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Introduction

Disability, by definition, is the umbrella term for impairments,
activity limitations and participation restrictions, as imposed by
society when a person with a physical, psychosocial, intellectual,
neurological and/or sensory impairment lacks access to full
participation in all aspects of life, and when society fails to uphold
the rights and specific needs of individuals with impairments /.

Persons with disabilities are heterogeneous and diverse
with disabilities ranging from visible to invisible, temporary to
long term, static to episodic, minor to severe. Categories of
disability include, physical, sensory, intellectual, cognitive and
emotional disabilities. In describing physical disability using gross
anatomy, we have hearing, visual, speech, visceral and mobility
impairment.

Physical disabilities are conditions that interfere with or
limit social functioning and are stress additives that involve
difficulties in basic daily activities . Patla and colleagues "'
defined Mobility disability as occurring “when impairments in
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mobility restrict the ability of individuals to move about in their
natural environment as they carry out activities essential to daily
life.” Mobility disability is caused by different factors and can
begin at any stage in life. It arises commonly from complications of
communicable and non-communicable disorders, trauma, natural
ageing, congenital deformities, etc. The global increase in non-
communicable diseases and emerging aging of most populations is
projected to have a profound effect on the overall prevalence of
disability .

A report of the Spatial Patterns of Disability in Nigeria
showed that the northeast and northwest regions have the greatest
burden of disability arising from vision impairment (12.42 — 18.74
persons per 1000), while disability due to mobility which ranges
between 2.06 and 5.46 per 1000 shows an eastly pattern /.

Quality of life is a concept that has become fundamental to
assessing the life and living of all individuals. There has been an
increasing call for clinicians and researchers to always assess the
QOL of their clients. This practice, especially when self-reported
by he client themselves, will demonstrate how the clients feel, how
they perceive the health care and support they receive. It also opens
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a window of opportunity to identify abuse and mistreatment of the
disabled person which is a common phenomenon worldwide ®!.

Quality of life covers different aspects of life usually as the
assessor perceives it and the concept has continued to evolve.
According to the WHO Quality of Life -BREF "' (WHOQOL-
BREF, 2004), “Quality of life is defined as individuals’ perceptions
of their position in life in the context of the culture and value
systems in which they live and in relation to their goals,
expectations, standards and concerns. The public health view of
Quality of life comprises acceptable levels of physical and mental
functioning of the individual in order to maintain a reasonable
independent social role ),

A focused group © discussion stated that people living
with disabilities appreciate many of the same values considered
important by the general public. The above group affirmed the
importance of recognising the distinctive perceptions, cultural
behaviours, as well as knowledge and insights persons with
disability have of themselves when measuring their quality of life.

African researchers have noted that people with disabilities
are not yet experiencing meaningful improvement in their quality
of life, equal rights and a good level of community integration
according to a southern Africa survey. Mitra, Posarac, & Vick !
also observed that there is a substantial gap in access to services,
and a systematic pattern of lower levels of living amongst
individuals with a disability as compared to their non-disabled
counterparts. Key indicators on education, physical health,
employment, socioeconomic status, access to information and
social participation all point in the same direction [**. Real change
and social development are required to realize a truly inclusive
society 7,

According to Amusat and colleagues **, several efforts to
embed disability in the development agenda in Africa has not been
easy and all the net-workings have not yielded a lot of the expected
results. This has been blamed on poor resources and lack of
commitment on the part of governments. In the Nigerian context,
this has also been largely affected by lack of quality data as there is
need for essential scientific evidence to promote policy change and
intervention. In Nigeria, persons with disabilities continue to
constitute one of the poorest, socially excluded and marginalized
groups within the society *“. Another Nigerian study noted that 9
out of 10 persons with disabilities in Nigeria live below the poverty
line **!, By ratifying the United Nations Conventions on Right of
Persons with Disability and its optional protocol, the Nigerian
government affirmed full participation in the disability agenda of
the United Nations but in reality, Nigerians with disabilities are
still faced with challenges, as have been enumerated earlier. This
results in distortion of activities of daily living and quality of life of
people with disabilities. Even though individuals react in different
ways to disabling conditions, such as stigmatization,
discrimination, shame, fear and exclusion from family or
community life, the narrative easily available is mostly derived
from the perspective of society. These persons are also generally
vulnerable by virtue of negative societal attitudes, neglect and
general lack of insight by even persons with disabilities
themselves. In this study, we focused on assessing the quality of
life of persons with a mobility disability, shedding light on factors
that influence their quality of life from their own perspective.

Materials and Methods
Study Area

Rivers State has a total area of 11,077 km?, making it the 26th
largest state in Nigeria with 23 Local Government Areas.
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According to the 2006 census, Rivers State is inhabited by
5,198,716 people. The current estimate stands at over 7 million
people. It has young demography with 61% of its population
between the ages of 15 to 65 years ™*°.

Study Design
This was a cross-sectional descriptive study.

Study Population

The study population was made up of male and female persons
with a physical disability, specifically mobility impairment in
Rivers State. The inclusion criterion was all persons with physical
disabilities in Rivers State. Exclusion criteria were children (0-17
years) with any form of disability, persons with intellectual, visual
and hearing impairments. Persons with a mobility disability who
were severely ill were all excluded.

Sampling Method

To ensure that all persons with mobility disabilities in Rivers State
had an equal opportunity to participate in the research we used a
Two-Stage sampling process using a computerized random number
generator.

In Stage 1 of the sampling method, we did Simple Random
Sampling. All the Local Government Areas in Rivers State served
as the sampling frame, where each Local Government Area was
assigned a number. Using a random number generator App, we
selected ten local government areas out of the twenty-three.

In Stage 2 of sampling, we also used Simple Random
Sampling Process. In each selected Local Government Area,
through the Coordinators of the Disabled persons’ organisation and
the Local government Council, a list of registered persons with
physical disability was obtained. This served as another sampling
frame. Numbers were assigned and using a random number
generator App we carried out simple random sampling and
engaged the participants.

Study Instrument

Study Instrument/Tool-1: Structured Questionnaire

Section A: Socio-demographic Data and Background Information
Section B: Disability Status

Study Instrument/Tool — 2: WHOQOL — BREF Questionnaire
Section C: Quality of Life (QOL)

The Structured Questionnaires had 3 sections. The first section
covered information on Socio-demographics like gender, age,
occupation and education. The second section focused on the
disability status, - type of disability, onset of disability, and
caregivers. The third section was the ! WHOQOL-BREF
questionnaire which focused on quality of life, health and the four
domains of quality of life.

WHOQOL is an assessment of a multi-dimensional
concept incorporating the individual's perception of health status,
psycho-social status and other aspects of life [". WHOQOL-BREF
comprises 26 items and is used to multi-dimensionally assess the
quality of life. It measures Quality of Life by encompassing four
health-related domains: Domain one (physical health) has seven (7)
items, domain two (psychological health) has five (5) items,
domain three (social relationships) has three (3) items and domain
four (environmental) has eight (8) items, as well as two general
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questions on self-assessment of overall health and overall Quality
of Life. Each of these domains is rated on a 5-point Likert scale.

The score for each subscale is the total score of the
constituting items. Higher scores on each subscale indicate better
ratings. For more consistency, Cronbach alpha of WHO QOL
BREF was reported to be 0.70 to 0.77 for the four domains ™!,

The WHOQOL-BREF was developed as a cross-culturally
applicable measure of subjective quality of life. It arose from years
of developmental research on Quality of Life and health care. It is
person-centered and designed for broad use and so enables
assessment of a wide range of diseases and conditions ¢!, For its
brevity, yet comprehensive measure of Quality of Life, )
WHOQOL-BREF has proven reliable in epidemiological studies as
well as in intervention studies *.

For this work, four health-related domains were employed,
viz; Physical health domain, which comprises activities of daily
living, dependence on medicinal substances and medical aids,
energy and fatigue, mobility, pain and discomfort, sleep and rest,
and work capacity; Psychological domain, which covers bodily
image and appearance, negative feelings, positive feelings, self-
esteem, spirituality, religion, and personal beliefs, thinking,
learning, memory, and concentration; Social relationships domain
which includes personal relationships, social support, and sexual
activity. The environment domain contains financial resources,
freedom, physical safety and security, health and social care. Other
parts of environmental domain are accessibility and quality, home
environment, opportunities for acquiring new information and
skills, participation in and opportunities for recreation and leisure
activities, physical environment (pollution, noise, traffic, climate),
and transport.

The Study Instrument/Tool 1 was a self or interviewer
administered Questionnaire in English language. Where we
encountered challenges with communication, an interpreter from
the community assisted. However, for most participants a simple
rephrase in Pidgin English was adequate.

areas of Rivers State. The questionnaires were either self or
interviewer administered.

A training of the research assistants on the questionnaire to
be used was done after which they engaged in role play to master
the use of the tool.

A pre-test was carried out in Akwa-lbom state. The reason
for this choice is that both states are contiguous and
demographically related.

Data Analysis

Descriptive statistics was used to analyse data which were
expressed as frequencies, percentages, means and standard
deviations.

The (7) WHOQOL-BREF has four domains and scores for each
domain were computed.

There were also two items that were examined separately: an
individual’s overall perception of quality of life and overall
perception of health.

Inferential statistical tools were employed to assess relationships
between Socio-demographic variables and quality of life. Data was
analysed using Chi-squared test, Student t-test and ANOVA, where
appropriate. Significance was set at P<(0.05. Data was analysed
using SPSS version 20.

Ethical Considerations

Ethical clearance was obtained from the Research Ethics
committee of the University of Port Harcourt. Written permission
was obtained from the World Health Organization for use of the
WHOQOL tool. Participants were all given written and verbal
information on the study, explaining the objectives of the study,
after which they were asked to sign a written Informed Consent
statement. Those that had no signature were asked to thumb-print
the consent forms.

Anonymity and confidentiality were ensured as no names

Study procedure/Data collection process were taken during the questionnaire administration. The
participants were simply identified with numbers.
In order to ensure that data collection was smooth, five research
assistants were engaged for the purpose of collecting primary data Results
from persons with physical disability in different local government
Table 1: Socio-demographic Data
Characteristics Frequency Percentage (%)
n=179
Age(years)
18-24 13 7.26
25-29 18 10.06
30-34 38 21.23
35-39 40 22.35
40-44 28 15.64
45-49 16 8.94
50-54 11 6.15
55-59 4 2.23
60-64 6 3.35
>65 5 2.79
Mean Age 38.49 £ 10.89years
Gender
Male 118 65.92
Female 61 34.08
Marital Status
Single 95 53.07
Married 70 39.11
Widowed 6 3.35
Separated 5 2.79
Divorced 3 1.68
WWW.ijirms.in 544
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Education
Never went to School 11 6.15
Primary 39 21.79
Secondary 83 46.37
Tertiary 46 25.70
Employment status
Self employed 90 50.28
Unemployed 52 29.05
Private sector 21 11.73
Civil servant 12 6.70
Professional 3 1.68
Retired 1 0.56
Who do you live with? 36 20.11
Alone
Nuclear family 128 7151
Extended family 15 8.38
Table 2: Onset of Disability
Characteristics Frequency Percentage (%)
n=179
Onset of Disability
Childhood 103 57.54
Adulthood 57 31.84
Teenager 11 6.15
Birth 8 4.47
Table 3: Quality of Life (rated on a 5-point Likert scale)
QoL Domain Mean SD
n=179
Overall Quality of Life 2.63 1.08
(Single item)
Overall Health perception 1.16 1.08
(Single item)
Physical Health (7 items) 23.07 3.50
Psychological (5 items) 20.40 4.50
Social Relationships (3 items) 10.58 2.04
Environment (8 items) 23.52 4.60

Table 4: Association between Socio-demographic characteristics and Quality of Life

QoL Domain Gender t-test (p-value)
Male Female
Mean + SD Mean + SD
Overall Quality of Life 2.50+1.08 2.87 £1.06 2.19 (0.03)*
(Single item)
Overall Health perception 2.82+1.08 2.98+1.09 0.95 (0.34)
(Single item)
Physical Health 23.24 £3.19 22.75+4.03 0.88 (0.383)
Psychological 20.17 £4.57 20.84 £4.37 0.94 (0.349)
Social Relationships 10.74 +3.49 10.26 +2.32 1.48 (0.140)
Environment 23.69 £ 4.46 23.20 £4.88 0.67 (0.501)
Age
<34 years >34 years
Mean = SD Mean = SD
Overall Quality of Life 2.71+1.04 257+1.10 0.83 (0.409)
(Single item)
Overall Health perception 2.78 £0.97 294+1.14 0.93 (0.355)
(Single item)
Physical Health 23.72+3.24 22.66 + 3.60 1.94 (0.05)*
Psychological 20.93+3.72 20.06 +4.91 1.25 (0.212)
Social Relationships 10.75+1.87 10.46 +2.14 0.93 (0.356)
Environment 23.38 + 4.66 23.61 0.33 (0.743)
Educational Status
<Secondary Tertiary
Mean + SD Mean + SD
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Overall Quality of Life 243 +1.09 3.20+0.83 4.35 (0.001)*
(Single item)

Overall Health perception 2.72+1.02 333+1.14 3.37 (0.001)*
(Single item)

Physical Health 22.92 £ 3.57 2352 £3.27 1.01 (0.314)
Psychological 19.95 + 4.65 21.67 £3.78 2.26 (0.03)*
Social Relationships 10.60 £ 2.04 10.50 = 2.05 0.29 (0.772)
Environment 2292 +4.41 25.26 +4.74 3.05 (0.003)*

*Statistically significant (p <0.05)

Quality of life and Gender

A statistically significant difference was observed between
respondents’ gender and overall quality of life, as females had
higher mean QoL scores compared to males (2.87 vs. 2.50;
p=0.03). The scores for the overall health perception of the
respondents and the four QoL domains of both genders did not
differ significantly as p>0.05.

Quality of life and Age
A statistically significant difference was observed between
respondents’ Age and Physical Health QoL domain, as respondents
<34 years had a higher mean QoL score compared to those >34
years (23.72 vs. 22.66; p=0.05).

The overall QoL, overall health perception of the
respondents and three QoL domains (Psychological, Social

Relationships, and Environment) of both age groups (above 34
years and below 34 years) did not differ significantly between the
two age groups (p>0.05).

Quality of life and Educational Status

A statistically significant difference was observed between
respondents’ Educational status and overall QoL, overall health
perception and two QoL domains (Psychological and
Environment). Respondents with Tertiary education had a
statistically significant higher mean overall QoL scores when
compared with those with Secondary school education or less (3.20
vs. 2.43; p=0.001), overall health perception (3.33 vs. 2.72;
p=0.001), Psychological domain of QoL (21.67 vs. 19.95; p=0.03)
and Environment domain of QoL (25.26 vs. 22.92; p=0.003).

Table 5: Association between Socio-demographic characteristics and Quality of Life

QoL Domain Marital Status t-test (p-value)
Married Single
Mean + SD Mean + SD
Overall Quality of Life 2.53+1.16 2.69+1.02 0.96 (0.337)
(Single item)
Overall Health perception 289+1.11 2.87 £ 1.06 0.09 (0.932)
(Single item)
Physical Health 23.14+3.41 23.03 £3.57 0.21 (0.830)
Psychological 20.57 +22.83 20.28 £4.33 0.42 (0.678)
Social Relationships 11.11+1.88 10.23 +2.07 2.89 (0.0004)*
Environment 23.49 £ 4.68 2354 £4.57 0.08 (0.937)

*Statistically significant (p<0.05)

Quality of life and Marital Status
A statistically significant difference was observed between
respondents’ Marital Status and Social Relationships domain of

QoL, as Married respondents had a higher mean QoL score
compared to those who were single (11.11 vs. 10.23; p=0.0004).
The overall QoL and health perception of the respondents did not
differ significantly between the singles and the married.

Table 6: Association between Socio-demographic characteristics and Quality of Life

QoL Domain Employment status ANOVA (p-value)
Government/Private Employee | Self Employed Unemployed
Mean + SD Mean + SD Mean + SD
Overall Quality of Life 2.83+0.97 2.69+1.09 238+1.11 2.25 (0.109)
(Single item)
Overall Health perception 3.0+1.12 2.99+1.04 2.60+1.08 2.46 (0.09)
(Single item)
Physical Health 23.69 £3.34 23.28 £3.30 22.30£3.85 2.03(0.134)
Psychological 21.08 +4.88 20.99 £ 3.90 18.92 £4.91 4.18 (0.02)*
Social Relationships 1142 +2.16 10.39+1.79 10.32 £2.23 3.98 (0.02)*
Environment 24.56 +£4.33 23.27 £ 4.48 23.25+4.95 1.14 (0.320)
Subjects living with:
Alone Extended Family Nuclear Family
Mean = SD Mean = SD Mean = SD
Overall Quality of Life 2.92+0.87 2.50+0.76 256+1.13 1.62 (0.200)
(Single item)
Overall Health perception 3.14+£1.05 2.64+1.01 2.84 £1.09 1.49 (0.23)
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(Single item)

Physical Health 23.22 £4.33 22.57 +2.56 23.14 £3.30 0.191 (0.826)
Psychological 20.69 £ 4.22 20.71+£2.49 20.35+4.70 0.109 (0.897)
Social Relationships 10.11 £2.27 10.71 +£1.82 10.72 £1.97 1.29 (0.28)
Environment 23.36 £5.23 23.14 + 4.66 23.68 +£4.38 0.135 (0.875)

*Statistically significant (P<0.05)

Quality of life and Employment status

A statistically significant difference was observed between
respondents’ Employment status and the Psychological domain of
QOL. There was also a statistically significant difference observed
between employment status and Social Relationships domain of

Table 7: Association between onset of disability and Quality of Life

QOL, but respondents who were gainfully employed either in the
Public or Private Sector had a higher mean QOL score (21.08)
compared to those who were Self-employed (20.99) and those who
were unemployed (18.92). This association was also statistically

significant in the Social relationship domain of QOL.

Onset of Quality of Life Domains
Disability

Overall Quality of | Overall Health perception | Physical Psychological | Social Environmental

Life (Single item) (Single item) Health Relationships

Mean+SD Mean+SD Mean+SD Mean+SD Mean+SD Mean+SD
Birth 2.50+1.07 3.25+0.89 22.50+2.20 | 20.13+2.17 11.13+1.81 23.50+4.84
Childhood 2.75+1.10 2.92+1.13 23.35+3.25 | 21.29+3.63 10.57+1.94 23.60+4.57
Teenage 2.38+0.98 2.7440.99 22.33+4.06 | 18.60+5.39 €10.49+2.31 22.96+4.63
Adulthood 2.91+1.30 2.91+0.99 24.73+4.06 | 21.55+5.70 10.64+2.31irth 25.64+4.63
ANOVA 1.83 0.67 1.99 4.96 0.23 1.06
(p-value) (0.143) (0.554) (0.117) (0.003)* (0.87) (0.379)

*Statistically significant (p<0.05)

Quality of Life and Onset of Disability

A statistically significant association was observed between the
onset of disability and the Psychological domain, as respondents
whose disabilities started in the adult age, had a higher mean QoL
for psychological domain (21.55+5.70; p=0.003).

No statistically significant association was observed
between the onset of disability and overall Quality of life, overall
health perception, physical health, social relationships, and
Environmental domain.

Discussion

Quality of life and gender

The male and female respondents differed significantly in overall
quality of life, as females had a higher mean QoL scores compared
to males. The findings of more female respondents having a higher
mean quality of life scores is in contrast to a study by *° Murtagh
& Hubert, who reported lower quality of life for women and who,
explaining further the higher levels of functional disability and
mobility limitations among women that contributed substantially to
gender differences in disability and also to quality of life among
aging men and women. The contrast in the findings can be
explained by the difference in the mean age of the study subjects,
as ours was a younger population. With age, women have been
reported to have a greater prevalence of disabling conditions . In
our study, the scores of male and female subjects did not differ
significantly across the domains and this was similar to another
Nigerian study by “” Kaka, Ogwumike & Adeniyi, whose scores
for male and female subjects did not differ significantly in all the
domains (physical, psychological, social and environment).

Quality of life and Educational Status

In relating QoL and educational status of respondents, there was a
significant difference between the respondent’s educational status
and overall QoL and overall health perception and across
psychological and environment QoL domains. In our study,
respondents with a tertiary level of education had a significantly
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higher mean overall QoL scores, overall health perception,
psychological domain of QoL and environment domain of QoL,
compared to those with secondary education or less.

In explaining the relationship between education and
quality of life,/”! Pawtowska-Cyprysia and colleagues, indicated
that a lower quality of life is influenced by demographic factors,
such as low levels of education which can be considered as main
factors predicting the quality of life of people with a physical
disability. The World Health Survey (WHS), reports from most of
the countries showed people with disabilities had lower educational
achievement, experienced lower employment and income than their
counterparts without disabilities . This study suggests that a
higher level of education tend to equip people to achieve better
health and a better quality of life.

Taking a closer look at education and the environment
domain, our study noted that people with a higher level of
education had a higher quality of life in the environmental domain
due to increased participation levels in social relationships and
work. This finding was corroborated by other studies %),

Quality of life and Age

The Quality of Life differed significantly between respondents’ age
and physical Health domain, as respondents aged <34 years had a
higher QoL in physical health compared to those >34 years. This is
explained by the increasing health challenges that come with aging,
hence younger respondents had a higher quality of life in the
physical health domain when compared to those who were more
than 34 years. With increasing age, health conditions remain one
major factor that influences the quality of life. A study “° on
disability and psychosocial outcomes in old age however
contradicts our finding as they found increasing age to be
positively associated with a self-perceived better quality of life,
explaining further that there may be a positive progression of the
quality of life. Age was not the disability paradox, but rather a
lowering of standards as people aged as they surmount constraints
and develop coping mechanisms.
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Quality of life and Employment

The quality of life of the participants differed significantly across
the occupational categories. The overall quality of life score was
lower for the unemployed and highest for those who were gainfully
employed in either the private or public sector across all health-
related QoL domains, including overall quality of life and overall
health. This compared favorably with a report that showed that
women with disabilities who were unemployed had a lower self-
assessed QoL than employed women 271,

A significant  difference  was observed between
respondents’ employment status and psychological domain and
social relationships domain, as respondents who were gainfully
employed either in the public or private sector had a higher mean
QoL score compared to those who were self-employed and those
who were unemployed. This may easily be explained by the fact
that with employment comes, presumably, a steady flow of income
to meet needs and improve one’s outlook, as opposed to doing
business that may not be predictable in its income flow. With
gainful employment there is increased social and work
participation which can explain the significance in the
psychological and social domain. The significance can also be
explained by the difficulty that persons with disabilities have in
securing gainful employment, as was similarly reported in a review
of studies carried out in Cameroon that found that having a

physical disability made it difficult to participate in employment
28]

Quality of life and Marital Status

The Quality of Life scores of participants differed significantly
with regards to respondents’ marital status in the social relationship
domain. Married respondents had a higher QoL compared to those
who were single. Difficulties in relationships can be deduced from
the fact that more respondents are single than are married.
Respondents who were single reported that disability was main
reason for remaining single. Overall QoL and health perception of
the respondents did not differ significantly, whether single or
married.

Quality of Life and Onset of disability

It was important to investigate if there was any relationship
between onset of disability and quality of life. Such a relationship
was established in the psychological domain of quality of life. It
was observed that people with physical disability who had the
onset of disability as adults had a higher quality of life in this
domain while subjects with onset in their teenage years had the
lowest mean QOL score in this domain. This can be explained by
the fact that an adult may be able to cope better psychologically
with a disability at adulthood than as a teenager who is in his very
self-conscious and transitional years. In contrast, a study “* on
adults with physical disability didn’t find the age of onset of
disability to have any effect on quality of life, whether at birth,
childhood, teenage age or as an adult. This was also similar to a
lifespan study %, Grist *! also studied adaptation capabilities
among persons with disabilities found that quality of life increased
with increased duration of disability.

Conclusion

Considering the findings of this study in comparison to findings
from similar published studies, this study identified level of
education, sex, age and occupation to significantly influence
quality of life and concludes that the quality of life of persons with
physical disabilities in Rivers State, Nigeria was relatively low.
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This study provides insight into the Quality of life of
people with physical disability from their own perceptive. Even
though the quality of life was relatively low across the four
domains, it was lowest in the social relationship domain. Among
the factors that significantly had a positive relationship with
various domains of quality of life were level of education, gender,
age and occupation. Assessing and measuring the quality of life of
patients and clients should be a foremost objective of every
clinician and researcher. It is also important, both as a needs’
assessment tool and as an outcome measure in health promotion
interventions. In Nigeria, disability is still largely absent from data
collection. This study adds to bridging the gap in evidence-based
research on disability.

Limitations of the Study

The results of this study should be evaluated with the following
limitations in view:

Data regarding quality of life was self-reported and based on self-
perception. Misrepresentation is therefore possible.

The sample population only included people with physical
disabilities who were mobility impaired. The clinical status of the
participants was based on self-report and not confirmed by medical
records or clinical examinations.

The lack of existing rigorous and comparable data and statistics
was also a limitation.
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