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ABSTRACT

Objective To evaluate health-related quality of life
(HRQoL) and its determinants in chronic low back pain
(CLBP) patients in Cameroon.

Design Observational cross-sectional study.

Setting Tertiary hospital.

Participants There were 150 eligible adults with low
back pain of at least 12 weeks who provided informed
consent. Of these, 136 with complete questionnaires were
analysed.

Outcomes HRQoL was measured using the WHO Quality
of Life questionnaire (WHOQOL-BREF). Outcome measures
included its four domain (physical health, psychological,
social relationships and environmental) scores and two
independent scores for overall quality of life (0QOL) and
general health satisfaction (GH).

Results Participants had a median age of 52 years,

and median pain duration of 33 (IQR: 69) months. The
median 0QOL score was 50 (IQR: 25). After multivariable
adjustment, tertiary education (3=11.43, 95% Cl 3.12

to 19.75), age ($=0.49, 95% Cl 0.12 to 0.87) and being

a student (3=23.07, 95% Cl 0.28 to 45.86) contributed
to better 0QOL. Age (3=0.57, 95% Cl 0.10 to 1.04) and
physical-type employment (3=—14.57, 95% Cl —25.83 to
-3.31) affected GH. Smoking (3=-20.49, 95% Cl —35.49
to —5.48) and radiological anomalies (3=-7.57, 95% Cl
—-14.64 to —0.49) affected the physical health domain,
while disability (3=—0.67, 95% Cl —1.14 to —0.20) and
duration of pain (3=-0.13, 95% Cl —0.20to —0.05)
affected the psychological domain. Income (3=14.94,
95% Cl 4.06 to 25.81) affected the social domain,

while education (3=9.96, 95%Cl 1.41 to 18.50) and
disability (3=-0.75, 95% Cl —1.26to —0.24) affected the
environmental domain.

Conclusions Our findings suggest that CLBP affects
HRQoL and multiple socioeconomic and clinical factors
influence its impact on different domains of HRQoL.
Multipronged management programmes, especially those
that reduce disability, could improve HRQoL in patients
with CLBP.

INTRODUCTION
Low back pain (LBP) is an expanding health
problem with a major impact on the general

Strengths and limitations of this study
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» To the best of our knowledge, this is the first study
in Cameroon to investigate health-related quality
of life (HRQoL), in chronic low back pain patients
and to explore the determinants of specific HRQoL
domains.

» We used a widely validated tool (WHOQOL-BREF)
that allows for applicability across cultures and for
comparisons between various settings.

» The absence of population norms for WHOQOL-BREF
in Cameroon to serve as a reference limited our abil-
ity to establish relevant comparisons.

» We acknowledge that the cross-sectional design
used in this study limits the establishment of cau-
sality in the associations identified.

health and performance of populations
worldwide. More than one-third (38%) of the
world’s population suffer LBP in the course
of a year.1 > In 2017, LBP accounted for 850
years lived with disability (YLD) per 100000
population, and was the leading cause of
disability globally.” On average, one-in-three
adults in Africa have LBP. This was confirmed
in a systematic review that reported a pooled
adult prevalence of 32% and an average life-
time prevalence of 62%.*
Cameroonisalower-middle-income country
in sub-Saharan Africa with a population of
above 25million® organised into 10 regions.
The health system of the country consists of
a public and private sector. The public sector
which is the main health service provider is
organised in a pyramidal manner under the
control of the Ministry of Health and at its
base, 189 health districts. Health districts are
primary care units made of several integrated
health centres and a district hospital. Health-
care provision in these centres is largely
ensured by nurses supported by doctors in
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a central district hospital. Specialist health services are
generally localised within second-level facilities (regional
hospitals) in each of the 10 administrative regions of
the country. Tertiary hospitals are mainly located in the
administrative (Yaounde) and economic (Douala) capital
cities, and provide the highest level of specialised care.
While little is known about the burden of LBP in primary
care in Cameroon; it is the leading cause of specialist
rheumatological consultations.®” It equally causes consid-
erable disability® and was considered the leading cause
of YLD in Cameroon in 2017, with 652 YLD per 100000
populations, increasing by 2% since 2015.”

Pain, muscle tension or stiffness, localised below the
costal margin and above the inferior gluteal folds, with
or without leg pain (sciatica)” is referred to as acute LBP
when it lasts less than 6 weeks, sub-acute LBP when it lasts
6-12 weeks, and chronic LBP (CLBP) when it lasts longer
than 12 weeks.'” Clinical and research emphasis is gener-
ally on CLBP because chronic pain is a recognised cause
of reduced quality of life (QoL)."

QoL, a subjective concept, is defined in simple terms
as a person's evaluation of his or her well-being and func-
tioning in diverse domains of life.”> WHO, defines QoL
as an individual’s perception of his or her position in life,
in the context of the culture and value systems in which
he or she lives, and in relation to his or her goals, expec-
tations, standards and concerns."” Health-related QoL
(HRQoL) though often used interchangeably with QoL'*
is considered by some as distinct or as a subconcept of
QoL."” ' HRQoL pertains to an individual’s evaluation
of their experiences, and expectations in health-related
aspects of their lives, notably; physical function, psycho-
logical well-being, subjective symptoms, social function
and cognitive function."'” It is thought to equally extend
to the individual’s perception of health correlates like
health risks, social support, sociocultural beliefs and
economic status.'”

The HRQoL of patients with CLBP (largely in non-
African settings) has been explored and found to be
reduced or suboptimal."™ Besides the obvious pain,
multiple factors are implicated in this reduced HRQoL,
some of which include; disability, fear of movement,
impaired sleep quality, depression, anxiety, low income,
low educational levels, lumbosacral radiculopathy
and overweight/obesity.’ *° Among these, disability
(impaired physical function) is considered a core issue.
Disability results in considerable work absence, lower
productivity and poorer HRQoL.?"

The effect of CLBP on HRQoL has hitherto, not been
investigated among Cameroonian patients. Evidence
of the possible contribution of unique demographic,
clinical and socioeconomic factors in low-resource sub-
Saharan African settings, and their influence on HRQoL
in patients with CLBP is limited. To bridge this gap, we
sought to assess HRQoL in Cameroonian CLBP patients
using the WHO Quality of Life brief (WHOQOL-BREF)
tool. We investigated the prevalence of perceived poor
QoL, the prevalence of health dissatisfaction and the

factors associated with various domains of HRQoL in
these patients.

MATERIALS AND METHODS

Study design and setting

A cross-sectional study was conducted from January to
March 2017 at the Douala General Hospital (DGH). The
DGH is a tertiary hospital that receives patients from all
ten regions of Cameroon. The study was carried out at the
rheumatology unit that has three consultant rheumatolo-
gists, who (on alternate days) run the outpatient consul-
tations of the unit. Douala is a major city in the Littoral
region and is the economic capital of Cameroon, with an
estimated population of 2.7 million.”

Patient and public involvement statement

This research did not involve patients or public in the
initial study design. However, patient representatives were
invited to test the acceptability of two popular HRQoL
measuring tools to determine which to use as principal
outcome measure in our population (considering ease
of understanding and time burden). Patients were again
recruited to pretest the final questionnaire. Patients were
not involved in the writing or editing of this document
and were also not involved in the dissemination plans.

Sampling technique and study participants
The Cochran formula (n=72 /QQSD2/ d* for calculating
sample size required to estimate a variable mean was
used. We set the confidence level to 95%, and adopted a
5-point difference in the overall QoL. (OQOL) score (2)
of WHOQOL-BREF as our absolute error or precision
and a SD of 24.2 in the OQOL, derived from a similar
study in LBP patients in Brazil in 2013.2” We obtained an
estimated minimum sample size of 90 CLBP patients.
Consecutive sampling was used to recruit eligible and
consenting adult patients aged 18-70 years. All patients
presenting either de novo or for follow-up visits with
pain, muscle tension or stiffness, localised below the
costal margin and above the inferior gluteal folds lasting
no less than 12 weeks were considered. For clarity, the
affected area of the body was shown in a human diagram.
We excluded any patients who were pregnant, suspected
to have cauda equina syndrome or recent trauma. In
addition, patients were excluded if they were unable to
comprehend questions despite interviewer assistance.
Figure 1 shows the flow diagram of participant selection
leading to the final study sample.

Study procedures and data collection

Patients who fulfilled the study eligibility criteria and
provided written informed consent were interviewed
using a pretested structured questionnaire. Data collected
were sociodemographic information, clinical data, as well
as disability and QoL assessment of participants. Ques-
tionnaires were available in English and French, the two
official languages in Cameroon.
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Withheld consent =12

Potentially eligible
patients
approached = 180

Confirmed

:D eligible =162 E Recruited =136

Screening ' Incomplete WHOQOL-
i BREF =14

[ Non-eligible =15 |
Figure 1 Derivation of final study population. WHOQOL-
BREF, WHO Quality of Life brief.

Sociodemographic characteristics

Data on the following variables were collected: gender,
age, marital status (single, married or widowed), employ-
mentstatus (employed, housewife, student, unemployed/
retired), employment type (physical, non-physical),
level of education (no education, primary, secondary
and tertiary education) and average monthly income
(<FCFA50 000, FCFA50 000-FCFA100 000, FCFA100 000—
FCFA300 000,>FCFA300000FCFA (US$1=FCFAb530)).
Information on other characteristics like smoking status
(current smoker, former smoker and non-smoker),
alcohol use and units of alcohol consumed per week (for
consumers) was also obtained.

Clinical characteristics
To clearly elucidate the duration of LBP, and cognizant
of the remitting/recurring nature of LBP, the duration of
pain was assessed in two ways. The total duration of LBP
was recorded by asking participants the question; ‘For how
many years (months) have you had an ongoing low back
pain problem?’. This was adapted from the recommenda-
tions of the CLBP Research Task Force of the American
National Institute of Health Pain Consortium.” Duration
of their current pain episode was assessed by asking the
question; ‘How long (years/months) has it been since
you went for a whole month without low back pain?’,
based on the definition of an LBP episode proposed by
de Vet et al.™

The assessment of pain intensity was done using the
100 mm Visual Analogue Scale. Patients were asked to rate
their pain level at the time of the interview. Other clin-
ical data recorded included: leg pain, lower limb numb-
ness/paresthesia (tingling, burning, electric-currents,
numbness or ‘pins and needles’ in the lower limbs), and
bladder/bowel dysfunction symptoms (uncontrollable
urges to urinate/stool, urine/stool leakages or undue
strain in stooling/initiating urine). In this study, we did
not specifically identify the aetiology of these symptoms.
In addition, the presence or absence of any comorbidity
was documented. Patients’ weight and height were
measured and used to compute their body mass index.
Seca scales were used for weight measurement during

which participants had to be without footwear and have
on light clothing. For height measurement, the adult
Leicester stadiometer was placed against a wall, and
participants (without shoes) stood upright while their
heels and occiput were on the stadiometer. Measures
were to the nearest 0.5cm for height, and one decimal
place for weight.

Assessment of disability

The Roland Morris Disability Questionnaire (RMDQ),
a subjective 24-item back pain-specific tool that assesses
impairment in activities of daily living was used to assess
disability. Responses to the 24 items were by either ‘yes’ or
‘no’, and a total score ranging from 0 to 24 was generated
by counting the number of ‘yes’ responses (yes=1 point
and no=no point). Higher scores imply greater disability.
The RMDQ) is easily understood and available in validated
English and French versions.” Work absence due to LBP
was assessed in terms of disability days, which was defined
as the number of days of restricted routine activity or
work absence because of CLBP occurring within the 30
days preceding the interview.

Assessment of HRQoL (WHOOQOL brief version: WHOQOL-BREF)
Most tools for measuring HRQoL are self-report question-
naires. The WHOQOL-BREF tool is a generic self-report
HRQoL questionnaire (applicable to ‘healthy’” and ‘sick’
persons). It was developed using data from 15 countries
including sub-Saharan African countries like Zambia
and Zimbabwe. It is the brief version of the original one
hundred item tool; WHOQOL-100. It is designed to be
cross-culturally applicable and has been applied in clin-
ical practice and research to measure health outcomes,
monitor disease progress and compare health states even
across countries. In studies comparing generic HRQoL
tools, WHOQOL-BREF was found to have good-to-
excellent psychometric properties across disease states
(especially in chronic disease) when compared with the
most widely used of them all, the Short Form 36 Health
Survey questionnaire (SF-36).'°%

The WHOQOL-BREF tool consists of 26 items (ques-
tions/facets), 24 of which are divided into four domains:
physical health domain (PHD), psychological domain
(PSD), environmental domain (END) and social relation-
ships domain (SRD). There are two separate items evalu-
ating the individual’s satisfaction with their state of health
(general health score) and individual’s perception of QoL
(OQOL score). Scores are organised such that higher
scores imply better HRQoL. PHD explores activities of
daily living, including dependence on medicines/medical
aids, energy and fatigue, mobility, pain and discomfort,
sleep and rest, and work capacity. PSD explores bodily
image and appearance, negative feelings, positive feel-
ings, self-esteem, spirituality/religion/personal beliefs
and thinking, learning, memory and concentration. SRD
explores personal relationships, social support and sexual
activity. END explores financial resources, freedom, phys-
ical safety and security, accessibility and quality of health
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and social care, home environment, opportunities for
acquiring new information and skills, participation in
leisure activities, physical environment, pollution, noise,
traffic and climate, and transport.

The WHOQOL-BREF questionnaire can be self-
administered or interviewer administered and responses
are still valid allowing a period of 2-4weeks.” It was
chosen due to its cross-cultural applicability, low admin-
istrative burden, sensitivity and responsiveness in chronic
diseases states, and the availability of validated versions
in Cameroon’s national official languages (English and
French). Each item of WHOQOL-BREF is scored on a
5-point likert scale. The item scores are then transformed
into domain scores following the steps described in the
WHOQOL-BREF manual.®® While there are no estab-
lished cut-off points for the WHOQOL-BREF domains
to distinguish between ‘good’ and ‘poor’ HRQoL, two
studies transformed the two individual items (general
health score and OQOL score) into binary outcomes.
In these studies, respondents with two points or less on
a total of five (ie, rated their QoL or health satisfaction
as ‘poor’ or ‘very poor’), were considered to have a poor
outcome.

Written consent was obtained from all participants after
careful explanation of the study scope and objectives.
Strict anonymity and confidentiality were maintained
during the handling of patient’s records and response
data. The study adhered to the World Medical Associa-
tion’s Declaration of Helsinki,” and the study is reported
in accordance with the Strengthening the Reporting of
Observational Studies in Epidemiology guidelines.

Data management and statistical analysis
Data were cleaned and analysed using the SPSS v.20.
Continuous variables were tested for normality using the
Shapiro-Wilk’s test. For ease of comparison, we report
both the means with SD, and the medians with 25th and
75th percentiles for all variables. Categorical variables
were summarised using counts and percentages. The
prevalence of poor OQOL and poor general health satis-
faction (GHS) in CLBP was also estimated. Poor OQOL
was considered as rating QoL ‘poor’ or ‘very poor’ that s,
cut-off scores of less than 3 points out of 5 of the original
item score while moderate-to-good OQoL (23/5 points)
for rating QoL ‘neither poor nor good’, ‘good’ or ‘very
good’. Poor GHS (<3/5 points), for rating satisfaction
with health as ‘poor’ or ‘very poor’ and moderate-to-
good GHS (23/5 points), patients rating satisfaction with
health as ‘neither poor nor good’, ‘good’ or ‘very good’.
GHS and OQOL scores were subsequently analysed
as continuous outcome variables. In bivariate analysis,
Spearman’s correlation coefficient was used to investigate
associations of continuous independent variables with
WHOQOL-BREF scores (PHD, PSD, END, SRD, GHS and
OQOL scores). In cases where WHOQOL-BREF scores
were normally distributed we used analysis of variance
to explore differences in WHOQOL-BREF scores across
categories, while for non-normally distributed data, we

72.9% 71.1%
64.4% -1

415%
35.6% 9.7 3%, :

zs 0% 27.1% 4.4%
1ame 13 330'7%
9. o% 10. 4% 9 ?%6 7% 4% '
I d K] [

Figure 2 Description of sociodemographic characteristics
of the study participants (n=136).

used the non-parametric Kruskal-Wallis test. Variables
with a p<0.1 in bivariate analysis were included in multi-
variable models. Because residuals were approximately
normally distributed, we used multivariate linear regres-
sion models to determine factors independently associ-
ated with WHOQOL-BREF scores while adjusting for age,
sex and other confounders. We checked for evidence of
multicollinearity in the independent continuous vari-
ables via a correlation matrix and then ran collinearity
diagnostics to assess their tolerance and variance infla-
tion factor (VIF). All VIFs were less than two, suggesting
absence of any multicollinearity. Statistical significance
was set at p<0.05.

RESULTS

One hundred and eighty potentially eligible patients
CLBP patients (identified based on examination of
patient’s hospital records) were approached. They were
screened via questioning to exclude pregnancy and
trauma, and to confirm ability to understand questions.
One hundred and fifty, who were confirmed eligible and
provided consent, were included in study. However, only
one hundred and thirty-six with complete WHOQOL-
BREF questionnaires were used in the final analysis
(figure 1). The median (25-75th percentile) age of
participants was 52 (43 — 60) years, with a female: male

90.9%
s01%  824% 833%

56.6%
293907% o 25.5:515%
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Figure 3 Description of the clinical characteristics of the
study participants (n=136).
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Table 1 Measures of central tendency, spread and correlations of variables with WHOQOL-BREF scores
MeanzSD  Median 25" 75" PHD PSD SRD END OQOL GHS
Age, years 50.6+12.2  52.0 43.0 60.0 r, -0.14 -0.16 -0.24 -0.11 0.07 0.01
P 0.113 0.069 0.008 0.226  0.442 0.875
Units of alcohol per 5.5+11.7 0.8 0.0 6.5 r, 0.11  -0.10 -0.14 -0.05 -0.07 0.00
week
P 0.252 0.294 0.141 0581 0.488 0.986
Overall duration of 62.7+85.5 33.0 12.0 78.0 r, -0.07 -0.04 -0.10 -0.02 0.11 0.05
CLBP, months
P 0.452 0.611 0.260 0.837 0.223 0.577
Duration of pain 25.85+45.2 12.0 3.0 24.0 r, -0.11 -0.24 -0.16 -0.13 0.04 0.01
episode, months
P 0.221  0.005 0.068 0.140 0.674 0.958
BMI in kg/m? 29.6+5.7 28.7 26.0 335 r, 0.00 -0.13 -0.10 -0.08 0.05 -0.05
P 0970 0.146 0.289 0.378 0.595 0.559
Days of work loss 6.0+10.2 0.0 0.0 7.0 r, -0.24 -0.05 -0.10 -0.12 -0.12 -0.10
P 0.005 0.544 0.264 0.177 0.150 0.230
RMDQ score 12.8+6.1 13.0 7.0 18.0 r, -0.34 -0.41 -0.26 -0.26 -0.16 -0.27
P 0.000 0.000 0.002 0.002 0.073 0.002
Pain intensity 41.3+24.3  40.0 20.0 59.0 r, -0.19 -034 -0.11 -0.16 -0.20 -0.26
P 0.031 0.000 0.217 0.070 0.024 0.002
PHD Score 51.6+10.5 53.6 446 571
PSD Score 59.9+15.7 62.5 47.9 70.8
SRD Score 59.4+20.5 58.3 50.0 75.0
END Score 51.2+16.0 53.1 40.6 625
OQOL Score 59.6+17.0  50.0 50.0 75.0
GHS Score 31.4+255 250 0.0 50.0

*Bold values refer to statistically significant associations

BMI, body mass index; CLBP, chroniclow back pain; END, environmental domain; GHS, general health satisfaction; OQOL, overall
quality of life; PHD, physical health domain; PSD, psychological domain; RMDQ, Roland Morris Disability Questionnaire; rs, Spearman’s
correlation coefficient; SRD, social relationship domain; WHOQOL-BREF, WHO Quiality of Life brief.

ratio of 1.8:1. Detailed characteristics of our study partici-
pants can be found in figures 2 and 3.

Pain and duration of CLBP

Overall, the median (25-75th percentile) duration of
CLBP was 33 (12-78) months. The median duration of
the ongoing pain episode was 12 (3-24) months and the
median perceived pain intensity score at the time of the
interview was 40 (20-59) mm. Participants on average
reported 6+10 days of work loss in the previous month
due to LBP (table 1).

Health-related quality of life

With the exception of the END score, all WHOQOL-BREF
domain scores were not normally distributed. The median
OQOL score of CLBP patients at DGH was 50.0 (50.0-75.0).
The median GHS score was 25 (0-50), and significantly lower
than the OQOL score (p<0.001). Among the four domain
scores, the highest score was in the PSD, median: 62.5 (47.9-
70.8). The lowest was the END median: 53.1 (40.6-62.5), see
table 1 for more details. Overall, 7.4% had a poor perceived
OQOL, while 64.7% had poor GHS.

Factors influencing HRQoL domains

PHD: In univariate analysis (tables 1 and 2), the factors
significantly associated with poor PHD included; longer
days of work absence, higher disability scores, higher
reported pain intensity, current smoking, documented
radiological disease, and primary or no formal education
versus tertiary-level education.

In multivariate analysis, factors that independently
influenced HRQoL in the physical domain included;
current smoking (B=-20.49, p=0.008) and docu-
mented radiological disease (B=-7.57, p=0.036). The
model explained 22.6% of the variance in the PHD
scores (table 3).

PSD: In the univariate analysis, factors associated with
poorer HRQoL in the PSD were; the duration of a pain
episode, higher RMDQ) score and secondary education
when compared with tertiary education (reference cate-
gory) (tables 1 and 2).

However only the RMDQ score (B=-0.67, p=0.006) and the
LBP episode (f=—0.13, p=0.001) significantly influenced the
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PSD in multivariate analysis. The model explained 26.1% of
the variance in the PSD scores (table 3).

SRD: Lower SRD scores were associated with older age,
sphincter dysfunction, documented radiological lesions,
primary education versus tertiary and an income below
FCFAB0 000 versus one above FCFA300 000 (tables 1 and
2).

In the multivariate model, the only independent
predictor of SRD was income. Monthly incomes of FCFA50
000-FCFA100 000 (B=12.42, p=0.044) and FCFA100 000-
FCFA300 000 (B=14.94, p=0.008) were associated with
better SRD scores when compared with income below
FCFA50 000. The model explained 13.4% of the variance
in SRD scores (table 3).

END: Univariate analysis revealed that lower END
scores were associated with higher RMDQ) scores, primary
vs tertiary education, an income below FCFA50 000 vs one
above FCFA300 000, and sphincter dysfunction (tables 1
and 2).

Factors independently associated with higher END
scores were; tertiary-level education (B=9.96, p=0.023) and
RMDQ score (=—0.75, p=0.004). The model explained
15.4% of the variance in END scores (table 3).

OQOL and GHS: Higher perceived pain intensity was
significantly associated with lower GHS and OQOL scores.
Disability negatively influenced GHS but not OQOL.
OQOL differed significantly in those with limb numb-
ness/paraesthesia while the GHS score was significantly
lower in those employed in physical effort requiring jobs
compared with those who were not (tables 1 and 4).

In the multivariate analysis, tertiary education (B=11.43,
p=0.008), increasing age (=0.49, p=0.010) and being a
student (B=23.07, p=0.047) were independently associ-
ated with OQOL. The model explained 12.9% of the vari-
ance in the OQOL score (table 3). Among the domain
scores, higher SRD scores (B=0.26, p=0.001) and END
scores (B=0.43, p < 0.001) were associated with better
OQOL. The model explained 35% of the variance in the
OQOL score after adjusting for age, gender, educational
level and employment status (table 5).

Based on multivariate analysis, variables independently
associated with GHS were; age (B=0.57, p=0.017) and
physical-type employment (B=-14.57, p=0.012), with the
model explaining 18.8% of the variance in GHS scores
(table 3). No domain score was significantly related to the
GHS score in adjusted multivariate analysis (table 5).

DISCUSSION

Chronic pain is a recognised cause of reduced QoL,
but the dimensions and extent of the impact it has on
HRQoL are subject to variations based on the individual,
the disease and even the environment. Accordingly, the
aim of this study was to describe HRQoL and its deter-
minants in CLBP patients in Cameroon. We found that
determinants of HRQoL differed for various WHOQOL-
BREF component domains. Being a current smoker and
having radiological disease predicted poorer physical

health, while increased disability (higher RMDQ) scores)
and longer LBP episodes predicted poorer psychological
health. Higher income predicted better social relation-
ships while higher levels of education and less disability
(lower RMDQ scores) predicted better environmental
health. Tertiary education, older age and being a student
predicted better OQOL. On the other hand, older age
and non-physical-type employment were associated with
greater GHS.

The average OQOL score for CLBP patients in our
study was about half of the maximum score. Similar
scores were reported among other CLBP patients in
countries with better living standards (higher per capita
gross domestic product) such as Brazil and Poland.?” ***’
While, in studies with a mixed population of acute and
CLBP patients, higher average scores were reported,'® '
strengthening the argument that CLBP has an impact on
QoL, and the chronic nature of the pain likely contrib-
utes to this effect."

The average GHS score for our CLBP patients was
significantly lower than the average OQOL score, as was
similarly reported in Polish patients.*’ More so, dissat-
isfaction with general health was common (more than
two-thirds of our patients), while less than a tenth rated
their QoL as poor. In an Austrian study,?’ though a similar
disparity was observed between the two scores, health
dissatisfaction was less common (about a quarter of their
patients) than in our cohort. In addition, the proportion
of persons in this study who rated their OQOL as ‘very
bad’ or ‘bad’ was comparable to ours (8.6% in men and
14.7% in women). This may be linked to the fact that
patients in this study were recruited from the community
(as opposed to hospital setting in our study) and possibly
in better physical health states, hence more satisfied with
their health comparatively. It could also be a reflection
of better access to quality healthcare for the Austrian
population in general. On the other hand, the consistent
disparity between health satisfaction and self-rated OQOL
potentially indicates that while CLBP clearly influences
perceived health status, its effect on QoL is seemingly not
a direct one. QoL appears to be a broader indicator with
multiple determinants.

Moving into the specific domain scores, the END score
was the most impaired HRQoLL domain in our patients.
A similar finding was observed in Brazil.”® However, the
physical domain which was scored slightly better than
the END by our patients (third most impaired domain)
has been frequently identified as the most affected in
similar patient %roups in Iran, Austria, Brazil, Poland
and Bosnia.'® ***"** When consideration is given to the
specific items (satisfaction with finances, physical secu-
rity, accessibility of healthcare, quality of health/social
care, home environment, participation in leisure activ-
ities, pollution, noise, traffic and transport) assessed in
the END score, it is likely that the low scores found in
our patients may reflect the comparatively low standards
of living in our population, and limited infrastructure
adapted for persons with disability.
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Table 5 Multivariate regression model showing the influence of various domains on OQOL and GHS scores

0OQOLaR?=0.350

GHSaR2=0.151

B 95% ClI B 95% Cl
Physical health domain -0.25 —-0.54 to 0.03 0.42 —-0.15t0 0.99
Psychological domain 0.10 —-0.10 t0 0.30 0.36 -0.03t0 0.74
Social relationships domain 0.26* 0.11 to 0.41 0.14 —-0.17 to 0.44
Environmental domain 0.43t1 0.22 t0 0.64 -0.09 -0.51t00.34

OQOL model adjusted for age, gender, educational level and employment status.

GH model adjusted for age, gender and type of employment.
*Beta coefficient significant at <0.01 level.

TBeta coefficient significant at <0.001 level.

IBeta coefficient significant at <0.05 level.

B, beta coefficient; GH, general health; OQOL, overall quality of life.

The highestscored (leastimpaired) domains of HRQoL
in our study were the PSD, followed by the SRD. This order
was rather uncommon in other literature. In most other
LBP patient groups (Iran, Taiwan, Austria, Brazil, Poland
and Bosnia) ,18_20 2738394142 {h e SRD was the highest, with
the PSD usually falling much lower in the third place. The
PSD scores were reported to be most impaired (lowest)
in two studies in Taiwan and Poland." *' We found this
difference in perceived psychological well-being between
our patients and those in other settings rather peculiar.
We speculate that it may be related to sociocultural partic-
ularities in our setting that could be further investigated.

There was no difference in HRQoL domain scores
between males and female CLBP patients in our study, and
in some others.'®*” One study, however, reported better PSD
scores in males with CLBP compared with females.”” In a
like manner, age did not affect any of the HRQoL domains
in our patients, but findings in previous literature have thus
far been variable. For example, in a cohort of CLBP patients
in Brazil, older age was associated with poorer scores in all
four domains.?” In Bosnia, older patients had poorer PSD
and PHD scores.** However, our findings are mirrored in a
Polish study with similar mean age.”

In some other studies, pain intensity significantly
influenced certain HRQoL domains.' ¥ However, for
ours, it had no significant influence on any HRQoL
score after controlling for confounders. On the other
hand, disability is also described in the literature as a key
predictor of lower QoL in CLBP." #” *! Disability in our
patients was strongly associated with the PSD score, but
less so with the END, and not at all with the PHD after
adjusting for confounders, which is at variance with other
reports.'” 7741 In addition, this study found no relation
between disability and perception of OQOL, which is
contrary to findings in Taiwanese and Polish cohorts.'’ *!

After controlling for age, sex and other sociodemo-
graphic and clinical variables, being a current smoker
and having documented radiologic lesions were the only
factors independently associated with worse physical
health scores. Smoking has been previously explored in
Brazilian CLBP patients, but was found to have no influ-
ence on the PHD.?” On examination of predictors of PSD,

in addition to a strong relationship between disability
and psychological QoL, persons with a longer duration of
their back pain episode also had poorer PSD QoL. Dura-
tion, however, did not influence any other HRQoL score.
In a Polish cohort, duration of LBP rather influenced the
END score.”

In our study, tertiary education predicted better envi-
ronmental QoL while higher income predicted better
social QoL. Education equally seemed to play a role in
perceived OQOL. Students and persons with university-
level education had higher scores. Our results did not
conform to previous reports®” * in which educational
level and income did not significantly influence any of
the HRQoL scores after controlling for confounders.
This could reflect the better socioeconomic status of the
populations in these countries. Examining employment
in more detail revealed that work type seems to influence
health satisfaction in our CLBP patients and logically so.
Subjects whose occupations involved physical exertion
had significantly lower health satisfaction.

Environmental and social domains predicted patients’
perception of their OQOL. A previous study rather
discovered a relationship between OQOL and the phys-
ical and PSD domains."” These findings illustrate how
factors unique to each population setting could influence
HRQoL in identical disease states.

Thisstudy had certain limitations. Usinga cross-sectional
study design limited our ability to determine causality,
as would have been possible with a prospective cohort
design. In addition, our study was prone to selection bias
owing to the use of a non-random sampling technique
and the selected nature (hospital based) of the study. Our
findings cannot be generalised without caution as they
likely reflect the situation at the study facility. Further-
more, we did not explicitly assess the aetiology of associ-
ated symptoms. We acknowledge that they may have been
due to other health problems and not necessarily LBP.
Finally, there is no culturally adapted, validated, generic
HRQoL questionnaire specific for Cameroon. Further-
more, there are no population norms for WHOQOL-
BREF in Cameroon. This lack of a reference limits our
possibility to carefully analyse health outcomes.
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However, we sought to reduce some of the bias by
choosing a widely validated tool specially developed to
be applied across cultures and permit comparisons across
various settings. Future research to develop a culturally
adapted generic HRQoL tool for our setting and establish
population norms of existing tools could go a long way
in improving the evaluation of the impact of CLBP on
HRQoL.

CONCLUSIONS

Our results suggest that CLBP impedes the HRQoL of
affected patients. The factors that influence HRQoL in
CLBP patients vary across its various component domains.
Multicomponent management strategies, especially those
that reduce disability and mitigate environmental and
socioeconomic barriers to healthcare should be consid-
ered to improve the HRQoL in patients with CLBP. To
the best of our knowledge, this study is the first of its
kind in Cameroon to provide evidence on the HRQoL
of patients with chronic LBP, as well as the determinants
of QoL in this population. Our findings are thus relevant
for health policy-makers, as it has unearthed significant
determinants that could be targeted in order to allay the
burden of CLBP.
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