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Abstract

Introduction. Degenerative spinal disease is considered one of the most prevalent chronic diseases in Poland and
worldwide. Sedentary lifestyle, lack of physical activity, and spinal overload contribute to this state of affairs. The chronic
nature of the disease, along with pain and functional limitations of the musculoskeletal system, impact the quality
of life.

Aim. To determine the level of life quality and factors influencing the quality of life in patients with degenerative
spinal changes.

Material and Methods. The study involved 107 individuals aged between 55 and 65 years. Standardized research
tools were utilized, including the Acceptance of Illness Scale (AIS), Oswestry Disability Index (ODI), Neck Disability
Index (NDI), Activities of Daily Living scale (ADL), and the World Health Organization Quality of Life-Bref
(WHOQOoL-BREF) questionnaire.

Results. The level of illness acceptance in the study population was 26.52 points (SD=6.61). All respondents
experienced pain symptoms, with an average pain intensity of 7.02 (SD=1.13). The average self-assessed quality of
life among the participants was 3.5 points (SD=0.76), while the average self-assessed health rating was 2.54 points
(8D=0.7). Spinal disability affected all patients in the lumbar region, whereas no disability was reported in the cervical
region by 27.10% of the respondents.

Conclusions. Patients with degenerative spinal changes have a relatively good quality of life and a moderate level of
illness acceptance. Age, marital status, occupational activity, body mass, pain intensity, and degree of disability all
influence the quality of life. (JNNN 2023;12(1):44-52)
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Streszczenie

Wstep. Choroba zwyrodnieniowa kregostupa uwazana jest za jedna z najbardziej rozpowszechnionych chordb przewleklych
wystepujacych w Polsce i $wiecie. Wplyw na taki stan rzeczy maja uwarunkowania cywilizacyjne siedzacy tryb zycia,
mala ilo§¢ ruchu przecigzenia kregostupa. Przewlekly charakter choroby, dolegliwosci bélowe i ograniczenia funkcjonalne
narzadu ruchu rzutujg na jako$¢ zycia.

Cel. Okreglenie poziomu zycia i czynnikéw wplywajacych na jako$¢ zycia u chorych ze zmianami zwyrodnieniowymi
kregostupa.

Materiati metody. W badaniu uczestniczyto 107 oséb w wieku 55 do 65 lat. W badaniach wykorzystano standaryzowane
narzedzia badawcze: skale akeeptacji choroby (AIS), kwestionariusz Oswestry (ODI), szyjny indeks niepelnosprawnosci
(NDI), skale podstawowych czynnosci zycia codziennego (ADL) oraz ogdlny kwestionariusz do oceny jakosci zycia
WHOQoL-BREE
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Wyniki. Poziom akceptacji choroby dla badanej populacji wynosit 26,52 pkt (SD=6,61). Dolegliwosci bélowe odczuwali
wszyscy respondenci. Srednie nasilenie bélu wynosito 7,02 (SD=1,13). Srednia ocena jakosci zycia dokonana przez
ankietowanych wynosi 3,5 punktu (SD=0,76). Srednia ocena whasnego zdrowia dokonana przez ankietowanych wynosi
2,54 punktu (SD=0,7). Wszystkich pacjentéw dotyka niepelnosprawnos¢ kregostupa ledzwiowego w poréwnaniu
z szyjnym gdzie brak niepetnosprawnosci deklarowato 27,10%.

Whioski. Pacjenci ze zmianami zwyrodnieniowymi kregostupa maja do$¢ dobra jakos¢ zycia i w $rednim stopniu
akceptacja chorobe. Na jako$¢ zycia maja wplyw, wiek, stan cywilny, aktywno$¢ zawodowa, masa ciala, nat¢zenie bélu

oraz stopieri niepelnosprawnosci. (PNN 2023;12(1):44-52)

Stowa kluczowe: zmiany zwyrodnieniowe kregostupa, dolegliwosci bélowe, jakos¢ zycia

Introduction

Spinal pain primarily affects the population of
industrialized countries. Approximately 80% of
individuals in developed nations have experienced an
episode of back pain at least once in their lives, with
25% to 60% reporting chronic pain [1]. Poland is no
exception, as one in four women and one in five men
suffer from low back pain, while neck pain ranks second
in prevalence [2]. Due to the scale of the problem, it has
social and economic implications, requiring significant
financial investment in treatment and rehabilitation. In
the long term, it leads to prolonged work absences, loss
of work capacity, and even disability [3]. This results in
limitations in social, professional, and personal life,
ultimately reducing the quality of life [4]. Contributing
factors to this situation are sedentary lifestyles and a lack
of physical activity. The modern transformation of
individuals, who spend a significant portion of their
lives in a seated position, leads to spinal pain in various
regions [3].

Recently, there has been a growing emphasis on the
quality of life of patients in the treatment approach.
Due to the prevalence, course, and consequences of
degenerative spinal disease, it has become an area of
interest for researchers and subject to numerous analyses
and measurements. Quality of life is perceived as one
form of life satisfaction assessment. A holistic approach
is crucial, encompassing not only the analysis of physical
problems, such as pain, but also psychological and social
aspects. This provides a comprehensive evaluation of
a patient’s health status, which directly translates into
their quality of life [5,6]. Chronic diseases, including
degenerative spinal disease, are associated with both
physical and psychological discomfort, significantly
impairing human functioning. Pain in the course
of degenerative spinal changes can trigger anxiety,
depression, or nervous reactions. Pain symptoms result
in considerable functional impairment and a decline in
quality of life. The disease most often leads to decreased
ability to perform activities of daily living. Dependence
on others and difficulties in independently carrying out
tasks have a negative impact on self-worth and self-
esteem. Degenerative changes and resulting limitations
hinder the patient’s previous way of life, affecting social

interactions, family life, and professional life. The disease
leads to a decline in social status, often necessitating
work interruptions and, consequently, a deterioration
in the family’s financial situation, significantly impacting
quality of life. Therefore, the disease presents a challenging
situation for patients and acts as a stress-inducing factor.
Unfavorable emotions such as anxiety, worsening well-
being, uneasiness, and depression contribute to increased
perception of pain symptoms, creating a vicious cycle [7].

The aim was to determine the level of life quality

and factors influencing the quality of life in patients
with degenerative spinal changes.

Material and Methods

The study was conducted using a diagnostic survey
method with the application of a questionnaire technique
in a group of 107 individuals aged between 55 and
65 years. The participants were hospitalized in the
Rehabilitation Department of the Provincial Specialist
Hospital at 8 Poswigcka Street in Wroclaw, as part of
their rehabilitation stay, from July 2018 to November
2018. Prior to the study, permission was obtained from
the head of the department and the Bioethics Committee
at the Wroclaw Medical University. Before the study, each
participant was informed about the purpose of the research
and their voluntary and anonymous participation.

A total of 107 individuals (99.07%) completed the
questionnaire, including 52 women (48.60%) and 54
men (50.47%). One person did not respond to this
question (0.93%). Individuals below the age of 60
constituted a minority, with 30 participants (28.04%),
while the majority of respondents, 77 individuals
(71.96%), were over 60 years old. The majority of
respondents reside in urban areas, with 77 individuals
(71.96%), while the remaining 29 individuals (27.10%)
live in rural areas. One person (0.93%) did not respond
to this question. Among the participants, the majority
were in a relationship, with 63 individuals (58.88%),
while 43 individuals (40.19%) reported being single.
One person (0.93%) did not respond to this question.
In the study group, 76 individuals (71.03%) were not
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professionally active, while a minority of 29 individuals
(27.10%) were employed. Two individuals (1.87%) did
not respond to this question. Regarding the nature of
work, over half of the respondents (55.17%) reported
performing physical work, 10 individuals (34.48%)
reported mental work, 1 person (3.45%) reported
physical and mental work, and 2 individuals (6.90%)
did not specify the nature of their work. The majority
of respondents reported the presence of comorbidities,
with 86 individuals (80.37%) indicating the presence

Table 1. Characteristics of the study group (N=107)

Variable N %

Gender

Women 52 48.60

Men 54 50.47

No answer 1 0.93
Age

Under 60 year 30 28.04

Over 60 years 77 71.96
Place of residence

City 77 71.96

Country 29 27.10

No answer 1 0.93
Marital status

Single 43 40.19

In partnership 63 58.88

No answer 1 0.93
Professional activity

Employed 29 27.10

Unemployed 76 71.03

No answer 2 1.87
Type of work

Physical 16 55.17

Mental 10 34.48

Physical-mental 1 3.45

No answer 2 6.90
Comorbidities

Yes 86 80.37

No 19 17.76

No answer 2 1.87
Body weight

Underweight 5 4.67

Normal weight 36 33.64

Overweight 61 57.01

Obesity 4 3.74

No answer 1 0.93
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of other diseases, while 19 individuals (17.76%) reported
no comorbidities. Two individuals did not respond to
this question. Responses regarding the types of diseases
were highly varied, with diabetes and hypertension being
the most commonly mentioned. Regarding body weight,
5 individuals (4.67%) were underweight, 61 individuals
(57.01%) were overweight, and 4 individuals (3.74%)
were obese. One person (0.93%) did not respond to
this question (Table 1).

Sociodemographic and clinical data were obtained
from medical records and interviews conducted with
the patients, who then independently completed the
questionnaire. Six standardized tools were utilized in
the study.

VAS (Visual Analogue Scale) — A visual analog scale
used to assess pain intensity. The scale consists of a 10 cm
line, ranging from 0 (no pain) to 10 (worst imaginable
pain) [8].

ODI (Oswestry Disability Index) — A tool used to
assess the level of disability in patients with thoracolumbar
spine pain [9].

NDI (Neck Disability Index) — A scale specifically
designed for assessing pain and functional limitations
in the cervical spine region. It consists of 10 sections, 2
related to pain and 8 related to daily activities. Responses
are classified from 0 to 5, and the total score is presented
on a scale of 0-50 or as a percentage (0-100%) indicating
the degree of disability [10].

AIS (Acceptance of Illness Scale) — Developed by
B.]. Felton, T.A. Revenson, and G.A. Henrichsen, and
adapted to the Polish language by Z. Juczyriski, this scale
measures the level of acceptance of illness. Greater
acceptance of illness is associated with easier adaptation
to the limitations associated with the disease. The total
score ranges from 8 to 40, representing the degree of
illness acceptance. The following scoring ranges are
commonly used: low acceptance (scores below 19),
moderate acceptance (scores from 20 to 29), and high
acceptance (scores above 30) [11].

Katz Scale (ADL) — This scale assesses the patient’s
independence in performing activities of daily living,
such as personal hygiene, dressing and undressing, eating,
mobility, and control of basic physiological functions.
The scoring ranges from 0 to 6, where a score of 5-6
indicates full functionality, 3—4 indicates moderate
disability, and below 2 indicates significant disability [12].

WHOQoL-BREF (World Health Organization
Quality of Life-Bref) questionnaire — This questionnaire
consists of 26 questions and allows for the assessment
of quality of life in four domains: physical, psychological,
social, and environmental. The scale also includes
questions for separate analysis, including individual and
overall assessment of quality of life and self-rated health.
Responses are scored from 1 to 5. A higher number of
points indicates better quality of life [13].
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The analysis of quantitative variables (expressed as
numbers) was conducted by calculating the mean,
standard deviation, median, quartiles, minimum, and
maximum. The analysis of qualitative variables (not
expressed as numbers) was conducted by calculating the
count and percentage of occurrences for each value.

To compare the quality of life between two groups,
the t-test was used when the distribution of quality of
life scores in these groups was normal, while the Mann—
Whitney U test was used in the case of non-normal
distribution.

Correlations between quality of life and quantitative
variables were analyzed using the Pearson correlation
coefficient when both variables had a normal distribution,
or the Spearman correlation coeflicient in the case of
non-normal distribution. The normality of variable
distributions was assessed using the Shapiro—Wilk test.
A significance level of 0.05 was adopted in the analysis.
Therefore, all p-values below 0.05 were interpreted as
indicating significant relationships. The analysis was
performed using R software, version 3.5.1.

Results

The average pain intensity was 7.02+1.13 on a scale
of 0-10, ranging from 5 to 9 points. For the AIS
(Acceptance of Illness Scale) questionnaire, there are no
established norms that define what scores indicate high
or low levels of illness acceptance. The range of scores
on the scale falls between 8 and 40 points, with higher
scores indicating greater acceptance of one’s own illness.
However, the authors of the questionnaire have provided
scores from their own research studies for various clinical
groups. In their own studies, the average level of illness
acceptance was found to be 26.52+6.61 points (Table 2).

Table 2. Pain intensity and the degree of acceptance of the
disease

Statistical analysis

N X SD Me Min Max Qi Qs

Pain intensity

106* 7.02 1.13 7 5 9 6 8
AIS [points]

107 26.52 6.61 26 8 39 22 32

*One respondent did not report pain intensity; N — number of
observations; X — mean; SD — standard deviation; Me — median;
Min — minimum value; Max — maximum value; Q1 — lower
quartile; Qs — upper quartile

Significant disability was reported by 2 respondents
(1.87%), moderate disability by 5 respondents (4.67%),
and full functionality by 100 individuals (93.46%) on
the ADL (Activities of Daily Living) scale.

The impact of thoracolumbar spine pain on the
functioning in daily life of the respondents, as assessed
by the ODI (Oswestry Disability Index) questionnaire,
is as follows: 14 individuals (13.08%) experience mild
disability, 44 individuals (41.12%) experience moderate
disability, 33 individuals (30.84%) experience severe
disability, and 16 individuals (14.95%) experience
extreme pain and disability. The impact of cervical spine
pain on the functioning in daily life of the respondents,
as assessed by the NDI (Neck Disability Index)
questionnaire, is as follows: 29 individuals (27.10%)
reported no disability, 30 individuals (28.04%) reported
mild disability, 37 individuals (34.58%) reported
moderate disability, 8 individuals (7.48%) reported
severe disability, and 3 individuals (2.80%) reported
extreme pain and disability (Table 3).

Table 3. ODI and NDI Disability Assessment

Points Interpretation N %
ODI

04 No disability 0 0.00

5-14  Mild disability 14 13.08

15-24 Moderate disability 44 41.12

25-34  Severe disability 33 30.84

35-50 Extreme suffering and disabilicy 16 14.95
NDI

0-4 No disability 29  27.10
5-14  Mild disability 30 28.04
15-24 Moderate disability 37 34.58
25-34  Severe disability 8 7.48

35-50 Extreme suffering and disabilicy 3 2.80

N — number of observations

According to the responses to the questions regarding
the perception of quality of life and health, the average
rating of quality of life by the respondents is 3.5 points
(§D=0.76), indicating that they assess their quality of
life to be between good and average (neither good nor
bad). The average rating of their own health by the
respondents is 2.54 points (SD=0.78), indicating that
they assess their health to be between unsatisfactory and
average (neither satisfactory nor unsatisfactory). The
respondents rated their quality of life highest in the
social domain, slightly lower in the psychological domain,
and lowest in the environmental and physical domains
(Table 4).

Among the respondents, only the quality of life in
the social domain was found to be dependent on age,
as the p-value was less than 0.05. The quality of life in
the social domain was significantly higher in individuals
below the age of 60 (15.07+2.26) compared to those above
the age of 60 (14.17+2.63). There were no significant
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Table 4. Assessment of the quality of life in the study group (N=107)

WHOQoL-BREF X SD Me Min Max Q1 Qs
Q1 Overall quality of life 3.5 0.76 4 1 5 3 4
Q2 Self-assessment of health condition 2.54 0.78 3 1 4 2 3
Domain 1: Physical health 11.24 2.51 11 5 18 10 13
Domain 2: Psychological 14.38 2.33 15 7 20 13 16
Domain 3: Social relationships 14.42 2.55 15 9 20 12 16
Domain 4: Environment 13.77 2.11 14 8 18 12 16

X — mean; SD — standard deviation; Me — median; Min — minimum value; Max — maximum value; Q1 — lower quartile; Q3 — upper

quartile

relationships (all p>0.05) between gender and quality
of life. There were no significant relationships between
place of residence and quality of life (all p>0.05).
Respondents in relationships had significantly better
quality of life in the psychological domain (14.83+2.25
vs. 13.72+2.34) and environmental domain (14.14+2.14
vs. 13.23+£1.99) compared to individuals who were
single. The perception of quality of life and health
(3.83+0.76 vs. 3.39+0.73), as well as the quality of life
in the physical domain (12.52+2.49 vs. 10.75+2.4) and
psychological domain (15.14+2.05 vs. 14.09+2.4), were
significantly influenced by work activity, as the p-value
was less than 0.05. Higher quality of life was observed
in individuals who were actively employed. There were no
significant relationships (all p>0.05) between the nature
of work and comorbidities with the quality of life.

The quality of life in each domain was significantly
influenced by body weight, as the p-value was less than
0.05. Individuals with normal weight and underweight
had higher quality of life compared to those who were
overweight and obese.

Analysis of the impact of the results of individual
tools on the quality of life of the WHOQoL-BREF
questionnaire

The perception of quality of life and health, as well
as the quality of life in the physical, psychological, and

Table 5. Correlation of individual factors on the quality of life

environmental domains, are significantly and negatively
correlated with the intensity of pain, as the p-value is
less than 0.05. This means that as the intensity of pain
increases, the quality of life in these domains decreases
(Table 5).

The perception of quality of life and health, as well
as the quality of life in the physical, psychological, and
environmental domains, are significantly and negatively
correlated with the ODI score and NDI score, as the
p-value is less than 0.05. This means that as the ODI
score (degree of disability) increases, the quality of life
in these domains decreases (Table 5).

The perception of quality of life and health, as well
as the quality of life in the physical, psychological, social,
and environmental domains, are significantly and
positively correlated with the AIS score, with a p-value
less than 0.05. This means that as the level of acceptance
of the disease (indicated by a higher AIS score) increases,
the quality of life in these domains also increases. In
other words, a higher level of acceptance of the disease
is associated with a higher quality of life in these aspects
(Table 5).

Perception of quality of life and quality of life in the
physical, psychological, and environmental domains
significantly and positively correlate with the result of
activities of daily living (ADL) (as p<0.05). Therefore,

Correlation with pain intensity (VAS)

WHOQoL-BREF Correlation . Dependency The power
coefficient P direction of dependence
1 2 3 4 5
Qi Overall quality of life -0.458 p<0.001 NP Negative Weak
Q2 Self-assessment of health
condition -0.543 p<0.001 NP Negative Mean
Domain 1: Physical health -0.626 p<0.001 NP Negative Mean
Domain 2: Psychological -0.382 p<0.001 NP Negative Weak
Domain 3: Social relationships —-0.165 p=0.091 NP - -
Domain 4: Environment -0.29 p=0.003 NP Negative Very weak
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Table 5. Continued

1 2 3 4 5
Correlation with ODI
Perception of quality of life -0.652 p<0.001 NP Negative Mean
Perception of health -0.545 p<0.001 NP Negative Mean
Physical field -0.542 p<0.001 NP Negative Mean
Psychological field -0.321 p<0.001 NP Negative Weak
Social Field -0.155 p=0.131 NP - -
Correlation with NDI
Perception of quality of life -0.218 p=0.024 NP Negative Very weak
Perception of health -0.243 p=0.012 NP Negative Very weak
Physical field -0.24 p=0.013 NP Negative Very weak
Psychological field -0.249 p=0.01 NP Negative Very weak
Social Field -0.164 p=0.091 NP - -
Environmental field -0.172 p=0.076 NP - -
Correlation with AIS
Perception of quality of life 0.671 p<0.001 NP Positive Mean
Perception of health 0.588 p<0.001 NP Positive Mean
Physical field 0.731 p<0.001 NP Positive Strong
Psychological field 0.635 p<0.001 NP Positive Mean
Social Field 0.397 p<0.001 NP Positive Weak
Environmental field 0.55 p<0.001 NP Positive Mean
Correlation with ADL
Perception of quality of life 0.323 p=0.001 NP Positive Weak
DPerception of health 0.057 p=0.559 NP - -
Physical field 0.277 p=0.004 NP Positive Very weak
Psychological field 0.273 p=0.004 NP Positive Very weak
Social Field 0.07 p=0.474 NP - -
Environmental field 0.271 p=0.005 NP Positive Very weak

p* — normal distribution of both correlated variables, Pearson’s correlation coefficient; NP — non-normal distribution of at least one of the

correlated variables, Spearman’s correlation coefficient

the higher the ADL score, indicating greater functionality,
the higher the quality of life in these domains (Table 5).

Discussion

Degenerative changes in the spine are considered
chronic diseases with a long-term course. The ongoing
chronic disease process leads to negative emotions and
physical discomfort. Untreated or late-stage treated
changes contribute to complications, recurrent pain
symptoms, and disability, ultimately reducing quality
of life. Patients often underestimate the consequences
of untreated conditions, mistakenly believing that the
symptoms will resolve spontaneously [14]. The attitude
adopted by the patient towards the disease directly affects

their quality of life and depends on various factors such
as personality, acceptance of the disease, coping
mechanisms for stress, pain perception, and the support
received from loved ones. Acceptance of the disease is
crucial and is synonymous with adopting a positive
attitude towards the situation, leading to an increased
level of quality of life [15]. In our own research, the
average score for disease acceptance (AIS) was 26.52
points on a scale of 8-40, indicating a moderate level
of disease acceptance among patients treated for
degenerative changes in the spine. This score was
noticeably higher than in the groups examined by the
authors of the AIS questionnaire.

The average score for patients with back pain in the
studies conducted by the authors was 20.51 points.
Similar results were obtained by Kupcewicz et al. when
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examining patients with spinal discopathy. According
to her, individuals with this condition face many
problems and difficulties, and the way they cope with
these challenges significantly impacts disease acceptance
and quality of life [16]. In the study by Smoler et al.,
patients undergoing oncological treatment had a lower
level of disease acceptance compared to those suffering
from degenerative changes in the spine, with a score of
22.84 points. This level of acceptance varied based on the
type of cancer, treatment method, and patient’s age [17].

The results obtained in our own research support
the thesis of Kocjan, who suggests that despite functional
limitations and their impact on various aspects of human
existence, back pain provides ample opportunities for
conservative treatment. The level of disease acceptance
is higher in this condition due to a better prognosis
compared to other chronic and incurable diseases [18,19].

Patients with degenerative changes in the spine
struggle with pain, which evokes fear, terror, and a sense
of helplessness, ultimately reducing their quality of life.
They fear disability, dependence, and exclusion from
life. In our own research, it was demonstrated that all
participants reported pain symptoms, with the intensity
ranging from 6-8 points on the VAS scale. Miller et al.
found that pain symptoms associated with degenerative
changes occurred daily or frequently, with a strong or
moderate level of intensity [20]. Similarly, Gajewski et
al. reported that participants experienced pain symptoms
related to the musculoskeletal system with a moderate
to strong intensity [21]. Similar results were observed
by Koztowski et al. in their study on individuals over
60 years of age, where higher values on the 10-point
VAS pain scale were more frequently selected. Problems
related to back pain worsen with age, and the prevalence
among individuals above 55 years of age reaches 98%
of the population. Globally, 75-85% of the population
experiences back pain [22].

In addition to discomfort, pain symptoms also disrupt
the functional ability of the respondents. The conducted
research using the ODI and NDI questionnaires
demonstrates that lower back pain is more common and
creates greater functional problems, as it affects 100%
of the participants. Similar results were obtained by
Lorencowicz et al. According to their study, the lumbar
spine is the most vulnerable to the harmful effects of
civilization. Participants acknowledged that chronic
back pain causes discomfort and hinders the performance
of basic activities [23]. These studies confirm that pain
is a constant element of degenerative spine disease,
limiting functioning in daily life. It leads to increasing
disability and becomes a factor that reduces the assessment
of quality of life. According to numerous scientific
reports, there is an inseparable relationship between the
presence of pain symptoms, the emotional functioning
of patients, and the perception of quality of life.
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There is a correlation between personality traits,
emotional functioning, and quality of life [24].
Sociodemographic factors such as age, place of residence,
gender, marital status, and health status can also have a
significant impact on quality of life. In our own research,
respondents rated their quality of life lower than their
health status. Respondents rated their quality of life
highest in the social domain, slightly lower in the
psychological domain, and lowest in the environmental
and physical domains. Contrasting results were obtained
by Talaga et al., who analyzed the overall assessment of
quality of life in specific domains. Despite health issues,
the physical domain was not rated low, while the
psychological domain obtained the lowest score. This
indicates a diverse selection of groups [25]. Our own
research confirms that age and marital status had a
significant impact on quality of life, especially in the
psychological, social, and environmental domains.
Occupational activity also proved to be significant.
Individuals who were employed had a better perception
of quality of life and health.

Similar results were obtained by Koztowski in his
study, where working individuals rated their quality of
life higher in all domains compared to non-working
individuals [22]. Patients who were overweight or
obese rated their health and quality of life lower in all
domains compared to those with normal body weight.
No correlation was observed between quality of life and
place of residence, gender, or coexisting diseases. The
conducted research demonstrates that despite significant
pain symptoms and functional disability, the respondents
did not rate the quality of their life too negatively, as they
described it as good or average. However, undoubtedly,
the ability to independently perform daily activities
affects the quality of life. Self-perception of health and
a high sense of quality of life decrease with increasing
disability. Therefore, promoting a healthy lifestyle,
especially physical activity, among patients is crucial as
it will have an impact on improving functionality and
independence in daily activities, thus improving their
quality of life.

Conclusions

Patients with degenerative changes in the spine have
a relatively good quality of life and a moderate level of
disease acceptance. All participants experience moderate
intensity back pain symptoms. Age, marital status,
occupational activity, body mass index, pain intensity, and
degree of disability all have an impact on quality of life.
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Implications for Nursing Practice

Individualized approach to treatment: Since patients
with this condition have various factors influencing their
quality of life, it is important to apply an individualized
approach to treatment. This allows for planning a
treatment that is tailored to their specific needs and
preferences.

Pain management: Back pain is a common symptom
in patients with degenerative changes in the spine.
To improve their quality of life, appropriate pain
management methods should be implemented to help
reduce pain.

Rehabilitation and physical therapy: Physical activity
can play a significant role in maintaining the quality of
life for patients with degenerative changes in the spine.
Rehabilitation programs and physical therapy can aid in
increasing spinal stability, reducing pain, and improving
mobility.

Patient education: It is important for patients to be
well-informed about their condition, its impact on their
quality of life, and available treatment options. Educating
patients about healthy lifestyle practices, pain coping
techniques, proper body posture, and risk factor reduction
can help them better manage their condition.

Collaboration among specialists: Due to the diverse
range of factors affecting the quality of life for patients
with degenerative changes in the spine, it is crucial for
specialists from various medical fields, such as doctors,
physiotherapists, psychologists, to work together to
provide comprehensive care. Collaboration among
specialists can help ensure optimal treatment and support
for patients.

References

[1] Manchikanti L., Singh V., Datta S., Cohen S.P,
Hirsch J.A., American Society of Interventional Pain
Physicians. Comprehensive review of epidemiology,
scope, and impact of spinal pain. Pain Physician. 2009;
12(4):E35-70.

[2] Piekarzewska M., Wieczorkowski R., Zajenkowska-
Kozlowska A. Stan zdrowia ludnosci Polski w 2014 r. GUS,
Warszawa 2016.

[3] Hartvigsen J., Hancock M.]., Kongsted A. et al. What
low back pain is and why we need to pay attention. Lancet.
2018;391(10137):2356-2367.

[4] Agnus Tom A., Rajkumar E., John R., Joshua George A.
Determinants of quality of life in individuals with chronic
low back pain: a systematic review. Health Psychol Behav
Med. 2022;10(1):124-144.

[5] Shalhoub M., Anaya M., Deck S. et al. The impact of
pain on quality of life in patients with osteoarthritis:
a cross-sectional study from Palestine. BMC Musculoskelet
Disord. 2022;23(1):248.

[6] Conaghan P.G., Doane M.]., Jaffe D.H. et al. Are pain
severity and current pharmacotherapies associated
with quality of life, work productivity, and healthcare
utilisation for people with osteoarthritis in five large
European countries? Clin Exp Rheumatol. 2021;39(4):819—
828.

[7] Zhao T., Ahmad H., Winzenberg T. et al. Cross-sectional
and temporal differences in health-related quality of life
of people with and without osteoarthritis: a 10-year
prospective study. Rbheumatology (Oxford). 2021;60(7):
3352-3359.

[8] Cline M.E., Herman ]J., Shaw E.R., Morton R.D.
Standardization of the visual analogue scale. Nurs Res.
1992;41(6):378-380.

[9] Mehra A., Baker D., Disney S., Pynsent P.B. Oswestry
Disability Index scoring made easy. Ann R Coll Surg Engl.
2008;90(6):497-499.

[10] Hains E, Waalen J., Mior S. Psychometric properties of
the neck disability index. / Manipulative Physiol Ther.
1998;21(2):75-80.

[11] Juczyniski Z. Narzgdzia pomiaru w promocji i psychologii
zdrowia. Pracownia Testéw Psychologicznych Polskiego
Towarzystwa Psychologicznego, Warszawa 2001.

[12] Occupational Therapy Practice Framework: Domain
and Process (3" ed.). Am J Occup Ther. 2014;68(Suppl 1):
S1-5848.

[13] World Health Organization. Quality of Life-BREF
(WHOQoL-BREF). Retrieved May 13, 2018, from http://
www.who.int/ substance_abuse/research_tools/
whoqolbref/en/

[14] Yan H., Guo J., Zhou W., Dong C., Liu J. Health-related
quality of life in osteoarthritis patients: a systematic
review and meta-analysis. Psychol Health Med. 2022;27(8):
1859-1874.

[15] Kossakowska K., Szczepanik M., Woszczak M. Factors of
subjective assessment of the effectiveness of physiotherapy:
a study on patients with degenerative disease of the spine.
Fam Med Prim Care Rev. 2018;20(2):131-138.

[16] Kupcewicz E., Wojtkowska M. Akceptacja choroby a poczucie
satysfakcji z zycia w grupie chorych leczonych z powodu
dyskopatii. Przeds Zarz. 2014;15(12):157-170.

[17] Smolen E., Hombek K., Jarema M., Stysz M., Kalita K.
Czynniki warunkujace akceptacj¢ choroby u pacjentéw
leczonych onkologicznie. Med Og Nauk Zdr. 2018;
24(1):37-43.

[18] Kocjan J. Poczucie koherendji i akceptacja choroby
a nasilenie dolegliwosci bélowych u 0séb z choroba
dyskowa odcinka ledZzwiowego kregostupa. J Educ Health
Sport. 2016;6(4):481-492.

[19] Foster N.E., Thomas E., Bishop A., Dunn K.M., Main C.]J.
Distinctiveness of psychological obstacles to recovery in
low back pain patients in primary care. Pain. 2010;148(3):
398-4006.

[20] Miller B., Gawroriska K., Szczepanowska-Wolowiec B.
iwsp. Jako§¢ zycia pacjentéw ze zmianami zwyrodnieniowymi
w obrebie ledZwiowego odcinka kregostupa. Oszry Dyzur.
2016;9(3):88-91.

[21] Gajewski T., Woznica 1., Mlynarska M., Cwikla S.,
Strzemecka J., Bojar 1. Wybrane aspekty jakosci zycia

51




Krzeminska et al./JNNN 2023;12(1):44-52

0s6b ze zmianami zwyrodnieniowymi kregostupa i staw6w.
Med Og Nauk Zdr. 2013;19(3):362-369.

[22] Kozowski P, Koztowska M. Ocena czstosci wspStwystgpowania
bélu glowy i kregostupa oraz objawom im towarzyszacym.
J Educ Health Sport. 2016;6(8):210-218.

[23] Lorencowicz R., Jasik J., Siry W., Przychodzka E.,
Turowski K. Wybrane czynniki warunkujace sprawnos¢
funkcjonalna pacjentéw z zespolem bélowym kregostupa
i ich wplyw na dobrostan. Zdrowie i Dobrostan. 2015;
1:219-231.

[24] Huang 1.C., Lee J.L., Ketheeswaran P, Jones C.M.,
Revicki D.A., Wu A.W. Does personality affect health-
related quality of life? A systematic review. PLoS One.
2017;12(3):e0173806.

[25] Talaga S., Magiera Z., Kowalczyk B., Lubiriska-Zadlo B.
Problemy pacjentéw z choroba zwyrodnieniowa kregostupa
a jako$¢ ich zycia. Ortop Traumatol Rehab. 2014;16(6):
617-627.

52

Corresponding Author:

Sylwia Krzeminska

Department of Nursing and Obstetrics,
Faculty of Health Sciences,

Wroctaw Medical University

Bartla 5 street, 51-618 Wroctaw, Poland
e-mail: sylwia.krzeminska@umw.edu.pl

Confilict of Interest: None

Funding: None

Author Contributions: Sylwia Krzeminska® £ ¢+,

Agnieszka Nowak®E, Adriana Borodzicz® €,

Ewelina Bak“*, Anna KostkaF ¢

A — Concept and design of research, B— Collection and/or compilation of data,
C — Analysis and interpretation of data, D — Statistical analysis, E— Writing

an article, F — Search of the literature, G — Critical article analysis, H — Approval
of the final version of the article

Received: 20.02.2023
Accepted: 18.03.2023




