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ABSTRACT

Objective

Rheumatic diseases are prevalent con-
ditions around the world, but precisein-
formation is not easily obtainable in de-
veloping countries. The aim of this study
was to estimate the prevalence of mus-
culoskeletal complaintsin the commu-
nity in Cuba using the ILAR/COPCORD
core questionnaire and published meth-
odologies.

Methods

The ILAR/COPCORD core question-
naire was administered in the form of a
home survey to 300 adult subjects.
Cases, defined as those with present pain
and no trauma, underwent a physical
examination and selected laboratory or
X ray evaluations.

Results

The questionnaire was filled out in a
mean time of 8 minutes. Ninety-one sub-
jects had present muscul oskeletal pain
not related to trauma and 83 had had
pain in the past. The most frequently af-
fected regions were the lower back (14%);
cervical spine (14%); knee (11.5%) and
shoulders (10%). Osteoarthritis was the
most common diagnosis (19.6%). A to-
tal of 166 subjects sought professional
help; 56 were treated by a rheumatolo-
gist. Most subjects were satisfied with the
results of their medical treatment.
Conclusions

Muscul oskeletal symptoms were preva-
lent in this community. A larger study will
be necessary to obtain a better estimate
of diagnoses with a low prevalence.

I ntroduction

Rheumatic diseases are prevalent con-
ditions in the adult population and rep-
resent an important cause of morbidity
in developed countries (1). Such disor-
ders comprise a heterogenous group of
diseases which range in severity from
mild and self-limited to life-threatening
conditions (2). They are not usually in-
cluded in the list of health priorities by
policy makers (1), even though it is esti-
mated that 10% of the population has a
rheumatic disorder and that this fre-
guency may increase to 22% in subjects
older than 16 years old. Data from the
National Hedlth Interview Surveysin the
United States (1989-1991) showed that
15% of population had some form of
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arthritis, and that this rate increased with
age (3). In another survey conducted in
Ontario, Canada (4), it was reported that
21.6% had a chronic muscul oskel etal
disorder; this prevalence rate aswell in-
creased with age.

Desath is not acommon outcome in rheu-
matic diseases, but many studies have
shown an association of rheumatic dis-
eases and disability (3-7). Thishas also
been detected in Cuba (8, 9). Disability
can be extremely serious and therefore
is probably the most important outcome
to be considered (10, 11). Disabhility is
associated with a poor quality of life,
having important repercussions on the
patient’s personal, vocational, family,
and socid roles. It iswiddly accepted that
an early diagnosis should be followed by
appropriate therapy and adequate follow
up.

Few epidemiologic studies have been
carried out in developing countriesto es-
timate the prevalence and impact of rheu-
matic diseases. Data from devel oped
countries does not necessarily represent
what may be seen in other parts of the
world (12-14). No reliable statistical in-
formation is available in Cuba regard-
ing the prevalence of rheumatic disor-
ders and disability. Data generated in
tertiary care centers does not always re-
flect the information usually obtained in
the community. It isimportant to have
this data, which would be useful for po-
licy makers to improve the allocation of
human and economic resources for the
better treatment of these diseases. We
decided to evaluate the COPCORD core
guestionnaire in acommunity survey to
obtain this information.

The COPCORD questionnaire (Commu-
nity Oriented Programme for the Con-
trol Of Rheumatic Diseases) was devel-
oped in 1981 (15) out of a project pro-
posed and supported by ILAR to esti-
mate the burden of illness of rheumatic
disorders. It takesinto account pain and
disability asthe main elementsfor case
detection. The questionnaire has been
used in severa surveysin Australia, The
Phillipines, Indonesia, Brazil, Chile, and
Mexico among other countries (16-19).
It has been found to be a useful screen-
ing instrument for community studiesin
different languages. The original version
has undergone various modifications and
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its sensitivity, specificity, and predictive
values have been estimated; from this
process a core questionnaire has been
developed.

Our objectives were to detect the preva
lence and patterns of rheumatic disor-
ders, disahility, and coping behaviour in
an urban population in Cuba, using the
ILAR/COPCORD core questionnaire as
developed by Bennett et al. (19).

Patients and methods

The questionnaire. The ILAR/COP-
CORD consists of nine sections, includ-
ing an explanatory introduction, and sec-
tions to elicit demographic data, work
history, pain in the last 7 days, pain in
the past, disahility, therapeutic measures,
coping and a subject evaluation of the
guestionnaire.

The community. This study was carried
out in Santa Catalina, a urban commu-
nity in La Habana with a standard so-
cioeconomic and cultural level for an ur-
ban population. A comparison of the
sociodemographic characteristics of the
sample and the general population in
Cubais presented in Table | using data
from the 1981 census.

The sample. Three hundred adult sub-
jects were selected without using any
specific randomization process. Special
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care was taken to obtain abalance in
terms of gender and sampling from dif-
ferent areasin the community. Only adults
were invited, and all of them agreed to
participate in ahome interview. No re-
fusals were reported. The sample size
was cal culated, with an estimated preva-
lence of 30% for muscul oskeletal symp-
toms.

Theinterview. Three trained rheumatol -
ogists applied the questionnaire during
non-working hours to avoid sample bias.
These rheumatol ogists performed a phy-
sical examination and ordered focused
laboratory or radiologic evaluations
based on the clinical data. Ten percent
of the subjects who tested negative for
rheumatic diseases on the questionnaire
underwent a clinical examination. Five
principle diagnoses emerged from the
evaluation of this patient series: rheuma-
toid arthritis (RA), osteoarthritis (OA),
soft tissue rheumatism, low back pain
and systemic lupus erythematosus (SLE).
Diagnoses for RA, SLE, and OA were
established following the ACR classifi-
cation criteria (20, 21), and the others
according generally accepted definitions
among rheumatol ogists.

Cases consisted of those subjects with
present pain and no trauma, according
to Bennet et al. (19). All caseswere eval-

Table |. Demographic characteristics

Variable Study sample General pop. in Cuba*
Subjects 300 11,139,000
Gender M/F 176/ 124 5.57/5.56 millions
Race: White/black/mestizo 72.7/18/9.3% 66/12/21%
Education

Elementary 78 (26%) 60% **

Secondary 99 (33%) 21%

College 47 (15%) 14%

University 76 (21%) 3.5%
Working status

Yes 158 (52%) 3.7 million (33%)

No 142 (48%)

Retired 56 (18%) 208,000 (18%)
Occupation

Technica or professional 103 (34%) 799,200 (7%)

Graycollar 55 (18%)

Housewives 38 (11%) 1,134,800 (10%)

*Estimated population in year 1999; ** data available from 1981 Cuban Census.
Information obtained from the Anuario Estadistico de Cuba. Habana Cuba 1999.
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uated by arheumatologist. All of them
also compl eted the sections regarding
health seeking behaviour and coping,
and the modified HAQ.

Descriptive statistics are presented among
different diagnoses.

Results

Three hundred adults answered the COP-
CORD Core questionnaire in Santa Cater
lina, Municipio Cerro, La Habana, Cuba
(mean administration time 8 minutes):
176 were male (59.6%) and 124 female;
218 were white (72.6%), 54 (18%) were
black; and 28 (9.3%) mestizos. Most sub-
jectswere married (179/ 60.5%). All par-
ticipants had some level of education,
most of them higher than secondary
school. Working status showed that 158
were working; 142 did not report awork-
ing obligation, and out of thislast group
56 subjects were retired. Fourteen sub-
jects had retired due to health problems,
rheumatic disorders being the main cause.
The main ocupations were technical or
professional (103/ 34.3%); 55/12.6%
were gray collar; 38/12.6% were house-
wives. Thisinformation is summarized
inTablel.

Pain emerged as avery important symp-
tom in this questionnaire. Pain in the last
7 days was reported by 102 (34.5%) sub-
jects; in 11 patients it was associated with
trauma. Pain in the past was reported by
83 subjects (27.6%); in 14 it was trauma
related. Muscul oskeletal pain with no
trauma, either present or past, was re-
ported by 58% (174 cases). Thiswas
more prevalent in the older subjects. The
most frequently cited regions were the
lower back (14.2%); neck (14.2%);
knees (11.5%) and shoulders (10.1%).
Disability was reported by 22 subjects
(7.4%). Thisinformation pertained to
either present or past disability. These
subjects completed the modified HAQ,
and their mean score was 0.87.

Less than 10% of the patients required
laboratory or X-ray examinations. A to-
tal of 174 subjects (58%) reported pain
in the last seven days and/or in the past.
More than half of the subjects (166/
56.1%) had a previous rheumatic diag-
nosis. Definite diagnoses were estab-
lished by a rheumatologist in 75% of
these (126/166). The most frequent di-
agnoses were osteoarthritis 58 (19.6%);
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Tablell.Most common diagnoses.

Diagnosis n %
Osteoarthritis 58 19.6
Soft tissue rheumatism 18 6.1
Low back pain 17 5.7
Rheumatoid arthritis 8 2.7
Fibromyalgia 2 0.7
Systemic lupus erythematosus 2 0.7

Tablelll.Help-seeking behavior.

Type of service Number
Professional help 166
General practitioner 77
Rheumatol ogist 56
Orthopedic surgeon 62
Physyiotherapist 37
Self medication 12
Non-conventional therapy 12
Traditional healer 6

soft tissue rheumatism 18 (6.1%); low
back pain 17 (5.7%); rheumatoid arthri-
tis 8 (2.7); fibromyalgia and systemic
lupus erythematosus 2 each (0.7%). This
datais summarized in Tablell.
Regarding health-seeking behaviour, the
COPCORD questionnaire elicited the
following findings: 166 (56%) patients
sought some form of professional help.
A total of 77 (26%) weretreated in ahos-
pital; 60 subjects (20.3%) by a general
practitioner; 56 (18.9%) by arheumatol-
ogist; 62 (20.9%) by an orthopedic sur-
geon; 6 patients (2%) by atraditional
healer; 37 subjects were treated by a
physiotherapist while 12 patients (4%)
opted for self-medication and non-con-
ventional therapy. This datais summa-
rized in Table I1l. Among those treated
by a physician, 95% reported improve-
ment with medication.

Discussion

This community-based study was carried
out on a sample composed primarily of
white, male, married persons. Thisdis-
tribution is similar to that reported in our
country, but some differences which ap-
pear in Table | can be explained by: the
fact that only adults wereincluded in our
study; the pool they were drawn con-
sisted of an urban population; and the
information on education was drawn

from the 1981 census. Our sample was
balanced in gender and occupation. Per-
sons of Caucasian and African origin
were over-represented, as were persons
with higher education levels. We are not
certain whether this reflects the actual
profilein Cuba; more information is need-
ed to answer this question.

More than 65% of the sample had com-
pleted 9 years of formal schooling. All
subjects had some level of education and
26% had auniversity degree. Thisisim-
portant since the level of formal educa
tion has been cited as a marker of a poor
prognosisin severa chronic diseases, as
for examplein RA (22). Thisis prob-
ably related to complex mechanismsin-
cluding poor habits and low compliance.
In our study, 28% were not working;
12% of these were housewives. A higher
number of workers has been found in
other Latin American countries (19). Dis-
ability due to rheumatic diseases wasthe
main cause of retirement due to an ill-
nessin our series. Similar findings have
been reported by the Work Institute in
Cuba (23). In Cuba, 1 out of every 7 con-
sultations are related to rheumatic dis-
orders.

Pain was prevalent in our sample, but the
data are not easily compared to other
studies, which are more diagnostically
oriented (4). Nevertheless, in asimilar
study Darmawan et al. found a preva-
lence of 23.6% and 31.3% respectively
inarura and urban populationsin Indo-
nesia (16). Thisinformation is relevant,
since similar studiesin rural areasin
Cubawould be of special interest.
Self-reported functional disability was
high in our study (7.4%) compared with
2.8% inrural areas and 0.9% in urban
areas in Indonesia (16) and only 1.8 %
in the Phillipines. Cultural differences
could explain this difference in self-re-
ported disability. Data from Canada
show that rheumatic diorders are respon-
siblefor 2.5% of disability among adults
(4,24).

It isworth pointing out that a high pro-
portion of our subjects (56/166) sought
professional help; 56/166 were treated
by rheumatologists and 77/166 were
treated by a general practitioner. Only
12 subjects resorted to non-conventional
therapy and 6 subjects went to atradi-
tional healer for treatment. These data
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could be related with the excellent na-
tional health care system that existsin
Cuba. In other studies most patients were
not treated by rheumatologists, a com-
mon and expected finding (25,26). Inthe
Phillipines only 10.8% were treated by
adoctor (18), although elderly patients
tended to seek professional help more
often than younger patients — 29.3% of
those > 45 years of age in contrast to
4.8% of those <45 years of age. In Indo-
nesia 50% of urban residents with mus-
culoskeletal symptoms reported visiting
adoctor whereas only 25% in rural ar-
eas did so. This help-seeking behaviour
could have multiple explanations — cul-
tural and behavioural, as well as the
availability of health care facilities (16).
More studies are needed to estimate the
importance of each variable in these find-
ings. Non-conventional therapies have
different economic and therapeutic im-
plications (26-29). Rheumatologists
should be aware of them to provide ad-
vise to potential users.

This study highlights the prevalence and
patterns of musculoskeletal symptoms,
disability, and health-seeking behavior
in an urban community in Cuba using a
common and standarized methodology
based on a validated questionnaire pro-
posed by COPCORD. Another study
using a larger sample, and comparing
urban and rural areas, will be performed
in order to obtain further data.
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