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The profile of people reporting 
with low back pain to a 

resource poor clinic in Cape Town

on the community prevalence of low 
back pain in South Africa, a recent study 
in Cape Town found that 28% of the 
1005 community clinic attendees inter
viewed reported having had spinal pain 
within the previous three months (Parker 
and Jelsma, 2010). A review of studies 
on LBP completed in Africa, indicates  
high levels of prevalence comparable 
to those found in developed countries. 
(Louw et al., 2007). Successful and cost
effective methods of managing LBP  
need to be identified and utilized to 
reduce the burden on the individuals and 
on the economy. 

Many possible causes of LBP have 
been considered in different studies.  It is 
perhaps useful to briefly look at a cross 
section of these possibilities in order to 
try to begin to have some concept of the 
scope of the problem as it may exist in 
South Africa, however it must be kept in 
mind that if LBP is a problem in South 
Africa it cannot be presumed that the 
causes are similar to those established 
in other countries. Similarly treatments, 

Introduction
Low back pain (LBP) is a significant 
problem in many countries (Goubert et 
al., 2004; Jin et al., 2004; Walker et al., 
2004), in addition to suffering and func
tional limitation, it places an economic 
burden on both the individual and the 
state (Korthalsde Bos et al., 2004; Luo 
et al., 2004; Lutz et al., 2003; Woolf and 
Pfleger, 2003). Lifetime incidences can 
be as high as 80% (SantosEggimann 
et al., 2000) and in many countries a 
large percentage of the health budget 
is utilized on managing LBP (Santos
Eggimann et al., 2000).  Although there 
appears to be little information available 
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which have been found to be effective in 
other countries, may not be effective in 
South Africa or these treatments may not 
be costeffective or suitable in the South 
African context. 

The genetics of the individual, the 
biology and biomechanical relations of 
the spine and its components that allow 
us to be supported in all the activities 
of daily life in work and leisure have 
apparently shown specific factors that 
may contribute to LBP.  The interver
tebral disc, its responses to the passage 
of time and specific activities of daily 
life and its contribution to LBP has been  
the subject of much research.  Other  
topics considered include age, gender, 
obesity, pregnancy, trauma, smoking, and 
the presence of other diseases, culture, 
education, economic status, and stress.   
Occupation, occupational postures, lei
sure activities and psychosocial aspects 
have all been considered in relation to 
LBP.   If all these things can contrib
ute towards LBP, an understanding of  
these aspects in a particular community 
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may help towards an understanding of 
any possible presence of LBP in that 
community.

One author has classified the causes 
of LBP into three categories:  biologic, 
physical and psychosocial and indicates 
that each of these have their influence 
(George 2002).  From a review of some 
of the more recent literature on LBP, it 
seems that both intrinsic and extrinsic 
physical and psychosocial factors such 
as those listed above may be relevant. 
However it appears that these factors  
are interrelated making it difficult to 
specifically categorize any single cause.  
It is therefore not surprising that it might 
be difficult to give a specific diagnosis 
of the cause of LBP in an individual or 
group of people or to produce evidence of 
a single successful treatment approach.  

The most effective treatment for low 
back pain has not yet being identified 
(Lutz et al., 2003).  Providing educa
tion, information and advice have been 
found to be useful (Burton et al., 1999; 
Cherkin et al., 1996; Little et al., 2001; 
RiveroArias et al., 2006; Schenk et al., 
1996) and it has been recommended  
that these should be prioritized as inter
vention strategies as they are simple and 
costeffective. The provision of edu
cational material has been found to be 
most effective when it is related to the 
expressed needs of the patient (Liddle et 
al., 2004; Moffett et al., 1999; Roberts 
et al., 2002a). It is therefore possible 
that a tailor made information leaflet, 
which speaks to the specific needs of the 
patients depending on their possible risk 
factors, might result in more effective 
management of LBP.

 A 240 page evidence based document 
issued by the Royal College of General 
Practitioners in Great Britain in 2009 on 
the early management of nonspecific 
low back pain, suggests that patients  
are: provided with advice and infor
mation to promote self management of 
their low back pain, encouraged to be 
physically active and provided with an 
educational component together with 
other interventions (The Royal College 
of General Practioners, 2009).

This study, firstly, aimed to explore the 
lifestyle of people from a resource poor 
community in South Africa presenting 
with a complaint of acute LBP (ALBP) 

and an ability to understand English. 
The exclusion criteria, screened by  
the doctor, were indicators of serious 
pathology. 

A 116 question Lifestyle Questionnaire 
was developed based on factors identi
fied in the literature as having an impact 
on ALBP and was modelled on the  
Back Home Trial (Roberts et al., 2002b).  
The first half of the questionnaire 
focused on demographic and contribut
ing factors such as gender, age, education 
level, BMI, smoking, physical activities, 
potentially stressful life events. The  
second part of the questionnaire focused 
on perceptions about LBP, the role of the 
doctor and physiotherapist, income and 
employment.  The questionnaire also 
allowed subjects to identify what they 
felt would be useful to know in order 
to manage their LBP such as informa
tion about anatomy of the spine, how 
to move, sleep and manage pain during 
daily tasks.

The Medical Research Ethics Committee 
of the University of Cape Town and the 
clinic authorities granted approval for 
the study.  The doctor at the clinic identi
fied potential subjects.  Once informed 
consent was obtained from patients, 
interviews were conducted.  Following 
the first 10 interviews, responses were 
reviewed to adjust any ambiguous/ 
confusing questions.  Responses were 
analyzed to create a profile of people 
with ALBP living in the community. 
All subjects were given an informa
tion sheet on the management of ALBP 
compiled by the researcher from evi
dence previously reviewed. Descriptive 
analyses identified activities commonly 
performed; subjects’ perceptions about 
ALBP and treatment, and what subjects 
wanted to know about ALBP.  

Results
The sample consisted of 50 subjects, 
74% were female. The mean ages were 
50.7 years (SD 14.0) and 54.1 years (SD 
15.1) for males and females respectively. 
The mean BMI was 32 (SD=5.3) for 
males and 31.1 (SD=6.3) for females. 
Using the Center for Disease Control 
classifications 56% of subjects were 
obese or overweight (Center for Disease 
Control, 2005).  Eight percent of sub
jects had spent 12 years at school – the 

and, secondly, to understand their  
needs regarding LBP intervention.  
Specific objectives included collecting 
demographic data; exploration of pos
sible contributing factors, evaluation  
of levels of understanding regarding 
ALBP and subjects’ needs in relation to 
information about ALBP.

The study took place in a resource 
poor area of Cape Town, with a diverse 
spread of occupational categories – most 
of which involved in physical work of 
some kind.  Many women were domes
tic workers while others worked at a 
large bakery and reported heavy lifting 
of bags of flour, buckets of cream and 
cake mixture.  Men and women were 
employed at a gemstone factory and 
described lifting heavy stones for sorting 
and cutting. In addition, some men from 
this historically fishing seaside commu
nity were fishermen.  “Trek” (Afrikaans 
for pull) fishing  where nets cast to sea 
by boat are manually pulled to shore by 
fishermen on the beach is a common 
fishing practice in this area.  

Subjects used in this study were visit
ing a local government health clinic, to 
see the medical practitioner for an epi
sode of acute low back pain (ALBP). This 
clinic provides medical care for a com
munity of 21,000 people (Department 
of Health, 2006) of mixed ethnicity. The 
routine practice of the doctor for a normal  
complaint of LBP was to prescribe time 
off work if necessary, prescribe anti
inflammatory medication and give out 
a leaflet on LBP produced by a phar
maceutical company. According to the 
practitioner, this was all that was possi
ble during the limited 10 minutes avail
able for each consultation.  

Methods
A descriptive crosssectional analytical 
study design was utilised. Subjects 
were recruited from all those attending 
the clinic with a primary diagnosis of 
LBP during a 7month period in 2006. 
Inclusion criteria required written con
sent; aged 18 to 80 years; consultation 
for a new episode of ALBP (pain of 
recent onset originating from the back 
and defined in an area bounded by  
the 12th thoracic vertebra and 12th ribs 
superiorly, the gluteal folds, inferiorly, 
and the contours of the trunk laterally) 
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full number of school years offered 
in South Africa.  34% of subjects left 
school after 810 years while 58% 
spent 7 years or less at school. Family 
income ranged from R1000 to R10000 
per month. Forty six percent of sub
jects earned less than R1000 per month 
and 28% between R1000 – R2000 per 
month. Categories used to describe 
occupation were obtained from the 
South African Department of Labour 
(Labour, 2007).  Thirty three percent 
of subjects interviewed were Service 
and Sales Workers, 24% worked in the  
Craft and Related Trades Category and 
16% were Pensioners.  

risk factors

Smoking
Seventy eight percent currently were or 
had been smokers.
  
House, garden and work activities
Sweeping was the most common  
household activity performed by 94% 
of subjects, followed by mopping, 52%, 
scrubbing 52% and vacuuming 44%. 
Grocery shopping was the most com
mon heavy load, carried by 42% of 
subjects.  Carrying heavy wet washing 
was reported by 10% of subjects, this 
was especially difficult for those living 
in apartment blocks, as the washing 
lines were outside on the ground floor. 
Fiftysix percent of respondents worked 
in the garden doing activities such as 
sweeping, weeding, raking and planting. 
Twisting (72%), bending (84%), lifting 
(62%) and awkward postures (70%) 
were commonly used at work with all 
four postures being reported by over 
60% of subjects. These postures were 
used for more than 7 hours a day by 70% 
of the respondents.

Potential Sources of Stress
Sixty percent of subjects were unable to 
meet their monthly expenses with their 
salary and over 50% reported financial 
problems. Twentytwo percent reported 
problems with their children and a few 
subjects referred to the increasing prob
lem of drug addiction amoung young 
children in the Western Cape area of 
South Africa as reported by the Medical 
Research Council (Parry, 2004)

Exercises and activity restriction
Fifty two percent of subjects exercised 
by walking (perhaps by necessity), while 
24% of subjects did not exercise and 
10% reported doing their own exercises 
and stretches. Low back pain restricted 
many aspects of daily life in over 70% 
of subjects  exercise (48%), housework 
(52%) and work (50%). Difficulty in 
dressing due to LBP was reported in 
over 60% of subjects.  

Information about LBP 
The majority of participants (65%) 
expected the pain to recur and 40% did 
not anticipate complete recovery in the 
future. All 50 subjects wanted informa
tion on how the spine works, on lifting, 
exercise, pain management, correct sleep 
positions and how to cough and sneeze 
without exacerbating the LBP. 
 
Perception of Visit to Doctor
Over 60% of subjects reported that the 
doctor had given them a solution but 
20% percent wanted a referral for further 
advice or management. Examination and 
medication prescription were the most 
common stated expectations of the doc
tor. Advice (15%) and education (5%) 
were less expected, although desired 
interventions. 

Discussion

Introduction
There are disadvantages to using a con
venience sample, however respondents 
were similar in education and employ
ment status to residents of other under
resourced areas in Cape Town, as defined 
in a census of 2001 (City of Cape Town, 
2001).The majority had had limited access 
to education (in 2001, 34% had only 
primary school education or less, 47% 
had not completed high school). More 
respondents were not employed (60% in 
2001) and of those that were, all were in 
elementary occupations (33% in 2001). 

It is unlikely that the sample is repre
sentative of all LBP sufferers in the 
area as clinicbased samples are usually 
biased  those who have less pain may 
not attend and those who have severe 
pain may not be able to reach the clinic, 
particularly in a community where there 
are few private cars. In addition, people 

who have the financial resources/health 
insurance may choose to go to a doctor 
in the private sector or selfmedicate.  
However the intention of the study was 
to investigate the needs of those who 
access the government health clinics. 
This sample is only representative of 
people with LBP in this community who 
seek care at a local clinic.

Characteristics of the sample
More women were represented in the 
sample. Another study using clinicbased 
samples in the Western Cape report a 
similar preponderance (Jelsma, 2004). 
As females apparently make greater 
use of public facilities and respond 
more readily to participation in surveys,  
the gender distribution might not neces
sarily be due to a greater incidence of 
LBP in females.  

The level of education of this group 
of subjects was not high, with only  
one quarter achieving a schoolleaving 
certificate.  Studies have indicated con
flicting results when looking at LBP and 
levels of education (Foppa and Noack, 
1996; Takeuchi et al., 2004; Takeyachi 
et al., 2003).

A high percentage of the subjects 
were obese and there are some studies 
that have made a possible connection 
between obesity and LBP (Govender, 
2004; Shiri et al., 2008). 

Many of the subjects were smokers.  
Smokers with LBP have been reported 
to be hospitalized more often than non
smokers for their LBP (KailaKangas 
et al., 2003). A link between smoking 
and disc degeneration (Battie et al., 2004; 
KailaKangas et al., 2003; Roughley, 2004) 
a possible precursor to LBP,  has been 
suggested as chemicals inhaled during 
smoking may cause contraction of the 
capillary network in the spine reducing 
blood flow (and nutrient supply) to the 
disc increasing the risk of degeneration 
(Roughley, 2004; Urban et al., 2004). 

Physical Activities precipitating and 
exacerbating pain
The second objective of this study was 
to establish activities precipitating and 
exacerbating pain. The MORGEN study 
in the Netherlands looked at physical 
load in different professions of 22,415 
people and identified risk factors of: 
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“lifting, twisting, pulling, pushing, bend
ing” (Picavet and Schouten, 2000) simi
lar postures/activities used in domes
tic work and other activities of daily  
living described in the current study.  
A Japanese study showed that more  
physically demanding occupations had a 
35% higher incidence of LBP (Kaneda 
et al., 2001) and an interview study of 
10,000 men in Canada showed “heavy 
work” to be a predictor of back pain 
(Kopec et al., 2004).  In the USA, 568 
patients seeking treatment for acute 
occupational LBP, found that those 
involved in more physical jobs more 
likely to have greater functional limi
tations (Shaw et al., 2005). Reduction 
of physical activity due to LBP in the 
current study was apparent with 50% 
of subjects stopping work, housework 
and exercise. This was higher than 
the Canadian study mentioned above 
where 27% of all subjects took time off 
work for LBP (Gross et al., 2006).  The 
Canadians may have had greater access 
to other forms of treatment.

Psycho-social Influences
Many subjects reported financial con
straints – taking time off work for LBP 
could be stressful for these people if  
they did not get paid sick leave.  A study 
in Japan highlights the problem of stress 
as it was found to be related to mus
culoskeletal complaints with LBP being 
one of the most common (Takeuchi et al., 
2004). Subjects were also very worried 
about their LBP and did not expect to 
recover.  This may not be unusual as in 
a telephone survey of 1200 subjects in 
Canada, (83% who had had at least one 
episode of LBP) 50% of subjects thought 
that LBP “gets progressively worse, 
makes everything in life worse and even
tually stops you from working”(Gross et 
al., 2006).  These factors contribute to 
findings that many people with LBP also 
suffer from depression (Cecchi et al., 
2006) and that people who suffer from 
both LBP and depression are also more 
likely to use more medication and experi
ence higher levels of disability (Haggman 
et al., 2004; Takahashi et al., 2006). 

Determination of need
Only a small percentage of subjects  
initially expressed the need for inter

vention other than medication but a 
high percentage agreed that they would 
like information on different aspects 
of back pain and back care concurring 
with results from the Back Home Study 
(Roberts et al., 2002a). The results of a 
study by (Burton et al., 1999) suggest 
people with LBP should be encouraged 
to become more confident in taking 
responsibility for their pain. Having 
more information might increase their 
confidence in their own capacities to 
manage the pain. Information is often 
the principal motivator for going to the 
doctor (Burton et al., 1999; Roberts et 
al., 2002a) and some research results 
suggest that patients be given  “accurate 
and uptodate information and advice 
about LBP” (Burton et al., 1999). It has 
been indicated that if not given informa
tion patients could be unsatisfied. The 
Burten et al study (1999) highlighted the 
main reason for patient dissatisfaction 
with medical care for LBP was the fail
ure “ to receive an adequate explanation 
of LBP”. 

The profile obtained from this study 
could be used to compile an information 
leaflet on LBP, advising patients on man
agement of LBP, encouraging subjects 
to remain active at home and work with 
specific suggestions of how to reduce the 
risk of further LBP related to the envi
ronments in which these subjects lived.  
The issues of smoking and obesity could 
be broached.

The pamphlet that was already in use 
was published for a company producing 
antiinflammatory drugs and although 
it was written by a physiotherapist 
it was mainly a list of exercises in  
picture form and advice about posture 
that were not necessarily appropriate for 
this community.  The pamphlet given by 
the researcher contained advice but did 
not address any expressed needs of the 
community it was provided for as it was 
obviously written before the information 
was collected.  Again, information used 
in other studies was written for com
munities in the countries being targeted 
such as the United States and United 
Kingdom.

Limitations of the study
Gathering applicable information was 
limited by the type of patients inter

viewed. It seemed that participants were 
not used to being involved in discussion 
with regard to their health conditions and 
found it hard to volunteer information 
until specifically asked. Furthermore, 
the choice of a clinicbased sample pre
cluded inferences regarding prevalence 
of LBP in the area. If the questionnaire 
utilized was administered to a large 
community based sample, it would  
provide useful epidemiological data, to 
infer causal relationships and target the 
variables most implicated in LBP in 
future educational interventions.  

Conclusion 
A typical profile of people presenting with 
LBP in this resource poor community 
was identified showing a high prevalence 
of smoking, obesity and low levels of 
education.  There were a high percentage 
of domestic and other manual workers  
in this community and the nature of their 
activities put them at risk for develop
ment and exacerbation of LBP. 

The need for additional knowledge 
regarding the cause and prognosis of 
LBP was expressed and evident, as few 
people knew what to expect with regard 
to the likely outcome of their pain or 
how to deal with it.  Subjects were also 
keen to have information about their 
spine and were interested in finding out 
how they themselves could deal with 
LBP. Development of an information 
leaflet to help dispel the preconceived 
ideas that apparently fuel distress and 
exacerbate LBP will be facilitated by the 
obtained profile of LBP patients in this 
community. Further exploration could 
reveal ways of presenting the informa
tion obtained in a way that might appeal/
be useful for this particular community.  

The impact of LBP on the perceptions, 
physical and social functioning of the 
respondents was considerable and, par
ticularly in a community with limited 
resources dependant on income from 
manual work, effective management of 
LBP should be a priority for the health 
authorities. 
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