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ABSTRACT

Low Back Pain (LBP) is a problem of public health importance in developed countries
as well as developing ones including Kenya. It is sub-categorized into neurogenic and
somatic pain. Low back pain causes suffering, discomfort, and disability whose levels
remain unknown. The main objective of this study was to determine the levels of pain
and disability and their association with selected socio-demographic characteristics in
patients with neurogenic and somatic LBP at Mbagathi Sub-county Hospital. This was a
cross-sectional study design where 176 patients of 18 years and above were sampled
using systematic random sampling. A Semi-structured questionnaire, adapted Oswestry
Disability Index (ODI) and Self- complete Leeds Assessment of Neuropathic Symptoms
and Signs (S-LANSS) were administered by research assistants to study subjects. The
questionnaire captured information on selected socio-demographic characteristics and
adapted S-LANSS information on pain intensity and type/category while the adapted
ODI was used to measure levels of disability. Ethical considerations in regard to
approval of the study, privacy of participants, confidentiality of information and
voluntary participation by participants was observed. Majority (72.7%) suffered from
somatic LBP compared to 27.3% that had neurogenic LBP. Out of 176 participants,
females were more (63.1%) than males (36.9%). The mean age was 41.1(12.6) SD,
median age in years was 40 and IQR 32-48. On Visual Analogue Scale (VAS), 55.7 %(
n=98) reported moderate pain and severe pain was 44.3 % (n=78). On ODI, 60.8% had
minimal disability, 33.5% moderate disability and 5.7% had severe disability. Chi-
square test of association showed no relationship between levels of pain and disability
and selected socio-demographics (P>0.05). Multivariate logistic regression showed
significant association between severe pain and moderate and severe disability (P<0.001,
OR=7.2, 95% CI, 2.6-20.2). Neurogenic pain was also significantly associated with
severe and moderate disability (P=0.006, OR=14.1, 95% ClI, 2.2-92.5). From the study it
was found that patients with neurogenic LBP had a higher risk of severe and moderate
disability compared to somatic LBP. Therefore special attention is required in LBP
diagnosis to identify this sub-category to be able to effectively address the severe and
moderate disability.
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CHAPTER ONE
INTRODUCTION
1.1 Background Information

Low back pain is defined as pain, tension in a muscle, or localized stiffness below the
costal margin and above the inferior gluteal folds, with or without sciatica, and it is
described as chronic when it lasts for more than 12 weeks (Wang, Wéang, & Kaplar,
2016; Chou, 2011). Low back pain can be acute lasting less than 6 weeks, sub-acute (6-
12 weeks), or chronic (more than 12 weeks) (Chen, Shaparin, & Gritsenko, 2017). The
actual cause of LBP remains unclear; however, several risk factors are associated with
the onset of LBP. These include mechanical (posterolateral prolapsed disc, osteoarthritis
(OA) facet and joints, spondylosis and spinal stenosis), congenital conditions (severe
scoliosis and kyphosis), non-mechanical (tumors), infection (vertebral osteomyelits and
HIV/AIDS), inflammatory arthritis (rheumatoid arthritis and ankylosing spondylitis) and
visceral disease (Kalichman, Kim, Li, Guermazi, & Hunter, 2010; Suri, Hunter,
Rainville, Guermazi, & Katz, 2013). Low back pain is categorized into two types,
namely somatic or nociceptive and neurogenic pain. Somatic is defined as pain arising
from actual or threatening damage to non-neural tissue and is due to the activation of
nociceptors (Group, 2011). It involves tendons, muscles, ligaments and joints (Kreiner et
al., 2014; Malanga & Cruz Colon, 2010; Schilder et al., 2014). It is also defined as pain
attributable to the activation of the peripheral receptive terminals of primary afferent
neurons in response to noxious chemical, mechanical, or thermal stimuli. It’s dull,
difficult to locate and show no neurological signs of root compression (Smart, Blake,
Staines, Thacker & Doody, 2012). Neurogenic pain is defined as pain caused by a
primary lesion or disease of the somatosensory nervous system. It is characterized by
paraesthesia, muscle weakness and loss of reflexes (Group, 2011). Low back pain is one
of the most common health problems affecting people and every person will at least
once in his or her lifetime suffer from LBP (Zhu et al., 2005; Chen et al., 2017). Low

back pain affects the economic, social and public health sectors globally and therefore



increasing the cost incurred in medical expenses each year (Louw, Morris, & Grimmer-
Somers, 2007). Low back pain is associated with substantial financial costs, loss of
quality of life and it is the main source of temporary disability affecting population aged
below 45 years (Roupa & Vassilopoulos, 2008). Worldwide, LBP is the most common
reason for functional disability and it affects 90% of universal population (Brennan,
Shafat, Donncha, & Vekins, 2007). Low back pain affects individuals as well as nations
through medical expenditure and reduced productivity of workers (Crow & Willis,
2009).

In the United Kingdom (UK) ,the prevalence of chronic pain from 7 studies, ranged
from 35.0% to 51.3%, moderate-severely disabling chronic pain based on 4 studies,
ranged from 10.4% to 14.3% and based on 2 studies, chronic neuropathic pain as 8.2%
to 8.9% (Fayaz, Croft, Langford, Donaldson, & Jones, 2016). In South Africa 80% of
the workforce suffers from severe discomfort and disability due to LBP at some point in
their working life (Cilliers & Maart, 2013). Kenya faces the same dilemma of LBP as
other countries where an estimated 60% of all employees suffer from LBP at some point
in their employment and the most prevalent musculoskeletal condition in rural
communities (Langat, Bii, Opondo, & Mbakaya, 2015). A study done in rural Nigeria on
peasant farmers (n=310) indicated that LBP is prevalent health condition (Birabi,
Dienye, & Ndukwu, 2012). In Uganda, a study showed that the prevalence of LBP is 20
% (Galukande, Muwazi, & Mugisa, 2005), and that it is a major cause of disability and
absenteeism at work (Galukande, Muwazi, & Mugisa, 2006). In Kenya, 60% of tea
pickers suffer from LBP and it is highly prevalent among terminal tractor drivers in the
port of Mombasa (Hassan & Mburu, 2013). Previous study on self-reported pain and
outcomes revealed that there exists an association between LBP and disability and
therefore it is considered a public health problem of clinical, social and economic

importance (Bishop, Horn, George, & Robinson, 2011).



1.2 Statement of the Problem

Low back pain is a condition afflicting many Kenyans. Majority of patients attending
physiotherapy treatment at Mbagathi Sub-County Hospital complain of low back pain.
These patients experience certain LBP related challenges. It affects people of different
social classes. People visiting the hospital for treatment leave their places of work un-
attended and spend long hours waiting because of the big volumes of patients seeking
physiotherapy care. There is loss of productive time while waiting to be served as well
as the issue of the high cost of physiotherapy services and medications. Overall,
productivity is reduced through the man hours lost by being away from work. These
patients experience participation restrictions and limitations in carrying out certain
activities of daily living as a result of pain. The extent to which these patients are
afflicted is unknown and varies among patients. Lack of accurate measurement of pain
and disability levels has consistently resulted in poor correlations between pain and
disability. Patients attending physiotherapy for LBP present with pain and disability
whose levels are not known further complicating how it is managed. The purpose of this
research study was to determine the relationship between socio-demographic factors and
levels of pain and disability in patients with somatic and neurogenic LBP at Mbagathi

Sub-County Hospital in Nairobi City County.

1.3 Justification

Low back pain is considered to be a leading cause of disability, hence a public health
concern. It affects people in different cultures and interferes with their quality of life
and work. It is the most common reason for seeking medical attention. Patients with
LBP comprise the largest cohort of patients seeking out-patient physiotherapy care at
Mbagathi Sub-County Hospital. The findings from the study may have the potential to
improve the understanding of LBP management, contribute to the effort to improve
health care and the information provided on disability and pain may assist in the review
of treatment programs and approaches. The results of this study may therefore be useful

in policy formulation, designing of programs, diagnosis and treatment of patients. The



information gathered in this study may further provide physiotherapists and other

clinicians with valuable knowledge on LBP management.
1.4 Research Questions

a). What is the proportion of patients with somatic and neurogenic low back pain at
Mbagathi Sub-county Hospital in Nairobi City County?

b).What is the level of pain in patients with Neurogenic and Somatic low back pain
at Mbagathi Sub-county Hospital in Nairobi City County?

c).What is the level of disability in patients with Neurogenic and Somatic low back
pain at Mbagathi Sub-county Hospital in Nairobi City County?

d).What is the relationship between levels of pain and disability in patients with
somatic and neurogenic low back pain at Mbagathi Sub-county Hospital in

Nairobi City County?

e). What is the relationship between selected socio-demographic factors and
disability in patients with neurogenic and somatic low back pain at Mbagathi

Sub-county Hospital in Nairobi City County?
1.5 Objectives
1.5.1 Broad Objective

To determine the relationship between selected socio-demographic factors and levels of
pain and disability in patients with neurogenic and somatic LBP at Mbagathi Sub-county

Hospital in Nairobi City County, Kenya.



1.5.2 Specific Objectives

a). To determine the proportion of patients with somatic and neurogenic LBP at
Mbagathi Sub-County Hospital in Nairobi City County.

b). To determine the levels of pain in patients with Neurogenic and Somatic LBP at
Mbagathi Sub-county Hospital in Nairobi City County.

c). To determine the levels of disability in patients with Neurogenic and Somatic
LBP at Mbagathi Sub-county Hospital in Nairobi City County.

d). To determine the relationship between levels of pain and disability in patients
with neurogenic and somatic LBP at Mbagathi Sub-county Hospital in Nairobi
City County.

e). To determine the relationship between selected socio-demographic factors and
disability in patients with neurogenic and somatic LBP at Mbagathi Sub-county

Hospital in Nairobi City County.



CHAPTER TWO

LITERATURE REVIEW

2.1 Impact of LBP

Low back pain is one of the leading causes of physical limitation in the USA and a chief
source of incapacitation, suffering and expenses and was ranked third among all other
diseases in disability-adjusted life-years in 2010 (Chen et al., 2017). In Canada, Finland,
and USA, LBP causes more disability as a musculoskeletal disorder than any other
group of diseases (Punnett et al., 2005). World-wide, 60-90% of individuals experience
low back pain during the course of their life, while 10% are unable to work and about
20% has persistent symptoms at one year (Chou, 2011). Factors such as prolonged 90°
trunk flexion , manual handling, load carriage, and lifting have been associated with
LBP among workers (Van Vuuren, Van Heerden, Becker, Zinzen & Meeusen, 2007).
The costs, healthcare-use and disability attributed to LBP are expected to rise in both
low and middle income countries in future (Hartvigsen et al., 2018). Indirect costs for
chronic LBP are significantly higher than the direct costs, which include
pharmaceuticals, medical visits, physiotherapy, and hospitalization (Richard. Deyo,
Jarvik & Chou, 2014; Gore, Sadosky, Stacey, Tai, & Leslie, 2012). It is apparent that as
the condition continues, cost increases exponentially, which can be reduced by limiting
the chronic nature of LBP (Hanney, Kolber, & Beekhuizen, 2009). In the USA and
Australia, LBP is one of the most common problems treated in the health care system
affecting 2 — 5% of the population at any one time, 26- 27% over any 3 month period
and 70 — 80% over the course of their life time (Deyo, Mirza, Turner & Martin, 2009;
Walker, Muller, & Grant, 2004; Strine & Hootman, 2007).

An estimated £ 9,090 million was lost in the U.K in 1998 in LBP-related costs (Wynne-
Jones, Dunn, & Main, 2008). There has been a rise in LBP costs over the past twenty
years (Freburger et al., 2009). Low back pain affects work performance and social

responsibilities (Manchikanti, Singh, Falco, Benyamin, & Hirsch, 2014). Chronic nature



of the condition leads to disability and participation restrictions, leading to reduced
quality of life (Hanney et al., 2009 ; William et al., 2007 ; Van Vuuren et al., 2007). Due
to the initial severe/high pain intensity and pain at multiple body regions the risk of
disabling LBP increases (Hartvigsen et al., 2018). Low back pain is the most prevalent
musculoskeletal condition and common cause of disability in developed nations; though
it is assumed that it is lower in Africa but on the rise (Louw et al., 2007). Studies have
shown that the economic impact of LBP exceeds the costs of rheumatoid diseases, stroke
and diabetes (Hanney et al., 2009 ; Van Vuuren et al., 2007). Low back pain causes
temporary disability to people aged below 45 years in America (Roupa & Vassilopoulos,
2008), and the leading cause of years lost to disability worldwide (Buchbinder et al.,
2018). In Switzerland, it is the leading cause of reduced work productivity and disability
(Wieser et al., 2011). Indirect costs for chronic LBP are significantly higher than the
direct costs, which include pharmaceuticals, medical visits, physiotherapy, and
hospitalization (Richard, Deyo, Jarvik, & Chou, 2014; Gore et al., 2012; Wieser et al.,
2011). It is apparent that as the condition continues, cost increases exponentially, which

can be reduced by limiting the chronic nature of LBP (Hanney et al., 2009).

2.2 Prevalence of LBP

The prevalence of LBP in the UK and Germany in general working population is 40%
and 58.9% respectively (Naidoo & Coopoo, 2012; Schneider, Schmitt, Zoller, &
Schiltenwolf, 2005) whereas in Africa, a one year prevalence is 72% and a life time
prevalence is 74% (Louw et al., 2007). Previous studies indicate that 20-30% of patients
with LBP suffer from a neuropathic component, chronic lumbar radicular pain being the
most common neuropathic pain syndrome (Smith & Torrance, 2012; Freynhagen &
Baron, 2009) while large epidemiological studies show that 20% to 35% of patients with
back pain suffer from a neuropathic pain component (Smith & Torrance, 2012). The
prevalence of chronic LBP is about 23%, and it is highly prevalent in Western societies
(Balague, Mannion, Pellise, & Cedraschi, 2012; Freynhagen & Baron, 2009).
Neurogenic pain presents with higher levels of pain, disability, anxiety, depression and

reduced quality of life compared to somatic LBP (Beith, Kemp, Kenyon, Prout &

7



Chestnut, 2011; Smart et al., 2012). The prevalence of neuropathic pain varies between
19-80% (Harrisson, Stynes, Dunn, Foster & Konstantinou, 2017). In Africa, the mean
point prevalence of LBP in adolescents is 12% whereas among adults is 32%. The
average one year prevalence of LBP in adolescents is 33% and among adults is 50%.
The average lifetime prevalence of LBP among the adolescents was 36% and among
adults was 62% (Louw et al., 2007). Prevalence of LBP among the bank staff in Kigali,
Rwanda is 45.8% (Kanyenyeri, Asiimwe, Mochama, Nyiligira, & Habtu, 2017). A study
done in specialized hospitals in Nigeria and Ethiopia showed LBP prevalence among
female nurses as 67.5% while in male nurses it was 32.5% (Sikiru & Shmaila, 2009). A
study on prevalence of LBP among peasant farmers in Nigeria revealed that LBP was
more prevalent in people aged between 31-40 yeas (49.04%), the non-obese (68.95%),
and farmers who had done the farming for a long time (Birabi et al., 2012). The
prevalence of LBP in Kenya among tea pickers is estimated to be 45.4% and 39.5% in

non-tea pickers (Langat et al., 2015).

2.3 Assessment and Diagnosis

There are many options of evaluation and management of LBP; however, there is no
consensus between specialties on appropriate evaluation and management. Numerous
studies show unexplained and large variations in diagnostic tests and evaluation (Chou,
2011). Low back pain is attributed to a specific pain generator and therefore identifying
the pain generator is key (Allegri et al., 2016). History taking and clinical examination
are part of most diagnostic measures but the use of MRI should be restricted (Balague,
Mannion, Pellise, & Cedraschi, 2012) The assessment and diagnostic tests include plain
radiography, magnetic resonance imaging (MRI) and computerized tomography (CT)
scanning (Last & Hulbert, 2010; Cline, 2008). Other assessment and diagnostic
measures are plain roentgenograms, bone scanning and physiologic assessment whereby
bone scanning is requested when radiographs are normal but clinical findings are
suspicious of osteomylitis and nerve conduction studies to differentiate peripheral
neuropathy from radiculopathy or myopathy (Cline, 2008). Other diagnostic tests

include sensory, motor, tendon reflex, and neuro-dynamic tests of the lumbo-sacral spine
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(Tawa, Rhoda, & Diener, 2017). Pain and disability screening tools such as S-LANSS
and ODI (Bennett, Smith, Torrance, & Potter, 2005; Brodke et al., 2017).

2.4 Management Options

Unlike somatic pain, several management regimes for patients with nerve related LBP
exist. These include surgery for lumbar disc herniation and spinal stenosis, 2-3 days of
bed rest in supine position for patients with acute radiculopathy, physical therapy
modalities (such as superficial heat, ultrasound, cold packs and manual therapy),
corsets, traction, spinal mobilizations, exercises, counseling and education (Farber &
Wieland, 2016; Chou et al., 2007). Patient education and reassurance, analgesic
medicines, non-pharmacological therapies, and timely review (Maher, Underwood, &
Buchbinder, 2017). Decrease pain by improving posture and level of activity, teach basic
body mechanics, advice on selections of furniture with back, neck and arm support,
instruct person on concepts of energy conservation, use creative crafts, music to improve

persons self concept, leisure activities and encourage good work posture (Casazza, 2012)

2.5 Pain and Disability

Pain is considered a complex, multidimensional, individual and subjective perceptive
experience that can only be quantified indirectly (Swieboda, Filip, Prystupa, & Drozd,
2013; Acapo , & Seyres , 2017). Pain intensity in nerve related LBP is severe. Low back
pain is among the disabling musculoskeletal disorders that has a negative impact to an
individual as well as to a nation both in the high and low income countries (Galukande
et al., 2006). Low back pain was ranked as the condition with the highest number of
years lived with disability (YLDs) and sixth in terms of (overall burden) disability-
adjusted life years (DALYS) in the 2010 study on global burden of disease (Hoy,
Brooks, Blyth, & Buchbinder, 2014 ; Murray et al., 2012). Low back pain causes more
global disability than any other condition (Hoy et al., 2014). Age, female gender,

educational status, levels of income, work load, work position/occupation, perceived



work stress and heavy lifting have been associated with LBP among hospital staff
(Karahan, Kav, Abbasoglu, & Dogan, 2009; Andini, 2015).

Factors found in population studies to be associated with neuropathic pain include older
age, female sex, manual occupation, being unable to work, living in a rural area or
council-rented accommodation, and lower educational attainment (Smith & Torrance,
2012). Studies have found out that LBP is attributed to compensational days sought by
workers and disability in modern industrialized societies (Yilmaz & Dedeli, 2012).
Findings of a study conducted in India on severity of disability in elderly patients with
LBP showed a gradual increase of pain scores in both males and females, the increment
of the score being more in females (Koley, Singh, & Sandhu, 2008). Individuals at
greatest risk of developing LBP includes people with physically demanding jobs,
physical and mental comorbidities, smokers, and obese individuals (Hartvigsen et al.,
2018). Patients with LBP with pain referral to the legs are more severely affected than
those with localized LBP and patients with signs of nerve involvement are the most
severely affected (Kongsted, Kent, Albert, Jensen & Manniche, 2012). A study on
classification of low back-leg related pain to establish whether sub-groups differ in
disability and psychological factors found out that those in peripheral nerve sensitization
subgroup had severe disability compared to other subgroups and greater fear avoidance
beliefs about physical activity compared with central sensitization (Walsh & Hall, 2010).
A study on LBP and disability among women (n=542) has shown that seven percent of
women reported a high level of disability and 16% reported high-intensity pain. It
further showed that women with higher levels of disability were more likely to have a
higher body mass index, not employed outside the home, drink alcohol, and have current
pain (Urquhart, Shortreed, Davis, Cicuttini, & Bell, 2009). A study on patients with LBP
found out that severe pain resulted in poor health related quality of life, severe / heavier
disability, depression and anxiety in patients with neurogenic pain (Smart et al., 2012).
Low back pain disability is estimated to increase in low and middle income countries
due to scanty resources (Clark & Horton, 2018). Studies have shown that neuropathic

pain is a major contributor to chronic LBP (Freynhagen & Baron, 2009). Studies have
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also shown that chronic LBP can cause high pain intensity, greater/severe disability and
a worse quality of life especially in female patients and in patients with high levels of
chronic (Stefane, Munari, Santos, Marinovic & Hortense, 2013).

A general population survey done on epidemiology of chronic pain of predominantly
neuropathic origin revealed that respondents with this chronic neuropathic pain were
significantly more likely to be female, slightly older, no longer married, living in council
rented accommodation, unable to work, or have no educational qualifications (Smith &
Torrance, 2012). It further showed that respondents with this type of pain also reported
significantly greater pain intensity, higher scores on the neuropathic pain scale (NPS),
higher levels of expressed need, and longer duration of pain (Smith & Torrance, 2012).
A cross-sectional survey done on the burden of neuropathic pain showed that these
patients make more visits to physicians frequently and they report substantial pain, most
of them reporting severe or moderate pain (McDermott, Toelle, Rowbotham, Schaefer,
& Dukes, 2006). A study on severity of disability in elderly patients with LBP (n=300)
in Punjab, India shows females have a higher mean pain scores as compared to their
male counterparts and a gradual increase in pain score with age in both sexes, the
increment being more in females (Koley et al., 2008). Disability is predicted by pain
intensity, work status, sex and presence of leg pain and it is also reported that pain
intensity, back disability and physical health are worse in neurogenic LBP ( Bishop et

al., 2011; Soer, Koke, Speijer, Vroomen, Smeets, Coppes, & Reneman, 2015 ).

A higher prevalence of chronic pain with neuropathic characteristics is said to be
associated with middle age (50-64 years), manual professions and those living in rural
areas. The pain is said to be located in the lower limbs frequently, severe in intensity
and of higher duration compared to chronic pain without neuropathic features
(Bouhassira, Lantéri-Minet, Attal, Laurent, & Touboul, 2008). While disability is driven
measures of pain and fear avoidance beliefs (Cai, Pua, & Kian, 2007), severe pain
results in poor health related quality of life, severe disability, depression and anxiety in
patients with neurogenic LBP (Bair, Wu, Damush, Sutherland & Kroenke, 2008).
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CHAPTER THREE
MATERIALS AND METHODS
3.1 Study Site

The study was conducted at Mbagathi Sub-county Hospital in Nairobi City County. The
study site is situated at Kenyatta Golf course location, Dagoretti district in Nairobi City
County. Figure 3.1 shows the location of the study site. Nairobi City County has 17
constituencies. It borders Kibera Division. It is a well equipped Sub-County hospital in
the County. It has a capacity of 200 beds. People seeking treatment at Mbagathi Sub-
county Hospital come from all over Nairobi County. The hospital has a fully equipped
outpatient physiotherapy clinic that attracts referral of the target population. Figure 3.1
shows a map of Kenya indicating location of the study site, Mbagathi Sub county

Hospital.
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3.2 Study Design

This was a Cross-sectional study design.

3.3. Study Variables

3.3.1 Dependent Variables

Disability (mild, moderate, severe).

3.3.2 Independent Variables

Somatic and neurogenic LBP.

3.3.3 Effect modifiers and/possible confounders

The modifying variables were age, gender, religion, marital status, employment status,

residence monthly income, and education status.

3.4 Study Population

The number of new adult patients with LBP attending physiotherapy out-patient clinic at
Mbagathi District Hospital was estimated to be 157 per month according to the records
obtained from the physiotherapist in-charge at Mbagathi Sub-county Hospital. During
the study period which lasted 3 months, an average of 471 patients with LBP attended
the clinic. The participants were primarily recruited from Mbagathi Sub-county
Hospital. However, participation was open to non-Mbagathi patients referred for
physiotherapy at the clinic provided they met the inclusion criteria. This included
patients that had not seen a doctor but were LBP sufferers seeking physiotherapy
treatment at Mbagathi Sub-county Hospital. The participants were diagnosed as having
LBP, and therefore presented to the department with or without a referral sheet to seek

for physiotherapy treatment.
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A flow chart on how subjects were recruited from the study population is as represented

in figure 3.2.
Subjects were invited from the
study population (patients with
LBP) to participate in the study
A 4
Those that agreed to
participate
v
Study Tools:
1. Questionnaire 2.Adapted S-LANSS 3.0DI
(Socio-demographics) (Somatic, neurogenic)  (Mild, Moderate, Severe,
Bed-bound)

Figure 3.2: Subject recruitment flow
3.4.1 Inclusion Criteria

New patients with LBP, repeat visits and those that gave consent to participate were
included. Those that were referred with a diagnosis of LBP as well as those that had no
referral sheet but were suffering from LBP were enrolled. Those that were above 18

years were also recruited.

15



3.4.2 Exclusion criteria

Those patients who did not give consent to participate in the study were left out. This
group also excluded patients with cancer, repeat visits, pregnancy as well as those

individuals that were under 18 years of age.
3.5. Sampling Procedures

The physiotherapy clinic at Mbagathi Sub-County Hospital runs for 5 days in a week
from 8am to 5pm.An average of 157 new patients suffering from LBP was expected to
be served per month and an average of 8 patients per day. The study subjects were
recruited using systematic random sampling with a sampling interval of 2.6(471/178).
The sampling was done until 178 subjects were recruited. The choice of the first patient

was done randomly so that every 3™ subject was selected.
3.6 Sample Size Determination

On average, the number of new patients with LBP attending physiotherapy out-patient at
Mbagathi Sub-County Hospital was 157 patients per month. This was as per the
statistics obtained from the office of the in-charge physiotherapy clinic of May 2014 to
April 2015. Therefore the monthly study population was estimated to be 157 LBP

patients.

The sample size was calculated using the formula for cross-sectional studies (Torgerson
& Miles, 2007),

n=2?PQ
d2
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Where;
n — Expected sample size
Z — Standard deviation units for the desired level at 95% CI (Z value = 1.96

P — Estimated prevalence (proportion of the population with the characteristic under
investigation) of neuropathic LBP = 20-35% (Freynhagen & Baron, 2009)

Q-1-P
d — The minimum expected error (P value = 0.05)

n= (1.96)2(0.20) (1-0.20)
(0.05)?

n=245.8624

Since n were less than 10,000, the sample size was adjusted for finite population (nf)

using the formula:
nf= n/(1+n/N),where N is the study population size.
nf= 245.86/1+ (245.86/471)
nf=161.538
The sample size was adjusted for spoilt / missing data questionnaire by 10%.
110% of 161.538=177.68

The adjusted sample size was 178 study subjects.

17



3.8 Data Collection

The main tools for collecting data were a questionnaire (Appendix I1), the adapted S-
LANSS (Appendix Il1) and ODI (Appendix 1V). For the purpose of this study, an
adapted Kenyan version of the S-LANSS (appendix Ill) which is a local validated
version of the original S-LANSS was used.

The original S-LANSS had been used in other diagnostic studies in Turkey and Brazil
(Koc & Erdemoglu, 2010; Schestatsky et al., 2011). Quantitative data was collected
using the questionnaires and standard tools (appendix II, 111 and 1V). The S-LANSS was
used to sub-categorize patients with pain of predominantly neurogenic origin (with a
score of >12) and somatic pain (with a score of <I1). After ascertaining the diagnosis
(LBP), the study subjects were informed of the purpose of the study, its objectives, risks
and benefits. Voluntary informed consent in writing was sought from those who had met
the inclusion criteria and were willing to participate in this study. It was estimated that it
would take each participant 15-20 minutes to complete the interview. The subjects were
interviewed in designated private cubicles where treatment normally took place. Their
privacy was also maintained by ensuring each was interviewed individually and assuring
them that the information was not going to be revealed to anybody other the research
team. The data collection tools were self-administered (appendices II, 1l and V).
However due to the fact that some participants could not read and/or write, the tools
were administered by trained research assistants whose qualifications were a Bachelor’s
degree in physiotherapy. Any doubts that may have arisen while filling out the tools by
subjects that were able to read and write was clarified by the research assistants as and
when they occurred. The research assistants also ensured that the tools were filled out
properly. The questionnaire consisted of 7 socio-demographic questions; the S-LANSS
had a diagram to indicate the area of pain, visual analogue scale (VAS), five items for
description of system and two items for clinical examination. Clinical examination was
done as a self-assessment whereas the VAS on the S-LANSS assessed the severity of
pain (Bennett et al., 2005). The ODI had 10 sections on the degree to which back or leg

trouble had affected the ability to manage activities of everyday life.
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3.9 Research Instruments

3.9.1 Leeds Assessment of Neuropathic Symptoms and Signs

Leeds Assessment of Neuropathic Symptoms and Signs (LANSS) was the first tool
developed to discriminate neurogenic with somatic pain. The original LANSS was
developed in a sample of 60 patients with chronic somatic or neuropathic pain and
validated in a further sample of 40 patients. The LANSS has subsequently been tested
and validated in several settings (Spanos, Lachanas, Chan, Bargiota, & Giannoukas,
2015; Schestatsky et al., 2011; Bennett et al., 2005) showing an accuracy of 82-91%
sensitivity and specificity of 80-94% when compared to clinical diagnosis. The S-
LANSS has also been validated in the community setting as a self-report tool
(Weingarten et al., 2007). It showed an accuracy of 85% sensitivity and 80% specificity
when compared to expert clinical assessment (Bennett et al., 2005).

3.9.2 Oswestry Disability Questionnaire

Oswestry LBP disability questionnaire was used to assess function. It is a condition-
specific measure of low back pain disability that focused on pain intensity and functional
limitations. The disability index was calculated by dividing the total score (each score
work 1-6) by the number of sections answered and multiplying by 100. Since its
publication in 1980, It is the most used and recommended (Alcantara-Bumbiedro,
Florez-Garcia, Echavarri-Pérez, & Garcia-Pérez, 2006). The ODI consists of 10 items
assessing the level of pain and its interference with several physical activities (activities
of daily living), sleeping, lifting, personal care, walking, standing, travelling, social life,
and sex life for LBP patients (Davidson, 2008). This tool has undergone various
modifications in different countries where it has been used. Several different versions
have been developed such as ODI version 2, modified by the American Academy of
Orthopedic Surgeons (AAQOS), and the ODI Chiropractic Version (Smeets, Koke, Lin,
Ferreira, & Demoulin, 2011).
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3.9.3 Reliability and Validity of Research Tools

Piloting of the research tools was done at Ngong Sub-county hospital. The validity and
reliability of S-LANSS in a Kenyan sample of patients showed perfect internal
consistency of 91%, and was therefore ideal for research use in the Kenyan clinical
setting (Tawa et al., 2017). A modified ODI version 2 was used in this study, consisting
of 10 sections of pain intensity, lifting, personal care, walking, sitting, employment
life/Home making, standing, social life, sleeping, and travelling. Each item was
measured on a 6 point ordinal scale that ranges from the best scenario to the worst
possible scenario. Since the section on sex life has an option of “if applicable”, an
alternative version replaced it with Employment life/Home-making/Housework (Smeets
et al.,, 2011). Oswestry Disability Index is easy to administer, score, valid and reliable
since it has high internal consistency and adequate content validity since it covers
activities of daily living (ADLs) experienced by LBP patients (Vianin, 2008). It is a
valid and reliable tool with a Cronbach‘s a of 0.71-0.87 and Correlation Coefficient, r of
0.83 (Viani, 2008; Mannion, Junge, Fairbank, Dvorak, & Grob, 2006). At the pilot stage
10 questionnaires on selected socio-demographic characteristics, S-LANSS and ODI
were distributed to ten LBP patients who were attending physiotherapy clinic at Ngong
Sub-county Hospital to test their adequacy by identifying ambiguities and questions that
might have been unclear / difficult. Minimal adjustments were done on the questionnaire
while no changes were done on the S-LANSS and ODI. The same patients were
informed that they were to complete the same questionnaires after seven days which was
done. The repeat was purely for re-testing purpose. The two sets of data were coded and
entered into SPSS version 21. Scale test for reliability analysis was carried out to
determine the correlation of the two sets of data. The Cronbach’s Alpha coefficient of
0.708 was obtained which indicated that the tool was (acceptable) reliable. The same
questionnaires were translated into the Kiswahili language by a lecturer of linguistics
and the test-retest was repeated with patients at Ngong sub-county hospital. The same
process of analysis led to a Chronbach’s Alpha coefficient of 0.576, reliability being

poor compared to the English version. Test re-test was not done. Questionnaires in
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English were used. Those patients who could not understand English language were

assisted by the principal investigator or the assistant researchers.
3.10 Conceptual Frame-work

This consisted of independent (somatic and neurogenic LBP) and dependent (disability

levels) variables as well as the possible confounders as illustrated in figure 3.3.

Independent Variables: Dependent
Variable/functional
SOMATIC AND NEUROGENIC LBP outcome:
Mechanical Non- Disability
Causes: Mechanical levels
1.Disc prolapse /Disease causes:
2.0steoarthritis 1.Congenital
3.Spondylolisthesis 2.Tumors
4.Spinal stenosis 3.Infection,HIV
5.Fracture 4.Inflammatory
Possible
Confounders/Effect

modifiers: Gender,
age, religion, marital
status,

employment status,
monthly income, and
level of education,

Figure 3.3: Conceptual framework

The specific denominator was the symptom “LBP” and not the diagnoses such as
herniated disc, spondylolisthesis, osteoarthritis, fracture or HIV/AIDS. Disability

variable in this study was a functional outcome. The functional outcome was captured
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by the Oswestry disability questionnaire. The total score of the sections assessed were
multiplied by 100% to give the level of disability. The various levels of disability were
interpreted as minimal or no disability (0- 20%), moderate disability (21- 40%), severe
disability (41- 60%), crippled (61- 80%), or bed bound or exaggerating the symptoms
(81-100%).

3.11 Data Management

Participants’ information was coded using subject identifier codes. All data was coded
and entered into Microsoft excel sheet in a computer where passwords were used. Each
entry was assigned a unique subject identifier which could not be linked to the subjects’
personal data. A back up was created and updated as data entry progressed using a flash
disk and kept away from the original data. The backed- up copy was tested from time to
time and at the end of the study, the original data was stored for future use.

3.12 Data Analysis

Data was exported from Microsoft Excel to a computer-aided statistical package of
social sciences (SPSS) version 21.0 for statistical analysis. The VAS on S-LANSS was
rated as: No pain (0), Moderate pain (5), severe pain as it could be (10). Pain intensity of
<5 was graded as moderate whereas a score of >6 was graded as severe pain. An S-
LANSS score of 12 or more was interpreted as pain predominantly of neuropathic or
neurogenic origin while a score of <11 was interpreted as somatic pain origin. The ODI
scores of study subjects were interpreted as: having minimal or no disability (0- 20%),
moderate disability (21- 40%), severe disability (41- 60%), crippled (61- 80%), or bed
bound or exaggerating the symptoms (81-100%). Data was presented in form of tables
and frequencies to give a general description of the participants. Descriptive statistics
analysis was done on selected socio-demographics using mean, median, standard
deviation (SD) and interquartile range (IQR). The association between selected socio-

demographic factors (age, gender, marital status religion, employment status, monthly

22



income and education level) and levels of pain and disability was done using chi-square
test.

Multivariate logistic regression modeling was done to find out the association between
independent variables (somatic pain and neurogenic pain) and dependent variables
(minimal, moderate and severe disability). Association between levels of pain and
disability level (minimal, moderate and severe) stratified by selected socio-demographic
factors, Fisher’s exact test and Mantel-Haenszel test were also carried out. This was
aimed at controlling for confounding / effect modification. Odds ratio and P-value at
95% confidence interval was used for interpretation of results. Further analysis between
levels of pain (pain type) and disability adjusting for age above and below median was
done. A P-value of <0.05 was considered to be statistically significant.

3.13 Ethical Consideration

Ethical clearance (Appendix V) was sought from KNH-UON ERC. Clearance from the
Medical Superintendent Mbagathi Sub-County Hospital (Appendix 6) was also sought.
Since the target population was made up of patients scheduled for treatment, they were
allowed to attend the clinic first then on exit they were requested to participate in the
study. The study subjects were informed of the purpose of the study and that there were
no anticipated risks since questionnaires were being used. They were also informed that
participation was voluntary and that they were free to withdraw any time. The ones that
agreed to participate signed an informed consent form while those that were unable to

sign used a thumb print.

The study subject’s information was protected and was not exposed to any other person
apart from purposes of the study by the researchers. The questionnaires that contained
the study subject’s data were assigned serial numbers and did not bear their names or
any form of identity that would be linked to them. This was to safeguard on privacy and

confidentiality. The data collected was kept under lock and key.
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3.14 Study Limitations

The population comprised of a selected cohort of patients who may afford to come to the
clinic excluding many poorer patients who may have had other patterns of pain and

disability.

There may have been patients who were referred for physiotherapy but may have not
turn up because of logistic and socio-economic reasons like lack of transport and fees for

the physiotherapy treatment.

The settings in developed countries are not similar to the local settings, a factor that may
have affected the comparisons in this study. However, such was controlled by using
research assistants in cases where participants could not read and write in data

collection.

Cultural differences may have interfered with the results since some people are reluctant
to seek medical care unless the pain is acute and therefore other patterns of pain and

disability especially chronic stages of pain may have been excluded.
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CHAPTER FOUR

RESULTS

4.1 Socio-demographic characteristics of the study participants

A total of 178 participants with LBP aged 18 years and above were enrolled into the
study. Out of the 178 interviewed participants, 1.1% (n=2) questionnaires were spoilt
leading to 98.9 % (n=176) response rate. The variables investigated in this study were
gender, age group, religion, marital status, employment status, monthly income and

education status.

4.1.1 Gender distribution

Majority of patients, 63.1 % (n= 111) were female while the males comprised of 36.9 %
(n=65).

4.1.2 Age distribution

The median age in years of patients with LBP was 40 (32-48) interquartile range (IQR).
This means that 50% of the population was aged between 32-48 years old, 40 years
being the median age. The overall mean age in years of the participants was 41.1(12.6)
Standard Deviation (SD). Majority, 34.1 % (n=60) of the participants were aged between
30-39 years. Those that were aged between 40-49 years comprised of 26.7 %( n=47).
Almost equal proportions of 14.8 (n=26) and 14.2 %( n=25) were made up of those that
were aged between 18-29 years and 50-59 years respectively. The smallest proportion
(10.2%, n=12) constituted those aged >60 years old.
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Figure 4.1: Age distribution
4.1.3 Religion

Majority of the participants, 95.5 %( n=168) were Christians while 4.5% (n=8) were

Muslims.

Table 4.1: Religion of the respondents

Variable Frequency (%o)
Christians 168(95.5)
Muslim 8(4.5)
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4.1.4 Marital status

Majority of those that were interviewed, 75.6%(n=133) were married and the remainder
comprised of those that were never married,22.7%(n=40),widowed,1.1%(n=2) and
divorced,0.6%(n=1) (Figure 4.2).

Divorced 1.1%

-

P~ \\ijdowed 0.6%

Figure 4.2: Marital status
4.1.5 Employment status

More than half of the study subjects, 55.1 %( n=97) were in informal employment
(manual laborers, housework, farmers), 35.8 %( n=63) were in formal employment
(sedentary work, teachers, hoteliers). A small proportion of 9.1 % (n=16) represented

those that were not working comprising the retired, jobless and students (Table 4.1).
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Table 4.2: Employment status of respondents

Variable Frequency (%)
Not working 16 (9.1)
Informal employment 97 (55.1)
Formal employment 63 (35.8)

4.1.6 Monthly income

The results showed that out of the 176 participants, the proportion that earned an income
of between KES.10, 000-19,999 comprised of 29.5 %( n=52) and KES.20, 000-
29,999(28.4%, n=50) respectively, was almost equal. This was followed by 24.4 %(
n=43) of the participants that earned between KES.30, 000-50,000. Least earners of
<KES.10, 000 comprised of 17.6 % (n=31) of the population (Table 4.3).

Table 4.3: Monthly income of the respondents

Variable Frequency (%)
<10,000 31 (17.6)
10,000-19,999 52 (29.5)
20,000-29,999 50 (28.4)
30,000-39,999 25 (14.2)
40,000-49,999 15(8.5)
>50,000 3(1.7)
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4.1.7 Education status

Majority of the respondents, 87.5 %( n=154) had attained post-secondary education
(secondary school completed/not completed, college, University) while 12.5% (n=22)
had primary level education (completed, not completed and not attended school at all)
(Table 4.4).

Table 4.4: Educational status of the respondents

Variable Frequency (%)
Primary education 22 (12.5)
Post-secondary education 154 (87.5)

4.2 Distribution of the S-LANSS scores

The variables investigated in the S-LANSS were area of pain, pins and needles, skin
color changes, skin sensitivity, electric shocks, burning pain and discomfort in the
painful area. Out of 176 participants, 128(72.7%) had pain localized in the lumbar
region and an S-LANSS score of <11 while 27.3 %( n=48) had both lumbar and leg pain
and an S-LANSS score of >12 (Table 4.5).

Table 4.5: Distribution of the S-LANSS scores

Variable Frequency (%)
<11 128 (72.7)
>12 48 (27.3)

Key: <11, somatic pain origin; >12 neurogenic pain origin
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Respondents that reported pins and needles comprised of 32.5%, skin color changes
9.1%, electric shocks 53.4%, sensitive skin 23.3%, burning sensation 72.2%, painful
area discomfort 82.4% and numbness in the pain area was 42%. Table 4.6 shows

participants’ responses.

Table 4.6: Respondents’ characteristics on S-LANSS

Variable Frequency (%)
Area of pain

Lumbar 128 (72.7)
Lumbar + Leg pain 48 (27.3)
Pins and needles 62 (35.2)
Skin color change 16 (9.1)
Sensitive skin 41 (23.3)
Electric shocks 94 (53.4)
Burning pain 127 (72.2)
Painful area discomfort 145 (82.4)
Numbness in pain area 74 (42.0)

4.3 Distribution of the ODI scores

Oswestry Disability questionnaire (Appendix 1V) was testing on pain intensity and
functional activities limitations (personal care, lifting, walking, employment/home
making, standing, sleeping, sitting, social life and travelling. One hundred and seven
respondents (n=107) had an ODI score of <20%, fifty nine participants had an ODI score
of 21-40% while ten participants scored 41-60% as shown in Table 4.7.
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Table 4.7: Distribution of ODI scores

Variable Frequency (%)
0-20% 107(60.8)
21-40% 59(33.5)
41-60% 10(5.7)

Key: 0-20%, minimal disability; 21-40%, moderate disability; 41-60%, severe disability

In personal care, 38.1% reported that they could look after themselves but it was painful,
37.5% could lift if load was conveniently placed, 31.8% could not walk more than 2
Kilometers (KMs), and 37.5% were able to do more but not most

homemaking/employment activities (Table 4.8).
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Table 4.8: Respondents’ characteristics on Oswestry Disability Questionnaire-Part

(i)

Variable Frequency (%)
Pain Intensity

No pain 0
Mild pain 23 (13.1)
Moderate 75 (42.6)
Fairly severe 52 (29.5)
Very severe 25 (14.2)
Worst imaginable 1 (0.6)
Personal care

Can look after self 9(5.1)
Can look after self but very painful 49 (27.8)
Painful to look after self 67 (38.1)
Need some help 33(18.8)
Need help everyday 18 (10.2)
Lifting

Can lift heavy weights 2(1.1)
Can lift but cause extra pain 19 (10.8)
Can lift if conveniently placed 66 (37.5)
Prevents heavy weight lifting 54 (30.7)
Can only lift light weights 29 (16.5)
Can’t lift anything at all 6 (3.4)
Walking

Does not prevent walking 33 (18.8)
Prevents walking more than 2 Kilometers 56 (31.8)
Prevents walking more than 1Kilometres 47 (26.7)
Prevents walking more than 500Meters 29 (16.5)
Can only walk with a stick 11 (6.3)
Employment/homemaking

Does not cause pain 1(0.6)
Increase pain that can do the required 58 (33.0)
Can do more but not most 66 (37.5)
Can only do duties 28 (15.9)
Prevents doing even light duties 21 (11.9)
Prevents doing any job 2(1.1)

Key: Scores: A=0, B=1, C=2, D=3, E=4, F=5
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In standing 39.8% would stand but it caused extra pain,43.2% had occasional sleep

disturbance,43.8% were unable to sleep for more than one hour,50.6% had a normal

social life but it increased the pain, and 40.9% were able to manage a journey of more

than 2 hours. Functional activities limitations responses on standing, sleeping, sitting,

social life and travelling as reported on ODI (Table 4.9).

Table 4.9: Respondents’ characteristics on Oswestry Disability Questionnaire-Part

(i)

Variable Frequency (%)
Standing

Can stand without extra pain 9(5.1)
Can stand causing extra pain 70 (39.8)
Prevents standing for more than Lhour 63 (35.8)
Prevents standing more than 30min 7 (4.0)
Prevents standing more than 10mins 23 (13.1)
Prevents standing at all 4(2.3)
Sleeping

Never disturbed by pain 15 (8.5)
Occasionally disturbed 76 (43.2)
Sleeps less than 6 hours 56 (31.8)
Sleeps less than 4 hours 12 (6.8)
Sleeps less than 2 hours 17 (9.7)
Sitting

Can sit any chair as long as wishes 9(5.1)
Can sit on favorite chair as long as wishes 40 (22.7)
Prevents sitting for more than 1 hour 77 (43.8)
Prevents sitting for more than 30 min 31 (17.6)
Prevents sitting for more than 10 min 18 (10.2)
Prevents sitting at all 1 (0.6)
Social Life

Normal 12 (6.8)
Normal but increases pain 89 (50.6)
Has no significant effect on social life 27 (15.3)
Has restricted social life 21 (11.9)
Social life restricted to home 22 (12.5)
No social life 5(2.8)
Travelling

Can travel anywhere without pain 1 (0.6)
Can travel anywhere but gives extra pain 37 (21.0)
Manages journeys over 2hours 72 (40.9)
Pain restricts to journey of less than 1 hour 38 (21.6)
Restricts journey of less than 30 min 21 (11.9)
Prevents travelling except to receive treatment 7(4.0)




4.4 The proportion of patients with somatic and neurogenic LBP at Mbagathi Sub-
county Hospital in Nairobi City County

The proportion of patients with somatic LBP was 72.7 %( n=128) compared to 27.3 %(
n=48) that had neurogenic LBP. This is shown in Table 4.10.

Table 4.10: The proportion of patients with somatic and neurogenic LBP at
Mbagathi Sub-County Hospital in Nairobi City County

Pain type Frequency (%) 95% ClI
Somatic 128 (72.7) 66.5-79.0
Neurogenic 48 (27.3) 21.0-33.5

4.5 The levels of pain in patients with somatic and neurogenic LBP at Mbagathi

Sub-County Hospital in Nairobi City County.

More than half, 55.7 % (n=98) of the participants had pain intensity of moderate level
while the remainder, 44.3 % (n=78) presented with severe pain level as represented in
Table 4.11.

Table 4.11: The levels of pain in patients with somatic and neurogenic LBP at

Mbagathi Sub-county Hospital in Nairobi City County.

Pain intensity Frequency (%o) 95% CI
Moderate 98 (55.7) 48.3-63.1
Severe 78 (44.3) 36.9-51.7
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4.6 The levels of disability in patients with somatic and neurogenic LBP at
Mbagathi Sub county Hospital in Nairobi City County.

Most respondents, 60.8 % (n=107) had minimal disability, 33.5 % (n=59) moderate
disability and 5.7 % (n=10) severe disability (Figure 4.3). Severe and moderate
disability were combined translating to 39.2 %( n=69) with severe & moderate disability
(Table 4.12).
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Figure 4.3: Levels of disability

Table 4.12: The levels of disability in patients with somatic and neurogenic LBP at

Mbagathi Sub-county Hospital in Nairobi City County.

Disability level Frequency (%) 95% CI
Minimal 107 (60.8) 53.4-68.2
Moderate & Severe 69 (39.2) 31.8-46.6
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4.7 Relationship between levels of pain and disability in patients with somatic and

neurogenic LBP at Mbagathi Sub-county Hospital in Nairobi City County

Majority of participants with severe pain, 70.5 % (n=55) had severe and moderate

disability compared to 29.5% with minimal disability. Out of ninety-eight respondents

with moderate pain, 85.7 % (n=84) had minimal disability compared to 14.3% that had

severe and moderate disability. This test revealed that severe pain (OR=14.3; 95% CI:

6.8-30.2; P<0.001) was significantly associated with severe and moderate disability) as

demonstrated by Table 4.13.

Table 4.13: Relationship between pain intensity and the levels of disability in

patients with somatic and neurogenic LBP at Mbagathi Sub-county Hospital in

Nairobi City County

Variable Level of disability OR (95% CI) P value
Severe and  Minimal
moderate

Pain intensity

Moderate 14 (14.3) 84 (85.7) 1.0

Severe 55 (70.5) 23 (29.5) 14.3 (6.8-30.2) <0.001*

*significant p<0.05

4.8 Relationship between pain type and levels of disability in patients with LBP at

Mbagathi Sub-County Hospital in Nairobi City County

Neurogenic pain was significantly associated with moderate and severe disability with
P<0.001, (OR=20.9, 8.5-51.7, 95% CI) as shown in Table 4.14.
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Table 4.14: Relationship between pain type and levels of disability in patients with
LBP at Mbagathi Sub-County Hospital in Nairobi City County

Disability level OR (95% Pvalue
Severe and  Minimal Cl)
moderate
Pain type
Somatic 28 (21.9) 100 (78.1) 1.0
Neurogenic 41 (85.4) 7 (14.6) 20.9 (8.5- <0.001*
51.7)
*Significant p<0.05

4.9 Relationship between level of disability (severe and moderate disability
combined) and socio-demographic characteristics in patients with LBP at

Mbagathi Sub-county Hospital in Nairobi City County.

Analysis of socio-demographic factors by level of disability on plain cross-tabulation
using chi-square test of association revealed that there was no association (P>0.05)
between disability level and age, gender, religion, marital status, employment status,
income and education status as shown in Table 4.15.
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Table 4.15: Relationship between level of disability (severe & moderate combined)
and socio-demographic factors in patients with LBP at Mbagathi Sub-county
Hospital in Nairobi City County

Variable Severe and Minimal df 42 P value
moderate n (%)
n (%)
Gender
Male 22 (33.8) 43 (66.2) 1 1242 0.266
Female 47 (42.3) 64 (57.7)
Age group
18-39 32 (37.2) 54 (62.8) 2 1.027 0.598
40-59 28 (38.9) 44 (61.1)
>60 9 (50.0) 9 (50.0)
Marital status
Unmarried 19 (44.2) 24 (55.8) 1 0592 0.442
Married 50 (37.6) 83 (62.4)
Religion
Christian 65 (38.7) 103 (61.3) 1 0410 0.713
Muslim 4 (50.0) 4 (50.0)
Employment status
Not working 7 (43.8) 9 (56.3) 1 0171 0.918
Informal employment 38 (39.2) 59 (60.8)
Formal employment 24 (38.1) 39 (61.9)
Monthly income
<10,000 10 (32.3) 21 (67.7) 1 1476 0.688
10,000-19,999 20 (38.5) 32 (61.5)
20,000-29,999 19 (38.0) 31 (62.0)
30,000-50,000 20 (46.5) 23 (53.5)
Education status
Primary education 9 (40.9) 13 (59.1) 1 0.031 0.861
Post-secondary 60 (39.0) 94 (61.0)
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4.10 Relationship between level of disability (severe & moderate combined) and

socio-demographic factors in patients with LBP at Mbagathi Sub-county Hospital

in Nairobi City County.

Further tests of association between socio-demographic factors and levels of disability

reporting on odds ratios revealed no risk and P-values were >0.05 (Table 4.16).

Table 4.16: Relationship between level of disability and socio-demographic factors

in patients with LBP at Mbagathi Sub-county Hospital in Nairobi City County

Variable Severe and Minimal OR (95% P value

moderate n (%) Cl)

n (%)
Gender
Male 22 (33.8) 43 (66.2) 0.7 (0.4-1.3) 0.266
Female 47 (42.3) 64 (57.7) 1.0
Age group
18-39 32 (37.2) 54 (62.8) 0.6 (0.2-1.7) 0.316
40-59 28 (38.9) 44 (61.1) 0.6 (0.2-1.8) 0.39%4
>60 9 (50.0) 9 (50.0) 1.0
Marital status
Unmarried 19 (44.2) 24 (55.8) 1.3(0.7-2.6) 0.442
Married 50 (37.6) 83 (62.4) 1.0
Religion
Christian 65 (38.7) 103 (61.3) 0.6 (0.2-2.6) 0.713
Muslim 4 (50.0) 4 (50.0) 1.0
Employment status
Not working 7 (43.8) 9 (56.3) 1.3(0.4-3.8) 0.679
Informal employment 38 (39.2) 59 (60.8) 1.1 (0.6-2.0) 0.891
Formal employment 24 (38.1) 39 (61.9) 1.0
Monthly income
<10,000 10 (32.3) 21 (67.7) 0.6 (0.2-1.4) 0.220
10,000-19,999 20 (38.5) 32 (61.5) 0.7 (0.3-1.6) 0.430
20,000-29,999 19 (38.0) 31 (62.0) 0.7 (0.3-1.6) 0.408
30,000-50,000 20 (46.5) 23 (53.5) 1.0
Education status
Primary education 9 (40.9) 13 (59.1) 1.1(0.4-2.7) 0.861
Post-secondary 60 (39.0) 94 (61.0) 1.0
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4.11 Multivariate regression model for socio-demographic characteristics, pain
intensity, and pain type versus level of disability

Logistic regression modeling was carried out to control for confounding. It showed
significant associations in neurogenic pain (p=0.006, OR=14.1, 2.2-92.5; 95% CI) and
severe pain (p<0.001, OR=7.2, 2.6-20.2; 95% CI). This is illustrated in Table 4.17.

Table 4.17: Multivariate regression model for socio-demographic characteristics,

pain type and pain intensity versus level of disability

Variable Severe and Minimal Adjusted OR P -
moderate n (%) (95% CI) value
n (%)

Median age

Below 40 54 (63.5) 31 (36.5) 1.0 (0.3-3.4) 0.981

40 and above 53 (58.2) 38 (41.8) 1.0

Gender

Male 22 (33.8) 43 (66.2) 0.4 (0.1-1.1) 0.071

Female 47 (42.3) 64 (57.7) 1.0

Religion

Christian 65 (38.7) 103 (61.3) 0.1 (0.0-0.9) 0.042*

Muslim 4 (50.0) 4 (50.0) 1.0

Marital status

Unmarried 19 (44.2) 24 (55.8) 1.2 (0.3-5.3) 0.795

Married 50 (37.6) 83 (62.4) 1.0

Employment status

Not working 7 (43.8) 9 (56.3) 9.8 (1.3-75.0) 0.028*

Informal employment 38 (39.2) 59 (60.8) 2.8 (0.7-11.4) 0.141

Formal employment 24 (38.1) 39 (61.9) 1.0

Monthly income

Below 21000 53 (63.1) 31 (36.9) 0.4 (0.1-1.6) 0.206

21000 and above 54 (58.7) 38 (41.3) 1.0

Education

Primary 9 (40.9) 13 (59.1) 2.6 (0.5-13.4) 0.241

Secondary and above 60 (39.0) 94 (61.0) 1.0

Pain type

Neurogenic 28 (21.9) 100 (78.1) 14.1 (2.2-92.5) 0.006*

Somatic 41 (85.4) 7 (14.6) 1.0

Pain intensity

Moderate 14 (14.3) 84 (85.7) 1.0

Severe 55 (70.5) 23 (29.5) 7.2 (2.6-20.2) <0.001*

*Significant p<0.05
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4.12 Association between pain type and disability level stratified by socio-
demographic characteristics

This analysis was carried out to control for confounding and this was done for the
selected socio-demographic characteristics. In gender, neurogenic pain in both male and
female had a significant association with severe and moderate disability (p<0.001) but
the 95% CI were overlapping. In age groups apart from >60 years that was not
significant (p>0.069), the rest were statistically significant (p<0.05) in neurogenic pain
with severe and moderate disability level though the strata were also overlapping. Being
40-59 years old revealed a higher risk (OR=24.2) of severe and moderate disability in
patients with neurogenic pain compared to somatic pain. Other strata that were
significant are religion (Christians), Marital status (married and unmarried), employment
status (informal and formal), all income categories, and post- secondary education were
statistically significant (P<0.05) and therefore associated with level of disability as

shown in Table 4.18. In this analysis neurogenic pain was consistently significant.
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Table 4.18: Association between pain type and disability level stratified by socio-

demographic characteristics

Variable Pain type Disability level OR (95% Fishers Mantel-Haenszel
Cl) Exact test
Severe Minimal test OR (95% P value
and Pvalue CI)
moderate
Gender Male Somatic 9(18.4) 40(816) 1.0 21.0 (8.5- <0.001*
Neurogenic 13 (81.3)  3(18.8) ég-g) (45- <0.001* 52.3)
Female Somatic 19(241)  60(759) 1.0
Neurogenic 28 (87.5) 4 (12.5) 22.1) (6.9- <0.001*
711
Age group 18-39 Somatic 12(19.0) 51(81.0) 10 20.6 (8.2- 0.001*
Neurogenic 20 (87.0)  3(13.0) 28-3) (72- <0.001* 51.8)
1111
40-59 Somatic 13(236) 42(76.4) 1.0
Neurogenic 15(88.2)  2(118) 242 (49- <0.001*
120.2)
>60 Somatic 3(30.0) 7 (70.0) 1.0
Neurogenic 6 (75.0) 2(25.0) 7-609) (0.9- 0.069
56.
Religion Christian Somatic 25(20.7)  96(79.3) 10 22.4 (8.6- <0.001*
Neurogenic 40(85.1)  7(14.9) 21-9) (88 <0.001* 56.2)
54.8
Muslim Somatic 3(42.9) 4(57.1)
Neurogenic  1(100.0) 0 - 0.285
Marital Not married ~ Somatic 8(25.8) 23(742) 10 21.4 (8.6- <0.001*
status Neurogenic 11(91.7)  1(8.3) 2;563) (85 <0.001* 53.2)
Married Somatic 20(20.6)  77(79.4) 1.0 .
Neurogenic 30(83.3)  6(16.7) 12-2) (7.0 <0.001*
52,
Employment  Not working ~ Somatic 5(35.7) 9 (64.3) 235 (9.2- <0.001*
status Neurogenic  2(100.0) 0 - 0.086 59.7)
Informal Somatic 16 (225) 55(775) 1.0
employment  Neurogenic 22 (84.6)  4(15.4) ég-g) (6.7-  <0.001*
Formal Somatic 7(16.3) 36(83.7) 10
employment  Neurogenic 17 (85.0)  3(15.0) igéls) (6.7-  <0.001*
Monthly >10,000 Somatic 5(20.0) 20(80.0) 1.0 21.1 (8.5- <0.001*
Income Neurogenic  5(83.3) 1(16.7) ggfg) (1.9- 0.003* 52.6)
10,000- Somatic 9(23.1) 30(76.9) 1.0
19,999 Neurogenic 11(846)  2(15.4) 32'431) (34-  <0.001*
20000-  Somatic  7(200)  28(800) 10
29,999 Neurogenic 12(80.0)  3(20.0) %g-g) (35-  <0.001*
30000-  Somatic  7(241)  22(759) 10
50,000 Neurogenic 13(929)  1(7.1) ‘313-095) (45-  <0.001*
Education Primary Somatic 5(27.8) 13(72.2) ' 22.3 (8.8- <0.001*
status Neurogenic 4 (1000) 0 - 0.008*  56.1)
Post- Somatic 23(209) 87(79.1) 10
secondary Neurogenic 37 (84.1)  7(15.9) 4113-411) (7.5- <0.001*
*significant, p<0.05
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CHAPTER FIVE

DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS

5.1 Discussion

The proportion of somatic pain in a population of patients with LBP was 72.7% with
27.3% of the study participants having neurogenic LBP. More participants (55.7%)
reported moderate pain on VAS, while the rest reported severe pain. These findings were
similar to a study done by McDermott et al. (2006) on the burden of neuropathic pain
which showed that patients with high neuropathic pain score on VAS (>6) reported
severe or moderate pain. Another study on neurogenic pain reported significantly
greater pain intensity and higher scores on the neuropathic pain scale (Smith &
Torrance, 2012).

More patients had minimal disability (60.8%) followed by 35% that had moderate
disability. The least had severe disability (5.7 %). These findings were similar to those
by Stefane et al. (2013) and Smart et al. (2012). However maximum disability was noted
in patients with severe and moderate pain in another study in Punjab, India (Koley et al.,
2008). These differences in proportions could be attributed to differences in pain
thresholds among races/tribes. It could also be due to cost and therefore patients with
other pain patterns may have not come to seek for any medical attention and therefore
instead stayed at home. Also, the fact that some these patients had a history of LBP for
>2weeks and were on pain medications and physiotherapy, the pain may have been
controlled. A higher proportion of patients reported minimal disability (60.8%) followed
by a 33.5% that reported moderate disability and 5.7% reported severe disability. These
findings were similar to those by Stefane et al. (2013) and Smart et al. (2012). However
maximum disability was noted in patients with severe and moderate pain in another
study in Punjab, India (Koley et al., 2008). These differences in proportions could be

attributed to differences in pain thresholds among races / tribes. It could also be due to
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cost and therefore patients with other pain patterns may have not come to seek for any
medical attention and therefore instead stayed at home. Also, the fact that these patients

had a history of LBP for >2weeks, the pain levels may have been controlled.

Chi-Square test of association between levels of disability and age group, gender,
marital status, religion, employment status, income and education status showed no

association since the P>0.05.

Although none of the of the socio-demographic factors were significant in this study,
one previous study showed that, factors such as age groups, being female and low
education status were associated with LBP disability (Smith & Torrance, 2012). A study
done in Turkey on risk factors for LBP and its relationship with pain related disability
and depression showed that age, female gender, low socio-economic status and living in
rural settings were associated with LBP disability (Tucer et al., 2009). Other studies
have shown that more females suffer from LBP than males (Stefane et al., 2013 ; Birabi
et al., 2012).

Previous studies have revealed different findings that LBP increases with age (Knauer,
Freburger, & Carey, 2010; Jacobs, Hammerman-Rozenberg, Cohen, & Stessman, 2006).
Other studies with different findings showed that female sex, lower education, lower
wealth were significantly associated with LBP disability (Williams et al., 2015; Donald
& Foy, 2004) and it was elicited by lifting, pushing and carrying heavy objects in
elderly men (Cecchi et al., 2006) . The explanation for this is not clear, although it is
suggested that this may be due to reporting of pain, effect modification, greater
sensitization to pain, and differences in response to painkillers in females. Risk factors
associated with LBP have been identified as poor postures, bending, lifting and physical
strenuous work (Watanabe, Takahashi, Takeba, & Miura, 2018; Langat et al., 2015).
This could be due to the nature of work in the informal employment where poor
techniques/biomechanics are used in carrying out duties that are purely manual in nature.
In this study participants with post-secondary and those that were earning <Kshs.30, 000

were the most affected. These findings were similar to a previous correlation study
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between LBP associated factors which revealed that subjects with less than high school
education did not have a high rate of low back pain compared with the college
graduates. The same study showed that, hard manual work/jobs, and work that requires
sitting for long periods of time (white collar jobs) were relevant risk factors (Kwon et
al., 2006). This concurs with previous study in Rwanda which showed factors like sitting
in un-upright position with back twisted, and having no breaks during working time as
independently associated with LBP among bank staff (Kanyenyeri et al., 2017). These
results are not similar to other studies whose findings showed that the patients with LBP
had low education and were poorly paid (Smith & Torrance, 2012; Tucer et al., 2009;
Stefane et al., 2013). The explanation for these results could be that as a result of good
monthly income (earnings), participants had enough to spend on food and leisure leading
to poor lifestyle such as alcohol abuse and obesity which lead to LBP. Studies have
indicated that LBP disability in workers is associated with modifiable lifestyle, physical
and psychosocial factors such as interpersonal stress, depression job dissatisfaction,
support from supervisors, past history of LBP, previous sick leave due to LBP and
family history of LBP (Matsudaira, Konishi, Miyoshi, Isomura, & Inuzuka, 2014;
Mitchell et al., 2009; Kawaguchi et al., 2017). Working conditions such as sitting,
manual handling, type of work and work capacity have been found to be contributing
factors to LBP disability (Harrianto, Samara, Tjhin, & Wartono, 2009; Inoue et al.,
2015; S.M. Chen, Liu, Cook, Bass, & Lo, 2009; Jungueira et al., 2014), while sedentary
lifestyle by itself is not (Chen, Liu, Cook, Bass, & Lo, 2009). Lower physical activity,
age, job satisfaction, smoking, higher body mass index, living in smaller communities,
being less educated have been associated with LBP disability (Bjorck-van Dijken,
Fjellman-Wiklund, & Hildingsson, 2008; Mohseni-Bandpei et al., 2011; Shiri,
Karppinen, Leino-Arjas, Solovieva, & Viikari-Juntura, 2010).

Results from this study indicated that there exists an association between pain intensity
(severe pain) and levels of disability (moderate and severe). There were similar results
in a previous study of Korean adults with a mean age of 40 years, which found that the

degree of disability from LBP was influenced by pain intensity/severity (Kim, Yi, &
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Cynn, 2015). Respondents who experienced high intensity LBP (severe) had
considerably greater disability, compared with those with low intensity (moderate). This
is demonstrated in the risk whereby those patients with severe pain were at higher risk of
getting severe and moderate disability compared to those that had moderate pain.
Findings from this study showed a significant association between pain type (neurogenic
pain) and disability level (moderate and severe). Similar findings were reported in Korea
where the degree of disability was reported to be influenced by pain type (Kim et al.,
2015). Multivariate logistic regression results remained generally consistent in revealing
significant association between pain type (neurogenic pain) and disability level (severe
and moderate) where it showed the highest risk (OR=14.1) of severe and moderate
disability compared to somatic LBP. In establishing association between pain type and
disability level, stratified by socio-demographic characteristics, neurogenic pain
remained the one with the highest risk of moderate and severe disability in every stratum
other than in religion and employment status strata. The reason for this could be the few
Muslims (n=8) and not working (n=16) population that were interviewed. It was noted
that once the same sample was subdivided (strata) the risk of suffering moderate and
severe disability in neurogenic pain was higher whereby female gender, unmarried, 18-
39 age group, formal employment, higher income and post-secondary education were at
higher risk. These findings were similar to previous studies where female gender, being
unmarried and informal employment were associated with moderate and severe
disability (Tucer et al., 2009; Jacobs et al., 2006; Cecchi et al., 2006). The disappearance
of the effect before the sub-divisions (strata) could be attributed to gender compositions

and the fact that males are much less likely than females to have neurogenic LBP.

While results from this study showed a higher risk of suffering moderate and severe
disability in participants with severe pain intensity, studies have shown that individuals
with neurogenic pain reports more severe pain and disability (Ghanei et al., 2014), while
work situation, low self-efficacy and depression are associated with disability (Salvetti,
Pimenta, Braga, & Corréa, 2012). The explanation for all participants whose total score

was 12 or more, and reported as positive for neurogenic pain was perhaps due to

46



peripheral nerve sensitization and central sensitization (Campbell & Meyer, 2006;
Jensen & Finnerup, 2009). In neurogenic pain, there is no transduction, the prognosis is
worse and the pain is more refractory to conventional analgesics (Cohen & Mao, 2014).
Chemical mediators play a role in sensitizing and stimulating nociceptors and their
central synaptic targets leading to plasticity, causing neurogenic pain (Ellis & Bennett,
2013). It has also been observed that in neurogenic pain glial cells (astrocytes and
microglia) form interactions with neurons and thus may modulate nociceptive
transmission (Zhuo, Wu, & Wu, 2011). A study on sub-classification of low back-
related leg pain showed that patients with peripheral nerve sensitization had greater
disability compared to those that had central sensitization and denervation which were
both moderate (Schafer, Hall, & Briffa, 2009; Walsh & Hall, 2010). The peripheral
sensitization is caused by a series of events in primary afferents in a peripheral nerve
which leads to increased responsiveness in the central neurons, central sensitization
(Jensen & Finnerup, 2009). Induced neuroplastic changes in different parts of the brain
following injury to peripheral nerves causes peripheral nerve injury-induced neuropathic
pain (Jaggi & Singh, 2011). It is injury to a peripheral nerve that leads to sensitization
and excitation of the primary afferent neurons resulting to central events and plasticity
(Stein et al., 2009). The damage to the nerve creates potentially irreversible changes in

the structure and function of the central nervous system (Max Zusman, 2008).

Severe and moderate disability in patients with neurogenic pain can be attributed to
cortical and sub cortical reorganization which plays a key role in LBP chronification
process (Roussel et al., 2013). A clear lack of standard chronic LBP definition has
played a role in misdiagnosis (Meucci, Fassa, & Xavier Faria, 2015), leading to
variations in diagnosis and management of LBP and as a result an increase in disability
and chronicity (O’Sullivan, Caneiro, O’Keeffe, & O’Sullivan, 2016). The fact that
chronic LBP has got both nociceptive and neuropathic components, neuropathic pain is
as a result unrecognized and therefore undertreated (Baron et al., 2016). While opiods
only seem to offer short term analgesic effects to chronic LBP (Richard A. Deyo, Von

Korff, & Duhrkoop, 2015), lack of consensus on outcome measures which capture
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chronic LBP intervention effectiveness (Maughan & Lewis, 2010), evidenced based
treatment (Forster, Mahn, & Baron, 2012) and LBP care costs have equally contributed
to chronicity (Freburger et al., 2009). The use of biomedical model, an outdated
approach to chronic pain management instead of the biopsychosocial model which looks
at the physiological, psychological and socials factors that affect patient’s clinical
condition is one of the contributing factors for chronic LBP (Edwards, Dworkin,
Sullivan, Turk, & Wasan, 2016; Gatchel, 2013). Studies have indicated that
dysregulation in descending pain modulation, which can be either facilitatory or
inhibitory results in chronic pain states (Ossipov, Morimura, & Porreca, 2014; Bee &
Dickenson, 2009). Whereas pain chronification has been associated with functional and
structural abnormalities of the neural structures (Coluzzi, Fornasari, Pergolizzi, &
Romualdi, 2017), maladaptive neuroplastic mechanisms involving peripheral
sensitization, central sensitization and descending modulation processes play a key role

in transition from acute to persistent pain (McGreevy, Bottros, & Raja, 2011).

5.2 Conclusions

The proportion of patients with somatic LBP was 72.7 %( n=128) compared to 27.3 %(
n=48) that had neurogenic LBP.

The level of pain in respondents with somatic pain was moderate while that with

neurogenic pain was severe.

Most respondents, 60.8 %( n=107) had minimal disability, 33.5 %( n=59) moderate
disability and 5.7 %( n=10) severe disability.

The study found out that severe pain was significantly associated with moderate and

severe disability.

From the findings, it was also revealed neurogenic pain was associated with moderate

and severe disability.
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The results also revealed that there was no association between socio-demographic
factors and level of disability.

5.3 Recommendations
5.3.1 Action recommendations

1. From the study it was found out that patients with neurogenic LBP present a higher
risk of severe and moderate disability. For this reason special attention/care needs to be
taken to identify this sub-category/subgroup so as to address the severe and moderate
disability

2. Proper diagnosis/pain screening of LBP has been recommended to enable the
application of specific interventions for specific sub-categories of disability. This shall

ensure effective treatment.

3. It is believed that with the aid of LBP screening tools such as S-LANSS and ODI, the
clinician shall be able to sub-categorize LBP types for appropriate and effective

intervention.
5.3.2 Recommendation for further studies

Further studies with bigger sample size are recommended on impact of S-LANSS and
ODI as diagnostic tools in evaluation of nerve-related LBP patients in public health
institutions to help in policy formulation because of the high cost of medical care due to

severe disability.
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APPENDICES

Appendix I: The Informed Consent Form- Version 4.0

Title of the study: Socio-demographic factors and levels of pain and disability in
patients with somatic and neurogenic Low Back Pain at Mbagathi Sub-county Hospital
in Nairobi City County,Kenya.

Principal Investigator and Institutional affiliation

Joshua Nyamweya Ogendi, Master of Science in Epidemiology, College of Health

Sciences, Jomo Kenyatta University of Agriculture and Technology.

Co-investigators and Institutional affiliation

1. Prof. Peter Mwaniki, COHES, JKUAT (Deceased)

2. Dr. Peter Wanzala, CPHR, KEMRI

3. Dr. Daniel Sagwe Nyamongo, COHES, JKUAT

PART A

Introduction:

You are invited to participate in this study to help us with information on Low Back
Pain.  This is because majority of people seeking treatment in physiotherapy clinic are
suffering from Low Back Pain. | therefore intend to assess the levels of pain and
disability in patients with Low Back Pain. Information gathered may be useful in

diagnosis, treatment and designing programmes for Low Back Pain.
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Purpose of the study

The aim of this study is to determine the levels of pain and disability in patients with
somatic and neurogenic LBP attending physiotherapy treatment at Mbagathi District
Hospital, Nairobi. Information gathered may assist clinicians and the government in
diagnosis, treatment and to design programmes and policies in Low Back Pain
Management.

Study procedure

For you to participate you must be over 18 years. If you agree to take part in this study,
you shall be interviewed on age, gender, marital status, occupation, level of education
and the pain that you are experiencing in your lower back. It shall take about 20-

30minutes.
Risks of participation

We do not expect any risks to you. You shall be requested to avail yourself for

interview. Your privacy and confidentiality shall be protected. The interview will take

place in private and there shall be no harm to you.

Research benefits

You may not benefit directly but your answers will help in understanding more about the
extent of your low back pain. The results of this study may benefit you in future because

the results will be used to make policies.
Study cost

You shall not incur any cost and you will not be paid in order to take part in this study.
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Confidentiality

All the information you shall give shall be kept confidentially. The questionnaire will
not bear your names. Your names shall not appear in any publication. KNH-UON Ethics

Review Committee and JKUAT may check your records though.

Participation Information

Participation is voluntary. You can withdraw any time without fear. You shall not be
penalized for withdrawal.

Contacts and Questions

In case you have a question regarding this study, contact

Ogendi Joshua Nyamweya,

P.O Box 73516-00200, Nairobi

Mobile number 0722411911,

E-mailaddress: jp.nyamweya@gmail.com

If you have any questions or concerns regarding this study and would like to talk

to someone other than the researcher(s), you are encouraged to contact,

The Secretary, KNH-UON ERC

P.O BOX 19676-00202

TEL.2726300 Ext 44102

e-mail: uonknh_erc@uonbi.ac.ke

Or,
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Director, ITROMID, JKUAT

P.O BOX 62000-00200, Nairobi

Tel-067 52711

e-mail-itromid@nairobi.mimcom.net

PART B: Participant Consent Form.

Please read this information in PART A or have it ready to you carefully before
completing this consent form. If you have any question, please ask the investigator prior

to signing the consent form.

Participant Statement

I MU /MIS./MISS. ittt eeaeea do hereby give consent to Ogendi
Joshua Nyamweya to include me in the proposed study” Socio-demographic factors and
levels of pain, and disability in patients with somatic and neurogenic low back pain at

Mbagathi Sub-county hospital in Nairobi City County.”

| have read the information sheet, | understand the objectives of the study and what is
required of me if | take part in this study. The risks and benefits if any have been
explained to me. Any questions | have concerning the study have been adequately
answered .l understand that | can withdraw at any time if i so wish without any
consequences. | realize | will be interviewed once. | agree voluntarily to participate in

this study.

Study subject Signature or Thumb Print........................... Date...........cooeeuiens

Name of person taking Consent.............coevivuiiiiininiiiniininnenn.

Signature.............oooeiiiiiiiin. Date.....ocovvviiiiiii
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Appendix I1: Questionnaire
Questionnaire Number
Date Of interview dd/mm/yy [/ |/

Demographic Data

1. Gender

Male..........c.ooeieeniin 1
Female.................. 2

2. What is your age in years................eeuuuu.

3. What is your religion?

NO 1eligION. ...t 0
Christian. ........ovueieiiiii e 1
Muslim......ooiiii 2
Other.... .o, 3

4. What is your marital status?

Never Married..........oooeviiiiiiiiiiiiiiian . 1
Married. ......ooviini
Widowed......oooiiiiii 3
Divorced........ooviuiiiiii 4
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5. What is your employment status?

Not Working..........ooevviiiiiiiiiiiiiininns 0

House WOrK. ..o i L

Informal employment...............cooiiiiiiiiiiiiii 2

Formal employment...............coooiiiiiiiiiii e, 3
Retired. ... ..o 4
Other (Please Specify)......c.oviiiriieiiiiiii e, 5

6. What is your monthly income?

Below 10,000........ouieiii e 1
10,000-19,999. ... e 2
20,000-29,999. . ..t 3
30,000-39,999. . ... 4
40,000-49999. .. .o

50,000 and @DOVE. ..., 6

7. What is your highest level of education?

NoO formal educCation. ........oeeeee i e, 0

Primary school not completed.................cooiiiiiiii,

Primary school completed...............oooiiiiiiiiiiiii
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Secondary school not completed..................ooociiiiiiiiiin. 3

Secondary School completed...............ooeviiiiiiiiiiiiiiiii, 4

(000 | (< T

0 A ) [ PSR 6
Other (SPECITY) .. ueee it e 7
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Appendix I11: Adapted Self-complete Leeds Assessment of Neuropathic Symptoms
and Signs (S-LANSS)

(Wordings slightly adapted after focus group discussions with Kenyan experts in
the field).

NAME (INHHa1S).vveeeeeenereeeeeerrereeeeeesrereeessnnne DATE...uueeeeeeeeeeeeeeeeesenneeens

This questionnaire can tell us the type of pain you may be experiencing. This can help in
deciding how to best treat it.

Please mark on the diagram below where you feel your pain. If you feel pain in more

than one area, only shade in the one main area where your worst pain is
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On the scale below, please indicate how severe your pain (the one you have shown on
the above diagrams) has been in the last one week where:

O0=means no pain, 5=means moderate pain, and 10=means pain as severe as it could be

NOPAIN O 1 2 3 4 5 6 7 8 9 10 SEVERE PAIN

On the other side of the page are 7 questions about your pain (the one in the diagrams)

Think about how the pain that you showed in the diagrams has felt over the last week.
Please circle the descriptions that best match your pain. These descriptions may or may

not match your pain no matter how severe it feels.
Only circle the responses that describe your pain. Please turn over.

1. In the area(s) where you have pain, do you also feel pricking, tingling, pins and

needles sensations?
a) NO — My pain doesn’t really feel like this............ccccoeevviviiciicieiiiciiee. 0)

b) YES — I get these sensations quite often............cccccovvvviveieie i (5)

2. Does the painful area(s) change color (spotted or perhaps looks more red) when the

pain is particularly severe
a) NO — My pain doesn’t affect the colour of my skin...........ccccveeveieieriennne. 0)

b) YES — The pain does make my skin look different from normal............... (5)
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3. Does your pain make the affected skin abnormally sensitive to touch? Getting
unpleasant sensations when lightly stroking the skin, or getting pain when wearing tight
clothes might describe this.

a) NO — My pain doesn’t make my skin abnormally sensitive in that area.... (0)

b) YES — My skin seems abnormally sensitive to touch in that area............... (3)

4. Does your pain come on suddenly and in bursts for no apparent reason when you’re at

rest? Words like electric shocks, jumping and bursting describe these sensations.
a) NO — My pain doesn’t really feel like this............ccccceeviiviiiienieniieiceene, (0)

b) YES — | get these sensations quite Often............ccccecveeievie v 2

5. In the area(s) where you have pain, does your skin feel unusually hot like burning

pain?
a) NO — I don’t really have burning pain.............ccceeeeeuieieeeeniieecee e e e (0)
b) YES — | get burning pain quite Often.........cccccveveieiie i, 1)
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6. Gently rub the painful area(s) with your index finger and then rub a non-painful area
(for example, an area of skin further away or on the opposite side from the painful
area).How does the painful area feel when rubbed?

a) The painful area feels no different from the non-painful area........................ 0)

b) I feel discomfort like pins and needles, tingling or burning in the painful area.....(5)

7. Gently press on the painful area(s) with your finger tip then gently press in the same
way onto a non-painful area (the same non-painful area that you chose in question

6).How does the painful area feel when pressed?

a).The painful area does not feel different from the non-painful

b).l feel numbness or tenderness in the painful area that is different from the non-
painful.... (3)

TOTAL SCORE.................. /24(Maximum)

Scoring: A score of 12 or more suggests pain of predominantly neuropathic

origin
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Appendix 1V: The Oswestry Disability Questionnaire

ANSWER EACH SECTION BY CIRCLING THE ONE CHOICE THAT BEST

DESCRIBES YOU AT PRESENT

SECTION 1-Pain Intensity

A. | have no pain at the moment.

B. The pain is very mild at the
moment.

C. The pain is moderate at the
moment.

D. The pain is fairy severe at the
moment.

E. The pain is very severe at the
moment.

F. The pain is worst imaginable at the

moment.

SECTION 4-Walking

A. Pain does not prevent me walking
any distance.

Pain prevents me walking more
than 2 kilometers

Pain prevents me walking more
than 1 kilometer.

Pain prevents me walking more

than 500 meters.

E. 1 canonly walk while using stick or
crutches.
F. | am in bed most of the time and |

have to crawl to the toilet.

SECTION 2- Personal care

A. | can look after myself normally

without causing extra pain.

B. I can look after myself normally
but it is very painful.
C. It is painful to look after myself

and | am slow and careful.

SECTION 5Employement/Homemaking

A. My normal  homemaking/job
activities do not cause pain.
B. My normal  homemaking/job

activities increase my pain, but |
can still perform all that is required

of me.
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D. I need someone to help but manage
most of my personal care.

E. 1 need help everyday in most aspect
of self- care.

F. 1 do not get dressed, wash with
difficulty, and stay in bed.

C. 1
homemaking/job duties but pain

can perform most of my

prevents me from performing
more.

D. Pain prevents from doing anything
but light duties.

E. Pain prevents me from doing even
light duties.

F. Pain prevents me from doing any

job or home making chores.

SECTION 3-Lifting

A. | can lift heavy weights without
extra pain.

B. I can lift heavy weights but it
causes extra pain.

C. Pain prevents heavy weights off the
floor but I can manage it if they are
conveniently positioned, e.g on the
table.

D. Pain prevents me from lifting
heavy weights but | can manage to
light to medium weights if they are
conveniently positioned.

E. I canonly lift very light weights.

| can lift or carry anything at all.

SECTION 6-Standing

A. | can stand as long as | want
causing extra pain.

B. I can stand as long as | want
without causing extra pain.

C. Pain prevents me from standing for
more than one hour.

D. Pain prevents me from standing for
more than half an hour.

E. Pain prevents me from standing for
more than 10 minutes.

F. Pain prevents me from standing at

all.
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SECTION 7-Sleeping

A. My sleep is never disturbed by
pain.

B. My sleep is occasionally disturbed
by pain.

C. Because of pain | have less than 6
hours sleep

D. Because of sleep | have less than 4
hours sleep.

E. Because of pain | have less than 2
hours sleep.

F. Pain prevents from sleeping at all.

SECTION 9-Social Life

A. My social life is normal and causes
me no extra pain.
life

increases the degree of my pain.

My social is normal but
Pain has no significant effect on
my social life apart from limiting
my more energetic interests’ e.g
sports etc.

Pain has restricted my social life

and I don’t go out as often.

E. Pain as restricted my social life to
my home.

F. 1 have no social life because of
pain.

SECTION 8-Sitting

A. 1 can sit in any chair as long as |
like

B. | can sit on my favorite chair as

long as I like.

C. Pain prevents from sitting more

than one hour.

SECTION 10-Travelling

A. | can travel anywhere without pain
I can travel anywhere but gives me
extra pain.

Pain is bad but I manage journey
over 2hours.

Pain restricts me to journey of less
than 1 hour.

Pain restricts me to short journey
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D. Pain prevents me from sitting for less than 30 minutes.

more than half an hour. F. Pain prevents me from travelling

E. Pain prevents me sitting for more except to receive treatment.

than 10 minutes.

F. Pain prevents me from sitting at all.

A=0; B=1;C=2;D=3; E=4;F=5 SCOREOUTOF50.....................

INTERPRETATION OF SCORES

0% to 20%: minimal
disability:

The patient can cope with most living activities. Usually
no treatment is indicated apart from advice on lifting
sitting and exercise.

21%-40%: moderate
disability:

The patient experiences more pain and difficulty with
sitting, lifting and standing. Travel and social life are
more difficult and they may be disabled from work.
Personal care, sexual activity and sleeping are not grossly
affected and the patient can usually be managed by
conservative means.

419%0-60%0: severe
disability:

Pain remains the main problem in this group but activities
of daily living are affected. These patients require a
detailed investigation.

61%6-80%0: crippled:

Back pain impinges on all aspects of the patient's life.
Positive intervention is required.

81%-100%: Bed bound

These patients are either bed-bound or exaggerating their
symptoms.
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Appendix V: Ethical approval

Appendix 5: Ethical Approval
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Appendix VI: Clearance Letter from Mbagathi Hospital

Appendix 6: Clearance letter from Mbagathi District Hospital

NAIROCBI CITY COUNTY

Mbogakhl Hozpital
B,0, Box 20735~ 0R20X
Moirobsi

T ZF2ATV2, X251, O 311 BOR
Crnail: mdbnairebifyahen.co.uk

COUNTY HEALTH SERVICES
TRS Ny 2016

Opends Joshua Nvaumwesa
PIROKID S U

ilcur 8ir.

KE: RESEARCH AUTHORIZATION

o uvefunenee 1o vour applicatian for amthoriyy o sy oo g reseursch an “Assessient of
fevels Gf pilin and divalifiiy in pufienis With stenclic wied sewrepenic oy back pain uf Mhagathi
Haospitad” !

[z gleaacd o inform you thal your reguesh o nedzoahe the wesearch o ibe hosp sl has boen
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Appendix VII: Publication

Eaxsi Adrican Medsoal foumal Vol 95 Mo, 1 Jamuary HILH

ASHOCTATION BETWEEMN LEVELS OF FAIN AMD INSABLITY IN PATIENTS WITH SCEATIC
AN MELTFOCGEMEC LOW BACK PAIN AT MBAGATHI DIESTREITT HOSFITAL 1IN NATRCHE]
COUNTY, EENYA

| LY Nyamaeeys, PEC Mwanakd, DUMN. Sanwe, College of Headth Soiemoes, Jomes Fonyatia Lndversily of
Agrioubiung and Technology, Mairobi, Kenya, P, Wangala, Cendre Ior Pulblc Hoalil Resarch, Eonya
Felintirad Riswaoarch Institiibe, Mairols, Kiaya

Ceresponding Autbor: O Myamwsya. Email: jpomsamsoyadhemnad coen

ASSIOCTATION BETWEEN LEVELS OF PAIN AND DISABILITY IN PATIENTS
WITH SOMATIC AND NEUROGENIC LOW BACK PAIMN AT MBAGATEHI
DISTRICT HOSPITAL IN MAIROEBEI COUNTY, KENYA

1.0 Myamweya, PE. Mwaniki, D.M. Sawe and F.Wanzala
ABSTRACT

Backgrourd: Low Back Fain s a problem of public bealth importance in developed
countries as well as developing ones inclading Kenya. Low Back Pain, sub-categorized
imto somatic and neemgenic pain manifests in different snknown levels which have
emormous health and sodo sconomic impact. In Kenya, information on levels of pain and
disability amd how the bwo affect each other emain scanty.

(hbfectize: To determice the relationship between levels of paim and disability amomng
pabients with somatic and newrmgenic Low Back Pain at Mbagathi Disirict Hlospital in
Mairobi County, Keoya.

Dhesdgn: A cross=sectional shedy.

Settiag: Mbagathi District Hospital from BMay 2006 to Asgust X116,

Subjecrs: All consembing Low Back Paim paticnds referved for out-patient physictherapy
climic at Mbagathi District Mospdtal

Hesudts Out of 176 participants enrolled in the study, majoriby, (53.1%) were females
compared fo 36.9% who were males. The propostion of patients with somatic Low Back
Pain was 72.7 % n=125) compared o 27.3 % (n=48) that had seurogenic Low Back Fain.
Blore tham half, 557 % (n=98) of the participants had pain imtensity of moderate lewel
while the remainder, 44.3 %] n=74 presenied with severe pain level Most respondents,
&8 Yl m=107) had minimal disability level compared to 33.5 %0 n=59), and 5.7 % n=100
whaose levels were moderale and severe disability respectively. Results showed
significant association between severe pain and moderate and severe disability (PolLbi),
Meurngenic pain was aleo mignificantly associated with severe and moderate disability
([ Pill. D01,

Conclesdom: A greal majorify of patiemts atiemding out-patiemt physiotherapy climic
presented with somatic Low Back Pain whose dikability level was Mindmal A smaller
proportion of pabents with neurogemic Low Back Pain had modemte and severs
disability. Meurmgemic pain posed the kighest sk of moderate and severe disability.
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INTRODUCTION

Low bacdk pain is pain, musde tension, ar
stiffmiess localized Below the costal margin
and above the inferior ghoweal folds, with or
without sdatica, and is defined as chronic
when it persises for 12 seeks or mioee (1) 1t
iz categorized imto bwo  bypes, namely
somatic and rerogenic pain. Low Back Pain
iz onie of the mast common health problems
affecting peophe {2001 has been found o be a
global health dilemma affecting the global
eoonomic, social and public health secines
thizs increasing and  imcurming bBillions of
dodlars in medicall ewpendihare each year (5.

It s aone of thie leading coneses of physical
limdtation in the 54 and a chief souroe of
incapacitation, suffering and expenses. the
medical oosts  evceeding £24 billon in 1550
(#)- B is the main source of emporary
disability affecting population aged below
45 wears (51 In the Undted States of America
(U5aA) and Avstralia, Low Back Pain is one
of the most comameon: problems reated in the
Healh care Syswem affecting 2-5% of the
populabon at amy one tme, 26-27% ower any
3 month period and M-80% over the course
of their Hie dme {8, 7, 8, 9). In South Africa
80% of the workforce suffers from severs
discemfort and disability due o Low Back
Pain at some point in their weorking Lide (10).

Studies  show unexplained and  large
varabiors in diagnostic iests and evaluabion
(1. 11y The H10 Clobal Burden of Discase
Siudy ranked low back pain as the condition
with the highest number of years Hved with
disability (YLI¥s) and sixth in erms of
disabilib-adjusted  life years  ([DALYSE)
(1213} Factors found to be assodated with
neruropathic pain which comprises of 20-35%
indude obder age, female sex, maral
occapation, bring unable to work, living in a
rural area or coundl-renfed accommaodation,
and bossrer educational attaimmend [ 14).

A siudy on selfreporied  pain and
disability owloomes showed a significant
asspdation betwern pain and disability and

that disability was predicied by sex, pain
intensity ard beg pain {15). Patients with
pain referral o the kegs wene mone severely
affected  than  those whose pain was
localized amd patients with sligns of nerve
imvalvement were the ones most severely
affected (1£). In Eemya, lterature on similar
shedy 1= scanty.

MATERIALS AND METHODS

This was a cross sectonal stody design of
1% patients with Low Back Pain with ar
without leg pain atending physiatherapy
dinic at Mbagathi Districc Hospital in
Badrobl County. Patients who were below 18
years and those that did mot give conmsent b
partidpate i the study were excluded.
Recroitment into the stody was done on a
daily basis brtween & am and 2pm for three
(3) months unbl the @rgeled ample size
wits bt ired

Daata Codlertion Procedere: Data was colbected
by two research assistants whio were always
present at the physiotherapy clinic rach day
during the study pericd. Those patients wha
met the inchesion criteria, aged 18 years and
above and had given consent o participate,
woere TecTidied ino the shady. A record of all
patients with Low Badk Paln afiending the

climic was kept by prindpal inwestgator ar
the rmessarch  assistants.  Each  sfudy

partidpant was idenfified by a subpd
identifier number coresponding o the
questionnaire. A rescarcher-adminisiered
questionnaire was  wsed i caphare
imformation on selected socio-demographic
factors while the Self-complets Leeds
Assessment of Neumopathic symploms and
Sems(S-LANSS) and Oswestry Disability
Inde=(ODT) were wsed o capiure data on
bevels of pain and disability respectively. Al
the shady particpanis were inlervicwed
until the sample size was attained in
readiness for analysis.

Diatg  managemsent and  amalysiss All Flled
questionnaires  were  oounderchedioed B0
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ensure that all were completed well and o
chedk if there were any missing information.
The completed questonnaines were  then
kept and locked in a seowred place o ensane
privacy and confidentality of che
parbidpants. [Data was endered indo
Microsoft excel and double data ertry was
cammied out s0 as bo validate the study
variables  Omoe the  validaion  was
completed, the data was exported into a
“tatistical Package for Soclal Scenoes (555
version 1900 for sabistical analysis The
resulis were presented in proportions and
tables  Assodafions bebween  pain  and
disability was done using odds rafios [(CH)
and  Povahaes.  Povalues =00%  were
considened significant.

Erhdcal comsiderstion: Approval to carry oul
the shady was sought from the University of
Mairobi-Eeryafta Matbonal Hospital ethics

obtained from all parficipants. The study
partidpants were inferviewed in the private
freatment  meoms  for  privacy and
canfidenitialicy.

RESULTS

A total of 17 participants with Low Back
Fain were recroiied inde the shady. Ot of
176 patienits, magoriey, B3.1 % n= 111) were
frmales while the males comprised of 389
%l redS) The median age was &0 vears,
(POR) 3248 wears. Less than half, 340 %
n=dl) of the participanis were aged betwern
U39 wears. The most majority of the
partidpants, 985 %( r=148) were Christlars.
(it of the 157 particpants. majority, 756 %
n=1%%) were married and the remainder
comiprised of those that were never married,
27 % n=dl), divorced, 11 %) n=X¥) and

review commities and Mbagathi [istrice widowed, 046 %[ n=l). (Tabke 1)
Hospital. A written indormesd consent was

Taksle L Soxsn- demog rap ic cBaractirisiae of the mepondenks

Varialbli Froquency 0
Laisfuder

bolale S (369
Faruals 111 $53.1)

At grimip V3225 hadian & in vears(IOE)
1879 D% [14.5)
3039 O (34.1)
4048 T (2T
5034 25 (14.7)

2] 18 (D03}
Eelggion

hﬂn i} ()

B Ausline H EL5)
Pelaribal skabus

Pdever mnarried [ [T
Cevoiroed 1.1}

o' i 19L&}
Peilarried 133 {75.5)
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Erswpbovewnd status L

hoit warking &30
selior mal @ nploy ment 7 (55.1)
Farmal oy il (35.5)
TR ST

1 0,000 Bl (T7E)
1 00 1%, B T (9.5
20,0000 25, 954 ) (25,4
0 D 3, 5 [H4-2)
o) TN, o 15{E.5]
21000 1.7}
i ucation skatus

Primary sducation 2 (125
rovat- sovrmdary ediscaton 154 7 5)

Pain type, Paim Imtensity and disability

levels in patients with Low Back Pain: The
propoetion of patients with somatic Low
Back Fain was 727 % n=128) compared to
2T % ire=d&) that had neurogenic Low
Back Pain. More than half, 55.7 %( n=08) of
the participanis had pain intensity of

mcderate lewel while the remalnder, 4.3 %)

n=7&) presemled with severe pain Jewel
Most mespondents, S08 % n=i0 had
minimal Low Badk Pain disability compared
i 335 %) red9), and 57 % nell) whese
bevels were moderate and severe disability
respectively (Table 2)

Tabile 2 Pain tvpe, pain intensity and s levels of disability in paients with Low Back Pain

Varialli Frogisncy (%)
Fain typs

ratic 122 717
P Crpanic 28 (373
Fain intissity

Nowdesale HH (35T
Sl TH{44T)
[izability levid

pelinimeal 107 [BILH)
Peinderale 57 (315
Sy e 1§57

Assodation between pain infemsity and
lewels of disability: Magority of participants
with severe pain, #LS % n=85) had severe
and moderate disability compared to 25.5%
who had minimal disabdlity. Cut of ninety-
wight respondents with moderate pain, 857

%[ refd) had minimal disability compared
o 14.5% that had severe and moderaie

disability. This test revealed that severe pain
pOR=14.3, O5%CL AR30E pediil) was

significantly assocated with severe and
micderate disabiliey (Table 33
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Table 3: Relatioeship between pain istensity and e Level of disability

Variable Livel od disability W 9% D F walic
Severr and moderabe Minkmal

Fain intissity

hiscvdoale 14{143) 4 (B5.7) (]

ST— 55 {7.5) 23 (39.5) 14.3 (5.8-303) 01"

“significant pal (b

Fain type and level of disability: Neurogenic pain was significantly (pL001, OR=20%)
assodaled with moderate and severe disability a5 shown in Table 4.

Table & Assosciation bitwien pain bvpe and bevels of disability

blub.ilit]- lewid LR 95% (I P valui
it disd Blinimul
il it i
Fain fypa
Kol 2 (219§ 10 {721 101
Je——_y. ] [E54) [ (145} o109 (85-51.7) A
*hignificant pl) 05

Amociation between pain  type  and
disability level sivatified by soco
demographic charactensties: This analysis
was carried out fo control for confounding
and this was done for the sebected socio
demographic charackenstics.  In gender,
neurcgenic pain in both male and female
had a significant assoclation with severe and
moderate disability (p<0.001}) but the %3%C]
weTe overlapping.

In ae groups apart from 250 years being
marginally significant (p=0058), the res
were  statistically significant (p<0.0%) Im
neurogpenic pain with severe and moderate

disability level though the strata were also
overlapping. Being k32 years old mevealed
a higher nsk [OR=33) of severe and
moderaie  disabllity In  patients  with

meurogenic pain compared in somabic pain.
(ther drata that were significant are
religion (Chrstians), Marital stafus (marred
and  unmarned)], employment  shtus
(informal and formal), all income caiegonies,
and post-  seoondary  edumtion wese
statistically significant (P} (%) and therefore
assoclated with severe and moderate level of
disability. In this analysis neurogenic pain
was consisently significant (Table 51
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Takble 5 Associsfion bifwiesn piEn Bvpe asd dsability level siradifisd by sqio-demogesphic
charerieristice

W arisbim Fain bypa Disability level ORI Fishers | Mlantel-Hsererel
[ hn | Fxact 2]
Smvamm Pl i mual musl R F
and Fvalum | (5% vl ue
maderais L]
Grandar blaiar Savmuabc G dElg |10
Mszznpmic | 13515 S{IRE 1593 (45 i *
200} Ho R
Fa—aim SsmaHc 1% (341) IS |10 Lﬁibﬁ-l <
Mszzupmic | I8 ET5) {125 X [Ea i *
.1}
Ape graup B35 SsmaHc 13 (UL Sifgiay |10
Marznymenic | 20T A BT i *
11885
ay ke (¥l 2 a4 |10 Hs
Merznygenic | 15 @85 NI1E A48 h* | A2 i *
b il s] Bl E)
il ke e ok il FALDG (1]
Marenygenic | & (TS0 NEm FOa it
5£.9]
Kaligion { =-iv=an Se:rmuaHc IEOOT M |10
Marenymenic | 80ES1) b L] HA@Es ShA* | T4 B
54.4] ;1.8
Musli= Se:rmuaHc 30435 TR k] I
Msrzzngemnic | 1 (0L ] - 1.28s
Slansal Mt merimd | Somakc i Py ] 1.4
status Mesrz=ngmic | 10 (7.7 1{E3) A5 i *
] Pl -
Py—— Gomatic | | 20008 | 7794 | 10 I:-.a;|
Mee=ngpnic | 30ELE B{16.T) 19370 i *
524}
Employment | Mot enrkisg | Semabc SN SiEE
slatus Maezngemic | I(W00 | O - 10
Infrernal Smabc & (325 BrFs |10
amploy=east | Mesogmic | 23548 {1540 Iﬁ.:-h.'-'- i * I?;' A
—re— Somatic | | 7(13 | ME7 | 10 ind
amploy=east | Messognic | 17 BED B{Em 51 a3 i *
5]
[recoms + 110,00 SsmaHc 5N Hmldy |10
Merz=ngenic | 505135 1{18T 200015 U
2H1F
0, I SsmaHc FBag) Hraa |10
19,55 Merz=npenic | 11 {E468) 154 E.ﬂ* i * w4
ST Tmaic | 70E | WS |10 ':;':I s |
el Marzmnygenic | 13 {00 &ML &0 (35 i *
""_ﬁ;
A0, (- Se:rmuaHc Fiu.1) S |10
£, ) Maremnygenic | 13 (53205 (e} 0945 i *
I
Education Pri=ary Srmuakc 5in 13725 ns
status Msrzzngemnic | 4 (B0 ] - 0= [AE- An*
Piost- | et | 22p0® | @I |10 | | sy
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secondary Merzzngenic | 37 E41) F{Isa 181175 ETiu
SE4)
"pignifEcanl, p=L0s
DISCUSSION influenced by  pain  type.  This  was

This study sought i determine the evels of
pain and disability in pabienis with somatic
and newrogenic low bade pain at Mbagathd
District Hospital  in Nairobi| County.
Findings from this study indicated majority
(F27%) of the study parbdpants had
somatic Losw Back Pain compased o 27.5%
that had neurogenic Losw Back Paine Mo
tham a half {3%.7%) reporied moderale pain
on Visual Analogue Scabe (WAS), whils bess
thar a half (#4.3%) reported sevwer pain.
These findimgs were imilar o shadies done
on the burden of meoropathic pain which
showred that paticnits with high MNewropathic
Paim %cale or Visual Analogue Sale (25)
reporied severe of minderabe pain or gresler
pain intensity (151517, 18).

A higher proportion of patients reporied
minimal disabdlity (605%) followed by a
small proportion that meported moderaie
disabiliby (335%) The least reporied severe
dizability (5.7 %) These findings were
similar o shadies that wers done in
developed countries (1%, 20). The differemoes
im proportions oould be abiribuded 1o pain
intersity wherehy those that had moderade
pain had moderate o mindmal disabiling

comparned o those that had severe pain.
Cither factors could be due o differenoes in
races and/iribes, pain thresholds and  pain
lewels may have been conralled.
Rrzuls from this stody indicabesd that there
fuigls an assncilafion exisls bebwern pain

imbemsity  (eevere  paim]  and  bewels  of
disability (moderate and severe)  Thess

fimdings agreed with a sudy of Korean
aduls with a mean age of & wears [E1)
which found that the degree of disabilizy
from Low Back Pain was influenoed by pain
imbermsity. The same sfudy reveabed that the

degree of dissbility was reported o be

demonsiraied in the risk whereby those
pabienits with severe pain were 141 HBmies at
sk of mufiering severe and  moderaie
dizability ocompamed 1o those that had
moderaie pain.

In establishing assodation befwern pain
twpe and disability level, strabified by socio-
demographic  faciors, rmeorogenic  pain
consisiently emained the variable with the
highest rsk of suffering moderale and
severe dimbiity In every strabtom.  The
explanatian for all partidpants whose toeal
sonre was 12 or more, amd reported ac
posidve e neurogenic pain was perhaps
atiribuied o presenoe of peripheral neree
sensitization and oentral sensibzabion, Rgh
pain imlensity and presence of beg pain (15,
16,22, 23y

Annther shvdy on sub-classification of low
back-related leg pain showed thar those
pabtienits  who  had peripheral  memee
sensifization had severe disability compared
i those that had cenitral sensifrzabon and
denervation (34).  Therefore  severe  and
moderate disability group in this shady may
have been as a result of  peripheral neree
semEri Tafion.

In oonchision the stody found owt thad
majority of pabiemis  attending  Mbagathd
physiotherapy clindc in Mairobi County were
suffering from somatic Low Bade Pain
whose  disability bewel  was  minimal.
Howewer, the smaller proportion that had
neurogenic  pain,  suffered  sewere and
moderaie  disability mepresenbing  gresier
disability. Comsequently. parficipanis with
meurogpenis LEF pain were at a higher sk of
suffering moderaie and severe  disability
comparned b those with somatic LIEP.

86




ACKMOWLEDGEMENT

We wish to thank mesearch assistants and
shudy participants for thelr contribabons in
this shudy. We also apprecdade Mbagathd
District Hospital and Centre for  Public
Health Research (CPHE) for their approwval
and clearanor to carry owt this study.

1o

REFERENCES

Chiis, B. Loey Back Paim (Chenndcl Clinical
evadencd handbook  American  Fasadly
Plvpsisrian. 3011 BE4437 438,

Fawasr, FPami Farsa, FESalisistion of
patienis  with Liow hak  padn in
plyscdhemapy oull-paidend depanimenl. IOSE
Jeurmal of Morsing and Hoalth Scieras.
AN 55554,

Lowrie, AL, Mossis, [MNamd Coremmes-
Lomers, E.Ths Prevalance of low back pain

im Adrica: B&AC Blizscnilok fd el
Desornders. 00T, EUI0S doi: TLL18671471-
24TEE-105

Lahad, A., Maliew, ALD., Berg, AL, amed
Darpn, HATH: alfeclivenss of dour
ingrvendions Bor e peevendion of LBEF.
T AR AL 195 P51 286-1 22

Rrmipat, Vasslopoulos A Sodsopoailou,
F Makripdka, E MNmilaM Faos, E. amd
Marvakl U The prollems of Low Back Pan
im mursEng sall and i eflecls on Buman
adivises, Haalil Science fournsd 2008 1 Dy
Dvrpn, E., Mirea 5 and Martin, BL Back pain
prevalenos amd visil res eslimabes [Fom LS
Fladinnal surveys. Spine 2006, 31273427,
Walker., Mullor, F., Corand, W, L back pain
im  Ausiralizn  adules.  Prevalonoe  and
azmreriabed dicabalay . [eusrmal of Marspulaiive
and Preysiclogical Tharapoistica 004, 37338
“

Sirine, T. W. amd Hootenan, LA LS Matioeal
enerelales and prevalence of ow Back amd
neck pain among  2Juls.  Asihriiis and
Fheismdicr 207, 57 656-65

Matinnal Cesdre dor Healllh Stassiics. Hoaalh,
Lirdied Siabes 200, Tyl winiwi s oo
Cillisrs, L Evalissng e Ioowkdge
aflimides and Delieds abvid e prevendsom
aned sl ireaiment primciples dor Low Badk

11.

17

13.

14.

1=

1.

17

18,

1%

87

Faim among nursing  siall in Coecilia
makiwane Hiespelal Sashes’s Thesss Slisdy

21T,
Anul, T.F and Abea, ALY Diagnosis and
Mamagernetd o Acuibe Low Hahk Pain Am
Fasen Fluysiciam SO0 ST{EC17T2-17HA

FHory, D Marck, L Baoho, PR FLWonlLA.,
Baingl_ ot al. The glohal buonden of S0
N0 sisdy: Estimaies from glohal ordon o
It ke fudian. Amnals of Fhoismnsss o badoos
) R i v

Blueray, O L Voo, T Loz, K. MNaghawi,

Bl Flassenn, AL D Blichaud e al.
Dizabilsty-adjusted lite years [DALYS) e
51 disaases and ingunies im 21 regions, 1990
Nk a syseemalic aralysis dor e Glokal
Bundem of DEsass Study 3000 Tha
Lanosl 2003, 3807190327,

Tosmanw. nd Smsth BH. Epsdemacdogy ol
Meisropaihic paim and it Empact on guality
ool lika. Cisrrenl Fadn Hoadachs: 20117 Rep dni
T 1NIFE 1600 202550

Bashoqs, MO, Hom, ME., Gaoege, 5.7, and
Eanbinsnn,

of sl back poarn M Missouboek el
Desorders, 11, DL 1L118601471-2474-12-
s

Enogaed A, Kol P Alban H., Jenssa T.,
and Mamnicke C2013). Falisnis with Jow
ek pain differ fromn those who alo have
ligg; [pradni OF SEEd Of pavve Ponl Inclve sl -
o oroess-saitinnal shedy BAC Mussoulnskelial
Descrders NI 13236 dod: T0118671471-
MF413323

BdcDormmedd A B, Toslle TR, Rowwbsodham
D)., Schasder P, amd Dusloes EM 206
T Biirden of mieopalbds puasn: mesilis fnom
i Cfoces-Sainnal Survey Eupnpsan ol od
Palm 102k 137

Torranoe., Smath, BUHL, Bammwrit, MLand Los,
Al The: epedemninlogy of chioadc paim o
pradaminanddy mourcpalbss origin Resishs
B 3 penesal population survey. [oumal od
FPalm 200&, 7:251-5.

Shedare, T, Sardos, A M., Marinovic, A, aned
Horleress, Fiheonic low badk pain: Fain
imdensicy, dimbilicy and quality of Biodocta
Faul Enfwms 3013, 35{13:14-20

Smarl, KM, Blake, Slaines, A., Thacker, B,
aaridd Dy, C Mdisthunne -



wlagsilsoatecas of missouleskaletal paire part 2
of 3 symptams and signs of peiphesal
nevrcpathic pain in palienis with s back
willh  of without leg  pain. Manial
TharapyZ013, 17 (4):385-51

Ehm, G5WLL, O, amd Oynne H. Faoors
influencing dEsabilily duf 80 low hack pain
usirgs the Ceswesiry Disabalily {uesiaonnaa

and fhe OQusober Hack Pain DEsability Soalo.
Plpsiodhempy Ressarch Inisrmaisonal. 2004

I

n.

M.

88

Coenpbsdl, | Mand Meyer, EA& Mechansesms
il peurnpaihic paiv MNearon 2006, 527792
Fusrsam, Mo Fosehrain-mesdiaied sercilization
of oepdral paim pathways Non-specilic pain
and & pew Enage for MT. Man Thee. JN0Z,
THIHE

Walsh, [amd Hall and TOlassification od
Lo Halk-Felaled leg Padn Dy Sulbgnciaps
Dediar in Disabilivy and Peychosocial Factors?
Joisrral  of  Mareiad  oand  Marspolslive
Theragry 2009, 17 (Z): TIE-123



