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Low back pain in Hong Kong: prevalence and
characteristics compared with Britain
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Abstract

Study objective - To compare the pre-
valence of low back pain and associated
disability in Hong Kong with that in Brit-
ain, and to explore whether differences
could be explained by certain known risk
factors.

Design - A cross sectional survey with
information collected at interview. Find-
ings were compared with those from an
earlier survey in Britain.

Setting — Two housing blocks in Hong
Kong.

Subjects - Altogether 288 men and 364
women aged 18 years or older, who were
resident in the two housing blocks and
agreed to interview (response rate =80%).
Main results — Thirty nine per cent (95%
confidence interval (CI) 34%, 44%) of in-
terviewees reported having had low back
pain at some time, and 21% (95% CI 18%,
25%) had had low back pain in the past 12
months. After standardisation for age and
sex, all of the back symptoms examined
were substantially less common in Hong
Kong than in Britain. The one year period
prevalence of low back pain was associated
with occupational lifting (in both sexes)
and with tall stature (in men only). Sub-
jects tended to carry out less heavy lifting
at work and to be shorter than participants
in the earlier British study but these
differences did not completely explain
their lower prevalence of back pain.
Conclusions - The findings indicate a
lower prevalence of back symptoms in
Hong Kong than Britain that is partly ex-
plained by differences in stature and oc-
cupational lifting. In addition, Hong Kong
people may have a higher threshold for
reporting symptoms, or they may differ in
their exposure to other, unrecognised risk
factors.

(¥ Epidemiol Community Health 1995;49:492-494)

Low back pain is a common complaint and
major cause of disability in western countries.
Cross sectional surveys of the general popu-
lation in Britain,' Denmark,? Finland,> The
Netherlands,* and Sweden® have recorded life-
time prevalences in the range 50-80%; and one
year period prevalences of 25%° and 36%' have
been reported in Denmark and Britain. Little
is known, however, about the occurrence of
low back symptoms in other parts of the world.
It is important to establish this because geo-
graphical differences in prevalence might pro-
vide useful clues to aetiology. We report a

survey of low back pain and associated disability
among the Chinese population of Hong Kong,
in whom symptoms were ascertained by ques-
tions translated from those used in an earlier
British study.!” This allowed a direct com-
parison between the two countries.

Methods

The study population comprised adult res-
idents of two housing blocks in Shatin, a new
town in Hong Kong. One block was made up
of government subsidised housing reserved
for households with a monthly income of
HK$9000 or less. The second block was pri-
vately owned and occupied by more affluent
people.

Each household in the two blocks was sent
a letter of invitation informing them of the
survey and giving dates for a proposed visit by
an interviewer. At the visit, a list was made of
all members of the household aged 18 years or
older, and each person was asked to answer a
questionnaire. Those who were not at home at
the time of the first contact were revisited later.
An apartment was considered unoccupied only
if no one was there at any of three separate
visits.

The questionnaire was based on that used
in a previous survey of back pain in Britain,'’
and included a direct translation of the ques-
tions concerning symptoms and disability. Sub-
jects were asked whether they had ever had
back pain lasting for more than a day in an
area (illustrated with a diagram) between the
lower costal margins and the gluteal folds, and
whether they had had such pain within the past
12 months. Those who reported pain were
asked whether the pain had ever spread down
the leg to below the knee (sciatica); whether it
was of sudden or gradual onset; how long it
had lasted in total; and whether the pain had
made it difficult or impossible to walk, stand
for 15 minutes, get up from a low chair, get
out of a bath, get in and out of a car, put on
shoes, socks, stockings, or tights, go up and
down stairs, or cut toenails. Disabilities in re-
lation to these eight activities were scored (one
if the activity was made difficult and two if
impossible) and the scores were summed to
derive an overall disability score. In addition,
subjects were asked to report their height and to
give a lifetime occupational history, indicating
whether or not their jobs had entailed heavy
lifting. The latter was defined as lifting or
moving weights of more than 25 kg by hand in
an average working day.

The prevalence of low back pain and as-
sociated disability was examined in relation to
age, sex, housing status, height, and exposure
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Table 1 Prevalence % (no) cases of low back pain in relation to age and sex in Hong

Kong men and women

Low back pain ever

Low back pain in past 12 mth

Age Men Women Men Women
<20 36 (8) 22 (10) 14 (3) 11 (5)
20-29 36 (33) 36 (39) 24 (22) 20 (22)
30-39 28 (18) 44 (33) 14 (9) 21 (15)
40-49 39 (7) 59 (13) 22 (4) 41 (9)
50-59 47 (14) 56 (24) 14 (4) 33 (14)
60-69 43 (20) 42 (21) 17 (8) 28 (14)
70+ 31 (4) 67 (12) 25 (3) 39 (7)

Table 2 Standardised prevalence (%) of back symptoms in Hong Kong and British men

and women aged 20-59

Symptom

Britain

Hong Kon,
prevalence (95% CI)

3
prevalence (95% CI)

Low back pain — ever

Sciatica — ever

Low back pain of sudden onset - ever

Low back pain making it impossible to put
on socks, stockings or tights — ever

Low back pain associated with a disability

score >9 — ever

39-7 (34-1, 45-9)

55-1 (48-2, 619)
19-6 (15-7, 24-1)
42-8 (369, 49-2)

94 (6:7, 12:6)
12-1 (89, 15-9)

Low back pain lasting more than 4 wk in

total — ever

Low back pain - past 12 mth

16-7 (13-2, 21-0)
22-1 (18-0, 27-0)

47-7 (41-4, 54-2)
34-2 (29-0, 40-1)

Low back pain making it impossible to put

on socks, stockings or tights — past 12 mth

1-1 (0-4, 2-6) 33 (17, 5:3)

Low back pain associated with a disability

score >9 — last 12 mth

0-9 (03, 2-4) 4-3 (2:5, 6:7)

Prevalences are directly standardised for age (in 10-year strata) and sex with the age and sex
distribution of the Hong Kong study sample as standard.

to heavy lifting at work. It was compared with
that in the earlier British survey with rates
directly standardised for age (in 10 year strata)
and sex, using the age and sex distribution of
the Hong Kong sample as the standard. To
assess whether differences in the occurrence of
back pain between Hong Kong and Britain
could be explained by differences in measured
risk factors, we carried out a logistic regression
analysis with low back pain in the past 12
months as the outcome variable and including
country of residence as one of the independent
variables.

Results
Interviews were completed by 288 men and
364 women, giving an overall response rate
of 80%. One hundred and forty two of the
responders lived in private housing (response
rate=78%) and 510 in subsidised housing (re-
sponse rate=81%).

Altogether 39% (95% CI 34%, 44%) of
interviewees reported having had low back pain
at some time and 21% (95% CI 18%, 25%)
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had had the symptom during the past 12
months. Table 1 shows the lifetime and 12
month period prevalence of low back pain ac-
cording to age and sex. Pain in the past 12
months was reported least often by people
below age 20 but otherwise there were no clear
patterns in relation to age. In general, women
reported symptoms more frequently than men
of the same age.

Table 2 compares the prevalence of symp-
toms in subjects aged 20-59 with that found
previously in British people of the same age.
After standardisation for age and sex, all of
the symptoms examined were substantially less
common in Hong Kong. Almost all occurred
at less than half the rate in Britain.

Table 3 shows the one year period prevalence
of low back pain in Hong Kong and British
men and women aged 20-59 according to their
height. In both countries, taller men tended to
report back pain more frequently than their
shorter compatriots, whereas there was no con-
sistent relation between back pain and stature
in women. British people were taller on average
than those from Hong Kong, but within all but
one stratum of height the prevalence of back
pain was higher in Britain than in Hong Kong.

In both Hong Kong and Britain, back pain
during the past 12 months was most common
in men and women with jobs that entailed
regularly lifting weights in excess of 25 kg (table
4). When account was taken of such lifting,
however, rates of back pain remained higher in
Britain.

In a logistic regression model with back pain
in the past 12 months as the outcome, the
higher risk in Britain than Hong Kong remained
significant after adjustment for age (in 10 year
strata), sex, height (stratified as in table 3),
occupational lifting (classified as in table 4),
and the interaction of sex and height (adjusted
odds ratio, 1-3, 95% CI 1-0, 1-7).

Discussion

Our findings indicate that low back symptoms
are common in Hong Kong Chinese, but that
their prevalence is substantially lower than in
Britain. The Hong Kong and British studies
used identical questions to ascertain back pain
but differed in that the former elicited histories
at interview, whereas the latter was based on a
self administered postal questionnaire. If any-
thing, we would expect ascertainment of symp-

Table 3 Age standardised prevalence (%) of low back pain during the past 12 months according to height in Hong

Kong and British men and women aged 20-59 years

Hong Kong Britain

) No of No of Prevalence No of No of Prevalence
Height (¢cm) subjects cases (95% CI) subjects cases (95% CI
Men:

<165 58 7 12 (5, 25) 72 18 27 (17, 43)

166-168 34 6 18 (6, 38) 74 19 19 (10, 32)

169-170 45 11 24 (12, 44) 106 33 33 (23, 46)

171-175 36 9 25 (11, 47) 281 109 36 (30, 44)

>176 25 5 20 (6, 47) 593 243 40 (35, 45)
Women:

<152 58 14 24 (13, 40) 120 43 34 (25, 46)

153-155 43 11 26 (13, 46) 97 34 30 (20, 43)

156-159 51 10 20 (9, 36) 252 91 32 (26, 40)

160-162 45 12 27 (14, 47) 203 54 19 (14, 26)

>163 26 8 31 (13, 61) 731 266 32 (28, 36)
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Table 4 Age standardised prevalence (%) of low back pain during the past 12 months according to history of
occupational lifting in Hong Kong and British men and women aged 20-59 years

Hong Kong Britain

Heavy lifting No of No of Prevalence No of No of Prevalence
at work subjects cases (95% CI) subjects cases (95% CID)
Men:

Never . 130 24 18 (12, 27) 375 100 23 (19, 29)

In past but not in

current )Ob. 34 6 18 (6, 38) 271 95 34 (28, 42)

In current job 34 8 24 (10, 46) 476 227 48 (42, 55)
Women:

Never 188 44 23 (17, 31) 1132 358 28 (25, 31)

In past but not in

current ;obv 23 7 30 (12, 63) 143 58 40 (31, 52)

In current job 12 4 33 (9, 85) 128 72 54 (42, 68)

toms by interview to be more complete and
this difference is, therefore, unlikely to explain
the higher frequency of low back pain recorded
in Britain.

Another difference between the surveys was
the method by which subjects were recruited.
The British sample was selected from the age-
sex registers of general practices but in Hong
Kong there are no suitable population registers
which can be used as a sampling frame. Again,
however, the variation in method is unlikely to
explain the different prevalence of symptoms
in the two countries. Even among the Chinese
people living in subsidised housing, the rate
of symptoms, although higher than in more
affluent Chinese, was appreciably lower than
in the British survey.

Two of the best established risk factors for
low back disorders are tall stature and heavy
lifting. The association with stature has been
frequently shown in studies of men,** although
it has not been a consistent finding in
women.”* " !*'® QOur results conform to this
pattern and it is notable that the relation to
stature was apparent in the height range of
Hong Kong men, which is rather lower than
that of men in Europe and North America.
The shorter stature of the Hong Kong men did
not, however, explain fully their lower pre-
valence of back pain as compared with Britain.

As in many other studies,’”®'*"7 back pain
in Hong Kong was associated with heavy lifting
at work, both in men and women. Such lifting
was less common in Hong Kong than in Britain
but again the difference did not seem to explain
completely the lower prevalence of back dis-
orders in Hong Kong. Even among people
whose work had never required them regularly
to lift or move weights in excess of 25 kg, rates
of back pain were higher in Britain than in
Hong Kong.

Another factor which may have contributed
to the lower prevalence of back complaints in
Hong Kong is differences in people’s threshold
for reporting symtpoms. Back pain is known
to be reported more frequently by people with
depression and by those who complain of other
common symptoms such as headache and dys-
menorrhoea,'®'® possibly because these people
are more aware of painful stimuli. Perhaps the
Hong Kong Chinese are less conscious of back
pain than their British counterparts. This hy-
pothesis is difficult to evaluate because the
pathogenesis of low back disorders is poorly
understood and in most sufferers there are no

reliable objective markers of disease. However,
in western countries a substantial minority of
cases result from prolapsed intervertebral discs,
which can be diagnosed objectively, for example
by magnetic resonance imaging. A survey com-
paring the occurrence of prolapsed disc in Brit-
ain and Hong Kong might help to clarify the
contribution of reporting bias.

In summary, differences in stature and oc-
cupational lifting do not seem to explain com-
pletely the lower prevalence of back pain in
Hong Kong compared with Britain. It would
be helpful to establish the frequency of back
disorders in other non-European populations,
and particularly of prolapsed intervertebral
discs.
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