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Abstract

Background: There is a growing recognition of the importance of encouraging people with alcohol use disorders (AUD)
to become more active as an achievable strategy to reduce the disability-associated burden.

Objective: We investigated whether physical activity and sedentary behaviour in men with AUD contribute to their quality
of life (QoL).

Methods: Fifty male Ugandan inpatients with AUD (33.0£10.7 years) completed the World Health Organization Quality
of Life Assessment brief version, Simple Physical Activity Questionnaire and the Alcohol Use Disorders Identification Test
while waist circumference, body mass index and blood pressure were assessed. Linear multiple regression analysis explored
the total variance in QoL explained by all predictor variables.

Results: SIMPAQ walking and SIMPAQ exercise explained 46% of the variability in physical QoL, 45% of the variability
in psychological QoL, and 40% of the variability in environmental QoL. The SIMPAQ walking score predicted 37% of the
variability in social QoL.

Conclusion: The current findings suggest that higher levels of walking and exercising are associated with a better QoL. Our
study therefore provides a platform for future research to investigate the role of physical activity on QoL levels in people
with AUD, also in low resourced settings in low-income countries such as Uganda.
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Introduction causes almost 3.5 million deaths every year (about 6%
Alcohol use disorders (AUD) have an estimated global  of all deaths). Compared with the general population,
lifetime prevalence of around 16% '. Worldwide more  people with AUD have a 10-fold risk of mortality from
than 5% of the global burden of disease is attributa- liver cirrhosis, a seven-fold risk for injury fatalities and
ble to alcohol consumption ?, and harmful alcohol use 2 two-fold risk for cardiovascular and cancer deaths .
The current treatment of AUD includes pharmacother-

apy, (cognitive) behavioural therapy and mutual peer
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It could be hypothesized that the chronic nature of
AUD including the recurrence of risky drinking pat-
terns, side-effects of pharmacotherapy and the high
prevalence of somatic co-morbidities might have a ma-
jor impact on the physical and psychological domains
of quality of life (Qol?>° QoL is an important pa-
tient-rated outcome that measures the impact a disorder,
such as AUD has on a person’s general well-being and
life satisfaction. It is also a relevant outcome for policy
makers, researchers and clinicians. The importance of
considering QoL in AUD treatment research has how-
ever only recently been voiced ’. Previous research has
demontrated that the health-related Qol. of moderate
alcohol drinkers is higher than that of heavy drinkers, as
defined with the Alcohol Use Disorders Identification
Test (AUDI'T *°, while disability due to chronic con-
ditions is negatively associated with perceived QoL in
people with AUD®.

There is a growing recognition of the importance of
encouraging patients with AUD to become more active
as an achievable strategy to reduce this disability-asso-
ciated burden and improve QoL '"". Without an un-
derstanding of the current QoL status and associations
with current physical activity levels, it is however diffi-
cult to advise people with AUD how to optimize their
physical activity habits to improve their Qol.. Next to
this, it is unknown whether sedentary behavior is also
associated with QoL in those with AUD. Sedentary be-
havior can be defined as an energy expenditure =1.5
metabolic equivalents of task, while in a sitting or re-
clining posture during waking hours '*. It is associated
with increased cardio-metabolic risks and premature
mortality independent from physical activity levels ™.
The specific aim of the present study was to investigate
whether physical activity and sedentary levels in people
with AUD contribute to a person’s Qol, while adjust-
ing for previously established contributing factors such
as age, the presence of cardio-metabolic risks and the
level of alcohol consumption.

Methods
Design
This is a cross-sectional study.

Participants and procedure

During a 3-month period, all consecutive male inpa-
tients of the alcohol unit of the Butabika National Re-
ferral Mental Hospital, Kampala, Uganda who had a
clinical DSM 5 diagnosis '® of AUD as diagnosed by the
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treating psychiatrist were invited to participate. Only
men were included as female patients were not treated
at the time of testing in the inpatient alcohol unit. Also
only inpatients who were treated at least for 4 weeks
on the ward and for whom medication was stable were
invited. Although detoxification and psychotherapy are
the basis of the treatment protocol, inpatients do have
the option to exercise once a day (walking, soccer, bas-
ketball, netball). All questionnaires were interviewer-ad-
ministered in English or Luganda when appropriate.
The study procedure was approved by the ethical com-
mittee of Mengo Hospital and the Butabika Hospital
Research Committee (Ref. No. = 997/3-17). All partic-
ipants gave their written informed consent. Data were
analysed anonymously.

World Health Organization Quality of Life Assess-
ment brief version (WHOQoL-BREF)

Quality of life during the previous 4 weeks was assessed
using the WHOQo-BREF". The WHOQoL-BREF is a
26-item questionnaire developed from the original 100-
item questionnaire; the WHOQoL-100. The WHO-
QoL-BREF covers four different subscales: physical
health (energy and fatigue, pain and discomfort, sleep
and rest), psychological health (body image and appear-
ance, negative feelings, positive feelings, self-esteem,
thinking, learning, memory and concentration), social
relationships (personal relationships, social support and
sexual activity) and environment (e.g. financial resources,
freedom, physical safety and security, health and social
care). Each individual item of the WHOQoL-BREF is
scored from one to five on a response scale. The scores
are then transformed linearly to a 0—100 scale. Higher
scores indicate a better QoL.

Simple Physical Activity Questionnaire

The SIMPAQ (http://www.simpaq.org) '® is a 5-item
clinical tool to assess physical activity among popula-
tions at high risk for sedentary behavior. The SIMPAQ
accounts for time spent in bed overnight (box 1), time
sedentary, including napping (box 2), time spent walk-
ing (box 3), time spent exercising (box 4) and time en-
gaged in incidental activity (box 5), averaged over the
past seven-day period. The sum of the hours recorded
in the five SIMPAQ boxes should add to approximate-
ly 24-hours, providing interviewers with an opportu-
nity to clarify with participants if significant under or
over-reporting has occurred (e.g. total of <18 hours or
>30 hours accounted for). In this study, we used the
time spent sedentary during waking hours (hours/day),
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time spent walking (min/day), time spent in structured
exercise (min/day), and time spent in incidental or
non-structured physical activity (min/day) during the
past week. The SIMPAQ showed an excellent reliability
in Ugandan patients with mental illness (data submit-
ted).

Alcohol Use Disorders Identification Test (AU-
DIT)

To assess risky alcohol consumption patterns in this
study, we used the AUDIT ", which was developed by
the World Health Organization (WHO) as a simple
method of screening for excessive drinking. The AU-
DIT comprises three domains: hazardous alcohol use
(frequency of drinking, typical quantity, and frequency
of heavy drinking), dependence symptoms (impaired
control over drinking, increased salience of drinking,
and morning drinking), and harmful alcohol use (guilt
after drinking, blackouts, alcohol-related injuries, and
other concerns about drinking). Higher scores indicate
greater likelihood of hazardous and harmful drinking,
We used the AUDIT as a continuous score.

Metabolic assessments

Wiaist circumference (WC) was measured to nearest 1cm
at the level of the umbilicus and at the end of expira-
tion with the subject upright. Blood pressure measure-
ments were taken on the left arm with the participant in
the sitting position using a calibrated electronic blood
pressure device. For calculating the body mass index
(BMI), body weight was measured in light clothing to
the nearest 0.1 kg using a SECA beam balance scale,
and height to the nearest 0.1 cm using a wall-mounted
stadiometer.

Statistical analyses
Data were assessed for normality using the Shapiro-Wilk
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test and SIMPAQ data was found not to be normal-
ly distributed. However, in order to allow comparison
with other physical activity studies, descriptive statistics
are presented as mean and standard deviation (SD). As a
first step, Pearson correlation or Spearman Rho coeffi-
cients were calculated when appropriate to estimate the
strength of association between physical, psychological,
social and environmental QoL, and single variables of
interest. Differences in WHOQoL-BREF scores be-
tween the risk groups were assessed with independent
samples t-tests. All significant correlates were included
in a linear multiple regression analysis in order to assess
the total variance in QoL explained by all predictor vari-
ables. To assess whether the associations with QoL out-
comes differed by age and BMI, the terms representing
interactions between each clinical measure and age and
BMI were added to the main effects regression equa-
tion. The significance level was set at P<0.05. SPSS 24.0
was used for the data analyses (SPSS Inc, Chicago, IL).

Results

Participants

A total of 54 consecutive inpatients with AUD were
invited to take part in the study. Two patients were ex-
cluded due to somatic contra-indications, which would
prevent them from being physically active as usual, and
another two patients declined to participate. None of
the patients who agreed to participate dropped out
and there were no missing data. In total, 50 men were
included. The mean age was 33.0£10.7 years, mean
height 170.0£8.0cm, mean BMI 21.8£2.9, mean waist
circumference 81.8£10.0 cm, and mean systolic and di-
astolic blood pressure 113.5£13.8 mmHg and 73.229.6
mmHg, respectively. Sixteen patients (32%) smoked a
mean of 1.220.6 cigarettes per day. The mean and SD
of the SIMPAQ, AUDIT and WHOQoL-BREF scores
are presented in Table 1.
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Table 1. Means and standard deviations of socio-demographic, clinical, physical activity and
sedentary behavior levels and Pearson or Spearman Rho correlations with WHOQoL-BREF scores in

men with alcohol use disorders (n=50)

Mean+SD Physical Psychological Social Evironmental
(68.0+14.3) (64.7+15.8) (55.9+18.7) (56.4x11.9)
r P R P r P r P
Age (years) 33.0+£10.7  0.22 0.13 0.14 0.34 0.14 034 0.10 0.48
Body mass 21.842.9  0.09 0.55 -0.03 0.83 -0.10  0.50 0.16 0.27
index (kg/m?)
Waist 81.8+£10.0 -0.05 0.71 -0.11 0.46 -0.23  0.11 0.22 0.13
circumference
(cm)
Smoking 1.240.6 0.38 0.15 -0.03 0.91 0.07 0.78 0.22 0.41
(n=16)
SIMPAQ 18.9+18.3 041  0.003* 0.43 0.002* 030 0.036* 036  0.01*
walking
(min/day)°®
SIMPAQ 4.6+9.0 0.34  0.016* 0.37 0.008* 024  0.09 0.28  0.048*
exercise
(min/day)°®
SIMPAQ 18.3£39.9  0.22 0.13 -0.04 0.74 -0.14  0.34 -0.02 0.89
incidental
(min/day)°®
SIMPAQ 42434 0.04 0.77 0.02 0.91 -0.19  0.18 0.06 0.70
sedentary
(hours/day)°
AUDIT (total 18.1£84  -0.12 0.41 0.01 0.92 -0.16 026 -0.004 0.97
continuous
score)

°Spearman Rho correlation; *Significant when P<0.005; WHOQoL-BREF=World Health Organization Quality of Life
Assessment brief version, SIMPAQ=Simple Physical Activity Questionnaire, AUDIT= Alcohol Use Disorders

Identification Test.

Correlates with WHOQoL-BREF scores

Higher SIMPAQ walking levels were significantly
(P<0.05) associated with better physical, psychologi-
cal, social and environmental WHOQoL-BREF scores,
while higher SIMPAQ exercise scores were significantly
(P<0.05) associated with better physical, psychologi-
cal, and environmental WHOQo-BREF scores. The -
and P-values are presented in Table 1. Age, BMI, waist
circumference, SIMPAQ) incidental levels and AUDIT
scores were not significantly associated with any WHO-
QoL-BREF scores.

Regression analyses of WHOQoL-BREF scores

Following the correlation analyses, variables signifi-
cantly correlated with the different QoL. domains were
included in the regression analyses. To assess wheth-
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er associations with the QoL domains differed by age
or BMI, interactions with each included correlate were
added to the main effects regression equation. Tables
2 to 5 show that there were no significant age or BMI
interactions with the SIMPAQ walking and SIMPAQ
exercise scores. SIMPAQ walking and SIMPAQ exer-
cise significantly predicted the physical, psychological
and environmental QoL domains independently, but
when both variables were included in the same regres-
sion model, neither remained a significant predictor.
The final model including the SIMPAQ walking and
SIMPAQ exercise explained 46% of the variability in
physical QoL (see Table 2), 45% of the variability in
psychological QoL (see Table 3), and 40% of the var-
iability in environmental QoL (see Table 5). The SIM-
PAQ walking score predicted 37% of the variability in
social QoL (see Table 4).
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Table 2. Physical WHOQoL-BREF regressed on time spent walking and time spent exercising

b SE beta t P r

SIMPAQ walking 0.42

Min/day 0.27 0.11 0.35 253 0.015*%

Age (years) 0.20 0.19 0.15 1.09 0.28

BMI 0.46 0.70 0.09 0.66 0.51

Constant 45.61 15.86 2.88  0.006*
SIMPAQ exercise (min/day) 0.42

Min/day 0.57 0.22 0.22 2.54  0.015%

Age (years) 0.30 0.18 0.18 1.61 0.11

BMI 0.46 0.70 0.09 0.66 0.51

Constant 4538 15.87 2.86  0.006%
All together 0.46

SIMPAQ walking 0.18 0.12 0.23 2.76 0.16
(min/day)

SIMPAQ exercise 0.38 0.26 0.23 1.44 015
(min/day)

Age (years) 0.24 0.19 0.18 1.45 0.21

BMI 0.52 0.69 0.10 1.27 0.46

Constant 4349 15.73 276 0.008*

b=unstandardised regression coefficient, beta=standardised regression coefficient, SE=standard error, WHOQoL-
BREF=World Health Organization Quality of Life Assessment brief version, SIMPAQ=Simple Physical

Activity Questionnaire.

Table 3. Pychological WHOQoL-BREF regressed on time spent walking and time spent

exercising
b SE Beta t P r’

SIMPAQ walking 0.40

Min/day 0.32 0.12 0.38 2.67 0.011*

Age (years) 0.12 0.21 0.08 0.56 0.57

BMI -0.09 078 -0.01 -0.11 0.91

Constant 5630 17.72 3.18 0.003*
SIMPAQ exercise (min/day) 0.40

Min/day 0.68 0.25 0.38 2.71 0.010*

Age (years) 0.23 0.21 0.15 1.10 0.28

BMI -0.09 0.78 -0.01 -0.11 0.91

Constant 5595 17.70 3.16 0.003*
All together 0.45

SIMPAQ walking 0.21 0.14 0.24 1.51 0.14
(min/day)

SIMPAQ exercise 0.45 0.29 0.25 1.57 0.12
(min/day)

Age (years) 0.16 0.21 0.11 0.76 0.45

BMI -0.02 0.77  -0.004 -0.03 0.98

Constant 53.75 17.51 3.07 0.004*

b=unstandardised regression coefficient, beta=standardised regression coefficient, SE=standard
error, WHOQoL-BREF=World Health Organization Quality of Life Assessment brief version,
SIMPAQ=Simple Physical Activity Questionnaire.
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Table 4. Social WHOQoL-BREF regressed on time spent walking

b SE Beta t P r
SIMPAQ walking 0.37
Min/day 0.32 0.14 0.33 2.29 0.027*
Age (years) 0.19 0.25 0.11 0.77 0.45
BMI -0.60 0.92 -0.09 -0.65 0.52
Constant 55.93 20.95 2.67 0.011*

b=unstandardised regression coefficient, beta=standardised regression coefficient, SE=standard
error, WHOQoL-BREF=World Health Organization Quality of Life Assessment brief version,

SIMPAQ=Simple Physical Activity Questionnaire.

Table 5. Environmental WHOQoL-BREF regressed on time spent walking and time spent

exercising
b SE beta t P r’

SIMPAQ walking 0.38

Min/day 022 0.09 0.34 236 0.023*

Age (years) 0.03 0.16 0.03 0.18 0.85

BMI 0.78 0.60 0.18 1.30 0.20

Constant 3425 13.54 2.53  0.015*
SIMPAQ exercise (min/day) 0.34

Min/day 039  0.19 0.29 2.01  0.049*

Age (years) 0.10  0.16 0.09 0.63 0.53

BMI 0.76  0.61 0.18 1.25 0.22

Constant 3475 13.76 252 0.015*
All together 0.40

SIMPAQ walking 0.16  0.11 0.25 1.52 0.14
(min/day)

SIMPAQ exercise 022 022 0.16 0.96 0.34
(min/day)

Age (years) 0.05 0.16 0.04 0.30 0.77

BMI 0.81 0.60 0.19 1.35 0.18

Constant 33.03 13.61 243 0.019*

b=unstandardised regression coefficient, beta=standardised regression coefficient, SE=standard error, WHOQoL-
BREF=World Health Organization Quality of Life Assessment brief version, SIMPAQ=Simple Physical

Activity Questionnaire.

Discussion

General findings

To the best of our knowledge, the current study is the
first to investigate associations between physical activi-
ty, sedentary behaviour and QoL in people with AUD.
Our data demonstrate that higher levels of walking and
structured exercise were, independent from known risk
factors for low QoL such as older age, metabolic risks
and high-risk drinking patterns, significantly associat-
ed with a higher QolL. Importantly, results show that
walking and exercise are associated with better physical,
psychological, and environmental Qol. while walking
was only associated with a better social QolL. Seden-

tary behavior, on its turn, was not associated with any
WHOQoL-BREEF scores.

African Health Sciences Vol 20 Issue 3, September, 2020

Our data therefore indicate that people who walk and
exercise more, experience higher energy levels, less fa-
tigue, better sleep and body image, higher self-esteem,
less negative and more positive mood states, and bet-
ter memory and concentration (i.e. psychologial QoL).
They also experience less pain and discomfort, less mo-
bility problems and fewer limitations in daily life activi-
ties (i.e. physical QolL). Next to this, people with AUD
who walk and exercise report greater participation in
and opportunities for recreation / leisure and perceive
their physical environment as more safe and enjoyable
(i.e. environmental QolL). Lastly, those who walk more
also experience more satisfying social relations and so-
cial support (i.e. social QoL). Surprisingly, such an as-
sociation was not observed with the level exercising,

1412



Future research should explore this in more detail. Next
to this, future research should also explore the effects
of walking and exercising on the Qol. of people with
AUD. Although a previous meta-analysis demonstrated
that exercise significantly reduces depressive symptoms
(SMD=-0.867, p=0.0006), and improves physical fitness
(SMD=0.564, p=0.01) "', studies exploring the effect of
exercise interventions on QoL in people with AUD
are currently lacking,

In contrast with previous studies, there are two possible
reasons why we did not find any associations between
WHOQoL-BREF and AUDIT scores. First, previous
studies * *
while we included only institutionalized people with
AUD. This explanation relates to the severity and ho-
mogeneity of alcohol use seen in this cohort. The mean
AUDIT score was 18.1 (SD=8.4) indicating that the vast
majority of participants were suffering serious harm as

" were based on general population samples,

a consequence of ongoing heavy alcohol use. Statisti-
cally significant associations between QoL and alcohol
consumption, as measured by AUDIT, are more likely
to be found within a broader spectrum of drinkers, as
seen in general population studies. Second, we did not
include women in our study as female patients were not
treated at the time of testing in the inpatient alcohol
unit. Previous research has demonstrated that AUDIT
scores in men are significantly higher than in women®?.
The current data are therefore less heterogeneous mak-
ing it more complex to find any significant associations.

Limitations

First, caution should be exercised in generalising from
the present findings given the limited sample size
(n=50) and the cross-sectional nature of this research.
It was not possible to determine the direction of the
association between QoL and physical activity levels in
those with AUD. Longitudinal and intervention stud-
ies should be designed to identify the causal pathways
between the different constructs. A second limitation
is that we did not have access to hospital records of
medical co-morbidity, alcohol withdrawal, or medica-
tion treatment. Therefore, the current study could not
establish any relationship between Qol. and these pa-
rameters. While medication could improve the general
well-being it might be as well that side-effects would re-
duce the QoL. In the same way, we did not include data
on other associated DSM 5 diagnoses, duration of (un-
treated) AUD, and psychiatric symptoms. It is for exam-
ple known that poor QoL is associated with an earlier
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age of onset of alcohol use and AUDs?'. Third, the ma-
jority of the included participants were hospitalised at
the time of the study. Previous research demonstrated
that environmental variables are significantly associated
with multiple types of physical activity participation in
people with mental health problems® *. Fourth, physi-
cal activity and sedentary behaviour were measured with
a self-report questionnaire which is less accurate than

24,25

objective assessments > >, as it may overestimate physi-

26 Future

cal activity and underestimate sedentary levels
studies should try to incorporate objective assessments
of physical activity by using, for example, pedometers
or accelerometers. Fifth, the different recall periods be-
tween the questionnaires used should be considered as
a limitation that might affect any associations. While the
SIMPAQ) assesses physical activity during the previous
week, the WHOQoL-BREF assesses QoL during the
previous 4 weeks. Sixth, although all participants were
treated in an in-patient ward, there is still a pervasive
stigma associated with talking about mental illness in
Uganda®. The self-reported AUDIT scores are most
likely underestimates of the real hazardous and harm-
ful drinking patterns. Lastly, due to the lack of control
data we were not able to compare the current data with
any references. Nevertheless, allowing for these caveats
our study is the first to investigate associations between
physical activity and QoL levels in people with AUD.

Conclusion

The current findings suggest that higher levels of walk-
ing and exercising are associated with a better QoL. Our
study therefore provides a platform for future research
to investigate the role of physical activity on QoL levels
in people with AUD in both well and low resourced
settings.
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