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Abstract 

Background  Illness perception may influence the coping behaviors of patients. There is a lack of tools to measure 
this construct among Yoruba speakers. Therefore, we translate, cross-culturally adapt and determine the reliability 
and the validity of the Yoruba version of the Brief Illness Perception Questionnaire (BIPQ-Y).

Methods  The translation and cross-cultural adaptation process was according to Beaton criteria. The psychomet-
ric testing of the BIPQ-Y was carried out among 28 consenting patients with low back pain attending a university 
teaching hospital, while only 10 of them participated in the reliability test. The convergent and discriminant validity 
of the BIPQ-Y was carried out using the Fear Avoidance Belief Questionnaire and Quadruple Visual Analogue scale. 
Confirmatory factor analysis was to assess construct validity.

Results  The mean age of the respondents was 47 ± 15.3 years. The concurrent validity of the BIPQ-Y was excel-
lent (r = 0.996) for the total score of BIPQ-Y while the internal consistency was moderate (α = 0.52). The test–retest 
of BIPQ-Y yielded excellent results with item intra-class correlation coefficient (ICC) ranging between 0.833 and 0.973 
and an overall ICC of 0.889. For the confirmatory analysis of the BIPQ-Y, the factor loading for the eight items ranged 
from − 0.071 to 0.799 and the composite reliability was good with a score of 0.68.

Conclusion  The BIPQ-Y demonstrated excellent psychometric properties that are satisfactory with standards, and it 
is recommended for assessing illness perceptions of patients with chronic low back pain among the Yoruba-speaking 
populations.
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Background
Exposure to illnesses or adverse health conditions leads 
to the development of a structured pattern of beliefs 
among the sufferers [1, 2]. These patterns of beliefs are 
often referred to as ‘illness perceptions’, which are emo-
tional representations and cognitive framing or expres-
sion of an illness experienced by an individual [2]. Illness 
perception influences a patient’s future behaviors and 
coping strategies regarding managing an illness [3]. Cop-
ing mechanisms by patients after developing an illness 
vary extensively depending on perceptions or represen-
tations of the illness [4]. It is opined that several physi-
cians/clinicians are unfamiliar with these self-manifested 
illness perceptions as organized cognitive representations 
or beliefs that patients have about their illnesses, treat-
ment adherence and outcomes, and functional recovery 
[1].

Some investigators have associated negative illness per-
ceptions with poorer recovery and increased healthcare 
use [1]. On the other hand, positive illness perceptions 
influence an earlier return to work [5, 6]. Thus, a need for 
assessment of illness perceptions, especially in chronic 
and severe illness conditions [1]. Five components of 
cognitive representations of illness have been identified 
by researchers. These are identity, consequences, cause, 
timeline, and controllability/curability [7, 8].

Illness perceptions as a psychosocial construct may 
constitute a confounding factor in patient assessment 
and management [9]. In light of these, assessment of ill-
ness perceptions is recommended among healthcare 
professionals including physiotherapy [10] as a way to 
ensure best treatment outcomes, as well as achieve good 
communication with patients [11]. A number of tools 
have been developed to assess illness perceptions. These 
include the Scale for the Assessment of Illness Behav-
ior (SAIB) [12], The Self-Perception and Relationships 
Tools(S-PRT) [13], the Revised Illness Perception Ques-
tionnaire (IPR-Q) [14], and the Brief Illness Perception 
Questionnaire (Brief IPQ) [15].

Of the different tools, the Brief IPQ has substantial 
support in the literature as a useful tool for assessing ill-
ness perceptions [15]. Its brevity, ease of understanding, 
and completion are among its advantages. As a result, the 
Brief IPQ has been employed in a wide range of studies 
involving patients with arthritis [16], brain injury [17], 
and diabetes [18], as well as among children and adoles-
cents [19] with special needs. Cross-cultural adaptation 
of the Brief IPQ has been completed in Dutch [20], Span-
ish [21], Korea [22], Malaysia [23], and Vietnamese [24]. 
The original English version and the other translations 
have been reported to have moderate to excellent psy-
chometric properties [15], except for the Dutch version 
where respondents reported difficulties [20]. Owing to 

variations in mental framing and emotional representa-
tions of illness across different contexts [25], there is still 
a need for cross-cultural adaptations of the tool in other 
languages.

The availability of psychosocial assessment tools, such 
as the Brief IPQ, may help improve illness perceptions 
[15], especially among indigenous people who are only 
literate in their native languages. Evaluations of psycho-
social constructs are particularly difficult among Nige-
rians [26]. This is due to their tendency to report their 
anticipations rather than their realities [27]. In Nige-
ria, Yoruba is a language spoken most commonly in the 
Southwest geopolitical zone of the country. Broadly, 
Yoruba, as a multi-dialectical branch of the Niger-Congo 
language family, is spoken by about 45 to 55 million peo-
ple spreading over Nigeria, Benin Republic, Togo, and 
among small migrant communities in Cote d’Ivoire, The 
Gambia, and Sierra Leone [28]. Outside of the West Afri-
can context, the Yoruba language is also used in the Afro-
Brazilian and Afro-American religions in the Caribbean 
and North America respectively [28]. The objective of 
this study was to translate, cross-culturally adapt, and 
test the psychometric properties of the Brief IPQ in the 
Yoruba language.

Methods
This cross-sectional study comprises translation cross-
cultural adaptation and psychometric evaluations. Partic-
ipants for the psychometric evaluations were a purposive 
sample of patients with chronic low-back pain (LBP) 
attending the orthopedic clinic and outpatient clinic 
at the Obafemi Awolowo University Teaching Hospi-
tal Complex (OAUTHC), Ile-Ife, Osun state, Nigeria. 
These patients were 18  years and older, had no cogni-
tive impairment and they were literate in both English 
and Yoruba languages. However, any patient with a self-
reported history of spinal surgery, nerve blocks, or severe 
neurological conditions such as cauda equine syndrome 
were excluded. Prior to the study, the sample size was 
estimated using the standard formula [N = Z2 P(1 − P)/
d2]. Where N is the desired sample size; Z is the statis-
tic corresponding to the level of confidence (95% = 1.96) 
a constant; P is the expected prevalence of the condition 
(it is obtained from the same studies, or a pilot study con-
ducted by previous study); d is precision (total width of 
confidence interval (0.05).

Next, the sample size was adjusted by using the for-
mula for population < 10,000 (adjustment was required 
on the total population of patients with LBP receiving 
treatment at the center at the time of the study; n = 30). 

N = 1.96
2
× 0.5539(1− 0.5539)/0.052.N = 384
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Na = N/1 + N/n. Where Na = adjusted sample size; 
N = calculated sample size. Hence, Na = 384/1 + 384/30. 
Na = 27.8 approximated to 28. The minimum sample of 28 
was purposively selected. The participants were recruited 
between 21st June 2021 and 10th September 2021 and 
their written informed consent was obtained.

Instrument
The English version of the Brief‑Illness Perception 
Questionnaire (BIPQ) [15]
The BIPQ is a tool assessing three representations of ill-
ness perceptions-cognition, emotion, and illness compre-
hensibility. The tool has eight items with an additional 
item on the causes of illness. Items 1–5 assess the cog-
nitive representation: item 1 (consequences), item 2 
(timeline), item 3 (personal control), item 4 (treatment 
control), and item 5 (identity). Two items assess the emo-
tional representation: item 6 (concern), and item 8 (emo-
tional impact). One item, item 7 (coherence) assesses the 
illness comprehensibility. All items are scored from 0 to 
10, with higher scores reflecting greater illness represen-
tations. To compute the scores, items 3, 4, and 7 were 
reversed.

Fear Avoidance Belief Questionnaire (FABQ)
This patient-reported tool assesses how a patient’s fear 
avoidance beliefs about physical activity and work which 
may contribute to their pain and disability [29]. The tool 
has 16 questions scored from 0 to 6 (maximum score of 
96). The FABQ contains 2 scales: a working scale (FABQ-
W) composed of 7 items (items 6, 7, 9, 10, 11, 12, and 15) 
and a physical activity scale composed of 4 items (items 
2, 3, 4, and 5). The two scales are scored separately. Five 
additional items (Items 1, 8, 13, 14, and 16) which are not 
part of the scoring, complete the questionnaire. Higher 
FABQ scores indicate a high level of fear-avoidance 
beliefs. The FABQ-W has a point score that ranges from 
0 to 42 points while the physical activity scale has a score 
point that ranges from 0 to 24 points.

Quadruple Visual Analog Scale (QVAS)
This self-reported tool measures pain intensity. The 
patient is asked to present the pain intensity by marking 
the VAS line between the two endpoints of “no pain” and 
“unbearable pain”. The QVAS pain score is determined 
by measuring the distance on the 10 cm line between the 
“no pain” endpoint and the patient’s mark. The QVAS 
contains 4 questions: current pain, average pain, best 
pain, and worst pain [30]. The scores from questions 1, 
2, and 4 are averaged and then multiplied by 10 to yield a 
score from 0 to 100.

Ethical approval was obtained from the Health 
Research and Ethics Committee of the Obafemi Awolowo 

University Teaching Hospital Complex, Ile-Ife, Nigeria 
(ERC/2021/06/25). The purpose and procedure of the 
research was explained to each of the respondents.

Translation and cross‑cultural adaptation of the English 
version of Brief‑IPQ into Yoruba
This was conducted in accordance with the standardized 
international recommendation using five-step guidelines 
proposed by Beaton et  al. [31]. Permission for transla-
tion of the tool to the Yoruba language was obtained 
from the original developer of the Brief-IPQ. Two native 
Yoruba speakers who were fluent in English indepen-
dently translated the English version of Brief-IPQ into 
the Yoruba language. Two forward translations (T1 and 
T2) are involved in this stage. Another bilingual trans-
lator reviewed the items in the two Yoruba-translated 
questionnaires in order to produce a single, reconciled, 
and harmonized translation and synthesized them into 
one (T3). The reconciled Yoruba version of the Brief-IPQ 
(T3) was then back-translated into English by two bilin-
gual native English speakers in order to assess the com-
prehensibility and clarity for conceptual equivalence with 
the original source version. This was referred to as BT1 
and BT2. The back-translated and original version of the 
Brief-IPQ was reviewed and revised by the expert com-
mittee to establish the pre-final Yoruba version of the 
Brief-IPQ. The expert committee comprised two physi-
otherapists, a methodologist in outcome tools, and two 
linguists who are knowledgeable in both English and Yor-
uba languages (forward and backward translators). The 
panel reviewed, analyzed, critiqued, and resolved any dis-
crepancies observed in the translations and then reached 
a consensus on all items on the tool in order to produce 
a prefinal translated version of the tool. They also judge 
the document and make any changes necessary to ensure 
clarity and suitability for general Yoruba people. The 
pre-final version was pilot-tested by 10 Yoruba-speaking 
individuals to coagulate the questionnaire’s comprehen-
sibility, perception, and interpretation and provide final 
input on its language (Additional file 1: Appendix S1).

Psychometric evaluations of the Yoruba version of the Brief 
Illness Perception Questionnaire (BIPQ‑Y)
The BIPQ-Y was assessed for concurrent, convergent, 
and discriminant validity, and test–retest reliability. Each 
participant completed the English version of Brief-IPQ, 
BIPQ-Y, and Yoruba versions of FABQ and QVAS. One 
week after 10 participants completed BIPQ-Y again for 
test–retest analysis.

Data analysis
Data was summarized using descriptive statistics of 
mean, standard deviation, percentage, and median. The 
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test–retest reliability, which denotes stability across 
the repeated measurement, was evaluated through the 
intraclass correlation coefficient (ICC) with a 95% con-
fidence interval. The internal consistency, which is the 
degree of homogeneity of the item, was assessed through 
Cronbach’s alpha. Values ≥ 0.7 are acceptable for ICC 
and Cronbach’s alpha [32]. The construct validity of the 
Brief-IPQ was determined by correlating with the Yoruba 
version of FABQ (convergent) and QVAS (discriminant) 
using Pearson’s correlation coefficient. To measure the 
concurrent validity Pearson’s correlation coefficient was 
also used. Also, confirmatory factor analysis and struc-
tural equation modeling were performed to examine the 
construct validity of the Yoruba version of BIPQ using a 
maximum likelihood estimator. Comparative fit index 
(CFI), Tucker-Lewis index (TLI), and root mean square 
error of approximation (RMSEA) were parameters used 
to assess model fit. The values of CFI and TLI ≥ 0.95 and 
RMSEA ≤ 0.05 are considered as good while the values 
of CFI and TLI ≥ 0.90 and RMSEA ≤ 0.08 are considered 
acceptable [33]. Data was analyzed using SPSS (Statistical 
Package for Social Sciences) and SPSS Amos 28 software 
with an alpha level of 0.05.

Results
The expert committee met to finalize the pre-final ques-
tionnaire following the backward translation stage. All 
items of the questionnaire were discussed; The BIPQ-
Y did not undergo any significant structural changes. 

However modest culturally relevant adaptations were 
made, for example, item 3—“How much control do 
you feel you have over your illness’’ was translated as 
“Báwo lóṣe lérò pé óń ìṣàkóso lórí àìsàn rẹ to”, instead 
of “Báwo lo s ̣eni ́ ipa ́ tó láti dé ̣kun àìsàn re ̣”. This adap-
tation was supposed to help personalize the phrase in 
order to convey the meaning to the Yoruba speaker, or 
else the meaning may be confusing. Item 8, which is the 
emotional representation of illness—“How much does 
your illness affect you emotionally? (e.g. does it make 
you angry, scared, upset or depressed)” was culturally 
adapted to Yoruba. This is because “upset and angry” 
have the same root meaning in the Yoruba language. 
Also, ‘Bawo’ which means “how” was used all through 
the BIPQ-Y for structural formatting of the items to 
make it comparable with the format of the original Eng-
lish version.

The mean age, weight, height, and BMI were 
47.4 ± 15.3  years, 75.3 ± 17.2  kg, 1.7 ± 0.1  m, and 
27.0 ± 11.1  kg/m2, respectively. The general and clini-
cal characteristics of the participants are presented in 
Table  1. The median, range, skewness, and kurtosis of 
each item on the BIPQ-Y are shown in Table  1. The 
median score for the item in the BIPQ-Y ranges from 
3.0 to 8.0. The lowest and highest scores were observed 
in item 2 and item 4, respectively. Higher scores indicate 
strong perception along that dimension. The skewness 
scores range from − 1.13 on item 4 to 0.56 on item 2. That 
is from most negative to positive.

Table 1  Personal and clinical characteristics of the participants

Variable Minimum Maximum Mean ± SD Median (IQR) Skewness Kurtosis

General characteristics

  Age (years) 21 70 47.4 ± 15.3  − 0.46  − 0.99

  Weight (kg) 55 180 75.3 ± 17.2 3.61 16.00

  Height (m2) 1.5 1.9 1.7 ± 0.1 0.01 0.15

  BMI (kg/m2) 18.0 80.0 27.0 ± 11.1 4.31 20.96

Pain characteristics

  Current pain 2 9 5.1 ± 1.6  − 0.02 0.06

  Average pain 2 9 5.0 ± 1.9  − 0.02  − 0.86

  Best pain 2 9 5.7 ± 2.0  − 0.28  − 0.67

  Worst pain 2 9 5.8 ± 1.8  − 0.45  − 0.17

Illness perception

  Consequences 0 10 6.0 (4.0–7.0) 0.00 0.02

  Timeline 0 10 3.0(1.0–7.0) 0.56  − 0.96

  Personal control 0 10 5.5(3.0–7.0)  − 0.32  − 0.81

  Treatment control 1 10 8.0(7.0–9.8)  − 1.13 0.76

  Identity 1 10 5.0(3.0–6.0) 0.39  − 0.23

  Concerned 2 10 7.0(4.3–9.0)  − 0.28  − 1.35

  Coherence 2 10 6.0(5.0–8.0)  − 0.08  − 0.49

  Emotional response 0 10 5.0(2.0–7.0) 0.01  − 1.15
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Table 2 shows the psychometric properties of BIPQ-Y. 
The results (correlation coefficient(r)) of the concurrent 
validity of the BIPQ-Y (correlation between the English 
and Yoruba versions of Brief-IPQ) shows excellent cor-
relation with items ranging from 0.978 to 1.0 (Fig.  1). 
The lowest and highest correlation coefficient [r = 0.978 
(p = 0.001) and r = 1.000 (p = 0.001)] were observed for 
items 6 and 1, respectively. The correlation coefficient 
score for the total score of the BIPQ-Y was r = 0.996 
(p = 0.001). The Cronbach alpha coefficient for the inter-
nal consistency of BIPQ-Y was moderate (α = 0.52).

Convergent validity of the BIPQ-Y (using the FABQ) 
yielded a non-significant negative correlation of 
r =  − 0.129 (p = 0.514) and r =  − 0.150 (p = 0.445) for 
FABQ-work and FABQ-physical activity scale, respec-
tively (Table  3). Likewise, the correlation coefficient for 
the discriminant validity of the BIPQ-Y using the QVAS 
scale was r =  − 0.050 (p = 0.801) (Table 3). The confirma-
tory factor analysis of the BIPQ-Y is presented in Table 2 
and Fig.  2. The factor loading for eight items ranged 
from − 0.071 to 0.799, and the factor loadings were good 
for only three items (5, 7, and 8). The one-model fac-
tor returned a satisfactory close fit after modification. 
The modification including three correlations residu-
als ranging from 0.37 to 0.50 [Comparative Fit Index 
(CFI) = 0.938; Tucker-Lewis Index (TLI) = 0.898; root 
mean square error of approximation (RMSEA) = 0.80 
(90%CL = 0.00–0.20)].

The composite reliability was good (0.68). The test–
retest reliability of the BIPQ-Y within 1-week interval 
was assessed using ICC as presented in Table 2. The ICC 
scores range between 0.833 and 0.973. Visual limit of 
agreement is shown in Fig. 3.

The known-groups validity of the BIPQ-Y item in 
terms of age group and gender, is presented in Table  4. 
The result showed a significant difference in the ‘time-
line’ item 2 and ‘emotional response’ item 8 (F = 11.917; 
p = 0.001and F = 3.421; p = 0.033). For the known-group 
validity of the BIPQ-Y item by gender, the result showed 
that males had significantly higher mean scores in item 2 
(p = 0.024) and item 4 (p = 0.027).

Discussion
This study aimed to translate, cross-culturally adapt, 
and test the psychometric properties of the BIPQ-Y. The 
patients in this study were those with chronic LBP. The 
age (47 ± 15.3  years) of the patients with chronic LBP 
observed in this study is within the age range of < 40 
and  >  60  years, in which LBP has been reported to be 
common [34]. Furthermore, age has been reported as an 
important factor needed to comprehend psychosocial 
construct among patients [35, 36]. This is because basic 
cognitive functions such as attention and memory are 

mostly affected by age [35, 36]. Therefore, it is implied 
that patients in this study have the capability to compre-
hend the Brief-IPQ. Moreso, they were also literate in 
both English and Yoruba.

The Beaton et  al. [31] guideline for the translation of 
the tool was employed in this study. Accordingly, the 
translation process included forward translation, synthe-
sis, backward translation, expert committee review, and 
pilot testing. It is postulated that the reliable application 
of questionnaires to a local language, and cross-cultural 
adaptation of specific questionnaires is not simple as not 
only language differences but also cultural differences 
should be taken into consideration for the reliability and 
the validity of questionnaires to be preserved [31]. Based 
on the foregoing, the cross-cultural adaptation of the 
Brief-IPQ was performed using expressions that are rela-
tive to the semantic, idiomatic, and conceptual equiva-
lence, while preserving the original concepts.

There are many ways in which translated question-
naires could be tested for their psychometric compara-
bility with the source version. In this study, the objective 
was to ensure that the BIPQ-Y has the psychometric 
properties needed for the intended application. A valid 
response rate of 100% was recorded in this study (as there 
were no invalid surveys), suggesting that the BIPQ-Y was 
an acceptable tool of outcome measure for knowing the 
illness perception. Thus, based on difficulty and quality 
rating, the BIPQ-Y had a high rate of data completion, 
with good quality data in the study population. From this 
study, a high concurrent validity was found for BIPQ-Y 
with items having correlation coefficient ranges greater 
than 0.70. The concurrent validity for the total score 
found in this present study exceeds the cut-off value 
of 0.7 which was considered desirable for good valid-
ity of the new tool [15]. Therefore, the BIPQ-Y has an 
acceptable concurrent validity (r = 0.996; p = 0.001). The 
Cronbach alpha scores fell within the excellent ranges 
recommended in the literature. The Alpha values of each 
item did not change substantially relative to the Alpha of 
the BIPQ-Y total score and were satisfactory. These find-
ings indicate that all items in the BIPQ-Y are necessary 
for measuring illness perception, consistent with those 
reported for the version of Dutch (Cronbach’s alpha of 
0.74) [20], Chinese (Cronbach’s alpha of 0.783) [37], Pol-
ish (Cronbach’s alpha of 0.74) [38], and Turkish (Cron-
bach’s Alpha for subscales between 0.715 and 0.774). The 
internal consistency reliability is not evaluated for the 
versions of the original English [15]. Our results suggest 
that BIPQ-Y is unidimensional as the structural equation 
modeling yielded 1-factor structural. This corroborated 
that all the items in BIPQ-Y are necessary to capture ill-
ness perception among patients with chronic LBP. This 
construct of factorial validity was similar to a previous 
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study that reported an acceptable unifactorial nature of 
Brief-IPQ among patients with periodontal diseases [33].

For construct validity of the BIPQ-Y was assessed by 
comparing the BIPQ-Y scale scores and single items 
with those for the other instrument based on hypoth-
eses derived from theory a structured literature review 
of illness perception and was tested using the FABQ- 
and QVAS for its convergent and discriminant valid-
ity phases, respectively. The results for the convergent 

validity of BIPQ-Y with FABQ yielded negative corre-
lation co-efficient scores of r =  − 0.129; p = 0.514 and 
r =  − 0.150; p = 0.445 for FABQ-Work and FABQ-Phys-
ical Activities (which are the two components of the 
FABQ scale). The results indicate that BIPQ-Y has low 
or no significant convergent validity with FABQ-Work 
and FABQ-Physical Activities as previously hypoth-
esized. On the other hand, the finding on the discrimi-
nant validity of BIPQ-Y also indicates weak and low or 
not significant with a global score of QVAS.

For the test–retest reliability (within 1-week interval) 
of the BIPQ-Y, the ICC value for the total score is excel-
lent (ICC = 0.889), and it is better than those reported 
for the original English BIPQ [15]. For the original Eng-
lish test–retest (ICC = 0.48–0.70 with a 3-week inter-
val, and ICC = 0.42–0.75 with a 6-week interval). The 
results of the test–retest reliability of the translated ver-
sions of Dutch (ICC = 0.72) and Malay (ICC = 0.39 to 
0.70 with a 2-week interval, and ICC = 0.58 to 0.78 with 
a 4-week interval) were lower than the present study 
[20, 23]. The superior ICC in the present study might 
be due to differences in intervals between test–retest. 
The excellent test–retest reliability in this study for Yor-
uba BIPQ indicates the stability of the measurement in 
patients with chronic LBP.

Fig. 1  Scatter plot diagram showing the correlation between the English and Yoruba versions of Brief-IPQ

Table 3  Discriminant and convergent validity of the Yoruba 
version of Brief Illness Perception Questionnaire (BIPQ-Y)

Discriminant validity
(correlation between QVAS 
and BIPQ-Y)

Convergent validity
(correlation between FABQ and 
BIPQ-Y)

Variable r(p) Variable r(p)

Current pain  − 0.149 (0.449) FABQ-work  − 0.129 (0.514)

Average pain  − 0.149 (0.450) FABQ-physical 
activity

 − 0.150(0.445)

Worst pain 0.061 (0.758)

Best pain 0.160 (0.417)

Total pain scores  − 0.050 (0.801)
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Fig. 2  Structural modeling of Yoruba version of brief illness perception questionnaire

Fig. 3  Scatter plot diagram showing the correlation between test–retest of the Yoruba version of the Brief Illness Perception Questionnaire (BIPQ-Y)
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The results of this study on concurrent, reliability, and 
internal consistency indicate that the BIPQ-Y is a reli-
able and appropriate instrument to explore illness per-
ceptions in Yoruba-speaking patients with chronic LBP. 
And useful tools that are helpful in daily clinical practice 
and that may contribute to an increase in knowledge of 
illness perceptions. It is also comprehensible and fast to 
complete, as well as easy interpretation of scores mak-
ing it suitable for use in routine health care. The BIPQ-Y 
showed excellent psychometric properties comparable to 
the original English version, based on difficulty and qual-
ity rating. The BIPQ-Y had a high rate of data completion, 
with good quality data in the study population. Generally, 
the BIPQ-Y produced similar psychometric properties 
which are consistent with those reported for both the 
English and other translated versions. This study did not 
change the layout of the source of the BIPQ ensuring all 
the items were maintained. In addition, there was no sig-
nificant structural alteration made to the BIPQ-Y, other 
than required cultural adaptations. In sum, the BIPQ-Y 
has excellent reliability and validity scores, and these 
study results provide support to the application of the 
instrument in clinical practice and as a patient-reported 
outcome instrument to assess patient illness perceptions 
alongside other measures of health outcomes.

Conclusion
The BIPQ-Y is an appropriate outcome tool with excel-
lent psychometric properties for assessing illness percep-
tions of patients, especially those with chronic LBP.
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