondary 62.25 + 13.073
Marital Status Single 67.82 + 13.194 4.614 0.011
Married 61.73 + 12 269
Others’ 63.62 + 11.223
Occupation Office Worker 62.04 + 14.251 0.232 0.920
Artisan 63.64 + 12.836
Trader 64.13 + 10.849
Teacher 62.77 + 13.690
Unemployed 63.22+12.580
Duration of Low Back Pain . Acute’ 69.63 + 12.059 5016 07
Sub-Acute® 53.21 £ 12.525
Chronic® 54.53 + 12.005
T\ oY ity “Mid  6230£12681 0.471 0.625
Moderate 63.95 + 12.642
- 62.67+ 11.594
_V—VoFi Schedule Dlay-o'.“—y f BB £12726 v e

=N b Sepératéd/ojvorced/widowed,

’= No Formal Education,

weeks and 3 Months, ‘= More tha

n 3 Months

84

Both Day and Night

54.84 + 11.625
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ain
variables summary score of QOL on associated
il Category Mean + SD Test Statistics P-Value
“Knowledge on Back L85 61.47 +12.255 -0.848 0.397

Care through Health Talk No 63.50 + 12.639

Currently Smoke M 68.07 £ 10.396 1.547 0.123
No 62.88 + 12.669

“Ever Smoked Yes 65.42 + 11.696 1.614 0.108
No 62.41+12.828

Exercise Routine Regularly 66.84 £ 13574  1.335 0.265
Occasionally 63.99 £ 12.925
Never 62.25+12.195
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variables OMaIN summary score of QOL on associated

.——l-'__. l

_Y e L2lcEQry Mean +SD Test Statistics P-Value
Knowledge on Back Yes B WET T o === =

h h h
Care through Health Talk No 63.50+ 12.639

Currently Smoke e 68.07 + 10.396 1547 0.123
No 62.88 + 12.669
fver Smoked ves 65.42 + 11.696 1.614 | 0.108
No 62.41 + 12.828
“Exercise Routine Regularly 66.84 + 13574 1.335 0265
Occasionally 63.99 +12.925
Never 62.25+ 12.195
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Tabje 19: Influence of Social doma
. SUMmary seore of QOL
5 ON associated variables
Variable Categow - +
L ean t Sp T 3
Cender = Test Statistics P-Value
62.77 + 15,594 1.156 0.249
Female
ol 60.59 + 13.098
Age 18 - 39
64.10 + 16.099 1.991 0.048
40
and Above 60.21 + 13.084
“Religion Christi
ristian 61.81+13.773 0.247 0.805
Muslim 61.34 + 15.067
“Level of Education a —
None 55.47 + 14 995 1434 0.234
Primary 60.47 +12.210
Secondary 63.32+14.777
Post Secondary 61.14 + 14.472
Marital Status Single 66.12+ 17.314 21R5 0041
Married 60.31 +13.130
Others” 60.71 + 13.817
Occupation Office Worker 60.26 + 14.168 0.927 0.449
Artisan 64.64 +15.580
Trader 61.73 +13.404
Teacher 60.03 +13.927
Unemployed 59.64 + 14.883
Duration of Low Back Pain Acute’ 72.63 +19.433 5.642 0.004
SUbACUted 58.37 +13.364
Chronic® 63.14 + 14.153
o 6L17¢14583 0370 0691
Low Back pain Intensity Mi
Moderate 62.19+ 14 585
+ 9,124
Severe 58f_3 I .
. NI B SSR-__ " 61.28+14.083 -2.096 0.037
Work Schedule Day Only

N 5. Separated/Divorced/ ko)

’- No-Formal gEduycation,

weeks and 3 Months,

Both Day and Night

‘. More than 3 Months
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54.84 t11.625
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“Jariable Catego

Vari Eory Mean ¢ SD Test Statistics P-Value
g on Back

Knowledge Yes 61.00 + 13 344 -0.257 0.797

Care through Health Talk No 61.70 + 14.510

e —

Currently Smoke W 68.80 + 10.523 2.024 0.044
No 61.11 £ 14.443
“Ever Smoked ves 66.26 + 12.254 3.042 0.003
No 59.90 + 14.685
“Exercise Routine Regularly 62.53 +21.185 0.528 0.590
Occasionally 62.78+ 14.763
Never 60.77 + 12.889
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OMain summary score of QOL on associated variables
Variable Categor
2 Mean £ SO Test Statistics P-Value
der M
oSk e 59.99 + 13 635 5473 0.000
et 69.18 + 11.882
Age 18 -39 61.81 + 15.490 2625 0.009
40 and Above 66.61 + 11.973
@igion Christian 64.89 + 13.632 0011 0.992
Muslim 64.87 +13.418
Tgvel of Education None® 63.87 + 8.305 1,376 0.251
Primary 6892+ 12.133
Secondary 64.30 +£15.051
Post Secondary 63.89 + 12.895
“Marital Status Single 61.13+16.099 3.000 0.052
Married 65.57 +12.989
Othersb 68.62+ 8273
— “1297 0272
Occupation Office Worker 63.58 +14.618 1.297
Artisan 62.02 +17.904
Trader 67.13+9.635
Teacher 65.57 + 10.670
Unemployed 66.29 +12.448 - R
5 c 63.50 +12.212 0.410 0 664
Duration of Low Back Pain Acute s eo
+ .
Sub-Acute’ 8.9
, 57+ 13.569
Chronic® 0227 N —
_,_,M—,Td——f"__an +11.875 0.540 |
~ - i
Low Back patn Intensity 65.37 + 14.667
Moderate
61.17 + 13.174
SEuet€ 0.054
B 65 32+ 13.272 1.933
- Day Only
Work Schedule 2nd Night 59,00 + 15913
BOth Day | « 2 Weeks - Between 2
: ed/Widowed. -Less than '
- _ Separated/DIvor

>~ No Formal Education,

ths
weeks and 3 Months, ¢_ More than 3 Mon
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s domain summary score of QOL on associated
.-—"_.t ‘

Variable Category Mean ¢ SD Test Statistics p-Value
“Knowledge on Back le2 63.44 +15 703 -0.651 ek

th h Health
Care throug He Talk No 65.12 + 13.152

“Currently Smoke L 65.67 +9.186 0.232 0.817
No 64.83 + 13.772

“Ever Smoked Yes 67.26 + 10.706 1.624 0.106
No 64.01 + 14.331

“Exercise Routine Regularly 5568 + 21.499 5889 0.003
Occasionally 64.14 +12.169
Never 66.64 + 12.321

—ac
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4.3.3 Multiple Reprecc: :
BRI rc"‘tmg Domain score to predictor variables

4.3.3.1 Physical pomaip Score (PDS) and p

redictor Variables: Table 21

represents the multivariate analysis relating pDS 1o predictor variables. Being a female (p

. Is a significa ' e
<0.001) g Nt positive predictor, While Increasing age is a significant negative

predictor of PDS (p = 0.007).

4.3.3.2 Physiological Domain Score (PsDS) and Predictor Variables: Table 22
shows the multivariate analysis relating PsDS to predictor vartables. Being a male is a
significant positive predictor (p = 0.013). Being married is a significant negative

predictor (p = 0.027)

4.3.3.3 Social Domain Score (SDS) and Predictor Variables: Table 23 shows
the multivariate analysis relating SDS to predictor variables. Low Back Pain experience
between 2 weeks and three months (Sub-Acute) is a significant negative predictor (p

0.038). History of ever smoking tobacco is a significant negative predictor (p = 0.013)

4.3.3.4 Fnvironmental Domain Score (EDS) and Predictor Variables: Table

74 shows the multivariate analysis relating EDS 10 predictor variables. Being a female is

dictor (p < 0.001). Exercising occasionally (p = 0.047) and never

a significant positive pre

oni fi itive predictors.
exercising (p = 0.010) are significant positive P
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~ Gender (Female)

Age Group (2 40 years) -0.170
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(Chronic)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

-
psychological Domain Beta :
P-Value Lower Cl Upper C|
e
Constant 0.000 64.164 85.941
Gender (Female) -0.161 0.013 -7214 -0.874
age Group (2 40 years)  -0.065 0.445 12,664 6.049
Marital Status (Married)  -0.215 0.027 -11.039 -0.655
Marital Status (Others) -0.112 0.206 -12.482 2.711
Llow Back Pain Duration  -0.225 0.157 -15.712 2.560
{Sub-Acute)
Low Back Pain Duration  -0.090 0.617 -11.222 6.671



- Multiple re i . _
lable 23: le gression relatmg Social | : e |
O prEdlCtor variable s

..-"--__

§ocial Domain

Beta

P-Valye Lower Cl Upper Cl
—

SR 0.000 65.972 108.689
Age Group (2 40 years)  -0.041 0.647 53 30!
Marital Status (Married)  -0.081 0.397 -8.583 3.417
Marital Status (Others) -0.028 0.728 12 858 3 996
tow Back Pain Duration ~ -0.378 0.038 221424 0612
(Sub-Acute)
Llow Back Pain Duration  -0.300 0.097 -18.831 1.574
(Chronic)
Work Schedule (Others) ~ 0.111 0.124 -1.507 12.377
Current Smokers 0.070 0.348 -12.704 4.499
Ever Smoked -0.188 0.013 -10.714 -1.252

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



24: Multiple regressio i :
Table PI=TCE N relating Environmental domain
SCOre to predictor variables

e °
Environmental Domain Beta
P-Value Lower Cl Upper ClI
gL oY
Constant
0.000 30.625 47.727
Gender (Female) 0.319 0.000 Bch 11.868
Age Group {2 40 years) 0.123 0.051 0016 6.912
Exercise Routine {Occassional) 0.225 0.047 0.075 12,722
Exercise Routine (Never) 0.297 0.010 1.918 14.264

p—————
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Environmental Domain Beta ST e Upper CI
s
Constant 0.000 30,625 47.727
Gender (Female) 0.319 0.000 - e 11.868
age Group (240 years) 0.123 0.051 0.016 6.912
Exercise Routine (Occassional)  0.225 0.047 0.075 12.722
Exercise Routine (Never) 0.297 0.010 14.264
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4.3.4 Percentile Classifijcation of Respondents’ QL

overall QOL
The QOL of each respondent was further computed by adding up all
domains and they were Classified based on percentile score, The overall best scor€
ainable for any respondent is 400 (100 from each domain). Respondents with a >70"

percemi\e (score of 2280) was classified as having a good QOL., respondents Score

" and 69" percentile (score of between 200 and 279) were classifeied as

between 0
having a faily good QOL. while respondents with scores less than the 50" percentile

(score of < 200) were classified as having a poor QOL.

The percentile classification of respondents QOL is as shown in Table 25. Thirty-

four respondents (14.7%) have a good QOL. The najority, 156 (67.5%) has a fairly good

QOL while 41 respondents (17.8%) has a poor QOL.
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Chapter v

DISCUSSIO
N, CONCLUS[ON AND RECOMMENDATION

5.1 DISCUSSION

The point, annual and lifet;
; ’ Ifetime : :
prevalence found in this study are 31.2%, 6!.1%

70 6% respecti hich is <im;
and /0.6% respectively which is simi|ar o those found in industrialized developed

ntries. The pred; ] -
countrtes. the predisposing factors that were significant in the multivariate analysis

' e being 40 years ' : |
includ © Y and older, occupation as an artisan, occupation as a trader,

assuming Vvaried posture and continuous sitting for more than 3 — 4 hours. Other risk
factors are transport duration to work more than 30 minutes, use of computer, previous
history of trauma, never attending a health care talk on back care, ever smoked and not
having a regular exercise culture. Of 473 respondents who are gainfully employed and
have ever experienced Low Back Pain, 76 respondents (16.1%) reported taking a tetal of
238 days off work (Mean = 3.13 days + 3.117). The most affected quality of life domain
found in this study was the Physical domain which has a mean quality of life score more

than the psychological. social or environmental domains. The results of this study that

found that being female, increasing age. €ver smoked tobacco. and increasing exercise

intensity has again reemphasized the effects of socio-demographic variables on  the

outcome of Low Back Pain.

5.1.1 Prevalcnce

i this studly is 31.2%. 1 his is similar to

lence of Low Back pain

The point preva . |
2001) with a point prevalence

Lecetal.{
the study by I'rymoyer & ('ats-Daril (1991) and
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raging 30%. The findin :
ave &s of this study gre however higher than those of B cija et al.,

(2005) who reported a point preval p
eNce of 12.8%. This difference may be due Lo the fact

t Benja et al., (2005 :
o ) conducted thei study among health workers in a hospital setting.

The annual pr "Low '
prevalence of Low Back Painis 61.1%. This is higher than the annual

prevalence reported by Omokhodion (2004) which was 44%. This may be due to the fact

okhodin’s * ' :
that Om din’s survey was on those of low socloeconomic status only. Meanwhile,

Maniadakis & Gray (2000) and Quittan (2002) both argued that the annual prevalence of

Low Back Pain in any given population ranges from 15% to 45%. Beija et al., (2005)
reported an annual prevalence of 57% in a Tunisian population while Jordann et al.,
(2005) found an annual prevalence of 52% in a South African Population. The resutt of
this study may indicatc an increasing trend in the annual prevalence of [.ow Back Pan
over the years. This is in agreement with the report of Mayosi et ai. (2009) who
predicted the burden of non-communicable disease would probably increase as thc roll
out of antiretroviral therapy takes etfect and reduces mortality from HIV/AIDS.
Although. reporting majorly about health workers, De Gaudemaris et al.. (1986) and

Burgmeier et al., (1987) reported that the yearly prevaience of Low Back Pain varies

1 this range.

from 6% to 62.4% . The result of this study falls withi

0% of the any samplcd population suffers from

It is commonly reported that 5S0-8

| back pain at least Once in their lifetime (Zinzen, 2002; Mijiyawa et al.,
idiopathic lower bac

corroborated DY this study

v Back Pain at lcast once in their lifetime

which found that 70.6% of the
2000). This appears to be

ing experienced LOY

' r haV

])OI)UIatlon GCO [Cd “

l t diC’ (l l()ﬁ'mzmn C’I tll.. 2002, BC/.JE]OU(:I‘[{], ]Q()Z‘
c thed Stu S

This finding 1s In line with

985: Charbotel €t

L 2003; Smedley ct al., 1993)

Cassou & Gueguen, |
98

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



5.1.2 Risk Factors

Being aged 40 years and 1S aq;
above is a significant risk factor in developing Low Back

Pain. This study found that those aged 40 years and
an

above are about 4 times more likely

develop Low Back Paj IS ;
[OIEVCIOR Pain. This is expected and in line with the findings of Borenstein

(2000) and Borenstein (1999) who reported that Low back pain predominates in middle

age (45 10 64 years). The association between advanced age and Low Back Pain was

reported by several authors (Razaee et al., 2010; Beyja et al., 2005: Leger et al., 1994;

Adams et al., 1999; Gaudemaris et al 1986). This association may be explained by the

senile spinal degeneration processes that accompany increasing age. This means the
cffect of the inconveniences that are associated with Low Back Pain is fclt in the general

populace as the middle class, which is the most productive group are affected physically,

socially. and economically.

Traders in this study are found to be about 4 times more likely to develop Low

Back Pain. An explanation as to why this is so may be cxplained by the studies of

Smedley et al, (1995), Troussicr ct al.,, (1993). Bordes et al.. (1996), Massironi ¢t al.,

(1999). and [.aubli et al.. (1981) who reported that those at high risk of Low Back Pain

1 | | { their
osition. ¢xperience static naturc o
ndivi r assunic the Seatcd P
arc 1nd|\1duals who often

inappropriate furniture. This is similar to

: 1t on
activities. assume awkward postures, and s

0 | -' roup of pcople
h l = Ol' lradCTS in the populalion n this Slud). Traders arec a g up pcop
lhe characteristics

in Zero Income for the period they are away, [he
S o

, ' cSult
whose absence from work oftenr

nakcers (0 ensurc adcquate information throuch

N 4 l
[indings of this study could inform policy

care for this group ol individuals to help

' s on back
diffcrent trade unions O ther meniber

improve their health.
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This study found that <it;
Sitli i
16 continuously for more than 3-4 hours is a significant

isk factor as individuals with th; £y
- this characteristic are about 6 times more likely to develop

Low Back Pain. This

1S sitnilar t i
0 the findings of Rezaee et al., (2010) who found with

‘tive association tha : )
pOSl c t lhe Onl)’ elgononllc hazard fOr developing LO\\’ BaCk Pain was

sitting more than four hours. Similarly, Omokhodjon & Sanya (2003) concluded that

' d severity of low in i : -
increase y ot low back pain is assocjated with sitting for more than three hours.

Continuous sitting for more than 3 — 4 hours could prove dangerous to health. The

association could be due to the fact that habitual continuous sitting may result in a

scdentary lifestyle, lead to obesity, and a compromise of the musculoskeletal integrity

results especially when the individual sits continuously on an un-crgonomic furniture.

This study found that computer users are about 7 times more likely than non users
to develop Low Back Pain. This association was predicted by Waverley (1999) and this

prediction informed the study of Adedoyin etal., (2003) who found this rclationship to be

significant. Adedoyin et al., (2003) reported that Low Back Pain is linked with poor

sitting posture cspecially when computer users spend a lot of time behind the device. In

jati ‘c bel ' nomic
the population studied, this association may have being duc to a dcarth of crgonom

furniture for computer USErs.

[nf . i often said to b€ key. This study found individuals who have cver
nformation 15

| less likely to ever experience Low
, to be about 5 tnes
attended a health talk on back carc .
i supported by Hall et al., (2012) who mcntioned the importance
Back Pain. This finding 1S

the media) would greatly reduce the

i hrough
of information about a chromic discase (1hroU

JIth carc as individuals are better informad
¢ t a

and also improve he

incidence of the discase
espondents who

have ever attended or heard

e gqudied, T
of what to expect. I the popuhlll()n 5t :
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This study found that «iss:
SIUng conti
nuously for more

than 3-4 hours is a signiﬁcant

ik factor as individuals with (1 st
: his characterjstic are aboul 6 times more likely to develop

Low Back Pain. This is similar (o the T
ezaee el

al., (2010) who found with

tive association that , .
positive hat the only ergonomic hazard for developing Low Back Pain was

itt; ore than fi imi
sitting more than tour hours. Similarly, Omokhodion & Sanya (2003) concluded thal

- severity ] In | - -
increased y of low back pain is assoclated with sitting for more than three hours.

Continuous sitting for more than 3 - 4 hours could prove dangerous to health. The

association could be due to the fact that habitual continuous sitting may result n a

sedentary lifestyle. lead to obesity, and a compromise of the musculoskeletal integrity

results especially when the individual sjts continuously on an un-ergonomic furniture.

This study found that computer users are about 7 times more likely than non users
to develop Low Back Pain. This association was predicted by Waverley (1999) and this

prediction informed the study of Adedoyin et al., (2003) who found this relationship to be

sienificant. Adedoyin et al., (2003) reported that [ ow Back Pain is linked with poor

| j ~ t of time behind the device. In
sitting posture especially when compuler users spend a lot o

. 5t y iC
the population studied. this association may have being due to a dearth of crgonom

furniture for computer users.

This study found individuais who havc ever

Information s often said to be key.

5 times less likely to ever experience Low

|
attended a health talk on back care to be abou

et al.. (2012) who mentioncd the importance

SN  Hall
Back Pain. This finding !S supported by

. ' d oreatly reduce the
nic disease (through the media) WOULE EEIE
' ’ rofil
of information about a €0 . |
¢ health carc as dividuals are better informed
]mpr()V' ¢
e and also

el diseas
Qidence of e andents who have ever attended or heard
1 .

of what 1o expect. In the population i
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ding could guide polic
P PO STk Policies that would encourage employers of

to organize health .
labOur 2 talk on health topics including back care as this would assist

reduce the 111cidence of Low Back Pain in the community

Iransport duration to and from work has been a controversial topic in literature,
This study found that transport duration more than 30 minutes predisposes individuals to
developing Low Back Pain by a factor of 6. This is in line with the findings of Fancllo et
al., (1999) and I'urber et al., (1992) in which the association is well established. Although
it is against the findings of Beija et al, (2005) who reported that neither transportation
means. nor journey duration was associated with Low Back Pain. Our study may have
found transport duration a significant risk factor because most of respondents who

answered in the affirmative of transport duration greater than 30 minutes usc the public

transport system. It may be beneficial to investigate the effect of the public transport

system on developing Low Back Pain among this population In future studies.

R dents who had ever smoked are about 5 times at risk of developing Low
esponde

: e ie cimilar to the findings of numerous studies in
Pai ' tudy. This 18 similar
Back Pain according to this s

Jificant relationship between smoking and occurrence of
gl

literature that have found a si

| 2005 Omokhodion & Sanya. 2003; Connor & Marlowe.

gV Sndl etz . - ‘ | 1995: Harrcby
| 1987; Frank & Townsend. 1993 Toroptsova ct al., v FREIER
1993; Burgmeier €t al., ’

lHowever, Som¢ studics have shown a lack ol
oweVver,

& Blotman, 1998).

. T S

el al.. ]996, |homa I |4 occurTence of Low Back I’ain
' ng o 1acCo

ignifi association between e , .

signilicant 2100} Althotgh the biotogical mechamsm s

ot ol
(Cilliers & Maart, 2013; Omokhodion €t
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ion of nutrient e .
absorption Of nultrients by the gjscs iy the back. It 450 slows lealing and leads to a

olonged pain experience. e
prolong Perience. Also, it is thought (hat smoking may lead to reduced

1th respi ' ‘biditi :
with respiratory morbidities but s have an impact on the musculoskeletal integrity

which may have an econornic itnpact on the public as most individuals who smoke are

thosc in the active productive age proup.

Results of studies about relationship between physical activity and Low Back
Pain are inconclusive. While some authors have indicated repular physical
activities/exercise as a risk factor (Thomas & Blotman., 1998; Demblans-Dechans ct al.,
1988) and some rescarch showed no association between the two variables (Rezaee et al.,
2010). the findings of this rescarch is similar to those of a number of studies (Beija ct al..

2005: Smith et al., 2003: Matsui et al., 1997, Fanello et al., 1994) that reported protective

effects of regular physical activities. In fact, our study found out that compared to those

. . - ; . -
cerch hvsical activities. those who occasionally
who regularly exercise and engage in Py

) | | , ' l) i Ba

' | it ' ’ - higher
h)’Slcal activities have an extremel)
. . . y ] never engage in P
Pain while individuals who

. Thi - tion has been explained by the
. LO\V BaCk Paln‘ rhls dSSOcCla
odds of 45 times to develop

which help to maintain and/or improve the dexterity
SCS

o
benefits of regular graded ex¢rcl | |
intact. Studies which found an direct

ctal Structurcs

oskCl

e e Back Pain occurrence may have
"t » 13ack v aIn O ,

. between physica! activitics and Lo BACK

or zero relationship Oct | o
| ' ¢ ‘NS were not raded
nysical cxerciSCs inquired ol respondent g
. that the phy~!

been due to the fact that

102
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A number of Low Back Daini it
i bl sharp movements such as rotation
and bending down which the ;ndiviv1 -
individual 5 0 used to previously. Thus, regular physical
actjvities would condition
the body 10 tolerate moderate movement as required. A public

appeal to engage 1n regul ) .
2 = L Physical activity thys js advantageous not only 1n

maintaining a better cardi
& Ovascular health but alsg g Improve musculoskeletal integrity.
5.1.3 Abscentism

Out of the population who are gainfully employed and have cver experienced
Low Back pain, 16.1% reported taking time off work due to their Low Back Pain. This
proportion was similar to those reported by Linton (2001) — 15%. The value is however
not as low as the lindings of Mostafa (2007) that estimatcd 3.3% of industrial workers
bad sickness absence due to Low Back Pain. The rate reported in our study is also not as
high as those reported by Bejia et al. (2005). lL.allahom et al.(1990) and Caillard et al.
(1987). which were 26.1%. 25% and 24.1%. respectively but definitely not as

astronomical like those reported by Charuel et al. (1992) which was 93%. although the

study was among Work population alone.

Similar to our findings, which found a mean of 3.13 days taken off work due to

Low Back Pain. Omohkhodion (2004) reported a mean days off work of 3 days and Bejia
oW ' ,

p duration was 4.5 days. It is not as high as reported

et al. (2005) reported mean work sto

*15 davs. Unlike the developed world.
| ed a mean ol 15 day
by Lallahom et al. (1990) who repor

bepefits for time loss of work due to Low Back Pain
n or

there is no state compensatio

‘hodion, 2004). In !
(Omohkhodion, ) - (hus. individuals (and their
: > roug

n their wages

h daily pay

workers €ar .
blue collar ain mav be Hnancially

] )
work due to LOW Dack |

I > from
dependent families) abscnt
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5.1.4 Quality of Life

disability and emotional disturbance expenenced cannot be simply ignored, The most
affected quality of life domain found in this study was the Physical domain compared
with the Psychological domain, Social domain. and the Enviranmental domain. This is in
accordance with other studies (Wallace et al., 2009: Ekman ot al,, 2005; Keeley et al.,
2008: Kindermans et al.. 2011: Stefane et al., 2013). The Physical quality of life domain
comprises questions rclated to pain. discomfort, energy. fatigue. sleep and rest. revealing
the extent to which these factors are negatively influenced in respondents with Low Back

Pain. Hence. we may conclude that Low Back Pain affects the physical health dainain of

the patients morc than the psychological, social or environmental domains. This is 1n

concord with the results of other studies (Patrick et al, 1995 Suarez- Almazor et al.

2000).

Vi ho are females and of lower
~ hows that individuals w
The result from this Stlld}’ S

y I

hin the Psychological domain. being malc 1s a positive
gh

have these characteristicCs. Althoug

. ll:nnlc 1n(|l\ '-dll.'ll.q hd\t.‘
dain shows that ¢
nCnlal dom

: iron!
predictor but a look at the ¢nviron

The jac

that being female has an clicct on the quality of
t

an malcs

RE life th
better quality of lite 2008 Rabium ¢t al., 2007:

life has been reported in MU
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Antonopoulou et al., 2009; Ogunlap, et a

iy » 2012). Algo, increased age has an effect on
uality of lite as

the 4 y I'CPOI'th by our study and also by Anlonopou]ou et al (2009) and
Ogunlana etal. (2012). The result of

iz study has again emphastzed the effects of socio-

emographic vartables on
demog the outcome of ow Back Pain. Some studies (Picavet et al,

: Nyland and Gr; -
2002; Nyland and Grimmer, 2003; Web et al, 2003; Steenstra et al, 2001) have shown

increasing age at ' :
that | g age and being of the female gender are factors that predispose people 1o

Low Back Pain, reduced QOL and subsequent disability.

5.2 CONCLUSION

Findings from this study show that the prevalence of low Back Pain in a
developing country like Nigeria is similar to those of industrialized countries. Also. the
predisposing factors to developing Low Back Pain in the urban popuiation surveyed are
similar to those of the westernized world. As such, Low Back Pain is clearly not a disease
of the industrialized world. This may be due to Africans adopting western lifestyles.
Although. the economic impact due to abseentism from work is similar to those of the

developed world, when compared with the economy of a typical developing country like

Nigeria. the loss could be immense.

' [ ow Back Pain patients. Females have a
' quality of life 1n
especially gender and age on

d environmental domain while males have a better

better quality of life In the Physical an

- lence. this study underscores the umportance
nain. -

quality of life in the psych0]0gical doi

. e (pender, age. and mantal
tracteristics (g£¢
cmographic ¢h:

taki the sociod
of taking into account o -
g i1y all uspec! ol the patients” life when considenng
o ow ]y an d
in hne W

- )
status) of patients with LBI
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adequate therapy, and moving awa
Y from the '
medical approach of

a more bio-psychosocial appro. 1

of empoer; .
, : , Powering the patient to continue as actively as
posSlble with their

need for the ntroducti ”
the HGLOTS humanistic elemen; Into back care by considering other

lifestyle factors (exercise routine of the patients) and the duration of LBP experience.

5.3 RECOMMENDATION

Considering the results from this study, the following reconmendations are

hereby made:

1) This study discovered that ever attending a health talk on back care is
protective for Low Back Pain. As such, it is rccommended that employers are encouraged
to organize health care talk on back care pertodically for their employces as this would
help reduce the proportion of individuals with l.ow Back Pain in the community. Health

education on the avoidance of postures and activitics predisposing to [.ow Back Pain

should be provided to all occupational groups.

Thi ' transport duration for more than 30 minutes
2) This study also found out that transp

. . The majority of those with transport
: : , Low Back Pain. The ma
is a risk factor in developing

(han 30 minutes actually use the public transport sysiem which is
duration of more than .
{ due to bad roads and unkempt vchicles. As

ricoC het moVvemen

usually characterized by

h works to look at the effect of the public

; arc
such. it would be helpiul for futurc rese

m O urrcnce
ack I’aln CC
transport sys[cm on LOW B
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3) To ensure an intr .
oduction of 4 humanistic element into back care, 1t may
pe good If Health professionals wilize the WHOQOL-BREF questionnaire to periodically

155ESS the effectiveness of their intervention on the patient and especially how the

intervention is really having a positive effect on the patients QOL

4) Future research works may aim to determine the correlation between low

back pain and psychological issues as a number of studies have concluded that the
parameters detining the quality of life of patients with chronic low back pain are a
combination of physical and psychological ones. When taced with the managernent of
such patients, doctors should bear this in mind. Doctors should focus on active search {or
signs of depression and anxiety and better pain management in patients with chronic low
vack pain, especially in the presence of somatic co-morbidities. This can importantly

' ' hi ' to
lowers self-reported disability and improves quality of life. which can be expected

improve managcment of those patients.

5.4 LIMITATONS

This study has a number of limitattons:

3 tandardized and validatcd
. the use of a S
S SlUd) 1S

1 Strength of thi

. -F
questionnaire in W FHOQOL-BRE

depression which could be a limitation of our
I .

a 1 Q)
no 1 " d 10N d assess nXICty
{ Prllllarlly eSlg C to

4 correlation hetween Low Back Pain and

study as a number 0!

ing 1Nto.
. worth rescarciing
psychological 15sucs which is worth

107

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Although a co : e TP
2) 5 MIMUMty survey which provides a better estimate and larger

e than research

samp! oL Studying occupational groups alone, this study 1s not a

andomized clinical trial, the generalization of the results should therefore be cautious.

3) When considering the quality of life, we did not have a control group With
respondents without low back pain, which affects the comparability of data. It would

have been interesting to comnpare the quality of life of respondents with and without l.ow

Back Pamn.
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2) Although a community survey which provides a better estimate and larger

e T S S ——

randomized clinical trial, the generalization of the results shoyld therefore be cautious.

3)  When considering the quality of life, we did not have a control group With

respondents without low back pain, which affects the comparability of data. It would

qve been interesting 10 compare the quality of life of respondents with and without 1o

h

Back Pain.
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MINISTRY OF HEALTH

DEPARTMENT QF PLANNING, RESEARCH & STATISTICS DIVISION
PRIVATE MAIL BAG NO. 5027, OYO STATE OF NIGERIA

Your Ref. NO. ceuenneevncivernniieciiinennn

All communications shoild be addressed to

the Honorable Comnussioner quo)ing '

Our Ref. No. AD 137479/ éﬁ Z %%:tober, 2014
The Principal Investigator, |
Dcpartment of Epidemiology and Statistics,

Faculty of Public Health,

College of Medicine,

University of [badan, °
[badan.

Attention: Ogunsanya Gbolade
Ethical Approval for the Implementation of your Research Proposal in Oyo State

In responsc of your letter requesting for Renewal of your Rescarch Proposal tittled:
“Prevalence of Low Back Pain and its Effect on Quality of Life Among Residents in an

Urban Community.”

2. The committee has noted your compliance with all the ethical concerns raised in
the initial review of the proposal. In the light of this, I am pleased to convey to you the
approval of committee for the implementation of the Research Proposal in Oyo State,

Nigeria.
3 Please note that the committee will monitor closely and follow up the

implementation of the research study. However, the Ministry of 'Hea!th woulfi Iike. to
lave a copy of the results and conclusions of the findings as this will help in policy

making in the health sector.

&
. :'.TEEH'CII & Statistics |
search Fthical Review Commitice

D) ructa?.‘-l! (2

Secretary, Oyo Stale, Re
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STUDY PROTOCOL

Title of Rescarch: “Prevalence of Low Back Pain and Assessment of Quality of Life

among Residents in an Urban Community”

f
Name of Rescarcher(s): This study is conducted by OGUNSANYA, Gbolade Isaac O
the Department of Epidemiotogy and Medical Statistics, University of Ibadan under the

supervision of Dr. ADEDOKUN B.O and Dr. ADEBOWALL AS,

Purpose of the Rescarceh: The purpose of this study is to determine the prevalence of
Low Back Pain at the community level and to assess its occurrence with the quality of

lifc. Also, it 1s hoped the results from this study give informed advice on the risk factors

3 )
predisposing the comm anity members to developing [.BP.

' -

g tlechnique from cach houschold and the

sclected through a Multistage samplin

i 'a questionnaire.
obtain information from respondents through the usc of a ques:

investigator will

¢ it would take an avcragc of fifteen (15)

Duration of Rescarch: Tt 1s estimated tha

7 uestionnaire.
inible consenting adult 1o completely fill the part onc q
&

: ‘ cl R
minutes for cach 1ake an average of fificen (15)

The Quality of Lite questionnaire i

re research 1S expected to span

g estimated 10 cqually

h ' three (3) months.
minutes. The cnll

lanne cedure
process of this research as the pianned procecu

Risks: No risk 1s expected during the

does not include any invasive procedure.

anything financially-

[ L) e » 1 - t)k Lll

The outcom¢ of thi ol Also. this study ould help

the prevalence of Low I3

g that may predis
s study would hels

| Lk Pain. It is hoped
osc individuals 10 dcveloping L.ow Back
S

influcnce pohicy makers o ImMprovibg the
:

idenlify facior

that the findings of thi
(us ol (he pnpulacc
i a heal(heare Fac

‘ . E . LK Iil‘

Ovcra“ heallh Sta hty Iﬂr .ldcqll"w m;mmcnl

would be Cncouragcd to VIS
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CO r .: g ' ] )
ntidentiality: All information provided by you would be tagged with special codes.

Your hame w ;
ould not be requested from you, thus your information cannot be linked to

you directly or Indirectly in any way before, during, and after the study.

Voluntariness: Your participation in this research is totally voluntary and you have the

absolute right to withdraw your participation from the study at any time.

Duc Inducements: No compensation in the form of lost wages, cost of transport to and
from1 the rescarch site, and/or incentives will be provided you; the researcher(s) wili be

comiing to your community for the study.

Conscqucences of Participant’s Decision to Withdraw from Rescarch: Although you
have the absolute right to withdraw your participation from this rescarch at any time.
pleasc note that somwe oi the mforination that has been obtained about you before you
chosc to withdraw may have been modified or used in reports and publications and these
cannot be removed anymore. However, the rescarcher(s) promisc to make cffort in good

faith to comply with your wishes as much as 1t 1s practicable.

What Happens to Researclhi Participants and Comnunitics When the Research is
Over?: You would be duly informed about the outcome of this research through the head
of your community. The information provided would include the prevalence of Low

Back Pain in the community, the identified risk factors, and recommendations as to how
to prevent Low Back Pain occurrence
Any Apparent or Potential Conflict of Interest: [n cood faith, the rescarcher(s) declare

that there is no conflict of interest in this study: thus, there is no envisioned situation that

may prevenl the researcher(s) from performing their work with fear or favor.
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Confi 1ality: ' ' -
identiality: Al information provided by you would be lagged with spccial codes.

Your name w '
ould not be requested from you, thus your information cannot be linked to

you directly or iIndirectly in any way belore, during, and afier the study.

Voluntari : icipation in thi :
ariness: Your participation in this research is totally voluntary and you have the

absolute right to withdraw your participation from the study at any time.

Duc Inducements: No compensation i1 the form of lost wages, cost of transport to and

from the research site, and/or incentives will be provided you; the ressarcher(s) will be

coming to your community for the study.

Conscquences of Participant’s Decision to Withdraw from Rescarch: Although you
have thc absolutc right to withdraw your participation from this rescarch at any time,
pleasc note that some ol the information that has becn obtained about you before you
chosc to withdraw may have been moditficd or used i reports and publications and these
cannot bc rcmoved anymore. However. the researcher(s) promise to make effort in good

faith to comply with your wishes as much as 1t is practicabic.

What Happens to Rescarch Participants and Communities When the Rescarch is
Over?: You would be duly informed about the outcome of this research (through the head
of youwr community. The information provided would include the prevalence of Low

Back Pain in the community. the identified risk factors. and recommendations as 10 how

to prevent Low Back Pain occurrence

Any Apparent or Potential Conflict of Interest: In good faith, the researcher(s) declare

that there is no conflict of interest in this study: thus, there is no envisioned situation that

may prevent the researcher(s) from performing their work with fear or favor.
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INFORMED CONSENT FORNM

declare that I understands 10 the best of my ability the intent of the research Utled

“Prevalence of Low Back Pain and Assessment of Quality of Life among Residents in an

Urban Community”

I have had the opportunity to ask questions about the study and atl questions 1 have asked

have been answered to my satislaction. 1 would take part in this study with the
understanding that 1 know cnough about the purpose, methods, risks and bencfits of the
research study and | have the absolute right to withdraw (roin the study anytime at my

own will. 1 have also reccived a copy of this consent form and additional information

sheet to keep for myscil.

I therefore give the rescarcher absolute right 1o obtain my information and use 1t under

the terms of this rescarch.

name of Participant: ... NGEW i e,

Signature of Participants ...

Date: ..... .../ 2014

Namec of Researcher: OGUNSANYA., (ibolade Isaac

Signature of Rescarcher:

Phonce Number of Researcher: 0703 912 1112

Name of Rescarch Supervisor: Dr. ADEDOKUN .0

arch Supervisor:
‘e y ( f ch,c.ll‘(h ’
Signature 0

TTRILA

- isor: ORO*
wedrcher Supervisol:
Phone Number of Rese
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ETO ISE IWADI LESEESE

Akori Ise Iwadi- e : e
wadi: Iwadi ojule de ojule lori itankale eyin didun ati amuye igbe aye laarin

awon olugbe igboro.

O k : ’ TR D 2. P . .
ruko Awon Oniwadi: Oruko €ni t1 n o se 1wadi yi ni OGUNSANYA Gbolade Isaac
lati 1le eko fasiti t1 Ibadan labe akoso dokita ADEDOKUN B.O ati omowe

ADEBOWALE A.S.

Koko Iwadi: koko iwadi yii ni lati mo ipinnu lori itankale tsoro eyin didun ninu agbegbe
ati lati lawa loye nipa amuyc igbe aye awon tie eyin dun. Eyi yio pese ifitonileti ti yio mu
ki a mo inira ati i1sokunfa ipalara ati eyi ti yto se igbelaruge eto akoso nipa ifilele ati

atunse to dara fun awon olugbe orileede Naijiria,

[lana Iwadi: A o yan awon cniyan ti won to tun si ipo gege bi ise iscdale agbegbe

ontkaluku lati ojule de¢ ojule, awon oluwadi yio gba oro lenu oludahun nipa lilo awon

ibeere t1 a t1 seto sile.

AKkoko ti isc iwadi vi ati ti olukopa yoo kopa yoo gha: lkookan i1forowanilenu wo fun
ipcle akoko yio gbawa ni iseju medogun. Iwe iforowanilenuwo nipa amuye igbe aye yio

gbawa ni1 i1seju medogun. Iwadi yio st gba wa fun osu meta.

Ewu ti o wa ninu kikopa ninu isc iwadi yi: Ise iwadi yi koni pa e lara rara ni ona
Kankan.

Oun ti vo na olukopa lati je ara ise iwadi vi: kikopa re ninu ise iwadi yi ko ni na o ni
nnkan kan nipa oro owo.

Fre to wa ninu I8¢ iswwadi vi: Abo ise iwadi yi y10 lawa loye nipa itankalc eyin didun ninu

agbegbe. Fun afikun, ise 1wadi yi yio lawaloye nipa awon isokunfa eyin didun. A lero pe

yi yio wulo fun ijoba ati awon ti n se eto ilera lati dekun cvin didun ninu

abo iwadi e
n won yio ni anfani lati gba itonisona losi ilc twosan lat

awyjo. Awon ti 0 ba sopc cyin du

gba itoju.
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I[folantan: L iwadi t; P
n: Gbogbo esi iwadi ti a ba ko Jo minu 1twadh y1 ni a o fi nomba si dipo oruko re.
Ko si eni ti i iwad; e : '
ALl yo mo esi iwadi re nitori a 0 ni ko oruko re tabi oun ti enikeni le fi da 0 mo si
inu gbogbo oun ti a ba ko sile hipa abajade ise iwadi yi. Sugbon gege bi eto wa lati jeki

se iwad1 yi muna doko, awon oloogun oyibo ti 0 ba kopa ninu iwadi yi le mo awon ésl
iwadi yi.

Gbigba lati kopa: A o ni fi ipa mu enikeni lati kopa ninu ise twadi yi. Igbakigba si nt o

le yo ara re kuro ninu ise iwadi yi ti e ba fe.

IIfi ebun muni duro ninu ise iwadi: Ko s1 ebun bi tifuni n1 owo ise wahaia. owo oko
lati wa ati lati lo kuro ni ibi agbcgbe ise iwadi, gegebi oluwadi ohun tikalara re yio wa si

ojule de ojule lati sc ise iwadi naa.

Oun ti pipinu lati dekun ati je olukopa yo fa ati igbese fun di dekun ati ma kopa: O
le pinu lati ma kopa ni igbakugba. Kiyesi pc gbogbo csi iwadi ti a ti i ninu awon idahun
ibeere ti o fi sile la le tilo fun isc iwadi yi. A o le yo awon wonyi kuro mo. sugbon awon

onise iwadi se ileri lati sa agbara won lati se oun ti o ba fe.

Kini yo ¢ele si awon olukopa ati gbogho ilu nigha ti isc iwadi yi ba pari: Awon onise
iwadi yio Je ki1 o mo csi abajade isc 1wadi yi. Ao kede esi iwadi yi fun awon olort ilu yin.

Bi ise y1 ba se nlo. a o ma ti to o leti oun ti o le je ki 0 ma le tesiwaju ninu ise iwadi yi ati

nipa ilera ara re.

Awon atako isc iwadi yi: Ko si itako kankan ninu ise iwadi yi. a o si mo nnkan kan ti o

le di awon oluwadi yi lowo lati se ise won pelu iberu tabi la i saanu.
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IWE IPINU ATI IMO
EMI,

.......
OOOOOOO
.......
......
ooooo "
.................. l
""""""""" 2 9 0 8 9 0.9 o0 b Ve Ve b0 o s s s B0

bogbo ok i ' |
EPOBDO okan so wipe pege bi oye mi se mo, koko iwadi, pelu akori “Iwadi ojule de ojule

lori itank in di | ' -
ale eyin didun atj anmuye 1gbe aye laarin awon olugbe igboro™ yi yemi daada.

Mo ti ni anfaani lati beere awon ibeere nipa ise iwadi yi, mo de ti ri idahun to temi lorun
gba lowo oluwadi. Maa kopa nini ise iwadi yi pelu idaniloju wipe mo mo nipa idi, liana,
cwu ati ere to wa ninu ise iwadi yi. Mo si mo wipe mo ni agbara latj yo ara mi kuro ninu

1se iwadi y1 nigba toba wunmi. Mo ti gha eda iwe ipinu yi fun araa mi.

Fun idi eyi, mo fun oluwadi ni anlaani lati gba idahun mi at lati lo idahun mi [un ise

twadi yi.
Oruko Olukopa: . e

[fowosiwe Olukopa: ...

Ojo: ...../....../ 2014

Oruko Oluwadi: OGUNSANYA. (Gbolade Isaac

Ifowosiwe Oluwadi:

Ero Alagbheka Oluwadi: 0703 912 1112

Oruko Oludari Ise Iwadi: Dr. ADEDOKUN B.O

ffowosiwe Oludari Oluwadi:

O# ool koK ok

Fro Alaghcka Oludar) Otuwadi: 08
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P .
revalence of Low Back Pain and Assessment of Quality of Life
among Residents in an Urban Community

Dear Prospective Respondent,

Thank you for your interest in this research work. My name is OGUNSANYA, Gbolade Isaac. |
am a postgraduate student of the Department of Epideiniology and Medical Statistics, Faculty of
Public Health, University of Ibadan. | am undertaking a research work to determine the prevalence
of Low Back Pain at the community level and to assess its occurrence with the Quality of Life.
Also, 1t is hoped the results from this study give informed advice on the risk factors predisposing

community members to developing Low Back Pain.

This is a semi-structured health questionnaire and information provided will be used for intended
research purposes only. All information provided by you wili be tagged with special codes. Your
name would not be requested froin you, thus the inforination you provide cannot be linked to you
directly or indirectly in any way before, during, and after the study. Your participation in this

research is totally voluntary and you have the absolite right to withdraw your participation from

the study at any time.

It would be greatly appreciated if your answers to the questions reflect what the situation really is.

Please, indicate your interest to participate in this research by signing below.

Thanks for your cooperation.

Signature of Participant: ...

Date: ..... [ ol 2014

Note: We define individuals with Low Back Pain as those who have pain in the region indicated in

circles below
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P . .
revalence and Associated Risk Factors of Low Back Pain

Section A: Socio — Demographic Informatien

Sex:
a) Male

b) Female

Age (In Years). ............

Marital Status:

a) Single b) Married ) Separated 1) Divorced } Widowed

® ®Pe ®2° 0000008 00 e e 00
= 0 06000 000600 +000 0 d 9@ 06 0 0 0 49 9 oo
’

Level of Education

a) No formal Education b) Mrimary ¢) Secondary
d) Graduate e) Postgraduate
Religion
a) Christian ) Mushm )} Traditionalist d)Others:.................

Section B: Predisposing Factors

7)  Which of the following postures do you assume maost at home or at work? ftick the most appropriate]

a) Leaning forward b) Lifting ¢) Standing

d) Sitting e) Varied

8) Which of the following is your inost frequently used form of transpon? [tick the most uppropriate]

a) Foot b) Private Car ¢) Public Transport

9) How much tiinc do you centinaously spend at once in the sitting position on average per day? ftick the

maosi appropriatc|

) More than 3-4 hours

a) Less than 3-4 hours

If vou worlg, please provide answers to guestions 10 to 15. Otherwise, skip to Scction C
9

() What is your work schedule? [tick the most appropr iate)
b) Night only [] «)Day/Night ]

Back Pain? [tick the most appropriase]

a) Dayonly
r work predisposes you 10 developing Low

b) No

1) Do vou think you

a) Yes
) How long does il take you 1o transport

yourself from your work 10 home? ftick the most appropriatef

h) More than 30 muinutes

a) Less thap 30 minutes
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Sex:
a) Male

Age (In Years): ...

Marital Status:

a) Single

b) Married

a) No formal
d) Graduate
Religion

a) Christian

Section B: Predis

.7) Which of the following postures do

a) Leaning forward

d) Sitting

8) Which ofthe following is your most frequently uscd form
b) Private Car

a) Foot

9) Hew much time do you continuously sp

most appropriatc]

a) Less than

If you worlg, plcase

0) What is your work schedul

a) Day only
I} Do you think your
a) Yes

== -

) Houw long does 1t 14

Level of Education

Section A: Socio — Demographic Information

b) Female

Separated

Education

b) Primary

ly) Muslim

posing IFactors

3-4 hours

provide 2

work predisposes you !

b) No

ke yo

3) Less than 30 iminutes

b) Night only L]

u to transport yourself from
b) Morc than 30 minulcs

e) Postgraduate

b) Litting
e) Varied

end at oncee

hswers Lo questions 10 to 15.

e? [tick the 1ost appmprr'wej

o developing L.ow

142

) Divorced

>) Traditionalist

c¢) Standing

h) More than 3-4 hours

¢) Day/Niglt

c) Public Transport

Prevalence and Associated Risk Factors of Low Back Pain

) Widowed

ooooooooooooooooooo

vou assume maost at home or at work? [tick the most appropriaief

of transport? [tick the most appropriate f

in the sitting position on average pe: day? [tick the

Otherwisc, skip to Section C

Back Pain? [tick the most appropricte]
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3) Does your work require your use of

ac T . .
' | omputer while sitting behind a desk for an extended period of time?
ftick the most appropriate]

a) Yes

b) No

atquality at work? /rick the mosy appropriate/
a) Good (Comfortable: does not elicit b

14) How would you describe your se

ack pain)

b) Moderate/Fair (Occasional discomfort)

c) Poor (uncomfortable; elicits back pain)

|5) Have you ever had a trauma (falf, accident
b

a) Yes b) No

and/or injury) on your back?

Scection C: Low Back Pain Experience (Please take a look at picture on page 1)

16) o you cxpertence Low Back Pain at present? [rick the most appropriate f

a) Yes b) No

| 7) Have you expericinced Low Back Pain in the last 12 months? [tick the most appropriaief

a) Yes b) No

18) Have you cver experienced Low Back Pain? [tick the most appropriate)

a) Yes b) No

If vou answered ‘Yes’ to Question(s) 16, 17 and/or 18 above, pleasc provide answers (o questions 19
to 24. Otherwise, skip to Section D
19) How long have you been experiencing your low back pain? ...,

20) Which of the following does the period you indicate in Qucstion 19 fits appropriateiv?

a) Acute: Less than 2 weeks

b) Sub-Acute: Between 2 weeks and 3 months

c) Chrontc; More than 3 months

21) How, would you rate the severity of your back pain? fAssume 0 represent no pant and 10 represent the

worst unbearable pain imaginable; tick the box mest appropriaie to your painj

R M— e —— _

__]O__ _._,_] - -—2 3 | 4 5 6 7 | 8 | 9 10

- - ! - -
. . : — + 3 — il — |
| I

== &

2) How often do you experience your back pain? [tick the most uppropricte]

b) Every six months c) Monthly

a) Once a year

d) Weekly ¢) Daily

143
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' 43) Has Your Low back Pain ever
23) made you absent from work? [tick the most appropriate; if you do not

work please skip 1o section Dj
a) Yes

b) No
24) If “Yes™ to Question 23 above, in the |

ast 12 months, how many days have you being abscnt from work

due to Low Back pain? [Ifyou do not veork please skip 10 section D]

..................

Scction D: Care Seeking Practices

25) Which medical help have you consuited due to your Low Back pain? [tick all that apply/

a) Medical Doctor b) Physiotherapist ¢) Nurse
d) Dictitian ¢) Local Chcmist [) Traditional Hezler
g) None lh) Not Applicable

26) What do you otten do when you start experiencing Low Back Pain? [tick the most appropriate]

a) lmmediately go to sce a health care provider [ b) Bed rest

c) Carry on with activities d) Sclf medication c) Not Applicable

27) Does your place ot work organize health care talk on Back Care for employees? [tick the maost
appropriate; tf vou do not work please skip to Question 28 belovwf
a) Yes ) No ¢) Not Applicable

28) Have you ever attended a health care talk on Back Care? [tick the most appropriatc]

a) Yes b) No

Section E: Behavioral Practices

29) Do you currently sinoke tobacco? [tick the most appropriate]

a) Yes b) No
30) Have you ever smoked tobacco? [tick the most appropricic]
a) Yes b) No

. . . " Va4
31) If *Yes™ to Question 79 above, how many sticks of cigarette do you smoke daily? ..........

32) How often do you exercise? [tick the most appropriate]

c) Never

b) Occasionally

a) ‘Regularly

hank you for your time; it is highly appreciated.
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23) | €F made you absent from work? [tick the most appropriate; if you do not
work please skip to section D}

a) Yes

| b) No
- 24) If "Yes’ to Question 23 above, in the |

ast 12 months, how many days have you being absent from work
due to Low Back pain? /17 you do not work please skip 1o section D]

...................

Section D: Care Secking Practices

75) Which medical help have you consulted due to your Low Back pain? [tick all that apply]

a) Medical Doctor b) Physiotherapist c) Nurse
d) Dictitian ¢) Local Chemist [) Traditional Healer
g) None l1) Not Applicable
26) What do you often do when you start experiencing Low Back Pain? ftick the most appropriatef
a) Immediately go to sec a health care provider ) DBed rest
c) Carry on with activitics d) Sclf medication ¢) Not Applicable

27) Does your placc of work organize health carc talk on Back Care for employces? [rick the most
appropriate. if you clo not work please skip to Question 28 below/

a) Yes b) No c) Not Applicable

28) Have you ever attended a health care talk on Back Care? ftick the most appropriate)

a) Yes b) No

Section E: Behavior:al Practices

29) Do you currently sinoke tobacco? ftick the most appropriate]

a) Yes b) No
30) Have you ever smoked tobacco? [tick the most appropriatef
a) Yes b) No

. : o
31) If “ Yes’ to Question 79 above. how many sticks of cigarette do you smoke daily? ............

32) How often do you exercise? [tick the
b) Occasionally

most appropriaie]

c) Never

a) Regularly

Thenk you for your time: it is highly appreciated.
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- 73) Has Your Low back Pain ever made you

‘ | absent from work? [tick the most appropriate; if you do not
work please skip to section D]

a) Yes

b) No

12) If ‘Yes’ to Question : :
24) Q 23 above, in the last §?2 months, how many days have you being absent from work

due to Low Back pain? [If you do not work pleuse skip to section D)

...................

Section D: Carc Seeking Practices

25) Which medical help have you consulted due 10 your Low Back pain? frick all that apply/

a) Medical Doctor b) Physiotherapist c) Nurse
d) Dietitian ¢) Local Chemist {) Traditional Healer
g) None h) Not Applicable

126) What do you often do when you start experiencing Low Back Pain? [tick the most appropriate]

a) Immediately go to scc a health care provider Cb) Bed rest

c) Carry on with activitics d) Self medication e) Not Applicable

27) Does your place of work organize health care talk on Back Care lor employees? [tick the most
appropriate; if vou do not work please skip to Question 28 below )

a) Yes b) No c) Not Applicable

28) Have you ever attended a hcalth care talk on Back Care? [rick the most uppropriate]

a) Yes b) No

Section E: Behavioral Practices

29) Do you currently smoke tobacco? /. tick the most appropriatef

a) Yes b) No
30) Have you ever smoked tobacco? [tick the most uppropriate]
a) Yes b) No

31) If *Yes™ to Question 29 above. how many sticks of cigarette do you smoke daily? ... ........

32) How often do you exercise? ftick the most appropriate]

b) Occasionally c) Never

a) “Regularly

Thank you for your time:; 1t s highly appreciated.
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13) Has your Low back Pain ever made you absent from work? [tick the most appropriate; if you do not

work p[ease S/(ip to section D j

a) Yes b) No

14) If “Yes’ to Question 23 above, in the last 12 months, how many days have you being absent from work

due to Low Back pain? fif you do not work please skip 1o section D] .......c...........

Scction D: Care Sceking Practices

25) Which medical help have you consulted duc to your Low Back pain? ftick ull that apply]

a) Mecdical Doctor b) Physiothcrapist ¢) Nurse
d) Dictitian e) Local Chemist f} Traditional klcaler
¢) Nonc h) Not Applicable

26) What do you often do when you start experiencing Low Back Pain? [rick the most appropriute]

a) lmmediately go to sec a health care provider [(P) Beduest
d) Self medication ¢) Not Applicable
[tick the mosi

c) Carry on with activities

. ~ o ()
27) Does your place of work organize hcalth carc talk on Back Care for cmployces

appropriaie. if you clo not work please skip to Question 28 below]
b) No ¢} Not Applicable

a) Yes

28) Have you ever attended a health care talk on Back Cate? [tick the mos! appropriaic]

a) Yes

b) No

Scection E: Behavioral Practices

79) Do you currently smoke tobacco? [tick the most appropridief

a) Yes b) No |
30) Have you ever smoked tobacco? [tick the 11esi appropriate]
a 4
b) No

a) Yes
31) If ‘Yes to Question

32) How often do you exercis

i \ i "‘) 0000000000
79 above, how many sticks of cigarette do you smoke daily? .

e [tick the nost uppropriate ]

c) Never

b) Occasionally

a) Regularly

Thank you for your tHime, it is highly appreciated.
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WORLD HEALTH ORGANIZATION QUALITY OF LIFE

QUESTIONNAIRE (WHOQOL-BREF)

Note: Only respondents with Low Back Pain arc to provide answers to this questionnatre.

The following questions ask how you feel about your quality of life, heaith, or other areas of your life.
Please, carefully read each question, along with the response options. Please choose the answer that
appears most appropriate. I’ you are unsure about which response to give to a question, the [irst

response you think of is often the best one. Please keep in mnind your standards, hopes, pleasures and
concerns. We ask that you think about your life in the last four weeks.

.

Very poor

Poor

] How would you
quality of hfe?

—=mm

ratc

your

—_— ="

| Neither
poor
pood

tJ

-

| health?

The following questions ask ab

E [ How satistied are you with your

Very
dissatislicd

e

Not at all
To what extent do you feel that :
3 | physical pain prevents you from
doing what you needtodo? |
" | How much do Yyou neec? any :
4 | medical treatment to function in
your daily life? — e
| How much do you €njoy life? | 1
5 ——_-_—__———.—.———— — _,———-—_,—__,—_
— | To what extent do you feel your l

6 | lifeto be'meaningful?

7 | How well are
concentratc?
— T 1How salc do you

g | daily lifc?
[ How healthy
environment?

9y

you able 10
fecl m your

(s your physical

Notatall | A little

l

— 7

Dissatisfied

out how much you have experienced cert

3
=

Neither
dissatisficd
nor
satis{ied

nor

(Gl s

S —

A moderate | Very

much _

4

' much

A little
| _amount
4 5
_.IL_ e — e —— —_
|
4 3
2 T
E IE
A modcrate | Very
amount
2 3
2 }
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e —

Very
good

o —

3

e

e

| very
satis{ied

ain things in the last four wceks.

| f\l’l

| extreme
| aimnount
L L

-

Extremely



WORLD HEALTH ORGANIZATION QUALITY OF LIFE
QUESTIONNAIRE (WHOQOL-BREF)

—

==

Very poor

Poor

How
quality of life?

would  you

rate

yOour

=

o

—_——

' [low s'm-.ilcd arL \Oll

_Lhnlth -

with \our

Very
dissatisticed

f —F |

e —

__THow \scll are You

To what extent do You feel that

physical pam prevent
doing what You need

_How much do you “need

s you from
to do?
any

medical treatment tO function in

daily life? -
e % enjoy life?

| 'How much do you

[ Tow hat extent do Yo

B F====

]

L

u feel your |

life to be meaningful?

concemratc

“How safe
dali life?

How heal
cnwronrm,m"

e

able

thy is your phys[c.'ll

| Not at all

to |

do you fecl n your

to |

A little
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Neither

poor nor
good

3

T)iss;ﬂsﬁ_cd_

=

A
amount

Neither
dissatislied

—T

nor
| satisficd
3

u have experienced certain things in the !

The following questions ask about how muchyo
4
1 I

A moderate
amount

wJ

moderate

- Very
much

i emg—

2

Verny
' much

Note: Only respondents with Low Back Pain arc to provide answers fo this questionnaire.

The following questions ask how you feel about your quality of life, health, or other areas of your life.
Please, carefully read each question, along with the response options. Please choase the answer that
appears most appropriate. If you are unsure about which response to give to a question, the first

response you think of is often the best one. Please keep in mind your standards, hopes, pleasures and
concerns. We ask that you think about your life in the last tour weeks.

— —

[Good | Very
good
Y == L.
Satislicd | Very
satisfied
14 5

ast four weeks.

_I AT

| extrems

3IT‘OUH!

f—

Extremcely

]

.



The following questions ask about how
last four weeks.

completel : 2 ¥ oLt es o
Pletely you experience or were able to do certain things i the

10 | Do you have enough energy for Not atall Alitle | Moderately | Mostly | Conpletely
evervday lite? i ,)
Are you able to accept your = 3 4 5
Il | bodily appearance? ] |5 3
Have you enough money to | : 5
12 | meet your needs? [ 5 3 ) -
How available 0 you is the
13 | information that you need in ! i 2 3 4 &
your day-to-day life? |
To what extent do you have the |
14 opportunity for leisure | | 2 3 4 5
activities?
Very poor l’oor Neither. poor | Good ﬂ Very
nor good 200d
15 | How well are you able to get | " G R
around? I 2 I 4 5
Very Dissatisfied | Neither | Satisfied | Very
dissatisfted dissatisfied satisfted
nor satisfied
16 | How satisfied are vou with your
sleep? | 2 5 14 s
How satisfied are you with your
17 | ability to perform your daily | | 2 3 4 5
living activities?
How satisfied are you with your
18 | capacity for work? ! 2 3 4 )
How satisfied are you with
yourself? | 2 3 ] C SN ¢ -
How satisfied are you with your
} 20 | personal relationships? ] 12 | 3 14 J
How satisfied are yvou with your i
20 |sextife |V |2 b s I . .
II- THow satisfied are you with the )
122 support you get from your ! | 2 3 4 | 2
friends? I (SSCu— S ! A
| . How satisfied are you with the . p | <
23+|.conditions ofmjvi_rlg_ﬂé€°7, ' ’ —t- |'
" How satisfied are you with your g | 4 .
24 | access o health services? ] _2 B | =
[How satisfied are you with your l 5 3 | 4 J 5
25 | transport? o : - o
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The following question refers 1o how -

flen you :
you have felt or experienced certain things in the last four

weeks.
Never Seldom Quite often Very Always
26 HOW. often do you |have i e
negative feelings such gas blue | § 4
mood, | despair, anxiety, : : |
depression?

Thank you for your time and patience.

For ofhcial use only (Please do NOT fill)

Equations for completing domain scores

—— —F

Raw score

—_— = o e—— ———

Transforined Scores

| A _4_-20 O-I_OQ
| (6-Q3) + (6-Q4) + QIO+ QIS+ Ql6 + QI 7 +

27 | Domain 1 Qi8 a b: et
Q5+Q6+Q7+_QII+QIO+(_6-62_6_)_ o la e e W™

28 | Domain 2 B o
Q20 +Q21 +Q22 a | b C:

29 | Domain 3 . O U S | o | L
Q8 +Q9+QI2+0QI13+Ql4+Q23 +Q24+ | & b: c:

30 | Domain 4 Q25 |
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The following question refers to how

often you have felt of

experienced certain things in the last four

Domain 4

Q8 + Q9 + Q12+ Q13 + Ql4 + Q23 + Q24 +

Q25

— —
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weeks.
Never Seldom . Quitc often Very Always
26 | How often do yOU have often
negative feellng§ such as bluye | § 4 3 2 I
mood, despair, anxiety,
depression?
Thank you for your time and patience.
For official usc only (Please do NOT fill)
Lquations for completing domain scores Raw score | Transforined Scores |
N
|
L —{ d4-20 3 9=1U0 |
. (6-Q3) + (6-Q4) + QIO+ QIS +Ql6+ Q17 +
27 | Domain 1 Q18 a: b: c:
Q5 + Q6 + Q7+ Q11 + Q19 + (6-Q26) a: b: c:
28 | Domain 2 ‘ e ,
020+ Q21 + Q22 a: b: C:
29 | Domain 3 | N B - -
a: b: C:



147

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

weeks
Never Seldom Quite often Very Always
26 :low . oI}enI do  you have often
egative feelin
[N ; 8§ such as Plue 5 4 3 5 |
o Cspair, anxlety, [
depression?
Thank you for your time and patience.
For official usc only (Please do NOT fill)
l:quations for completing domain scores Raw score | Transformed Scores
4-20 0-100
. (6-Q3) + (6-Q4) + Q10+ QIS + Ql6 + Q17 +
27 | Domain 1 | ;g a: b: c:
Q5+ Q6 + Q7+ Q11 + QI9 + (6-Q26) a: b: c:
28 | Dom:ain 2 Y A = ——
Q20+ Q21 +Q22 a: | b o
29 | Domain 3 N — |
Q8 + Q9 + Q2+ Q13 + Q14 + Q23 + Q24 + | & b: S
30 | Domain 4 | 025




The following question

refers (o how often you

have felt or experienced certain things in the last four

weeks.
N Y g ; 1
ever Seldom Quuite often Very Ahways

26 | How often (o you have =

hegative feelings such as blye | 5

sat ' . 4 3 2 |
mood,  despair, anxiety,
depression?

Thank you for your time and patience.

For official usc only (Pleasc do NOT fill)

Equations for completing domain scores

S ————

Raw score

~Transformed Scores

e e —
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= - 4-20
27 | Donnain 1 g](s?a)+(6 QIO +QI~ 24 7+ a: b:
+ + + .0? a: b:
28 | Domain 2 TR+ L7 TALLTRD +_85 Y — —
Q20 + Q21+ Q22 a: b:
29 | Domain 3 .
Q8+Q9+QI2+QI3+0Q14+Q23+Q24 + | b:
30 | Dom:tin 4 Q25 |




IWE IFOROWANILENUWO
Abala A: Iwa ati ise isedale olu kuluku

) frufe eda eniyan ti o je:

a) Okunrin b) Obirin

2) Omo odun melo nio: .... ..

3) Ipo Ibagbepo:

a) Mio ti te oko tabi iyawo b) Moni oko tabi aya

C) En]i ati OkO/i)’ﬂ\VO mi ko gbe papo d) Enan au OkO/iya\NO mi t1 ko ara wa sile

e) Oko/lyawo mi ti se aliasi

4) Ise t1 ohun se:

a) Osise inu ofisi b) Onisc owo ¢) Onisowo

d) Agbe e) Duro sile tun opolopo Igha

3) lye iwe kika

a) Mio lo ile iwe rara b) [lewe alakobere ¢) lle eko girama

]

a) Kristiani b) Musulumi ¢) Llesin abalaye

Abala B: Ise Ojumo

nibi ise re? [mut idahun ti 0 ba o larumy Julof

7) Ipo wo ni 0 maan wa fun opo igba ninu ile abi

¢) Diduro

b) Gbigbe inkan soke

a) Tite siwaju

e) Orishirisi

d) Jijoko |
an lo julo? [nu idahun ti 0 ba o lara v julof

irinna wo ni o ma " X
P e 1) eto irinna ghogbo cniyan

b) oko ayokele adaani

a) Irinse o
o? [mu idahun 110 ba o lara mi jilo]

lo ti o ba Jok S
9) Igba meloloman b) Oju wakati meta si merin lo 0

I d) Yunifasiti e) lle eko giga agba
6) Esin

' i merin
a) Ko to wakati mela Si

{ Ti o ba n sisc¢ jowo, dahun iheere keerm
sisc,

si iheere kejo. Bibecko, lasi abala 13,

he o lara mi jirlor]

()wuro ah (i

s¢” 0
10) [gba wo ni o maa n sise? [nm idahun i

h) Oru

a) Owuro
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|

a) Beeni

12) Iseju melo m! 0 maa

b) O ju oghon iseju lo

. 11) Inje O rope ise re le fa ki Eyinmaa dun o? foru idahun 1i 0 ba o lara mu Julo]

b) Beeko

n gba o lati rin lati ibi ise re de ile re? [rutidahun ti 0 ba o lara mu julo]
a) Ko to ogbon iseju

13)[nje 0 maan lo komputa ni ibi ise re? [ idathun ti 0 ba o lara ni julof

a) Beeni

b) Beeko

14) Sapejuwe bi 1joko re se ri ni ibi ise re? [ idahun ti 0 ba o lara mt fulo/f

b) O dara

a) O dara gaan

Abala D: Iriri Eyin Didun

d) ko dara

¢) odara die

15) Inje Eyin ndun o lowo bayt? [inu idahumn ti 0 ba o lara nut julo]

a) Beeni

b) Becko

16) Ni osu mejila seyin, inje eyin dun o? [t idahun ti o ba o lara mu jio]

a) Beeni

b) Becko

[7) Inje eyin i dun o n1? i idlahumn ti 0 ba o lara i julo]

a} Beeni

Ti o ba dahun ‘Beeni’ si Ibeere kini, keji, ati/tabi keta, jowo d

kejo. Bibeeko, losi Abala E

18) Odun melo sehin ni eyin ti ndun o

19) Bawo lo sele sapejuwe didun eyin re”?

cidalum ti o ba o lara mit julo]

didun to po Juilo, m

2 | 3

e

20) Bawo nieyin re s€ n dun 0

a) Eekan lodun

d) Eekan lose

21) Inje igbakan (i wa tie yin dun o0
Jowo losi Abala I/

Julo; 10 0 ba sise

a) Been)

R —— e
I

lorekoore?

b) Eekan losu Mefa

e) [.ojojumo

b) Becko

...............

&
N
=)

[roope () hnosi pe ko si

ahun ibeere kerin si ibeere

dichor kaakan ai wipe 10 timmosi

— e ——

| ———
et

[mu idatw ti o ba o lara mu Jitlo]

Eckan losu

V=N

to si fa ki o ma le o si ibi isc rc? [nurd

b) Becko
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dalnn ti 0 ba o lara miu



11)Inje o ope 1se re le faki Eyin maa dun 0? fmu idahun ti o ba o lara mu juloj

a) Beeni b) Beeko

' 12)Iseju melo ni 0 maa n gba o lati rin lati ib;

1S€ re de 1le re? fmu idahun 1i 0 ba o lara mu jilo]

a) Koto ogbon iseju

b) O ju ogbon 1seju lo
13)Inje 0 maa n lo komputa nji ibi ise re? [mu idahun ti 0 ba o lara mu julo]
a) Been b) Beeko

14) Sapejuwe bi 1joko re se ri ni ibi ise re? [mu idahun ti 0 ba o lara mnu juio]

a) O dara gaan b) O dara c) o dma die ) ko dara

Abala D: Irir1 Eyin Didun

13) Inje Eyin ndun o lowo bayi? finu idahun ti 0 ba o lara mu julo]

a) Beenit b) Beeko

16) Ni osu mejila seyin. inje evin dun o? fumu idahun i 0 ba o lara ane julof

a) Beeni h) Becko

17) Inje eyin vy dun o r1? [unu idalvm ti 0 ba o lara nu julof

a) Beeni b) Becko

1’ si ini, keji, ati/tabi JOW ibcere Kkerin si ibeere
Ti o ba dahun ‘Beeni’ si Ibeere Kini, keji, ati/tabi keta, jowo dahun ibcerce ker

kejo. Bibecko, losi Abala E

18) Odun melo sehin mi eyintinduno?: ...............

| . 1l wipe 1081
juwe di 9 froope 0 tunosi pe ko si didun kaakan ai wipe 1 0 tinn

- n eyin re? [roope

19) Bawo lo sele sapejuwe didu

didun to po julo, mu idahun ti 0 ba o lara mu julo] | - | -
0 I—T-Z___3 4_516L7 8 | 9 1o

e —
e

re se n dun o lorekoore? [ idaiiun 110 ba o lara micjulo]

b) Eekan losu Mefa

20) Bawo ni eyin

l 8) kekan Jodun

Fekan losu

e) Lojojumo

d) Eekan losc

21) Inje 18bakan (i wa tic yin dun o
Jowo losi Abald I/

to si fa ki o ma le lo si ibi isc re? [im idalum ti 0 bu o fara mu
0 ‘ <

julo; to o ba sise,

b) Beeko

a) Beens

149

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



, q | - Ay
2)Tio ba dahun Beeni si [beere keje. ninu Odunkan sehin, ojo melo ni o fi lo sibi ise re nitoripe

eyin ndun 0? /10 o ba sise, Jowo losi Abala E ]

e
.................

Section E: Eto Itoju

93) Eto itoju wo n1 oti janfani nipa eyin didun re? /mu ghogbo idahun 1i 0 ba o lara mu julo)]

a) dokitaoyinbo b) fisio ) Noosi d) akoscmose eto ohunje
e) kemisti Adugbo f) Dok1ta Abalaye ) kosi

74) Kini inkan ti o ma n se tie yin re ba bere sint dun o? fuu idahun ti 0 ba o lara mujulo]

a) lorieleto ilera ni kiakia b) sun lori beedi

c) maabaise lo d) lilo ogun funrawa

25) Inje 1danilee 1danileko fun itojufun itoju eyin wa ni ibi ise rc? [mu idahior ti 0 ba o lara mu julo)

a) Beeni b) Becko

26) Inje oti lo fun idanileko lori itoju eyin ri? [mu idahun ti o ba o lara mu julo]

a) Beeni b) Beeko

Abala E: Iwa

27)Inje oti mu siga ri? [mu idahun 1i 0 ba o lara mu julof
b) Becko

a) Beeni

28) Inje ohun mi siga lowo? [mu idlahun ti 0 ba o lara mu julof

a) Beeni b) BeCkO

. s 4 (7
29) Igi sigamelo n1 0 maanmu lojumo? ............
idaraya loorekore? [mu idahun 11 0 ba o lara mu julof

b) Becko

30) Inje 0 ma n se €re

a) Beent

Adupe fun asiko re; a mo riri e gidi gaan.

——
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WHOQOL-BREF
Akiyesi: Awon olukopa ti eyin dun nikan ni ki won dahun iwe iforowanilenuwe yi.

won ibeere wonyi ni a fun : . .
:ﬁran Maa ka aw)(l)n A W? nidahun nipa amuye igbe aye re, ilera re, tabi awon iobe aye re
u julo. Ti o ba mo idah y .u.n 0, pelu awon idahun ti o tele. Jowo mu idabun ti o ba o lara
% . ahun si ibeere kan, idahun ti oba koko Wasio lokan loseese ko je €Y1 1O

dara ju. Jowo ni awon erongba e, i 4o

, 1dunu re, ati inkan tio j : - ey
. : an tio je o lokan. Awon 1b wadi nipa
igbese ayere ni ose merin seyin. - ' RECC IS P

Ko darara | Ko da Ko buru, | Oda O da

— ko si daa raani

| | Bawo loscle se gbelewon aye | | 1 3 IFRS %
re?

- — ! . S
Ko tem! | Ko temi | Ko tems 0 tem! O teni
lorun rara | lorun lorun. ko | lorun lorun

_ si daa na paan N1
. e e S — m—— — 1_ = — ol . - - = .__':_ i
7 | Bawo leto ilera re se te o | p) 2 4 5
lorun s1? 1 1

Awon ibeere wonyi yio bere bi ose ni irir awon inkan to niose merin schin.

| - Ko sele | Oscle die | O sele O sele | O sele
rara gaan gids
| |gaan
3 | Bawo losele sch ighelewon )
bi oo seh le seh ohunt1 0 ni |2 4 5 2 | 1
lati seh_gl_lon jrora?_ o\ | L1 I R
[eba melo lo nilo €to 110Ju ) : 1 |
3 |ilerarem lgbLsL aye re? ___5_5_____ _,_4__ oy s
_ Bawo lo ' seh 0 gbadun lgbLsL i : :
5 |averesi? o = ___l________._z_ oy
Bawo losele sch lgbelewon | . i q |I s
6 | b igbesi aye Ic seh ni tuUNmMo | l = 1| |
517 | i B |
= [ Rara _ | Die Kekere Daada \Eaada gidi
| _1 Y | aan
e ——p——— ] |
| N7 | Be;wo lo sch le fokan si 1nkan I \ . 3 4 E
S1¢ —t | .
= meon bj o sch rope I | ) 3 p 5
8 |abo wa fun O ni igbest aye | | |
| re? o | '

e
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D kini eto ilera ayika re? l
; 2 3 4 e

inkan ni ose merin sehin.

s Die kekere INi opo igba | N1 gbogbo
10 | Inje o ni okun tooto fun Igba
| 1gbesi aye re lojoojumo? { 3
Inje bi ara re she ri e o | 7 L . ’
Il | lorun? 1 5 . ;
Inje 0 ni owo tooto lati seh i 5
12| awon ohun ti oni lati seh? [ 2 3 4 s
| Bawo ni awon isofuni to nilo
13 | lojoojumo she wa larowotoo | | 7 3 4 c
re? 1
Seh igbelewon bi o sch =
I4 | lanfami  fun  awon ere | | 2 3 4 5
1daraya?
Ko da|Koda |Ko buru. ko si|Oda 0 da gaani |
rara { gaa 1 ____J
| 1> | Bawo lo sch le lo kaakiri fun |
e N N O VR R
| ’ : Ko temi | Ko temi | Ko temi |O temi | O temi
lorun lorun lorun. ko si | lorun lorun gaan
o~ | y jrara__ | daana | ~r"1 -
16 | Bawo ni orun re seh te o |
| | lorun si? __*____{Hl |2 3 a0 |2
3 Bawo ni bi o seh le seh 1se ‘
17 ojoojumo she teo lorunsi? |1 = - S I
Bawo ni agbara re lati sise | . |
18 | seh te‘o lorun si? H L?_ ___Jr._’ 4____+§_H B
r | Bawo.ni1 ara re seh te o lorun | , 3 4 | 5
19 |5]7 | : R S ], B - ; e
R ¥ Ba\\o ni lbdsepn tho ni pC]C | | |
' 20 |.elomiran sch teo lorunsi? | ' 2 3 | 4 | 2
"__Fﬁawo m |bascpo toko taya [ I . I,‘ | 4 | <
21 | schte 0 lorunsi?_ LI Le { } 1
Bawo ni |ranlox~o Y “ohun | [ 4 '4 :
22 | rigba lowo awon orc re schtc | | 3 |
olorunsi? |

152

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



| Bawo ni 1bi ti ohun gbe seh

23 | te o lorun si? 1 2

| Bawo ni arowoto eto jlerg i ; |
24 seh te o !Omn Slq ] 2 ’y

~ | Bawo ni eto irinna re seh te o T J 4 5
25 | lorun si? ! : ? : 5

Awon ibeere yi toka si igha melo loti ni iriri awon inkankan ni ose mcrin sehin.

Ko scle i O sele le | Ohun sele Ohun | Ohun
kan kan sele sele ni
| lorekoore | gbogbo
— — | _igha
26 | Bi lgba melo Nl oma n ni R : |
irewesi okan? 5 4 3 2 {

Fun lilo oluwadi nikan (Jowo MASE dahun)

[siro tun awin eka Maaki F.da maaki
apapo
TS ET . Q. 4200 | 0-1GD
(6-Q3) + (6-Q4) + QI0 + Q)5 + Ql6 +
27 | Eka kini Ql7+Q]8 Q Q Q Q d. b: ic
| Q5+ Q6+Q7 +Ql1 + Q19 +(6-Q26) | & E (c:
28 | EKa kept | 3 R N S S |
Q20+ Q21 +.Q22 a: b: c
29 | FKa keta | 1 | -
Q8 +Q9 +Q12 + Q13+ Ql4+Q23+Q24 | 3 b: c
30 | Eka kerin | L 025 |
| S . : S| S\

Adupe fun asiko re ati suuru ti o ni.
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