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ABSTRACT

Low back pain (LBP) is a disease disturbing daily live activities among
people in their early and late adult ages. Numbers of patients have been increasing in
Vietnam in the past decade. Treatment of patients with LBP aim to restore their
function to their optimum level. The aim of this study was to examine the functional
recovery and the association between pain, the self — efficacy, anxiety and depression,
comorbidity and functional recovery. Self — efficacy theory was used as a framework
for this study. A descriptive correlational research was conducted among 126 patients
with LBP in Rheumatology unit at Bach Mai hospital, Hanoi, Vietnam. The sample
were 18 years and above. Data were collected by using patients’ hospital record and
interviewing them with interviewing forms. Spearman’s rho was employed to test the
association among all variables. The result showed that there was nearly equal
distribution between males (52.4%) and females (47.6%), while the age of the
patients ranged from 18 to 88 years. The average was 54.84years (SD = 17.11 years).
Regarding the functional recovery, majority of the patients (69%) demonstrated
moderate disability level whereas 7.9%. demonstrated severe disability. Patients with
crippled or bed-bound level were not found. Pain was negatively medium correlated
with functional recovery at r = - .556, p = .000, anxiety had a negative correlation with
functional recovery (r = -.378, p =.000) and depression had a negative medium
correlation with functional recovery (r = -.538, p=.000). Pain self — efficacy had
positive medium correlation with functional recovery (r = .478, p =.000).
Nevertheless, comorbidity had no correlation with functional recovery (p = .105). In
conclusion, majority of the patients with LBP witnessed moderate and severe
disability. In order to improve their functional recovery, it is recommended that nurses
should assess and control patients’ pain. The patients’ anxiety and depression should
be well managed. The patients’ self-efficacy should be enhanced. A comprehensive
guideline to improve patients’ recovery should be developed and tested for its
effectiveness through a quasi-experimental research.

KEY WORDS: FUNCTIONAL RECOVERY/ LOW BACK PAIN/ SELF -
EFFICACY/ ANXIETY/, DEPRESSION AND COMORBIDITY
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CHAPTER |
INTRODUCTION

1.1 Background and significance of the study

Low back pain (LBP) is a common disorder associated with the back’s
muscles and bones where have five lumbar vertebrae from L1 to L5, sometimes
related to the sacrum. LBP may be classified by duration as acute (pain lasts less than
6 weeks), sub-chronic (6 to 12 weeks), or chronic (pain lasts more than 12 weeks and
is typically referred to as being specific or non-specific (Andersson, 1999; Merskey
and Bogduk, 1994).

LBP is global health problem in worldwide, The World Health
Organization shows that 20% of the world population who have back pain experiences
annually (Ehrlich, 2003) and approximately 36% for LBP (Hoy et al., 2010). The other
study showed about 40% people who have LBP at some point of their lives (Hoy,
Bain, Williams, et al., 2012). Besides that, 75% of patient with LBP complain after a
1- year follow-up, 30% of patients developed disabilities associated with work and
daily activities as well as symptoms of anxiety and depression (Lam et al., 2007). In
Asia, the lifetime prevalence of LBP is above 61.3 % in rural area in Korea (Hoy et
al., 2014). In Viet Nam, 11.2% patient with LBP (Hoa et al., 2003). It can be said that
LBP influences on normal function or activities of patients.

LBP influences on patient’s physical activities. Motor skills of patients can
impair markedly. Patients may have difficult movements of spine back like bending
and rotation. LBP also has a significant impact on psychological well-being of people
because it requires an individual with LBP to be involved in long-term treatment for
many unpleasant symptoms that inhibit patients’ normal physical functions. The
common psychological problems include depression, anger, denial, helplessness,
anxiety, loss of control, fear of death, and feeling of guilt (Bonner & Douglas, 2014).
The high number of people suffering from LBP may cause a significant

socioeconomic burden on health care systems, social care, and the government. The
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cost of treatment and caring of people with LBP and the associated consequences of
LBP is increasing every year. In the United States, a study of the 354 million patient
visits per year for acute care, only 42% are seen by primary care providers: 28% are
seen in the emergency room and 20% are seen by specialists (Weinick, 2010).
According to the Netherlands’ report, more than 5 million patients saw general
practitioners and over 1 million ones visited physiotherapists (Lambeek, Tulder,
Swinkels, et al., 2011), which the annual economic burden for LBP increase to €3.5
billion, of which 12 % is direct costs for health care (for instance, care services utility,
diagnosis, medicines, and treatment methods) and the indirect costs such as the day off
work and disability were 88 % (Lambeek et al., 2011). As aforementioned, functional
recovery after having LBP is an ultimate goal of every patient who suffers from this
symptom. The details are describing below.

According to the extensive literature review, there are many factors related
to functional recovery among patients with LBP. Self — efficacy is very important
factor that improves functional recovery of patient with LBP (Kamper, Apeldoorn,
Chiarotto, et al., 2014; Monticone, Ferrante, Rocca, et al., 2013). Moreover, self —
efficacy can predict functional recovery. According to Bandura (1986), the self-
efficacy is the belief in one’s ability perform successful special task or behaviors to get
desirable outcome. There are four components in self — efficacy theory including
mastery experience, enactive attainment, vicarious experience, verbal persuasion and
physiological feedback. The theory explains that when a person has mastery
experience, he or she will have strong belief in his/her own capability with vicarious
experience and external verbal persuasion from others (health care team, nurses,
family members) so a person will response by any demonstration of the feedback.
Therefore, self — efficacy can be used to explain the phenomena of patients with low
back pain who should have confidence to perform activities to achieve the desired
goals (physical function) very well. A research illustrated that a reduced self — efficacy
is related an increased level of disability (p < .001) (Vieira et al., 2014). The other
study showed that self - efficacy was significantly associated with positive
associations with physical function at (r = 0.5), and psychological functioning (r =
0.45) (Ferreira - Valente, 2014). Moreover, recent studies have shown that self-

efficacy approaches are effective in reducing pain, disability, and that they improve
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work status, functional recovery of patients with LBP (Kamper, Apeldoorn, Chiarotto,
et al., 2014; Monticone, Ferrante, Rocca, et al., 2013)

Pain intensity is often associated with disability and physical function
(Nieto et al., 2009; Turner et al., 2004). Pain is associated with a range of
psychological, physical, and social factors, (Gatchel et al., 2007; Waddell et al., 1992),
factors which are also associated with disability. A research has shown that percentage
of LBP patients majorly focus on pain and complaints of physical symptoms, and they
are less paying attention to recovery of functional capacities (Buchbinder, 2008).
Patients’ attitudes concentrate on back pain and their illness’ knowledge are vital of
this problem. Particularly, cognitions such as fear avoidance beliefs and passive
coping strategies play an important role in disabling LBP in many patients (Nicholas,
Linton, Watson, et al., 2011). The high rates of disability and health care utility focus
on pain, instead of functional recovery of LBP patients.

Anxiety and depression has been found among patients with chronic LBP
and they were positively associated with physical and mental health (Sagheer et al.,
2013; Bean et al.,, 2014). Depression was the most powerful factor related to
disability of chronic LBP among depression, anxiety and somatic symptoms
(Hung, Liu & Fu, 2015). Depression was present 21.4% of patients and associated
with greater fear avoidance beliefs and lower self — efficacy (Vieira et al., 2014).

People with LBP have several comorbid condition which also have impact
on their functional recovery. Comorbidity is associated with increased costs
(Ritzwoller et al., 2006; Nimgade et al., 2010), negative functional status (Fanuele et
al., 2000; Pinto-Meza et al., 2006). Robinson stated that diabetes might lead to
increase to disc prolapse (Robinson et al., 1998). Dickens included that the correlation
between depression and back pain behavior is difficult to determine (Dickens et al.,
2002). McIntosh reported that the physical comorbidity such as hypertension, diabetes,
chronic obstructive pulmonary disease, coronary artery disease, rheumatoid arthritis,
non-spinal malignancy or any other non-spinal condition had no significantly different
in outcomes. However, this clinical approach to chronic LBP with an associated
physical comorbidity might initially seem more complex (Mclntosh et al., 2011). In
addition, a study showed that patients with chronic LBP had a greater comorbidity

burden including a significantly higher (p < 0.001) frequency of musculoskeletal
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(Gore, 2012). The other research described the presence of any comorbidity in patients
with chronic LBP may be associated with a significantly longer duration of work
disability (Ritzwoller et al., 2006).

In Vietnam, although there are 10% of people suffering from LBP (Hoa et
at., 2003), the scientific study is still limited so that there is inadequate scientific
evidence to support the phenomena of people with LBP. Accordingly, the clinical
research in this matter is needed.

The consequences of LBP create an impact on patients’ functions. Thus,
identifying some factors such as pain, self — efficacy, anxiety and depression,
comorbidity related to functional recovery as well as providing nursing care program
will assist Vietnamese people with LBP to be able to recover their functions and
health.

1.2 Research question
What are factors associated with functional recovery among patients with

low back pain?

1.3 Purpose of the study
1.3.1 To evaluate the functional recovery among patients with LBP
1.3.2 To identify the association between pain, self — efficacy, anxiety and

depression, comorbidity and functional recovery among patients with LBP.

1.4 Hypothesis

1.4.1 Self — efficacy is positively associated with functional recovery
among patients with LBP.

1.4.2 Pain is negatively associated with functional recovery among
patients with LBP.
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1.4.3 Anxiety and depression are negatively associated with functional
recovery among patients with LBP.

1.4.4 Comorbidity is negatively correlated with functional recovery among
patients with LBP.

1.5 Conceptual framework

Self — efficacy theory (Bandura, 1986) is utilized as framework. When
patients with LBP has mastery experience, he or she will have strong belief in his/her
own capability with vicarious experience and external verbal persuasion from others
(health care team, nurses, family members) so a person will response by any
demonstration of the feedback. The feedback as proposed in self efficacy theory while
applying in this study it refers to functional ability or so called functional recovery.
There are some factors that correlated with functional recovery among patients with
LBP. Those include pain, self — efficacy, anxiety and depression, and comorbidity.
Patients with LBP can lead to disability. When patients have the belief in their ability
they can perform successful special task or behaviors to get desirable outcome.
Anxiety and depression may be found in chronic low back pain and correlated to
functional recovery. When patients have anxiety or depression, their functional
recovery decreases. Similar to co-morbidity, patients who have underlining chronic
illness such as heart diseases, chronic kidney diseases, hypertension would have low
functional recovery.

The relationship among independent variable and dependent variable is
illustrated in the following conceptual framework that is modified from Self — efficacy
theory (Bandura 1986).
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Self -efficacy

Functional recovery

|
[ Pain

Anxiety and
depression

)

Comorbidity

Figure 1.1 The framework of research study shows association between pain, self —
efficacy, anxiety and depression, comorbidity and functional recovery of patients with
LBP.

1.6 Scope of the study
This study aims to assess factors associated with functional recovery
among patients with LBP who come for the treatment as an in patients at

Rheumatology ward, Bach Mai hospital, Hanoi, Vietnam.

1.7 Expected outcomes and benefits

1.7.1 Nurses can use this knowledge to improve functional recovery
among patients with LBP during hospital stays.

1.7.2 Nurses as well as other health care teams can evaluate and develop
guidelines for management of low back ache in clinical nursing practice effectively
before treatment.
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1.7.3 This knowledge can be used for the researchers in the other fields of

low back ache studies.

1.8 Definition of terms

1.8.1 Pain Self- efficacy. According to Bandura (1986), the self- efficacy
is the belief in one’s ability perform successful special task or behaviors to get
desirable outcome. In this study, based on self — efficacy theory, pain self - efficacy
referred to the strong beliefs of patients with LBP in their own capacity to perform
activities they pursue the desired goals. In this study, pain self - efficacy referred to the
confidence patients have toward their management toward LBP and was measured by
using The Pain Self-Efficacy Questionnaire (PSEQ) (Nicholas, 2007).

1.8.2 Pain referred to patients’ perception on the level or intensity of pain
they perceived at the lower back area. This pain perception is related to patients’
pathology with the bony lumbar spine, lumbar discs, ligaments around those area,
spinal cord, nerves, and muscles of the low back area. In this study, pain was
measured by Numerical Rating Scale. Numerical rating scale (NRS) is a common pain
scale being used in clinical practice as well as in clinical research. This pain scale was
developed by McCaffery in the year 1968 (Bijur, , Latimer, Gallagher, 2003) and has
been tested for its reliability in various group of patients including patients with acute
and chronic pain showing the alpha Chronbach ranging from .8 to .91 (Koneti &
Jones, 2016).

1.8.3 Anxiety/ depression are the mood disorders of patient. It referred to
a feeling of unpleasant, uneasiness, uncertainty resulting from a real or perceived
threat. The actual sources of anxiety may be unknown or known (Vacarolis, Carson, &
Shoemaker, 2006, p. 213). In this study, Hamilton Anxiety Rating Scale (HARS)
which is in the public domain will be used to measure the severity of symptoms of
anxiety, which includes evaluation of 14 symptoms and signs. Depression can be
measured by Hamilton Depression Rating Scale (HDRS) that is in the public domain.
This scale is used to identify severity of depressive symptoms and including 17 items.

The range of scores for depression severity are determined as: no depression, score
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<10; mild depression, score 10-13; moderate depression, score 14-17; severe
depression, score >17).

1.8.4 Comorbidity is other illnesses that the patients had before the study.
There are many comorbidities that can exist for patients with chronic LBP. Mclntosh
stated that the physical comorbidity of patients with chronic LBP such as
hypertension, diabetes, chronic obstructive pulmonary disease, coronary artery
disease, rheumatoid arthritis, non-spinal malignancy or any other non-spinal condition
(Mclntosh et al.,2011). In this study, comorbidity will be measured by the form
developed by the researcher. This form comprises items of common chronic diseases
found among adult patients including hypertension, heart disease, renal disease and
other chronic diseases.

1.8.5 Functional recovery is the ability to perform activities of daily living
(Katz & Stroud, 1989). In this study, functional recovery refers to as an outcome
measure in patient with LBP and will be measured by The Oswestry Disability Index
(Fairbank, Couper & Davies, 1980) that is used to assess patient’s disability with LBP
by clinicians and researchers. There are ten parts which have been described limitation
of daily living activities including 1) Pain Intensity, 2) Personal care, 3) Lifting, 4)
Walking, 5) Sitting, 6) Standing, 7) Sleeping, 8) Social life 9) Travelling 10) Changing
Degree of Pain. Each section has six statements and each statement described degree

of difficulty in the activity.
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CHAPTER II
LITERATURE REVIEW

This chapter provides a literature review of factors associated with
functional recovery among patients with low back pain (LBP). The contents enhance
the understanding of phenomena of functional recovery among patients with LBP
based on self- efficacy theory as following 4 issues including the conclusion part:

2.1 Problems among patients with LBP

2.1.1 Incidence of LBP
2.1.2 Classification of LBP
2.1.3 Pathophysiology of LBP
2.1.4 Signs and symptoms of LBP
2.1.5 Treatment for LBP.
2.1.6 Impact of LBP
2.2 Functional recovery among patients with LBP
2.2.1 The concept of functional recovery
2.2.2 Functional recovery among patients with LBP
2.2.3 Measurement
2.3 Self - efficacy theory as a conceptual framework to explain functional
recovery among patients with LBP
2.3.1 Self efficacy theory
2.3.2 Self efficacy theory and the patients with LBP
2.4 Factors associated with functional recovery among patients with LBP.
2.4.1 Self efficacy and its association with functional recovery
among patients with LBP
2.4.2 Pain level and its association with functional recovery
among patients with LBP
2.4.3 Anxiety/ depression and its association with functional

recovery among patients with LBP
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2.4.4 Comorbidity and its association with functional recovery
among patients with LBP.

2.5 Conclusion

2.1 Problems among patients with LBP

2.1.1 Incidence of LBP

LBP is global health problem in worldwide, according to the World Health
Organization shows that 20% of the world population who have back pain experiences
annually (Ehrlich, 2003) and Hoy et al., 2010 also finds that approximately 36% for
LBP. The prevalence of chronic LBP ranges between 9% and 21% and many studies
have showed that this pain is related to most cases of disability and leave of absence
from work (Webb et al., 2003; Freburger et al., 2009; Sa et al., 2008). Disability in
patients with chronic LBP varies between 11% and 76% (Wynne-Jones et al., 2008;
Coté et al., 2008). The literature reviews finds that about 40% people who have LBP at
some point of their lives (Hoy, Bain, Williams, & al, 2012), 75% of patients with LBP
complain after a 1- year follow-up and 30% of patients developed disabilities
associated with work and daily activities as well as symptoms of anxiety and
depression (Lam et al., 2007). In Asia, the lifetime prevalence of LBP is above 61.3%
in rural area in Korea (Hoy, March, Brooks, & et, 2014). According to
Sitthipornvorakul et al., 2015, there were 14% workers with sedentary job
experienced LBP. In China, back pain is a common problem among Chinese farmers
and it was popular for females. A survey was conducted in 2008 in a Northern China,
38.4% famers reported back pain and two — thirds of farmers with back pain (66%)
reported that back pain influenced on work quantity and quality (Liu et al., 2012). In
Viet Nam, according to Nguyen Thi Minh Hoa, the prevalence of LBP was 11.2%
(Hoa et al., 2003). Also, Nguyen Thi Thanh Thuy, 2014 described that prevalence of
chronic pain was 31.04%. The more proportion of pain increased in women, elderly,
unemployed, retired persons, people with poor education and low income. The popular
location of pain was LBP with 28.93%. It can be said that LBP influences on normal

function or daily activities of patients.
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2.1.2 Classification and pathophysiology of low back pain

LBP was classified into 4 main categories; 1) Musculoskeletal or pain
related to muscle and bone, 2) Inflammatory pain which associated with inflammatory
mechanical process, 3) Malignancy or pain related with cancer cells, and 4) Infection
or pain related with infectious process (Andersson, 1999; Merskey & Bogduk, 1994).

LBP is a common disorder associated with the back’s muscles and bones
which related with the position or alignment of back. Almost a half of people
suffering with LBP was due to this cause. According to the duration of pain, LBP
could be classified by 3 levels; acute LBP referred to pain that lasts less than 6 weeks,
sub-chronic LBP referred to pain duration from 6 to 12 weeks, and chronic LBP
referred to pain that lasted more than 12 weeks and related to specific or non-specific
pain (Andersson, 1999; Merskey and Bogduk, 1994).

The lumbar includes five vertebrae (L1-L5), sometimes including the
sacrum. The fibro-cartilaginous discs is between these vertebrae, which performs as a
cushion between each vertebral disc and serves as a protector of the spinal cord.
Ligaments and muscles of the back as well as abdominal muscles function to maintain
stability of the spine. Facet joints or small joints in spinal column have functions on
movement of the spine (Floyd & Thompson, 2008).

The muscles of multifidus of the lumbar are vital to keep the spine straight
and stable when patient has movement of sitting, walking and lifting (Ebadi,
Henschke, Ansari, & al, 2014). An issue with these muscles is occurred in patients
with chronic LBP due to inappropriate uses of muscles to avoid the pain. The
explanation is that, pain can only be released temporary and the chronic pain will
continue to occur (Smith & Grimmer-Somers, 2010).

There is a gelatinous core surrounded by a fibrous ring in an intervertebral
disc. Normally, the circulatory or nerves are not provided to most of the disc — blood
and nervous systems but they are outside of the disc.

When people become older, their disc would loss flexibility and ability to
absorb physical forces hence it will lead to decreased their capability to deal with
physical forces or physical stress (Seco, Kovacs, & Urrutia, 2011). As a consequence,
the ligaments of the spine will become thicken and the bony part of vertebrae will be

enlarged. The space inside the spinal column become narrow. Major problems that
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will take place include disc degeneration, herniated disc material and increased

pressure on nerve root resulting in LBP (Seco et al., 2011; Middelkoop et al, 2010).

Pain sensation

Pain is an unpleasant feeling that was occurred when the body’s tissues
were damaged by internal or external reasons. There are four steps of feeling
pain: transduction, transmission, perception, and modulation (Salzberg, 2012). Pain
was detected by the nerve cell in the dorsal root ganglia and fibers. The signals of pain
were transmitted to the spinal cord (Patel, 2010). From the beginning, the electrical
signal from sensory nerve cells was transducted, which are triggered by pain-causing
event. and carried to the posterior horn of spinal cord and then to the brain stem and
another parts of brain namely thalamus and limbic system. The pain perception were
processed in the brain via the pain signals and then the brain could increase or
decrease the release of neurotransitters in order to alter the further nerve impulses.
However, the pain sensation sometimes send the wrong signal and then the body may
react inproperly, for example pain sensation occur without any extraneous stimuli and
over pain sensation than normal level. Moreover, it includes the occurrence of pain
from some event which is not related to pain. Those aforementioned can lead to
chronic pain (Salzberg, 2012).

Degenerative process was not clear for the relationship between
intervertebral disk degeneration and LBP. On the other hand, according to the
biomechanical of the disk structure, when the chemical mediators released and there
was change in sensitization of nerve endings. Moreover, neurovascular ingrowth into
the degenerated disks could cause the development of pain. Most of the people
suffered from nonspecific LBP and a degenerating disc or arthritis were most common
issues. Degenerative disc disease could be caused by wear and tear or the collapse of
the spinal discs, which could develop the changes of the construction of bone spurs.
These changes were common with aging process and there was no pain and other
symptoms. Therefore, the degeneration of disc was diagnosed by X-rays.

Facet joint arthroplasty related to inflammation of the joints linking the

vertebrae and facet joints, which developed the bone spurs around the joint and might
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lead to LBP. However, this inflammatory was popular for aging process and there was
no symptoms.

Spondylolisthesis referred to one of the vertebras of the back spine
stumbled. The major cause of spondylolisthesis was stress on the joints of back spine
and might be related to inflammatory of facet joints. This problem could lead to LBP
or no symptoms and it was seen on X-rays.

Herniated disc refered to wear and tear on the discs of the spine. These
conditions were the extrusion of the soft inner tissue and the tear of the outer covering.
The most common symptom was leg pain, sometimes, people dis not have no any
symptoms so herniated disc was dignosed by X-rays.

Lumbar spinal stenosis referred to vertebral canal that was narrowed. The
cause was due to the inflammatory of the damaged discs. The elderly was popular for
spinal stenosis, which could develop neurogenic claudication. However, there were no
any symptoms for this condition.

In younger people, LBP was very common in inflammation condition such
as ankylosing spondylitis

Moreover, the work related to LBP such as driving or sitting and standing
for a long time, heavy lifting or lifting improperly, poor posture. Psychological factors
might associate with LBP such as tension, stress, the dissatisfaction of the job,

boredom.

2.1.4 Signs and symptoms of LBP

Acute LBP was the most popular and it was associated with movements
such as lifting, twisting, or forward-bending. The symptoms included:

Tenderness at a particular point to diffuse pain.

Sometimes, this condition was not related to movements, such as raising a
leg, sitting or standing for a long time.

Pain may be radiated down the legs.

The age from 20 — 40 years were the most common for acute LBP with the
first experience.

People with the repeated episodes were often more painful than the first

experience.
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Chronic LBP was related to sleep disorders such as difficult to fall asleep,
disturbances during sleep, sleeping for a short time. Depression and anxiety might

occur in this condition.

2.1.5 Treatment of LBP

In general, treatment for LBP can be divided into 2 methods. First is the
method focusing on acute pain and the second is the method focusing on chronic pain.
When patients with LBP develop serious nerve damage or changed in bodily structure,
surgical procedures are recommended. There are some supportive evidences for
treatment of LBP include:

Hot or cold packs: They may help ease pain and decrease inflammation
for people with acute, sub-acute, or chronic pain, although they have not been proven
to resolve low back injury quickly. Therefore, they allow for greater mobility among
some patients.

Activity: limitation of bed rest should be suggested. Patients should do
exercises and continue normal daily activities as soon as possible. However, patients
should avoid movements that lead to pain. Many strong evidences indicate that
persons who perform their activities without bed rest, they have better flexibility of
lumbar spine than those who rested in bed for a week. Other research suggest that
there are some secondary complications such as depression, decreased muscle tone,
and blood clots in the legs due to the bed rest alone.

Strengthening exercises: beyond general daily activities, are not
suggested for acute LBP, but they are effective for recovery from chronic or sub-acute
lumbar pain. Maintaining and building muscle strength play important role in
individuals with skeletal irregularities. The benefits of exercises may improve
coordination and enhance proper posture and muscle balance. Evidence supports show
that yoga is beneficial to ease chronic LBP.

Physical therapy programs: The core muscle groups that are supportive
for lumbar spine may be stronger, the mobility and flexibility can be improved, as well
as promoting proper positioning and posture.

Medications: A various medications are used to treat acute and chronic

LBP. Some drugs may be unsafe during pregnancy, may interact with other
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medications, causing side effects such as liver damage or gastrointestinal ulcers and

bleeding. Health staff should give advice to patients before use.

2.1.6 Impact of LBP

LBP influences patient’s physical activities. Motor skills of patients can
impair markedly. Patients may have difficult movements of spine back like bending
and rotation. Salvetti and the others conducted a cross-sectional study in 177 patients
suffering with chronic LBP in one public and one private hospital in Sao Paulo, Brazil
in the year 2008. The result illustrated that the age of participants was between 46 and
65 years (57.6%) and female is popular (72.3%). The prevalence of LBP related to
intense pain (61.6%), which persisted for more than four years (63.3%) and a higher
disability prevalence ratio was observed among patients with intense pain (p<0.001)
(Salvetti et al., 2012).

LBP also has a significant impact on psychological well-being of people
because it requires an individual with LBP to be involved in long-term treatment for
many unpleasant symptoms that inhibit patients’ normal physical functions. The
common psychological problems include depression, anger, denial, helplessness,
anxiety, loss of control, fear of death, and feeling of guilt (Bonner & Douglas, 2014).
The study of Salvetti et al., 2012 showed that 36.7% of patients with LBP obtained
scores compatible with dysphoria or depression, 33.3% were fatigued and high levels
of fear-avoidance beliefs were observed (61.0%).

The high number of people suffering from LBP may cause a significant
socioeconomic burden on health care systems, social care, and the government. The
cost of treatment and caring of people with LBP and the associated consequences of
LBP is increasing every year. In the United States, a study of the 354 million patient
visits per year for acute care revealed that 20% of them needed to meet with
orthopedic specialists for their treatment and 28% needed to be treated in an
emergency room because they developed unexpected severe pain which led to very
high medical expense, (Weinick, 2010). The studies in the USA from the year 2006 to
2012 found that each year there are economic burden from patients with chronic LBP
from direct and indirect cost. The direct cost includes medical expense, surgery and

advance investigation while indirect cost refers to decreased work productivities from
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sick leave or decreased hours of work per day (Dagenais et al., 2008; Juniper, Le, &
Mladsi, 2009; Katz, 2006; Mehra, Hill, Nicholl, & Schadrack, 2011; Ritzwoller,
Crounse, Shetterly, & Rublee, 2006; Gore et al., 2012).

According to the Netherlands’ report, more than 5 million patients met
with general practitioners and over 1 million ones visited physiotherapists (Lambeek,
Tulder, Swinkels, & al, 2011), which the annual economic burden for LBP increase to
€3.5 billion, of which 12 % is direct costs for health care (for instance, care services
utility, diagnosis, medicines, and treatment methods) and the indirect costs such as the
day off work and disability were 88 % (Lambeek et al., 2011). It can be concluded that
LBP is an importance health problem effecting productivity of the people. People
suffering with LBP demonstrated low productivity affecting socioeconomic status of
the country. As aforementioned, functional recovery after having LBP is an ultimate

goal of every patient who suffers from this symptom. The details are describing below.

2.2 Functional recovery among patients with LBP

2.2.1 The concept of functional recovery

Recovery is a process in which a person transit from stage of disorders,
illness either physically or mentally or both to the stage of normalcy. A person who
recover shows normal function or resuming the level of function at the same prior to
the occurrence of disease or illness. The concepts of recovery can be conceptually
viewed in both subjective or objective description. The objective view refers to the
ways other people perceive while the subjective view refers to what a person perceives
him or herself. Both view have common in the core concept such as: a process, a
change, becoming or getting better from the previous stage. Definition of recovery
from various literature are listed below:

“It can be concluded that a person has recovered when there are evidences
to show that his or her illness does not affect his or her daily activities. He or she is
able to maintain work, personal activities, social lives and interacts with friends,

family members and social activities.” (Liberman & Kopelowicz, 2005).
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“In term of mental health recovery, it refers to a transition process of
healing and transforming from being mentally disable to the stage of emotional or
mental well- being. A person who recover from mental health problem shows the
meaningful life according to his or her desire.” (Consensus Conference of Substance
Abuse & Mental Health Services Administration, 2005).

There is also definition of recovery that refers to returning to a previous
health conditions or to achieve life satisfaction with minimum amount or limited
resources (Davidson et al., 2005; Roberts & Wolfson, 2004).

In regard to functional recovery, there are various evidences supporting the
concept and characteristics. Systematic review stated that functional recovery refers to
the recovery of physical capability in performing the desired tasks. This systematic
review including eleven trials with 565 participants with total knee arthroplasty
(TKA), which was conducted to determine effectiveness of pre — operative
physiotherapy-based interventions on outcomes among patients with TKA. This
intervention can enhance strength and functional capability in order to optimize post-
operative rehabilitation. Specifically, the findings showed that pre — operative
physiotherapy — based interventions can improve sit-to-stand, stair climbing/
descending ability and standing balance post — TKA (p < 0.05) at 12 weeks after TKA
but do not have a significant effect on self-reported function, self-reported pain levels,
length of stay in the short-term ( Simmons & Smith, 2013).

Another case series study also stated that functional recovery related to
normal function in daily life as well as the functions in work life. The study was
carried out to determine the effect of loco-motor training on treadmill for three
participants (two males and one female) who have incomplete spinal cord injury. The
results illustrated that gait training on treadmill can improve motor recovery and
walking capability after training over four weeks on individuals with incomplete
spinal cord injury (Anwer et al., 2014).

In addition, functional recovery is associated with the relationship in
social function such as interpersonal relationship or social activities. The qualitative
study that was performed in a tertiary-referral center in Paris, France including twenty
five patients (11 men and 14 women), age ranged from 25 to 81 years. The aim of the

study was to identify the impact on relationship between patients with chronic LBP
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and family, friends, work colleagues. The authors found that the patients had negative
self-perception in social interactions such as shame of being disable and asking
someone to help and frustration related to difficulties to perform activities of daily
living. Some patients felt they were not able to perform their social role at home and at
work. Specifically, they were unable to care for their children or carrying heavy items
such as luggage (Bailly et al., 2015).

In conclusion, there are many definitions of functional recovery that refer
to various domains with purpose is to approach to daily activity normally. However,
the functional recovery among patients with LBP major mentions to be as an outcome

measure and will be defined the following part.

2.2.2 Functional recovery among patients with LBP

Recovery is commonly used to be as an outcome measure in LBP.
According to systematic reviews, functional recovery from LBP required the complete
absence of pain and was determined to base on low or zero scores on disability
questionnaires or required a return to previous levels of self-rated function. Besides
that, recovery also based on a combination of two or more domains, most commonly
low scores on pain and disability measures (Steven et al, 2012).

Functional recovery of patients with LBP can lead to early phase,
intermediate phase and late phase of recovery. Several studies have reported that acute
LBP enhances within four weeks, with 75 — 90% recovery and a recurrent rate of 60%
(Coste et al., 2004; Grotle et a., 2007). On the other hand, a small percentage of people
with acute LBP progress to have chronic LBP (Waddell et al., 2003; 2004). The
review of Iles and colleagues, 2009 illustrated that recovery expectations measured
within three weeks of LBP patients with the onset pain and are a strong predictor of
progression to chronic LBP.

The other study reported that a recovery pattern with no LBP after the few
weeks. There was a distinction between very early recovery and recovery within a few
weeks or between total recovery and recovery with some mild episodes during follow
— up. The proportion labeled recovery ranged between 17% and 37%. (Kongsted et al.,
2015)
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The study findings of O'Sullivan et al., 2015 showed that at the baseline,
based on the Oswestry Disability Index (ODI), the level of disability varied from low
(ODI value < 20%) to moderate (ODI value < 20% - 40%) to high ( ODI value >41%)

2.2.3 Measurement

Patients’ functional recovery can be measured by utilizing many
instruments. These days many theorists have developed and test the functional
recovery scales and tested for their psychometric property. Functional recovery can be
measured by The ODI which is one of the most commonly used outcome measures to
capture perceived disability in patients with LBP. The ODI has been translated and
validated cross-culturally in patients with LBP as a reliable, valid and responsive
measure of functional ability (Chapman et al., 2011; Payares et al., 2011; Denis and
Fortin, 2012). In a review performed by Vianin (2008), the ODI demonstrated high
test—retest reliability (r = 0.83 to 0.99), acceptable internal consistency and high levels
of responsiveness with areas under the curve ranging from 0.72 to 0.94. In addition, a
50% improvement reported on the ODI has been used in several research studies to
determine a successful response to treatment versus a failed response (Fritz et al.,
2009). The ODI contains ten parts which have been described limitation of daily living
activities including 1) Pain Intensity, 2) Personal care, 3) Lifting, 4) Walking, 5)
Sitting, 6) Standing, 7) Sleeping, 8) Social life 9) Travelling 10) Changing degree of
pain. Each section has six statements and each statement described degree of difficulty
in the activity. The scores in this scale range between 0 and 5 and the total score varies
from 0 to 100. The score is transformed to a percentage, with higher scores

representing more disability.
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2.3 Self - efficacy theory as a conceptual framework to explain

functional recovery among patients with LBP.

2.3.1 Self efficacy theory

According to Bandura (1986), the self- efficacy is the belief in one’s
ability perform successful special task or behaviors to get desirable outcome. There
are four components in self — efficacy theory including mastery experience or enactive
attainment, vicarious experience, verbal persuasion and physiological feedback. The
theory explains that when a person has mastery experience, he or she will have strong
belief in his/her own capability with vicarious experience and external verbal
persuasion from others (health care team, nurses, family members) so a person will
response by any demonstration of the feedback.

Self-efficacy (Bandura, 1986) has been shown to effect on health practices
as well as adaptation to illness and treatment. From the research, Bandura’s theory of
self — efficacy is applied in oncology patients. This theory suggests relationship
between self — efficacy and cancer prevention and self — efficacy and adaptation to
cancer. Cancer patients with strong self — efficacy is associated with increased
adherence to treatment, increased self — care behaviors and decreased physical and
psychological symptoms. The advanced practice nurse can give feedback to support
patient’s self — efficacy (Elise, 1997).

Self — efficacy theory was also applied in patients with diabetes. A
research was carried out to determine the relationships between self — efficacy, self —
care behavior, anxiety and depression for 201 Taiwanese patients with type 2 diabetes
from diabetes clinics at three teaching hospitals in Taiwan. The results revealed that
people with diabetes who had received diabetes health education, made clinical visits
regularly, adherent treatment and no smoking illustrated a high self — efficacy score (p
< 0.05). Self — efficacy among people with diabetes positively associated with illness
duration (p < 0.05), treatment (p < 0.01), and self — care behavior (p < 0.01). Self —
efficacy among patients with diabetes negatively associated with anxiety and

depression (p < 0.01). Self — efficacy can predicted anxiety and depression (p < 0.01).
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In this study, the findings described that enhancing self — efficacy levels might

decrease anxiety and depression (Wu et al., 2013).

2.3.2 Self efficacy theory and the patients with LBP

Based on self — efficacy theory, patients with LBP have strong beliefs in
their ability they can perform daily activities successfully in order to get optimal
outcomes although they have pain experience.

According to several recent papers, self — efficacy is very important factor
that improves functional recovery of patients with LBP ( Kamper, Apeldoom,
Chiarotto et al., 2014; Monticone, Ferrante, Rocca et al., 2013).

In addition, disability was clearly related to self — efficacy, especially, as
disability increased, self — efficacy reduced (Vieira et al., 2014).

Moreover, another study reported that a predominance of LBP patients
with low self-efficacy (67.2%) was associated with high disability prevalence ratio
among patients with intense pain (p<0.001) (Salvetti et al., 2012).

Self — efficacy is very important factor that can be predictive functional
recovery. The research of Kimiko et al, 2011 showed that patients with LBP had low
self — efficacy for functional activities witnessed lower physical activities.

In brief, self — efficacy is one of the most common factor that influences
on patients with LBP and especially functional recovery of those. The next part will be
mentioned to some factors that associated with functional recovery of patients with

LBP.

2.4 Factors associated with functional recovery among patients with
LBP

When the researcher implement extensive literature review, there are
researches and articles support that the functional recovery is depending on various

factors. Some factors will be described below:
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2.4.1 Self efficacy and its associated with functional recovery among
patients with LBP.

Self — efficacy is defined as “people’s judgments of their capabilities to
organize and execute courses of action required to attain designated types of
performances. It is concerned not with the skills one has but judgments of what one
can do with whatever skills one possesses” (Bandura, 1986).

Self — efficacy is vital factor that enhances functional recovery among
patients with LBP. According to Ferreira - Valente, 2014, the study was performed on
324 Portuguese patients with chronic musculoskeletal pain. The aim of the research is
sought to evaluate the importance of coping response, self — efficacy beliefs and social
support to adjust to those. The results showed that self - efficacy was significantly
associated with positive associations with physical function (r = .5) and psychological
functioning (r = .45).

The self — efficacy is an important factor that can predict functional
recovery. The research of Kimiko et al, 2011 accessed the preliminary reliability and
validity of the Low Back Activity Confidence Scale (LoBACS) for 74 patients with
LBP and lumbar surgery. Roland-Morris Disability Questionnaire (RMDQ) was used
to access the functional limitations of participant associated with his or her LBP and
The Modified Owestry Disability Index (MODI) was used to evaluate the perceived
difficulty of various activities such as employment and homemaking activity. The
findings described that mean (SD) of (RMDQ) is 28.62 (22.0) and range from 0 — 83
and mean (SD) of (MODI) is 23.96 (17.5) and range from 0 — 66. The authors also
found that patients with low self — efficacy for functional activities experienced poorer
physical performance.

On the other hand, higher levels of pain self — efficacy at baseline can
predict less evaluated pain at discharge (p = 0.001) (Skidmore et al, 2015), and
positive associated with levels of disability reduces (Woby et al, 2005).

The Pain Self — efficacy Questionnaire (PSEQ) is a 10 — item
questionnaire, it is developed in the 1980s by Michael Nicholas to access the
confidence people with ongoing pain have in performing activities while in pain.
PSEQ is used to measure all persisting pain presentation. It consists a range of

functions including household chores, socializing, work as well as coping with pain
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without medication. It takes two minutes to complete (Nicholas 2007). Participants are
asked to rate how confidently they can perform their activities at present in spite of
pain. They will answer by circling number on a 7 - point Likert scale under each item,
where 0 = not at all confident and 6 = completely confident. A total score, ranging
from 0 to 60, is calculated by adding the score for each item. Higher scores reflect
strong self — efficacy beliefs. The reliability and validity: Internal consistency is
excellent ( 0.92 Cronbach’s a) and test — retest reliability is high over a 3 — month
period (Asghari and Nicholas 2001). The reflection of validity is high association with
pain related to disability (Kaivento et al 1995). High PSEQ scores are related to
functional level in clinic and it is significant for patients with chronic pain (Nicholas
2007). Higher self — efficacy is likely to enhance and maintain the long term effects of
functional recovery (Keefe et al 2004). On the other hand, Patients with lower pain
self — efficacy can predict risk of long — term disability and depression (Arnstein

1999).

2.4.2 Pain level and its associated with functional recovery among
patients with LBP.

Pain refers to chronic LBP that pain persists 12 weeks or longer, even after
initial injury or underlying cause of acute LBP has been treated (National Institute of
Health, 2014).

Pain is major one of factors that associated with functional recovery
among patients with LBP and pain intensity is often associated with physical function
(Nieto et al., 2009; Turner et al., 2004).

A study describes that people who work in brick kiln in rural Southern
India, have severe musculoskeletal pain that interferes with activities of daily living
and reduces job satisfaction (Inbaraj et al., 2013). In addition, recovery expectations
were associated significantly with pain catastrophizing (r = -.41, p < .01) and pain
severity (r=-.27, p <.01) (Booth-Kewley et al., 2014).

The systematic review with meta-analysis of prospective inception cohort
studies with acute or sub-acute non-specific LBP. The study included ten studies
involving 4683 participants. The aim of the study was and outcome measure was

absent from work at a given time point greater than 12 weeks after onset of pain due to
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progression of chronic LBP. The results described that 59% of participants were male
and the mean age in each study ranged from 35 to 43 years. The recovery expectations
were significant greater odds of being absent from usual work in a given period more
than 12 weeks after the onset pain OR 2.17 (95% CI 1.61 to 2.91) (Hallegraeff et al.,
2012).

A multiple case-cohort study with the purpose was to examine the
effectiveness of cognitive functional therapy (CFT) for people with disabling
nonspecific chronic low back pain (NSCLBP) who were awaiting an appointment with
a specialist medical consultant. The sample size of the study was 26 people (14 female
and 12 male) provided consent form and entered the study. The findings reported that
the mean age of participants were 44.3 years (SD £ 9.7), their mean NSCLBP duration
was 141 months (SD £ 120), and their mean number of pain sites was 4.3 (SD + 1.9).
The effect of CFT intervention on functional disability of patients with NSCLBP was
significantly reduced (p<.001). The researcher further described that more than a half
of patients in the experimental group experienced less functional disability at the 1
year follow up visit. They also reported less pain comparing with the control group
(O'Sullivan et al., 2015).

Beliefs of LBP can relate to development of disability of patients with
LBP. A cross — sectional study investigated in 109 Chinese nurses and 165 Australian
Caucasian nurses. The results illustrated that Chinese nurses with LBP higher level of
fear avoidance beliefs and higher disability than Australian nurses with LBP. There
were more negative back pain beliefs were significantly correlated with higher
disability (Tan et al., 2015)

A cohort study with 1 — year follow —up was performed to identify
prognostic factors among patients with nonspecific LBP of more than 6 months
duration and degenerative lumbar osteoarthritis. The results showed that increased
pain is related to disability at one year in patients with impaired fasting glucose
tolerance (Wilkens et al., 2013)

Among patients with acute and chronic pain showing the alpha Cronbach
ranging from .8 to .91 (Koneti & Jones, 2016). Recently, NRS is recommended for
pain assessment in trauma patients both in pre hospital care and emergency room

(Scholten, et al, 2015). NRS is a rating scale showing number reflecting severity of
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pain from 0 to 10 in a horizontal line. Subjects will be asked to verbally rate their pain
on this scale with “0” equal to no pain and “10” equal to worst possible pain.

The researcher will properly instruct the subject in how to rate their pain
using the following statements:

1. I would like you to rate your pain on a scale from zero to ten.

2. ‘Zero’ means you have no pain at all.

3. ‘Ten’ means the worst possible pain you can image.

4. What number would you give to your pain?

The values on the pain scale correspond to pain levels as follows:

1 — 3 = mild pain

4 — 6 = moderate pain

7 — 10 = severe pain

2.4.3 Anxiety/ depression and its associated with functional recovery
among patients with LBP.

Anxiety and depression refer to patients’ mood disorders/ emotional well-
being in people with physical illness, minimizing contamination by physical
symptoms.

Literature has shown that anxiety and depression has been found among
patients with chronic LBP and they are positively associated with physical and mental
health (Sagheer et al., 2013; Bean et al., 2014). Depression was the most powerful
factor related to disability of chronic LBP among depression, anxiety and somatic
symptoms (Hung, Liu & Fu, 2015). Depression should be evaluated when investing
disability among patients with chronic LBP (International Journal of Psychiatry in

Medicine, 2015).

The cross - section research was carried out on 564 patients with non -
specific low back pain. Depression and anxiety were assessed with three instruments
including Mini international Neuropsychiatric Interview, the Hospital Anxiety and
depression Scale and Hopkins Symptom Checklist - 25. The research has been
reported that prevalence of anxiety accounted for 12% and those of depression was 4%

(Reme, Lie & Eriksen, 2014).
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Besides that, the findings of Vieira et al., 2014 described the prevalence of
depression (21.4%) among patients with LBP and it was associated with greater fear
avoidance beliefs and lower self — efficacy. The other study also found that the
significant relationship between depression and disability among chronic LBP at three
health services in Sao Paulo state (Salvetti et al., 2012). It has been demonstrated that
chronic LBP patients reported greater pain intensity, greater blood pressure reactivity,
and slower recovery time during an anger induction than a sadness induction as
compared with pain-free participants, even when controlling for the effects of other
negative emotions, such as sadness and anxiety (Burns, 2006).

In addition, a study was carried out on one hundred three LBP patients
with the purpose of assessing risk for developing chronic pain, and psychosocial
measures assessing anger, depression, anxiety, fear-avoidance, and pain-
catastrophizing before and after 4 weeks of initiating physical therapy. The findings
illustrated that significant relationship between measures of depression (r=0.59),
anxiety (r=.31) and LBP outcomes in primary care settings (Nisenzon et al., 2014).

According to the study of O'Sullivan et al., 2015, reduced disability after
recovery is primarily related to improvements in depression and anxiety. Therefore,
the authors examined the effectiveness of Cognitive Functional Therapy intervention
of patients with Nonspecific chronic LBP. The results in depression and anxiety were
improved and statistically significant (p < .0041).

Hamilton Anxiety Rating Scale (HARS) is in the public domain and is
used to measure the severity of symptoms of anxiety, which includes evaluation of 14
symptoms and signs. Each item is score on 5 - point scale, ranging from 0 (not
present) to 4 (severe). 0 = Not present, 1 = Mild, 2 = Moderate, 3 = Severe, 4 = Very
severe. The total of score is ranged from 0 to 56, under and equal 17 is mild severity,
18 — 24 is mild to moderate severity and 25 — 30 is moderate to severe. The time is
administrated about 10-15 minutes. (Hamilton, 1960). Hamilton Depression Rating
Scale (HDRYS) is in the public domain and is used to identify severity of depressive
symptoms and including 17 items. The range of scores for depression severity are
determined as: no depression, score <10; mild depression, score 10-13; moderate
depression, score 14—17; severe depression, score >17) It takes about 20 minutes

(Hamilton, 1960).
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2.4.4 Comorbidity and its associated with functional recovery among
patients with LBP. People with LBP have several comorbid condition which also
have impact on their functional recovery. A study showed that patients with chronic
LBP had a greater comorbidity burden including a significantly higher (p < 0.001)
frequency of musculoskeletal (Gore, 2012). The other research described the presence
of any comorbidity in patients with CLBP may be associated with a significantly
longer duration of work disability (Ritzwoller et al., 2006). In addition, another study
determined the relationship between physical comorbidity and outcomes on 2777
patients with chronic LBP. This study was carried out at one of 48 physiotherapy
clinics between January 2005 and September 2006. However, the findings illustrated
that patients with LBP and a physical comorbidity (coronary, artery disease,
hypertension, rheumatoid arthritis, diabetes, non-spinal malignancy, chronic
obstructive pulmonary disease....) were not significant differences in outcomes
compared with those with LBP only. In clinic, chronic LBP patients with associated
physical comorbidity may be complex, but recovery is as favorable as with patients
with uncomplicated chronic LBP (Mclntosh et al., 2011).

In this study, comorbidity will be measured by the form developed by the
researcher. This form comprises items of common chronic diseases found among adult
patients including hypertension, heart disease, renal disease and other chronic
diseases. Patients will be asked if they have had these chronic illness prior to the

study. Also, the comorbidity can be collected from the patients’ profiles.

2.5 Conclusion

In conclusion, LBP is worldwide health problem. The most prominent
problem places on the productivity of patients due to chronic persistent pain which
inhibit their normal life and physical functions. The process of recovery from LBP can
be well elaborated by self -efficacy theory. The theory proposes the belief in one’s
ability to perform successful special task or behaviors to get desirable outcomes.
When an individual own his or her mastery experience or enactive attainment,
vicarious experience, receives verbal persuasion and physiological feedback he or she

will be able to obtain his or her expected goals. Applying this theory in patients with
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LBP can be proposed that obtaining functional recovery is the desired goal while
factors related to the goal are pain, self — efficacy, anxiety and depression and
comorbidity. This study helps to identify factors associated with functional recovery
and this will benefit for nurses to enhance functional recovery among patients with
LBP as well as the quality of care. From that, nurses could provide nursing
intervention programs in order to prevent and relieve LBP effectively. In addition, this
study is meaningful to nursing practice in Viet Nam and it will depict a general picture

of LBP in Vietnamese population.
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CHAPTER I
METHODOLOGY

In this chapter, research design, population and sample of the study,
studied instruments and their validity and reliability, data collection procedure, human
right protection, data analysis and assumption of the statistic used in this study were

consecutively presented.

3.1 Research design

The study was a descriptive correlational research, which aimed to
investigate the associations between pain, self — efficacy, anxiety-depression,
comorbidity and functional recovery among patients with low back pain (LBP) during

hospital stay.

3.2 Population and sample of the study

3.2.1 The population of this study
Population of the study included both male and female in-patients with the
age of 18 years and above who have been diagnosed LBP and admitted to

Rheumatology department, Bach Mai hospital, Hanoi, Viet Nam.

3.2.2 The sample of the study

The sample was selected from the population following inclusion
criteria:

(1) Able to communicate with the researcher in Vietnamese language.
The exclusion criteria were as follow:

(1) Having pain from oncological origin,
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(2) Receiving lumbar surgical less than 3 months prior to the
data collection time.

(3) Incomplete fill out questionnaires.

Sample size:

The sample size in this study was calculated by using G*power version
3.1.9.2 program to determine the minimum number of participants needed for co-
relational design (Faul, Erdfelder, Buchner, & Lang, 2009). The researcher tested the
relationship among pain, self — efficacy, anxiety and depression, comorbidity and
functional recovery among patients with low back pain. The level of significance a=
0.05, the power of the statistical test (Power 1- = 0.8). There were four independence
variables in this study and effect size for this study (f2=.099). Based on G*power,

sample size was 126 patients.

3.3 Setting

Bach Mai hospital, the first special — category comprehensive general
hospital of Vietnam, is an intensive health facility at the highest level of health system
and is responsible for various important tasks in the health sector of the country. Bach
Mai hospital established in 1911 with nearly 2000 beds, 2 Institutes, 8 Centers, 21
Clinical departments, 6 Para-clinical departments, 9 Functional departments, 1
Nursing college school. Its modern equipment and facilities help to fulfill the
hospital’s responsibility in performing a number of important tasks of the country’s
health sector: This hospital provide care and treatment at the highest level, training,
scientific research, providing guidance and direction to health facilities of lower
levels, disease and epidemic prevention and control, international cooperation, health
economic management.

The research was conducted at the Rheumatology ward. Healthcare
services are provided by the rheumatologist and nurses from 8:00 am.-4:00 pm every
day. There are about 100 patients with muscle or joints diseases per day who are
examined in the ward and among these reported about 20% patients with LBP

(monthly report of Rheumatology unit at Bach Mai hospital). At the patient room,
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there is one nurse and a physician who serve inpatient. The services include taking
care, taking medicine, pain control, depression management and promoting social

support. Therefore, the researcher collected data from every day.

3.4 Instruments

The instruments used for data collection included 5 parts as follows:

Part 1: Questionnaire demographic data of the patients

The general information of patients included address, occupation, age,
gender, weigh, height, BMI, date of admission, the hospital that patient had treatment
before, marital status, education level, payment method, income, diagnosis, duration of
illness, comorbidity, past and current treatment method, trauma and surgery, habits

and metal status.

Part 2: Numerical Rating Scale (NRS)

Pain level of subjects in this study was measured by Numerical rating scale
(NRS). NRS was a common pain scale used in clinical practice as well as in clinical
research. This pain scale was developed by McCaffery in the year 1968 (Bijur, ,
Latimer, Gallagher, 2003) and had been tested for its reliability in various group of
patients including patients with acute and chronic pain, which showed the Cronbach’s
alpha ranging from .8 to .91 (Koneti & Jones, 2016). Recently, NRS is recommended
for pain assessment in trauma patients both in pre hospital care and emergency room
(Scholten, et al, 2015). NRS is a rating scale showing number reflecting severity of
pain from 0 to 10 in a horizontal line. Subjects were asked to verbally rate their pain
on this scale with “0” equal to no pain and “10” equal to worst possible pain.

The researcher properly instructed the subject in how to rate their pain
using the following statements:

1. I would like you to rate your pain on a scale from zero to ten.

2. ‘Zero’ means you have no pain at all.

3. ‘Ten’ means the worst possible pain you can image.

4. What number would you give to your pain?
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The values on the pain scale correspond to pain levels as follows:
1 — 3 = mild pain
4 — 6 = moderate pain

7 — 10 = severe pain

Part 3: The Pain Self efficacy Questionnaire (PSEQ)

The Pain Self — efficacy Questionnaire (PSEQ) was a 10 — item
questionnaire, it was developed in the 1980s by Michael Nicholas to access the
confidence that the patients having in performing activities as in pain. PSEQ was used
to measure all persisting pain presentation. It consisted a range of functions including
household chores, socializing, work as well as coping with pain without medication. It
took two minutes to complete (Nicholas 2007). Participants were asked to rate how
confidently they could perform their activities at present in spite of pain. They
answered by circling number on a 7 - point Likert scale under each item, where 0 = not
at all confident and 6 = completely confident. A total score, ranging from 0 to 60, was
calculated by adding the score for each item. Higher scores reflected strong self —
efficacy beliefs. The reliability and validity: Internal consistency was excellent (
Cronbach’s a = .92) and test — retest reliability was high over a 3 — month period
(Asghari and Nicholas 2001). The reflection of validity was high association with pain
related to disability (Kaivento et al 1995). High PSEQ scores were related to
functional level in clinic and it was significant for patients with chronic pain (Nicholas
2007). Higher self — efficacy was likely to enhance and maintain the long term effects
of functional recovery (Keefe et al 2004). On the other hand, Patients with lower pain
self — efficacy could predict risk of long — term disability and depression (Arnstein

1999).

Part 4. Hamilton Anxiety Rating scale (HARS) and Hamilton
Depression Rating Scale (HDRS)

Hamilton Anxiety Rating Scale (HAM- A) was in the public domain and
had been used to measure the severity of symptoms of anxiety, which included
evaluation of 14 symptoms and signs. Each item was score on 5 - point scale, ranging

from 0 (not present) to 4 (severe). 0 = Not present, 1 = Mild, 2 = Moderate, 3 =
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Severe, 4 = Very severe. The total of score was ranged from 0 to 56, under and equal
17 was mild severity, 18 — 24 was mild to moderate severity and 25 — 30 was moderate
to severe. The time was administrated about 10-15 minutes. (Hamilton, 1960).
Hamilton Depression Rating Scale (HAM-D) was in the public domain
and was used to identify severity of depressive symptoms and including 17 items. The
range of scores for depression severity were determined as: no depression, score <10;
mild depression, score 10—13; moderate depression, score 14—17; severe depression,

score >17) It took about 20 minutes to complete the scale (Hamilton, 1960).

Part 5: The Oswestry Disability Index (ODI) derived from the
Oswestry Low Back Pain Questionnaire that was used to assess patient’s disability
with LBP by clinicians and researchers. This questionnaire was validated and was first
published by Jeremy Fairbank in 1980. There were ten parts which had been described
limitation of daily living activities including 1) Pain Intensity, 2) Personal care, 3)
Lifting, 4) Walking, 5) Sitting, 6) Standing, 7) Sleeping, 8) Social life 9) Travelling
10) Change degree of pain. Each section has six statements and each statement
described degree of difficulty in the activity. The scores in this scale ranged between 0
and 5 and the total score varied from O to 100. The score was transformed to a
percentage, with higher scores representing more disability. Specifically, the
interpretation is following:

0% to 20%: minimal disability: The patient could cope with most living
activities. Usually no treatment is indicated apart from advice on lifting sitting and
exercise;

21%-40%: moderate disability: The patient experienced more pain and
difficulty with sitting lifting and standing. Travel and social life are more difficult and
they may be disabled from work. Personal care sexual activity and sleeping are not
grossly affected and the patient can usually be managed by conservative means.

41%-60%: severe disability. Pain remains the main problem in this group
but activities of daily living are affected. These patients require a detailed
investigation.

61%-80%: crippled. Back pain impinges on all aspects of the patient's life.

Positive intervention is required.
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81%-100%: These patients are either bed-bound or exaggerating their
symptoms.

The ODI had been translated and validated cross-culturally in patients with
LBP as a reliable, valid and responsive measure of functional ability (Chapman et al.,
2011; Payares et al., 2011; Denis and Fortin, 2012). In a review performed by Vianin
(2008), the ODI demonstrated high test-retest reliability (r = 0.83 to 0.99).

3.5 Instrument Reliability and Validity

3.5.1 Instrument Validity

The instrument of this study included questionnaire demographic data of
the patients, Numerical Rating scale (NRS), the Pain Self efficacy Questionnaire
(PSEQ), Hamilton Anxiety Rating Scale (HARS) and Hamilton Depression Rating
Scale (HDRS) and The Oswestry Disability Index (ODI). These instruments were
translated into Vietnamese by English teacher and verified by 5 experts including
doctors, head nurse, nurses in order to confirm the feasibility and the understanding of

the contents for using in patients with LBP during the hospital stay.

3.5.2 Instrument Reliability

After obtain the IRB approval, NRS, PSEQ, HARS, HDRS, ODI were
used in- patients with LBP who had characteristic similar to the studied sample as
aforementioned. The reliability by Cronbach’s alpha coefficient were employed to test
each instrument reliability for 30 patients and for the whole sample (n = 126) (table
3.5.2).
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Table 3.1 Reliability of scales (n= 30 and n=126)

Scale N of Items  Cronbach's  Cronbach’s
Alpha (n= Alpha (n=
30) 126)
Pain Self - efficacy 10 831 .891
HAM-A 14 .659 .769
HAM-D 17 717 .669
Owestry Disability Questionnaire 10 .624 .846

3.6 Data collection

3.6.1 The data collection was conducted in the following sequences:

1) After getting the approval and receiving permission to data collection,
the researcher met the director of Bach Mai hospital, head of department and head
nurse of Rheumatology department in order to explain the purpose for data collection.
Then, the head nurse introduced researcher to target population (inpatient center).

2) After that, the research assistant self — introduced, make a relationship
with the patients. The researcher established relationship with patients about the
objectives of the study, data collection procedure and ask for research cooperation as
well as signing consent form. When the patients volunteered for the study, the
researcher collected some demographic data from medical record form.

3) The researcher organized the private room to interview the subjects or
asked them to do questionnaire by themselves. Then, she used five questionnaires for
data collection. The questionnaires were 1) Demographic data questionnaire with 20
items. 2) NRS (one item). 3) PSEQ with 10 items 4) HARS with 14 items — HDRS
with 17 items 5) The ODI with 10 domains. Total questionnaires include 72 items and

the total time for data collection was about 30 — 45 minutes.
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3.7 Protection of human rights

In this research, the researcher strictly concerned on human rights and
ethical issues throughout the research process by:

3.7.1 The researcher collected the data after receiving approval from
Institutional Review Board of Nursing faculty, Mahidol University and Institutional of
Review Board of SMP, Hanoi National University.

3.7.2 The researcher self - introduced to the participants at Rheumatology
ward, informed the patients about the research objective and all data collection
process. The researcher explained the purpose of the study, the research procedure,
benefits, risks, types of questionnaire, length of time to complete the questionnaires,
and the right to refuse participation in the study anytime. If the patients withdraw from
the research project and will not influence on their treatment or caring process. After
patients agreed to join in the research process, they were invited to sign their name in
the consent form.

.37.3 This research did not cause any risk to the patients physical health.
The data collection process took time about 30 to 45 minutes. Although the patients
did not get any benefit from this research but the results were expected to produce
benefit for other patients who have the same health care problem as the sample.

3.7.4 All contents were kept confidential, only the researcher and the
research team were able to get access to the data. Any content related to data that
presented in the thesis or any publication would be anonymous. In case of ones who
withdraw themselves from the research, all data would be deleted from the database
and would not be used as any part of the research. In this research all patients who
agreed to join in the study did not withdraw themselves.

3.7.5 In case of further questions or more explanation, the participants
were told that they were able to ask the researcher at any time throughout the research
process.

3.7.6 After the participants clearly understood the research process and

agreed to join in the research, they were invited to sign their name in the consent form.
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3.8 Data analysis

Using computer program.

1) The descriptive statistics in terms of frequency, percentage, mean,
standard deviation, and range were used to describe general information and study
variables, including pain, self — efficacy, anxiety and depression, comorbidity and
functional recovery.

2) Pearson’s product moment correlation was used to examine association
between pain, self — efficacy, anxiety and depression, comorbidity and functional

recovery among patients with LBP



Khuc Thi Hong Anh Result/ 38

CHAPTER IV
RESULT

This descriptive correlational study was conducted to examine the
relationship between pain, self — efficacy, anxiety and depression, comorbidity and
functional recovery among patients with low back pain who aged 18 — 88 years old in
Rheumatology unit at Bach Mai hospital from August to October, 2016. The findings
were presented in descriptive statistic as follows:

1. The demographic data of patients with LBP

2. The information related to illness and treatment

3. The correlation between pain, self — efficacy, anxiety and depression,

comorbidity and functional recovery among patients with LBP

4.1 The demographic data of patients with LBP

The sample includes 126 patients with LBP. The demographic data were
collected including age, gender, BMI, marital status, educational level, occupation and
income. It can be seen from the Table 4.1 the findings illustrated that a nearly equal
distribution between males (52.4%) and females (47.6%). The age of patients with
LBP ranged from 18 to 88 years. The average was 54.84 (SD+17.11 years). The most
popular age was more than 60 years old with 46.8% while the age of 18-35 years old
was the least popular with 15.9%. BMI was calculated as the weight by kilograms
divided into the square of the height by meters (kg/m?). In this study, the resulted
described that the mean of BMI was 21.03 (SD+3.2), the minimum of BMI was 13.24
and the maximum was 29.63. The samples of overweight were 16.7% and 8.7% of
those were obese. Most of the patients lived in city (57.9%) and only 0.8% lived in the
Mountain region. The highest percentage of patients who were married with 70.6%.
The educational level at secondary made up the greatest proportion (35.7%). The

occupation of patients were common in famer and retired with 31% while only 2.4%
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were professional. 28% earned monthly incomes from 100 - 200 USD. The majority
of them (92.1%) had governmental insurance while the rest did not have any kind of

insurance and had to pay for the treatment expense by themselves (table 4.1).

Table 4.1 The characteristic of patients with LBP (n=126)

Characteristics Number Percentage
Gender
Male 66 52.4
Female 60 47.6
Age (years)
18-35 years 20 15.9
36-59 years 47 37.3
Above 60 59 46.8
Min =18
Max = 88

Mean+ SD =54.84+ 17.11
Weight (kg)

Min = 31
Max =75
Mean + SD =52.69 + 9.49

Height (m)

Min=1.2
Max =1.75
Mean £ SD=1.58 £0.08

BMI
<18.5 30 23.8
18.5-22.9 59 46.8
23-249 21 16.7

>25 11 8.7
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Table 4.1 The characteristic of patients with LBP (n=126) (cont.)
Characteristics Number Percentage
Location of resident
City 73 57.9
Rural 52 41.3
Mountain 1 8
Marital status
Married 89 70.6
Single 18 14.3
Divorce 1 8
Separated 16 12.7
Others 2 1.6
Educational Level
Primary 28 22.2
Secondary 45 35.7
high school 26 20.6
2 years certificate 5 4.0
College 9 7.1
Bachelor 12 9.5
Others 1 8
Occupation
professional 3 2.4
Worker 7 5.6
home worker 3 2.4
Famer 39 31.0
Salesperson 4 3.2
Retire 39 31.0
Other 31 24.6
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Table 4.1 The characteristic of patients with LBP (n=126) (cont.)

Characteristics Number Percentage

Income per month

no income 27 21.4
1 - 100 USD 32 254
101 - 200 USD 36 28.6
201 —-300 13 10.3
Min=0
Max = 1800

Mean + SD =152.76 + 264.4

Insurance
Yes 116 92.1
No 10 7.9

4.2 The information related to illness and treatment

It can be clearly that patients had LBP with less than 12 months occupied
with the largest percentage 50% while those with more than 120 months made up the
lowest one 11.1%. The mean of duration of LBP was 56.57 (SD+ 91.07) the
minimum of duration of LBP was 1 month and the maximum was 576 months. Most
patients had the length of staying at hospital with less than 7 days (85%). The mean
and standard deviation of this was 5.19 + 2.41, the minimum of staying at hospital
was 2 days and the maximum was 16 days. The percentage of patients with LBP that
caused by alkylosing spondylitis were 21.4% while by no cause for LBP made up the
highest percentage 49.2%. Before treatment, patients who did not use physical therapy
and injection made up higher proportion with 73.8% and 78.6%, respectively. Most of
the patients had low back pain that radiation to up and down such as radiation to arm,

shoulder and leg. The majority radiation to leg was 65.9% (table 4,2).
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Table 4.2 The characteristics of illness and treatment (n=126)

Characteristics Number Percentage
Duration of LBP
less than 12 months 63 50.0
12-36 months 17 13.5
37-60 months 13 10.3
61-120 months 19 15.1
More than 120 months 14 11.1
Min=1
Max= 576

Mean +SD =56.57 +91.07

Length of staying at hospital

Less than 7 days 108 85.7
7 days to 14 days 17 13.5
15 days to 21 days 1 8
Min=2
Max= 16

Mean +SD =5.19 £2.41

Diagnosis
Lumbar spine collapse 3 24
Alkylosing spondylitis 27 214
Spine dics herniation 10 7.9
Osteoporosis 14 11.1
Lumbar spine degeneration 9 7.1
LBP no cause 62 49.2
Medicine
Yes 22 17.5

No 104 82.5
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Table 4.2 The characteristics of illness and treatment (n=126) (cont.)

Characteristics Number Percentage

Physical therapy

Yes 33 26.2

No 93 73.8
Injection

Yes 27 21.4

No 99 78.6
Radiation

Yes 85 67.5

No 41 32.5
Leg pain

Yes 83 65.9

No 43 34.1
Bowel pain

Yes 4 3.2

No 122 96.8

4.3 The functional recovery among patients with LBP

The majority of sample suffered with moderate and severe pain with the
percentage of 51.6 and 42.1 respectively. The mean and SD scores of pain self-
efficacy was 32 + 12.6. Majority of them showed mild to moderate anxiety (56.3%),
mild (34.1%) and moderate depression (26.2%). It is important to note that 11.1 % and
4% showed severe and very severe depression. The comorbidity showed that 62.7%
patients with LBP has no comorbidity and 37.3% has comorbidity. Hypertension
disease made up first with 23% and peptic ulcer disease occupied second about 11.9%
while only 0.8% for COPD disease. There were 29.4% patients who have one
comorbidity, 7.1% having two comorbidity, 0.8% having four comorbidity. In regard
to functional recovery, majority of the sample (69 %) demonstrated moderate
disability level whereas 7.9%. demonstrated severe disability. However, sample with

crippled or bed-bound level were not found (table 4.3).
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Table 4.3 The functional recovery among patients with LBP (n = 126).

Characteristics Number Percentage
Level of pain
1-3 mild pain 8 6.3
4-6 moderate pain 65 51.6
7-10 severe pain 53 42.1
Min =1
Max =10

Mean + SD =4.89 + 1.82

Pain self — efficacy
Min =0

Max = 60

Mean+SD =32+ 12.6

HAMA
No anxiety 21 16.7
Mild to moderate anxiety 71 56.3
Severe anxiety 34 27.0

Min=0

Max = 35

Mean = SD = 15.06 £ 7.87

HAMD
No depression 31 24.6
Mild depression 43 34.1
Moderate depression 33 26.2
Severe depression 14 11.1
Very severe depression 5 4.0

Min =2

Max =26

Mean+ SD =124+ 5.54
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Table 4.3 The functional recovery among patients with LBP (n = 126). (cont.)

Characteristics Number Percentage
Comorbidity
No comorbidity 79 62.7
Has comorbidity  47* 37.3
Hypertension 29 23
Heart disease 2 1.6
COPD 1 0.8
Renal disease 4 3.2
Diabetes Type 2 8 6.3
Peptic ulcers 15 11.9
Having 1 co morbidity 37 29.4
Having 2 co morbidity 9 7.1
Having 3 co morbidity - -
Having 4 co morbidity 1 0.8
ODQ
Minimal disability 29 23.0
Moderate disability 87 69.0
Severe disability 10 7.9
Crippled - -
Bed bound - -
Min =0
Max = 44

Mean + SD =26.39 + 10.48

* One patient had one or more than one diseases
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4.4 The correlation between pain level, pain self — efficacy, anxiety
and depression, comorbidity and functional recovery among patients
with LBP

Before using Pearson’s Product Moment correlation, the assumption was
tested. All variables were assessed for their normal distribution. The results showed
that all variables except for functional recovery scores were in the form of normal
distribution. Therefore, Spearman’s rho was employed to test all variables’ correlation
with functional recovery.

The result illustrated that pain was negative medium correlate with
functional recovery at r = - .556, p = .000, anxiety had negative correlation with
functional recovery (r = -.456, p =.000). Depression had negative medium correlation
with functional recovery (r = -.579, p =.000). Pain self — efficacy had positive
medium correlation with functional recovery (r = .478, p =.000). Nevertheless,

comorbidity had no correlation with functional recovery (p = .105).

Table 4.4 Correlation between pain, pain self - efficacy, anxiety, depression, co

morbidity and functional recovery (n= 126)

1 2 3 4 5 6
1. Pain 1.00

2. self - efficacy -212° 1.00

3. anxiety 319° =234 1.00

4. depression 4407 =297 667 1.00

5. comorbidity .008 -139 -.165" 011 1.00

6. functional recovery -556" 4787 456" -579" .105 1.00

** < 01
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CHAPTER V
DISCUSSION

In this chapter, the researcher will present the discussion of this research
findings relevance to the studied objectives.

5.1 The functional recovery among patients with low back pain (LBP)

The functional recovery in this study was in the average score of 26.39
(SDz 10.48). Majority of the sample (69%) demonstrated moderate disability level
whereas 7.9% demonstrated severe disability however, sample with crippled or bed-
bound level were not found. This finding reflected that in general patients with LBP
experienced disability in some levels. More evidences from this finding showed that
these patients had to alter the way of body cleansing or dressing (19.8%) and 22.2%
were unable to perform personal care without help. They also had limitation in
walking and changing position, 8.7% patients could not sit on any chair, 18.3% had to
use cane for walking and 22.2% spent their time in bed most of time and 28.6%
avoided standing because it increased their suffering from LBP. Having LBP also
disturbed them in all their form of travel (46.8%).

The explanation on this finding is that chronic pain at rest and pain on
movement prevented them from performing daily live activities and inhibit them to
travel or maintain their routine social functions eventually patients will become more
psychological distress or more frustration due to difficulties in performing routine
functions (Bailly, Foltz, Rozenberg, Fautrel, Gossec, 2015; Shaw, Hartvigsen,
Woiszwillo, Linton & Reme, 2016). Moreover, the majority of patients (46.8%) in this
study were 60 so that the functional ability and social function also declined with
aging process. Similar to what found in the study of Friedman and the other among
295 patients with LBP who came to emergency department of Montefiore Medical
Center, the academic medical center for the Albert Einstein College of Medicine in the
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Bronx, New York, USA. The study of Friedman and the others found that majority of
patients with LBP suffered with functional impairment which related to their daily
activities. Three months after emergency department visit, 65% of these patients still
had functional impairment which led them to poor emotional and physical distress
(Friedman, Gensler, Yoon, Nerenberg, Holden, Bijur & Gallagher, 2016).

The other possible explanation of this finding is that almost 30% of the
studied sample were overweight (16.7% were overweight and 8.7% were obese).
Being overweight and obese led them to functional impairment because of the weight
baring problems, declined in body movement and increased risk on degenerative of
lumbar disc which eventually worsen the status of LBP (Stienen, Joswig, Smoll,
Corniola, Schaller, Hildebrandt & Gautschi, 2016). Stienen,et al.(2016) further
explained that among 375 patients in their study, overweight and obese patients
suffered more with emotional and psychological distress and a large number of them

could not engage in regular social activities.

5.2 The relationship between pain, self — efficacy, anxiety and
depression, comorbidity and functional recovery among patients with
LBP

5.2.1 The relationship between pain level and functional recovery

The finding revealed that pain level was negatively medium correlated
with functional recovery at r = - .556, p = .000 which mean that patients who had high
level of pain demonstrated low level of functional recovery. The majority of sample in
this study suffered with moderate and severe pain (51.6% and 42.1% respectively).
Most of the patients had LBP that radiation to up and down such as radiation to arm,
shoulder and leg. The majority radiation to leg was 65.9%. Pain in the aforementioned
pattern was an obstacle to patients’ functional ability.

The causes of LBP were Lumbar spine collapse, alkylosing spondylitis,
spine disc herniation, osteoporosis, lumbar spine degeneration. Patients with no cause

made up the highest percentage 49.2%. These causes may lead patients to have
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disability that limits patients’ ability to do usual work activities and also to contribute
to the period absent from usual work (Burdorf et al 1996, Severens et al 2000,
Frederiksson et al 1998). Besides that, several studies stated that acute LBP improves
with four weeks, with 75 — 90% recovery and the rate of relapse was 60% (Coste et al
2004, Grotle et al 2007). Nevertheless, a little percentage of patients with acute lumbar
pain develop to chronic LBP (Waddell et al 2003, Waddell et al 2004). Many studies
have showed that this pain is related to most cases of disability and leave of absence
from work (Webb et al., 2003; Freburger et al., 2009; Sa et al., 2008). Disability in
patients with chronic LBP varies between 11% and 76% (Wynne-Jones et al., 2008;
Coté et al., 2008).

There are many causes of LBP. However, it was found that the age of
people is one main reason of LBP in particular among people with the age over than
85 years most people. The other cause of LBP is called specific LBP which are LBP
occurring from degeneration of spine such as degenerating disc, arthritis or
degeneration of ligaments or weakness of back muscle. According to the mechanism
between intervertebral disk degeneration and LBP is not clear. The biomechanical of
the disc structure, sensitization of nerve endings will be change by release of chemical
mediators, and neurovascular ingrowth into the degenerated disks can cause the
development of pain (Burgos-Vargas, 2012).

5.2.2 The relationship between pain self -efficacy and functional
recovery

The pain self-efficacy score ranged from 0 to 60 and the mean score and
standard deviation were 32 + 12.6. In this study, the results revealed that Pain self —
efficacy had positive medium correlation with functional recovery (r = .478, p =.000).
It meant that patients with LBP who had their strong beliefs in their own capacity
would be able to perform functional activities leading to increased functional recovery
and became more healthier than those who had low pain self- efficacy. In this study,
patients who were completely confident to do most of household chore such as tidying
— up, washing dishes made up low percentage with 3.2% while those were not
completely confident experienced a high proportion with 16.7%. According to

enjoying their hobbies, the percentage of completed confidence was 3.2% whereas
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those of uncompleted confidence was 19.8%. There were 4% patients could be
completely confident to socialize with their friends or member family. Majority of
patients could not suffer from pain without medicines (38.9%). Most of the patients
assumed that they were painful, so they did not want to do anything and they always
depend on their family. Other research pointed out some patients felt they were unable
to perform their social role, both at home and at work. Some participants reported that
they were not able to carry a child or to care for children which made them feel that
they could not fulfill their roles. Some male participants stated a perceived loss of
masculinity due to the impossibility to carry heavy items like luggage while they
travelled with their families. These brought them the feeling of guilty and shameful
leading them to have poor self image (Bailly et al 2015). The findings of Florian
showed that the perception of pain self — efficacy was similar to our study. However, a
study illustrated that despite the pain, some participants enjoyed to social with their
friends or family members because having social activities that were effective ways to
concentrate on something else and forget the pain (Bailly et al 2015).

Perception of self is vital for functional recovery, Bailly et al (2015)
conducted a qualitative research in 25 patients with LBP and found that they reported
a negative self-perception in social reintegration and felt shameful in their disabilities
and their uncontrolled pain. This unhealthy perception or low self- efficacy led to
negative sense of self including feeling of unsupported, loss of identity, low
confidence in pursuing social roles at home or at work. The authors of this study
further stated that these patients needed support and help in pain management from
family and friends.

5.2.3 The relationship between anxiety and depression and functional
recovery

A half of the patients (50%) experienced LBP less than 12 months and
11.1% had LBP more than 12 months. About 37.3% of them had comorbidity and
hypertension was the most comorbidity disease found (23%). The mean scores of pain
self-efficacy was 32 (SD * 12.6). Majority of them showed mild to moderate anxiety
(56.3%), 11.1 % and 4% suffered with severe and very severe depression.
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According to this study, the findings illustrated that anxiety had negative
low correlation with functional recovery (r = -.378, p =.000). It means that when
patients had severe anxiety they got greater disability. The research of Bean et al
showed that patients with LBP were more anxiety were more disable ...(Bean, et al
2014). Majority of them showed mild to moderate anxiety (56.3%) whereas the level
of severe anxiety made up with 27%. These results were higher those of previous
studies. A research has been reported that prevalence of anxiety accounted for 12%
(Reme, Lie & Eriksen, 2014). The explanation of this phenomenal, patients could not
predict the progression of low back pain as well as they met some other symptoms
such as difficulty in sleeping, loss of appetite. Specifically, for patients’ anxious mood
or tension indicated that 15.1 % severe anxiety and 6.3% severe tension. There were
24.6% patients who found very difficult in falling asleep, broken sleep, unsatisfaction
sleep or nightmares and more than 50% participants were unable to fall asleep because
of pain when he or she got out of bed at early in the night and early hours of the
morning. At severe anxiety level, patients worried about the symptoms related to
cardiovascular, respiratoty and gatrointestination with 7.1%, 6.3% and 14.3%,
respectively, The one of the most common symptoms was drying mouth.

In addition, the findings described that depression had negative medium
correlation with functional recovery (r = -.538, p =.000). That means patients were
more depression were more disable. The research of Bean et al showed that patients
with LBP had a strong relationship with disability (Bean, et al 2014). It is important to
note that 34.1% mild depression, 11.1 % and 4% showed severe and very severe
depression. The percentage of mild depression level of this study was higher than
previous studies, for example, depression was present 21.4% of patients (Vieira et al.,
2014). The research of Pinheiro et al (2016) carried out systematic review to
investigate the effect of depression on the course of acute and subacute LBP. The
result pointed out symptoms of depression were negatively associated with the course
of recovery at all time (p<.01) and the feelings of depression were associated with
longer time to recovery (Henschke et al, 2008). The other study illustrated that
significant relationship between measures of depression (r=0.59), anxiety (r=0.31) and
LBP outcomes in primary care settings (Nisenzon et al., 2014). Specifically, according

to the depression mood with sadness, hopeless, helpless and worthless, 3.2% patients
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reported virtually only these feeling states in his/her spontaneous verbal and non-
verbal communication while more than 20% patients could answer these feelings by
questioning and by verbal communication. 41.3% patients did not found difficulty in
performing activity, work or hobbies but 5.6% participants who had to stop working
due to pain. 48.4% patients complained about loss of appetite and heavy feelings in
abdomen, 4.8% found difficulty in eating so that’s why 39.7% assumed that weight
loss associated with pain.

It is not completely understood the mechanism underlying the association
between depression and LBP. It is possible that relationship between these conditions
is the antecedent model, which proposes that symptoms of depression contribute to the
development and maintenance of pain. According to this model, high levels of
depression weaken the patient’s ability to deal and cope with the current LBP problem
(Fishbain et al 1997). Besides that, chronic LBP made them to stay in hospital for
many times, which caused patients sadness and hopeless. Many researches showed
that the rate of relapse was 60% (Coste et al 2004, Grotle et al 2007).

The findings in this study also stated that there was positive medium
associated between anxiety and depression (r = .527, p = .000). It means that when
patients with LBP were more anxious, their depression may develop. A study showed
that most of the participants stated that anxiety correlated to fear of the future because

they were not able to predict progression of the disease, with unexpected relapses

5.2.4 The relationship between comorbidity and functional recovery

In this study, about 37.3% of patients had comorbidity and hypertension
was the most comorbidity disease found (23%). It also revealed that co morbidity had
no correlation with functional recovery among patients with LBP (p = .105). This
result was similar to many previous researches (Mclntosh et al., 2011; Beeckmans, et
al.,2016). In contrarily, it was not relevant to the study of Gore (2012) which found
that among patients with LBP, comorbidity played vital roles in functional recovery.
The explanation of this present study is that; patients who had comorbidities were in
relatively small numbers (37.3%) and they did not have severe comorbidity diseases.
Hypertension was found as the highest number. Among those who have comorbidity
(47 patients), only 1 of them had 4 comorbidities which included hypertension, type 2
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diabetes, COPD and gastric ulcers, 9 patients had 2 disease which include
hypertension and peptic ulcers while 37 patients had only one disease. In addition,
these patients received proper treatment to control their disease and regularly attend
the clinic so that the effect of comorbidities on functional recovery was not found.
Further research to explore the relationship between comorbidity and functional
recovery among patients with LBP is still needed with more sample size and more
patients who have more severity of comorbid diseases.

5.3 Conclusion

In conclusion, it can be stated that the results of this study complied with
the concept of self - efficacy theory in that when patients with LBP perceived in their
own self efficacy, they owned the confidence and believed that they are able to obtain
their functional recovery. Many factors affect their self - efficacy were pain level (r = -
212, p< .01), anxiety (r = -.184, p< .01), and depression (r = -285, p< .01).
Accordingly, to facilitate functional recovery among patients with LBP, nurses should
take serious consideration to enhance patients’ pain self-efficacy or their confidence to
manage pain and deal with pain when it occurs. Any pain management techniques
including pharmacological and non-pharmacological pain management should be
provided. Other factors that should be managed and control to increase patients’ pain
self-efficacy are level of pain, anxiety and depression. These measures would assist

patients with LBP obtain their fully functional recovery.
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CHAPTER VI
CONCLUSION

6.1 Conclusion of the study

This descriptive correlational study aimed to examine the relationship
between pain, self — efficacy, anxiety and depression, comorbidity and functional
recovery among patients with low back pain (LBP) who aged 18 — 88 years old in
Rheumatology unit from August to October, 2016. Self- efficacy theory was utilized
as a framework of this study. The sample size in this study was calculated by using
G*power version 3.1.9.2 program to determine the minimum number of participants
needed for co-relational design. The sample calculation yielded 126 sample. The
research setting was the Rheumatology ward, a center specializing in Bach Mai
hospital, Hanoi, Viet Nam.

After obtained approval from Institutional Review Board of Nursing
faculty, Mahidol University and Institutional of Review Board of SMP, Vietnam
National University, Hanoi, Vietnam. The researcher used 5 instruments; the
demographic data questionnaire, Numerical Rating Scale (NRS), The Pain Self
efficacy Questionnaire (PSEQ), Hamilton Depression Rating Scale (HDRS) and
Hamilton Anxiety Rating scale (HARS) and The Oswestry Disability Index (ODI)
derived from the Oswestry Low Back Pain Questionnaire to collect data. All
instruments were tested for their validity and reliability as clearly explained in chapter
3. Cronbach’s alpha coefficient of The Pain Self efficacy Questionnaire, Hamilton
Depression Rating Scale, Hamilton Anxiety Rating scale, and The Oswestry Disability
Index were .89, .77, .67 and .85 respectively. The 126 sample were selected according
to the inclusion criteria. The researcher collected data by herself from 8.00 am to 4.00
pm every day until the sample reached the target of the studied sample size. For each
sample the researcher spent 30 to 45 minutes on interviewing and collected some data
from their patients’ records. During data collection, there was no adverse event among
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the sample. All sample recruited in the study remained throughout the study process
with no attrition.

Data analysis was conducted by using SPSS computer program. The
descriptive statistics were used to describe general information and study variables,
including pain, self — efficacy, anxiety and depression, comorbidity and functional
recovery. The assumption of Pearson’ Product Moment Correlation was tested and it
was found that all variables were not in normal distribution. Accordingly, Spearman’s
rho was used to examine correlation between pain level, pain self — efficacy, anxiety

and depression, comorbidity and functional recovery among patients with LBP.

The findings are summarized as follows:

Within 126 patients, there were 52.4 % of female 47.6 % of male with the
ages ranged from 18 to 88 years. The average age was 54.84 (SD = 17.11 years). The
most prominent age group was more than 60 years old with 46.8%. Most of the
patients lived in Hanoi (57.9%) were married (70.6%) and had governmental
insurance (92.1%).

A half of the patients (50%) experienced LBP less than 12 months and
11.1% had LBP more than 12 months. About 37.3% of them had comorbidity and
hypertension was the most comorbidity disease found (23%). The majority of sample
suffered with moderate and severe pain (51.6% and 42.1% respectively). The mean
scores of pain self-efficacy was 32 (SD * 12.6). Most of the patients had low back
pain that radiation to up and down such as radiation to arm, shoulder and leg. The
majority radiation to leg was 65.9%. Majority of them showed mild to moderate
anxiety (56.3%), 11.1 % and 4% suffered with severe and very severe depression.

Regarding functional recovery, majority of the sample (69%)
demonstrated moderate disability level whereas 7.9% demonstrated severe disability.
Sample with crippled or bed-bound level were not found.

Pain level was negatively medium correlated with functional recovery at r
=-.556, p =.000, anxiety had negative correlation with functional recovery (r = -.378,
p =.000)., depression had negative medium correlation with functional recovery (r = -
538, p = .000). Pain self — efficacy had positive medium correlation with functional
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recovery (r = .478, p = .000). Nevertheless, comorbidity had no correlation with
functional recovery (p = .105).

The results of this study complied with the concept of self -efficacy theory
in that when patients with LBP perceived in their own self efficacy, they owned the

confidence and able to obtain their functional recovery.

6.2 Implications of Research Findings

6.2.1 Implications for nursing practice
In order to enhance patients with LBP to obtain their full functional
recovery the following measures have to be performed by nurses;

1. Improve patients’ self-efficacy by providing them with
knowledge to avoid inappropriate position leading to more back pain. Knowledge
about back muscle exercise is also necessary for these patients.

2. This study found that majority of patients with LBP were in
their old age. Accordingly, their self-efficacy should be enhanced through their family
care givers. Nurses should provide them with knowledge on appropriate exercise and
positioning to prevent patients from LBP and strengthening back muscles.

Moreover, nurses should provide information to family caregivers to
support the patients by encouraging, empowering and supporting with tangible and
intangible resources.

3. Among patients who show their readiness to learn, improve
their self-efficacy by encouraging them with empowered feedback toward their
performance during their hospital follow up visit. The empowering interaction
between nurses and patients will increase patients’ self - confidence leading to
increased self-efficacy.

4. Develop guidelines to decrease and control patients’ pain in
particular, pain during movement.

5. Provide routine assessment on patients’ anxiety and

depression by using HDRS and HARS during patients’ follow up visit to identify level
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of anxiety and depression. Patients whose scores show that they experience anxiety or
depression have to be referred to the specialist practitioners for proper management.

6. Assess patients’ functional recovery by using The ODI
during patients’ follow up visit to monitor the patients’ progress in their functional
recovery. ldentify and manage ones who have problems with recovering progress

while maintain ones who show good progress.

6.2.2 Implications for further study

1. Clinical practice guidelines to improve functional recovery
among patients with LBP should be developed and tested for its effectiveness by using
quasi experimental research.

2. The ODI in Vietnamese version should be tested in its
psychometric property by using in adequate numbers of patients, advanced statistic
such as factor analysis should be employed to test the psychometric property of ODI in
Vietnamese context.

3.This study was conducted among in patients with LBP,
further study patients with LBP who come for the follow up visit in the out-patient
department should be included. This will give the broader picture about patients
suffering with LBP.
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=2 MAY 2018
20. 309

INSTRUMENT (English version)

Part 1. General information of the patients
The following questions related to your personal information. Please tick (V) or fill in

blanks in the following gquestions:

1. Gender: [ Male O Female
2. ABE ceiviiiiiieinni .. Years old (current age in Western calendar)
3. Weight (Kg) Height (m) BMI (kg/m?)

. Location of residence: City [ Rural [ Mautain [J

4
5. Name of hospital before to Bach Mai hospital:
6

. Marital status:

O Married O Single
O Separated O Divoreced O Widowed
7. What is your highest education level?
O Primary school (level 1 1o 5) O Secondary school (level 6 to 9)
[ High school (level 10 to 12) [0 Two years certificate
[ College (3 ycars) O Bachelor (University)
L1 EEheiS (Dlense SPEefl) . coovasumsinssmina s e s i o
8. What is your occupation?
O Professional O Farmer
O Industrial worker O Salesperson
0 Home worker O Retired

L1 Other jobs (please specify).....ovuueiriiiuniininn eeeiiiiiaieiannnn.

9. How much of your income and your family income per month?

= Your income per Month: ..o e VND

- Your family income permonth: ......cooovviiniiiiiiiie e L VND

10. Do you have your health insurance? Yes [ No O

If yes, please indicate how much it covers for your treatment? ..................... (percent)
I'1. How long you have been diagnosed with LBP? ............ (years)

12. How long do yvou take time off work due to LBP.............

Approved by Institutional Heview Bourd

Instrument version 16 June 2016 Faculty of Nursing Mahidol University
o A 3
Project SNumber mh\,,ﬂd/_%{#c

Date of Approval .. hZM,&’.}’.ZG].E
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Part 2: Information related to illness and treatment

I. When did you admit to hospital?

2. How long do you have low
3. Diagnosis:

Date of diagnosis:

4. Which level of your pain?
5. Which comorbidity do vou
5.1 Hypertension O no
Treatment: Always [

5.2 Heart disease O no
Treatment: Allway [J

5.3 COPD O no
Treatment: Always [J

5.4 Renal disease QO no
Treatment: Always [

] Others please

back pain?

have?

Oyes...ooun

Sometime [

O yes ...

Sometime [

6. What treatment method have you had?

O Medication

O Physical therapy

O Injection

O Surgery

O Diet Nutrition

El @therscaumnsas
7. Which medicines have you
O Aspirin

O Oxycotin

O NSAID

O Other....

Instrument version 16 June 2016

for how long?

No [

...for how long?

No O
for how long?

No O

Appendix / 68

O yes ........Tor how long?
Sometime [] No O
deseribes saaians
used?
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3
8. Asociated Signs and Symptoms
0" Radiation up, down
I.:I Leg pain
O Bowel and bladder
9. Which trauma or surgery have you had?
10. Do you have any habits such as:
Smorking: Allway [ Often 0 Sometime [0 Ocecationary [J Never [
Alcolhol: Allway [J  Often[J  Sometime [0 Occationary [ Never [
Exercise: Allway [0 OftenT]  Sometime O Occationary OJ Never [

Part 3: Numerical Rating Scale (NRS)

I would like you to rate your pain on a scale from zero to ten. ‘Zero® means you
have no pain at all. “Ten” means the worst possible pain you can image. What number

would you give to your pain?

i

[t & ¢ g F B [ |7 [ @]

. No pain The worst possible pain

Part 4: The Pain Self efficacy Quetionnaire (PSEQ)

No : Item 0 1 2 3 4 5 6

1 I can enjoy things, despite the pain.

2 I can do most of the househaold
chores (e.g. tidying-up, washing

dishes, etc.), despite the pain

3 | can socialise with my friends or
family members as often as | used to
do, despite the pain.
Appresed by instivutinnad Review Baard
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[ can cope with my pain in most

situations

I can do some form of work. despite
the pain. (“work™ includes

housework, paid and unpaid work).

| can still do many of the things |
enjoy doing, such as hobbies or

leisure activity, despite pain.

I can cope with my pain without

medication.

[ can still accomplish most of my

goals in life, despite the pain.

I can live a normal lifestyle, despite

the pain.

I can gradually become more active,

despite the pain.

Note: Not at all Completely Confident confident: 0; Completely Confident: 6

Part 5: Hamilton Anxiety Rating Scale (HAM-A)

Below is a list of phrases that describe certain feeling that people have. Rate the patients

by finding the answer which best describes the extent to which he/she has these

conditions. Select one of the five responses for each of the fourteen questions.

0 = Not present, | = Mild, 2 = Moderate, 3 = Severe, 4 = Very severe.

Content

0
Not

present

Mild

2 3 4
Moderate | Severe | Very
severe

Anxious mood

Worries. anticipation of the worst,

fearful anticipation, irritability

Instrument version 16 June 2016
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Tension

Feelings of tension, fatigability.
startle response. moved to tears
easily, rembling, feelings of

restlessness, inability to relax.

Fears
Of dark, of strangers, of being left
alone, of animals, of traffic, of

crowds.

Insomnia

Difficulty in falling asleep, broken
sleep, unsatisfyving sleep and fatigue
on waking, dreams, nightmares,

night terrors.

i

Intellectual
Difficulty in concentration, poor

memory.

Depressed mood
Loss of interest, lack of pleasure in
hobbies, depression, early waking,

diurnal swing.

Somatic (muscular)

Pains and aches, twitching. stiffness,
myoclonic jerks. grinding of teeth,
unsteady voice, increased muscular

tone,

Somatic (sensory)
Tinnitus, blurring of vision. hot and
cold flushes, feelings of weakness.

pricking sensation.

Cardiovascular symptoms

Instrument version 16 June 2016
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Tachycardia, palpitations, pain in
chest, throbbing of vessels, lainting

feelings, missing heat.

10 | Respiratory symptoms
Pressure or constriction in chest.

choking feelings. sighing, dyspnea.

11 | Gastrointestinal symptoms
Difficulty in swallowing. wind
abdominal pain, burning sensations,
abdominal fullness, nausea,
vomiting. borborygmi, looseness of

bowels, loss of weight. constipation,

12 | Genitourinary symptoms
Frequency of micturition, urgency
of micturition. amenorrhea,
menorrhagia. development of
frigidity, premature ejaculation, loss

of libido, impotence.

13 | Autonomic symptoms
Dry mouth, flushing, pallor,
tendency to sweat. giddiness.

tension headache, raising of hair.

14 | Behavior at interview
Fidgeting, restlessness or pacing,

tremor ol hands, furrowed brow,

strained face. sighing or rapid
respiration, facial pallor,

swallowing. etc.

Hamilton Depression Rating Scale (HDRS)

spproved by Institutional Heview Hoard
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Content

Score

Depressed mood fsadness, hopeless, helpless, worthless)

Absent.

These feeling states indicated only on  questioning.

These feeling states spontancously reported  verbally

Communicates feeling states non-verbally. i.e. through facial expression.

posture. voice and tendency 1o weep.

| | | =

Patient reports virtually only these feeling states in his/her spontaneous

verbal and non-verbal communication.

Feelings of guilt

Absent.

Self reproach, feels he/she has let people down.

Ideas of guill or rumination over past errors or sinful deeds.

Present illness is a punishment. Delusions of guilt.

Hears accusatory or denunciatory voices and/or experiences

threatening visual hallucinations,

] | = =

[

Suicide

Absent,

Feels life is not worth living.

Wishes he/she were dead or any thoughts of possible death to self.

Ideas or gestures of suicide.

Allempts al suicide (any serious atiempt rate 4).

L I P R

Insomnia: Early in the night

No difficulty falling asleep.

Complains of occasional difficulty falling asleep, i.e. more than 12

hour.

Complains of nightly difficulty falling asleep.

Insomnia: Middle of the night

Mo difficulty.

Patient complains of being restless and disturbed during the night.

Waking during the night —any getting out of bed rates 2 (except for

Instrument version 16 June 2016
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purposes of voiding).

Insomnia: Early hours of the morning

No difficulry.

Waking in early hours of the morning but goes back to sleep.

Unable to fall asleep again if he/she gets out of bed.

Work and activities

No difficulty.

Thoughts and feelings of incapacity, fatigue or weakness related to

activities. work or hobbies.

Loss of interest in activity, hobbies or work — either directly reported
by the patient or indirect in listlessness. indecision and vacillation

(feels he/she has to push self to work or activities).

Decrease in actual time spent in activities or decrease in productivity.

Rate 3 if the patient does not spend at least three hours a day in

activities (job or hobbies) excluding routine chores.

Stopped working because of present illness. Rate 4 if patient engages
in no activities except routine chores, or if patient fails to perform

routine chores unassisted.

Retardation (slowness of thought and speech. impaired ability to

concentrate, decreased motor activity)

Normal speech and thought.

Slight retardation during the interview.

Obvious retardation during the interview,

Interview difficult.

Complete stupor.

B W R = =

Agitation

MNone.

=

Fidgetiness,

Playing with hands, hair. etc.

Moving about, can’t sit still.

Hand wringing, nail biting. hair-pulling. biting of lips.

EE PV )

Instrument version 16 June 2016
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9
10 .r-‘-l‘_unxiety psychic
No difficulty. 0
Subjective lension and irritability. 1
Worrying about minor matters. 2
Apprehensive attitude apparent in face or speech. 3
*| Fears expressed without questioning. 4
11 } Anxiety somatic (physiological concomitants of anxiety)
such as:
gastro-intestinal — dry mouth, wind, indigestion, diarrhea, cramps.
belching
cardio-vascular — palpitations, headaches
respiratory — hyperventilation, sighing
urinary frequency
swealing
Absent
Mild. 1
Moderate, 2 |
Severe. 3
Incapacitating. 4
12 | Somatic symptoms gastrointestinal
None. 0
Loss of appetite but eating without staff encouragement. Heavy feelings 1
in abdomen.
Difficulty eating without staff urging. Requests or requires laxatives 2
or medication for bowels or medication for gastro-intestinal
symptoms,
13 | General somatic symptoms
None. 0
Heaviness in limbs, back or head. Backaches, headaches, muscle 1
aches. Loss of energy and fatigability,
Any clear-cut symptom rates 2. 2
Approved by Institutions! Review Board
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10
14 | Genital symptoms (symptoms such as loss of libido., enstrual
disturbances)
Absent. 0
Mild. i
Severe, 2
15 | Hypochondriasis
Mot present. 0
Self-absorption (bodily). 1
Preoccupation with health. 2
Frequent complaints, requests [or help, etc. 3
Hypochondriacal delusions. 4
16 | Loss of weight ( rate either a OR b)
a)According to the patient:
No weight loss, 0
Probable weight loss associated with present illness 1
Definite (according to patient) weight loss. 2
Not assessed. 3
b) According to weekly measurements:
Less than | Ib weight loss in week. 0
Greater than | Ib weight loss in week. 1
Greater than 2 [b weight loss in week. 2
Mot assessed. 3
17 | Insight
Acknowledges being depressed and ill. 0
Acknowledges illness but attributes cause to bad food, climate. 1
overwork. virus, need for rest. etc.
Denies being ill at all. 2

Part 6: Oswestry Disability Index Questionnaire
Please rate the severity of your pain by circling a number below:

No pain 0; Unbearable pain 5

Approved by Institutional Review Hoard
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11

- Instructions: Please circle the ONE NUMBER in each section which most closely

i;iescri bes your problem.

CONTENTS SCORES

SECTION 1 — Pain Intensity

The pain comes and goes and is very mild.

The pain is mild and does not very much.

The pain comes and goes and is moderate.

The pain is moderate and does not very much,

The pain comes and goes and is severe.

il & W RN = S

The pain is severe and does not very much.

SECTION 2 — Personal Care

I would not have to change my way of washing or dressing in order to avoid 0

pain.

I do not normally change my way of washing or dressing even though it causes 1

some pain.

Washing and dressing increases the pain, but I manage not to change my way 2

of doing it.

Washing and dressing increases the pain and [ find it necessary to change my 3 |

way of doing it.

Because of the pain, | am unable to do some washing and dressing without 4

help.

Because of the pain, | am unable to do any washing or dressing without help. 5

SECTION 3 — Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights, but it causes extra pain.

Pain prevents me from lifting heavy weight off the floor,

| | == =

Pain prevents me from lifting heavy weights off the floor but | can manage if

they are conveniently positioned, for example: on a table.

Pain prevents me from lifting heavy weights, but | can manage light to medium 4

weights il they are conveniently positioned.

I can only lifi very light weights, at the most. 5

Approved hy Institutional Review Board
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12

SECTION 4 — Walking

Pain does not prevent me from walking any distance. 0 i

Pain prevents me from walking more than one mile. 1

Pain prevents me from walking more than % mile.

Pain prevents me from walking more than % mile.

| can only walk while using a cane or on crutches.

th| & |

I am in bed most of the time and have to crawl to the toilet.

SECTION 5 — Sitting

I can sit in any chair as long as 1 like without pain.

| ean only sit in my lavorite chair as long as I like.

Pain prevents me from sitting more than one hour.

Pain prevents me from sitting more than ¥ hour.

Pain prevents me from sitting more than ten minutes.

| & W R - =

Pain prevents me from sitting at all.
SECTION 6 — Standing

I can stand as long as | want without pain.

I have some pain while standing, but it does nol increase with time.

I cannot stand for longer than one hour without increasing pain.

I cannot stand for longer than % hour without increasing pain.

| cannot stand for longer than ten minute without increasing pain.

N | W N o= =

I avoid standing. because it increases the pain straight away.

SECTION 7 — Sleeping

I get no pain in bed.

[ get pain in bed, but it does not prevent me from sleeping well.

Because of pain, my normal night’s sleep is reduced by less than one quarter.

Because of pain, my normal night’s sleep is reduced by less than one-half.

Because of pain, my normal night’s sleep is reduced by less than three-quarters.

| & W N = =

Pain prevents me from sleeping at all.
SECTION 8 — Social Life

My social life is normal and give me no pain. 0

My social life is normal, but increases the degree of my pain. 1

Approved by Institutionsl Review Roard
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13

Pain has no significant effect on my social life apart from limiting my more 2

energetic interests. My dancing, etc.

Pain has restricted my social life and I do not go out very often.

h.Pain has restricted my social life to my home,

I have hardly any social life because of the pain,

SECTION 9 — Traveling

I get no pain while traveling. 0
I get some pain while traveling, but none of my usual forms of travel make it 1
any waorse.

I gel extra pain while traveling, but it does not compel me to seek alternative 2

forms of travel.

I get extra pain while traveling which compels me to seek alternative forms of 3
travel.
Pain restricts all forms of travel. 4
Pain prevents all forms of travel except that done lying down. 5
SECTION 10 — Changing Degree of Pain

"My pain is rapidly getting better. 0
My pain fluctuates, but overall is definitely getting better. 1
My pa.En seems to be getting better, but improvement is slow at present. 2
My pain is neither getting better nor worse. 3
My pain is gradually worsening. 4
My pain is rapidly worsening. 5
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PHU LUC E2: BQ CAU HOI NGHIEN CUU

g BQ CAU HOI NGHIEN CcU'U
TEN BE/I"AI CAC YEU T(\J ANH HUONG DEN SUPHUC HOI CHUC NANG CUA
k © TS A ‘J(_,UO'IBI NH PAU LUNG
Gut
Ve Jd g
Xin ﬁ{i long cho biét y'kién ciia cac anh/ chi bang cach tra 1&i cac cau hoi sau:
. T x _
Phan 1: Thﬁng}n\ﬂ‘mﬁé ctia ngudi bénh
Nhimg cdu hoi sau lién quan dén thong tin ca nhan. Xin hily danh déau tich (V) nhitng cdu hoi sau:

1. Gidi O Nam O Nir

2. Tudi .. o

3.Cannang .......... (Kg) Chiducao .......... (m) BMI (kg/m?)
4. Pia chi: Thanh thj O Néang thon [J Mién nai [

5. Tuyén trude:
6. Tinh trang hon nhan
[ Da lap gia dinh O Dde than
O Ly thin O Ly hén [ Géa (chbéng hodc vo)
7. Trinh d6 hoe van
[ Tiéu hoe (1-5) O Trung hoc co & (6-9) O Trung hoc phé théng (10-12)
O Trung cép O Cao dang (3 nam) [ Cir nhan Dai hoe

[ Khdce (ghicy thé) .............
8. Nghé nghiép

O Chuyén nghiép O Nong dan
O Coéng nhin O Budn ban
O N&i trg O Nghi huru
(1 Cong vigd R Tghi B thi® oo i s sovvi s mesibssii bt
9. Thu nhdp ctia ban than va gia dinh |2 bao nhiéu tién trong mot thang:
= Thu nhip cha ban than trén Mm@t thang: ... i it iar e cs s srararirerras VND
- Thu nhép cua gia dinh trén mét thang: ........cooiieiiiiiiii i, VIND
10. Ban than ¢6 thé bao hiém y té khong? €& 0O Khéng O
Néu co, Bao hiém s& chi tra cho viée didu tri [a bao nhiéu phin tram?............ . (%)
11. Ban thdn di phai nghi lam do dau thiit lung 13 bao nhiéu ngay? ................ (ngay)

Phén 2: Nhirng thong tin lién quan dén bénh va diéu tri.
LB BN VO NIRTIT cnssmmsss
2. Qua trinh dau thét lung da duge bao 1lau? ..o

3. ChAN dOAN: oo

Klgiy chln:d0in s ssamannrmmesimemn

4. Nhirng bénh Iy kém theo nao ma ban than dung mac phai?

4.1 Cao huyét ap [ Khong O Co Thoi gian méc bénh .............. ?
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Diéu tri: Ludn luon [ Thinh thoang [
4.2 Bénh vé tim mach: O] Khéng I C6

Diéu tri: Ludn luon [ Thinh thodng []

4.3 COPD O Khong O C6

Diéu tri: Ludn luon [ Thinh thoang [

L1 Khong CI¢o

Thinh thoang [J

4.4 Bénh ly vé than
Diéu tri; Ludn luén O

5. b sir dung phuong phap diéu tri nao?
O Thube

O Vat Iy trj liéu

O Tiém thude

[0 Phau thudt

O An kiéng

6. Thube da timg sur dung dé diéu tri dau lung?
O Aspirin

O Oxycodin

O NSAIDs

Ll Othee:...

7. Déu hi¢u/ triéu ching lién quan dén dau lung
O Dau chin

U Pau bung hodc dau ¢ bang quang

M.N.S.(Adult Nursing) / 81

Khéng diéu trj []
Thoi gian méc bénh ...voveennn, ?
Khang diéu trj [
Thoi gian méc bénh......7
Khong diéu tri [
Thai gian mic bénh .......... ?

Khong diéu trj [

........................................

8. Truée day co phau thuat hay bi chén thuong viing ¢ot song thit lung khong?

NEU €6? M6 ta chi Tét...ooeeeeee e

9. Ban thén c6 thoi quen nao sau day:
Hat thude:
Luén ludén
Ubng rugu:

thudng xuyén [

Ludn ludn []
Tap thé duc:
Ludn luon O

Thinh thoang(CJ
thudng xuyén L1 Thinh thoang[]

thuong xuyén L1 Thinh thoang[C]

Hiém khi L] Khéng bao gio O]
Hiém khi ] Khang bao gio [

Hiém khi []  Khéng bao git [
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Phén 3: Thang nhin dau (NRS)

Téi muén ban danh gia dau cia ban trén thang diém tir sd khong dén mudi. 'Khong'
c6 ngha la ban khéng c6 ndi dau nao ca. "Mudi' ¢6 nghia la con dau 6i ¢ nhét ban ¢6 thé hinh
dung ra. Ban s& cung cdp chi s6 dau cta ban 13 sd miy?

o0 | 1 23] 4a]s 6 7] 8 ]09 ]w]
Khéng dau _ o Dau rit trim trong

Phin 4: B ciu hoi danh gid sw ty tin cta ngudi bénh trong viée kiém soit dau lung

(PSEQ)

STT Tuyén bd 01 ]2[3[4]|5]6

1 Téi van co thé tan huong moi hoat
dong trong cudc sébng hang ngay,
mac du dau.

2 | T6i co thé lam duge hau hét viéc
nha, mic du dau.
3 | Toi ¢6 thé hoa dong véi ban bé hojc _ -
gia dinh thuong xuyén nhu (61 dé i
ting lam, mic du dau.
4 | Toi co thé chiu dung duoc dau lrong T &
moi truong hop. I

5 Téi co thé lam duge mot sd cong
viée mic du dau (bao gdbm viéc nha,
di lam cé luong hodc khong co
luong)

6 Téi vin cé thé lam duge moi vige o]
| muon nhu so thich hodc cic hoat

dong trong thai gian rdi, mac du dau |

7 Toi ¢6 thé chiu dung duoe dau ma
khong dung thuoe.
8 Téi 6 thé dat duge hdu hét cic myc

ticu ma toi dit ra trong cufc song.
mic du dau.

9 Nhung toi ¢ the song vai mit cude
song nhu binh thuong, mie du dau.

10 Tai ¢6 thé dan dén wo nén chu dong
hon, mic du dau. |
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Phin 5:
5.1 Thang diém danh gid sy lo du cia Hamilton

Dudi dy 1a mot danh sach cac cum tir md ta cam gide chic chin ma ngudi
bénh ¢d. Cach danh gia nguoi bénh la cach tim ra cdu trd 161 ma ngudi bénh mo 1a
ding nhit cac didu kién sau. Chon mdt trong nim mirc dé cho mdi ciu hoi va thang
diém bao gom 14 cau hoi:
(0 = Khong co méit, 1 = nhe, 2 = trung binh, 3 = ndng, 4 = Rdt nghiém trong)
TT Noi dung Tra loi

Tam trang lo lang (Lo ling, tién doan nhimg bic¢u hién

1 P £ i AT i 0| 12|34
xau nhat, s¢ hai, bt rit) .
Cing thing (Cam giac cang thing, mét moi, hét

2 | hoang, cam xtc dé khoc, run riy, cam giacbéonchon, | 0 | 1 | 2 | 3 | 4
khong c6 kha nang thu giin) |
Lo s¢ (Trong bong tdi, nguoi la, bi bo lai m§t minh,

3 y (Trong bong 2uoi 1y, bi bo lai m¢ ‘ oli1lalsla

thu vat, xe ¢g. dam dong)

Mit ngu (Khé ngu, ngi khong ngon gidc hay bi thire
4 giéc. gidc ngtt khong duoe thoa man, mét moi khi
thirc day, chiém bao, ac mdng. kinh hdi bong dém).

5 | Tritu¢ (Kho tap trung. tri nhd kém) 0|1 |23 |4

Tam trang trim cam (Mt himg tha, khong thich giai

|
tri, tram cam, mat ngu)
|
Trigu ching vé co bip (Pau nhirc, co ram. cimg khop, |
7 | con co gidt, nghién rang. giong noi run ray, ting |0 (1 |12]3)|4
trirong lue co) !
g Cam giac (U tai, mo thi lye. co mit birng néng va | ol112]3]4
5 i i A "y | ~
lanh, cam giac yéu mét, dau nhoi) |
Triéu chirng tim mach (Nhip tim nhanh, danh trong ,
9 | nguc, dau ngye, mach dip manh. cam giic ngat xiu. 0 ] 21314

| mat nhip) ]
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Triéu ching hé hap (Nang ngyc hodc thit ngye, cam
gidc nghet tha, tho dai, kho tho)

0

Appendix / 84

11

Triéu chung tiéu hoa (Kho nudt, dau bung. cam giae
nong rat trong da day, ddy bung. budn noén, non. soi
bung, hay di phan long, sut cin. tio bon)

0

(8]

12

Tri¢u ching tiét niéu — sinh duc

(Tiéu nhiéu lan, mot ticu.

M4t kinh, rong kinh, kha nang sinh duc yéu, xuat
tinh sém, mét khoai cam, liét duong).

Tricu chimg than kinh (Khé miéng. birng mit, xanh
xa0, hay dd md hoi, chong mat. dau cang dau, toc
dung).

(¥8]

Thai d¢ lac phong vin (SGt rudt, bon chon, bat an, run
tay. cau may, cang thang, tho dai hofic tho nhunh. mat
tai xanh, ....., vv)

0

r2

5.2 Thang di¢m danh gid sy trim cim ciia Hamilton (HDRS)

NOI DUNG

PIEM

I | Khisic tram (budn chdn, hy vong, nong nhgn dugc giip da, vé dung)

Khéng 6 cam gidc kho chiu va déu hiéu tram cam

Nhimg trang thai nay xudt hién khi phong vén.

Nhimng trang thai nay xuat hién khi giao tif?zp bang loi

2 | Cim gide co thi

Nhirng cam giac nay xudt hién khi giao tiép bang loi va khong 10i.

Nhiing trang thai nay xut hién khi gia(-}_fié]; khong 101, vi du thong qua nét mit,
déng di, giong ndi va khi khoc

Wl — o

A ’ ¥ .y mer g
Khéng 6 cam giac 161 10

Tur chi trich ban than, thay minh ludn lam moi ngudi tht vong

Suy nghi la co toi

Nghi bénh tat la do bi trimg phat. Hoang tuang 1i ¢6 19i

Ao thanh hodc ao thj mang mau sic de doa

Bl ] -

3 | Tutw

Khdng co suy nghi nay

Cudc song khong ¢o y nghia

x K
Mong muon duge chét

Co r tuong mudn tu

Ld | D =]
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Toan tyr sat (CS géng tim moi cich dé ty tir nhung khong thanh cong). +
4 | Chirng mit ngii: ldc bt diu di ngi
Khong kho ngi (d€ ngi) - 0
Thinh thoang khé nga - 1
Khé ngu B 2
5 | Ching mit ngu: duy tll_gl'ic_ngu - - T
Khéng mat ngu M 0
Khong ngu duge _ I
Di lai suot dém — khdng ngti duoc 2
6 | Chirng mit ngii: thire diy so'm - iy
Khong khé ngu - 0
Di lai trong mot vai gio sau do ngu lai duoc S |
Khong thé ngu lai duge néu ra khoi giuong 2

7 | Khi nang lam vié¢e va thye hién cac hoat djng hang ngay
Khong gip kho khan. 0
Co suy nght 12 khong ¢6 kha nang, mét 1ndi'ﬁtﬁi;-;é‘ﬂ dudi lién quan dén céc I
hoat dong hang ngay. kha ning lam viéc va s¢ thich.
Mét kha ning himg thi vaéi cac hoat dong hang ngay. Sti_m"iu_li1;5_k]m_r1al1g 2
lam vi¢c.

Tt

Théi gian gianh cho cac hoat dong hang ngay bi giam. Ngudi bénh khong
gianh it nhat 3 gio mot ngay trong viée thuc hién céc hoat dong hang ngay
(lam vi¢c va so thich) loai trir cong viéc ndi tro.

Khdong cd kha ndng lam viée cling nhur cong viée ndi try 4

8 | Su tri tré (suy nghi va phat ngdn chim chap, mit kha ning tip trung,
giam kha ning vin dong)

Suy nght va phat ngon binh thutmg

Su tri tré & mite do nhe trong lae phong vin

Surtri ¢ & mire do rd rang Irimg lie phong viin
Kho phong vin
Hoan toan ngo ngén

Ll -

9 | Lo iu vé co thé |

Khong lo du 0
Bon chon/ lo du - |
Tay chan khong dé yén 2
Ngoi khong yén - S [ 3
Can mong tay, gidt toe, cin moi. A
10 | Lo fu vé tinh thin S
Khong lo lang. 0
Cang thang vi cdu gat 1
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Lo ldng ca nhing vén dé rat nho

Sur lo ling duoe thé hién trén khudn mat va _giong noi

S¢ hii

11 | Lo Au vé thé chiit: (Tiéu hoa: kho miéng, kho tidu, tidu chay, diy hoi, o

hoi; Tim mach — nhip tim nhanh, dau diu; Ho hflp - Tho qua

nhanh;TAn xuét di tiéu, d6 md hbi)

Khong co

Nhe

Vira

Nang.

Khong con kha nang

12 | Nhirng du hiéu ciia hé tiéu hoa

Khong phan nan gi

Mat cam gidc ngon miéng, day bung.

| Gap kho khén trong viée &dn udng. Yéu cau dang thude didu tri nhimg déu

higu cua duong tiéu hoa.

13 | Nhirng tridu chirng vé thé chit nt')mung
Khong co o

' Buon chan vi dau lung, dau dau. dau co. "ﬁﬁftﬂla'tg lugng va suy kit

Bt cir ddu hiéu rd rang nio

14 | Nhirng ddu hiéu ciia bd phén sinh duc nhw ddu hi¢u mét khi ning ham

L

5

2| W=

M=

KN —=]| O]

Khong ¢o

Nhe

Nang.

15 | Nghi bénh

Khong co

Quan tam dén hinh thé
Quan tam dén stre khoe.
Phan nan nhiéu vé strc khoe
Hoang llré'ng nghi bénh.

16 | Giam ciin

a) Theo bdo cdo cia ngudi bénh:
Khong giam can

C6 the giam can lién quan dén bénh it o
Giam can il
Khong danh gia duge.

b) Theo sy do ludng bang can rfg'[r_iri bénh
Giam cén nang it hon 0,5kg trong 1 tuan : 0

N — S

Ll —|o

WK — O
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Giam can nang nhiéu hon 0.5 kg trong 1 wan RN
Giam cén ning nhiéu hon 1 'lgg_u:ong lwan sl 2_ |
Eiiéng danh gia dugc - e 3
17 | Tim trang/ Nhiin thire e | e -
Co sy suy giam nhan thie o o 0
Nhan thirc giam tram trong lam nguoi bénh khong mudn an, can dugce nghi |
ngoi. - .
Sa st - 2 |
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Phin 6: Bj ciu héi ddanh gid sy han ché vin dong ciia ngwoi bénh dau lwng cia Oswestry
Khoanh tron vao mot con sb thé hién mire do trdm trong do con dau ctia ban cho cic phén dudi
day

Khéong dau: 0; Rétdau: 5

~ NOI DUNG R PIEM

Phan 1 —Mire d§ dau

Pau nhe _—— _ 0
Dau vira - - 1
Kha dau N - 2
Khong kh dau S - 3
Rét dau don o 4
Rét khong dau ' o 5
Phin 2 — Cham sée ci nhin 6
Khong phai thay dbi cach tam rira va mic quan 40 d¢ tranh dau dén. 0
Khong can thay ddi cach tim rira va mac quan 4o di \-'i{;alay' co gy dau dom. 1
Tam rira va mic quén ao lam tang dau dén nhung van thye hién theo cach ci. 2
Tam ria va mic quan 4o lam tang dau don vé?éﬁ"ifla_{* doi cach thue hién. . 3
B&i vi dau dén nén thinh thoang can su gitp d& dé tam rira va mic quén ao. 4
Boi vi dau dom nén khong thé tim rua va mac quan do néu khong ¢d su gitp dd. 5
Phin 3 — Ning viit ning o -

Co thé nang vil nang ma khong qua dau don 1 o
C6 thé nang vat nang nhung khé dau dén : o ] |
Khong thé héng vit nang khoi san dodaudén - 2
Khéng thé nang vat nang khoi san do dau dan nlumg_c—é‘lhé h;‘)_i@_néﬁ';jl_(}\:i tri 3

thudn tién nhu trén ban, ké, ...
Khong th¢ nang vat nang do dau ddm nhung ¢6 the nén_g néu vat ¢o trong lugng trung 4
binh & vi tri thudn tién nhu trén ban, k&....
| Chi co thé ning vit nhe . ——
Phin 4 - Di lai

Pau dén khéng ngan can viée di lai

Vi dau dén nén khong thé di qua | dam (=I.6km)h
Khong thé di qua 0,5 dam vi dau don
Khong the di qua 0,25 dam vi dau dén
Chi di lai duge néu co gdy chong

tn

nmialw -

Nam trén giudng va phai bo vao nha vé sinh
Phin 5 — Ngoi
C6 thé ngdi lau trén bat ctr loai gh¢ ma khong gay dau don

Chi ¢6 the ngoi trén loai ghé quen thude ma khong giy dau don
Chi ngdi dugc | gio do dau dém B 2
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Chi ngoi duge 30 phat do dau don
Chi ngdi duge 10 phut do dau dén
Khong thé ngdi do dau dén
Phéin 6 — Dirng

C6 thé dimg lau ma khong gay dau don
Lic dimg hoi dau nhung khong nhidu v&_l&‘{'éng dau theo thoi giaﬁ
" Khong thé dimg qua 1 gio ddng ho

Khong thé dimg qua 30 phit
Khéng thé dimg qua 10 pht
Khong thé ding do qua dau
Phin 7 - ngi

Khong dau lic ngu

Kha dau nhung khong anh huong dén g:,lac ngu
Boi vi dau don nén khong thé ngu qud 15 pht

| W

n

| | W =

Boi vi dau don nén khong thé ngu qua 30 phut
Bai vi dau don nén khdng thé ngu q-uv;ﬁi_phﬂl
Khang thé ngu o
Phéin 8 — Sinh hoat hang ngay

Hoat dong xa hoi binh thuong, khéng gdy dau don

N |-

Ll

HDdl dong xa hoi binh thudng nhu‘na lam tang dau ddn
Dau don khong gay anh huong dén cac hoat dong xd hoi trir r1hu‘nU hoat dong can
nhidu nang lurgng | nhu nhay mua

(=]

| Do dau dén nén han ché tham gia i de hogt dong XA hoi, khomc m m_oal thun’ng xm én

Do dau dén nén chi tham gia cac hoat dong 6 nha

Hoan toan khong tham gia cdc hoat dong xi hoi do dau don .

Phéin 9 — Du lich ' )

Khong dau dém khi di du lich. ol = 0

C6 hoi dau khi du ljch nhung nhiing Imal cIonE du lich nay khonw lam bmh t& hon. |

Kha dau khi du lich nhung chua cén thiét phai th’n dm hinh 1iur-. du lnch 2

Kha dau khi du lich va buge phm thay doi hinh 1hm du lich. 3
" 4

5

| el W

Do dau dén nén cdc hinh thirc du Iu_h bi Imn ché.

Do dau dén nén chi ¢6 thé ndm.
Phin 10 — Thay dbi mire d§ dau
Cang ngay cang tot hon - - - 0
C6 tién trién 16t hon e ' 1
Cé tién trién nhung chim 2
Khong tot hon ciing khong xau di . 3
& SR 3
S

Pang co Xu huUng t¢ hon
Té hon rit nhanh
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PERMISION FOR USING INSTRUMENTS

e Vé: Ask permission of using Pain self efficacy Questionnaire (8)

pain_self_....pdf

4 Traloi <~ Tralditdtcda =P Chuyéntiép e+ Khac

amanda_luxmoore@worksafe.vic.gov.au & 25thang 1 Itic 9:21 AM

Pén honganh Khuc

Hi

H]

We are happy for you to use the questionnaire (with reference to WorkSafe Victona), however we do
not have the capability to translate it into Vietnamese.

Regards,
Amanda

Amanda Luxmoore amanda_luxmoore@worksafe. Head Office, 222

Communications  vic.gov.au Exhibition Street e
Consultant Telf 9641 1347 Melboumne VIC 3000 .

Extemal Affairs Fax/ 9641 1353 WWW. VWA VIC.Qov.au

BE GREEN, READ FROM THE SCREEN



Fac. of Grad. Studies, Mahidol Univ. M.N.S.(Adult Nursing) / 91

nongann Knuc
tdi toi |-

Tiéng Anh~ > Tiéng Viét~  Dich thw

Vao ngay 22:01 Thuo Tw, 27 thang 1 2016, Farah MEBARKI <fmebarki@mapigroup

Hello

Thank you for sending this document.

| am pleased to inform you that you the permission to use the Vietnamese version
| hope this helps. Do not hesitate to contact me should you need any information.
Best regards

Farah Mebarki

Administrative Assistant

Information Support Unit

Mapi Research Trust
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ADDITIONAL STATISTICAL ANALYSIS

Tests of Normality

Kolmogorov-Smirnov® Shapiro-Wilk

Statistic |df Sig. Statistic | df Sig.
sumPSEQ|.109 125 .001 977 125 031
sumCOM |.373 125 .000 671 125 .000
PLHAMD] .216 125 .000 .888 125 .000
PLHAMA] .296 125 .000 .788 125 .000
sumODQ |.090 125 .015 961 125 .001

a. Lilliefors Significance Correction



Fac. of Grad. Studies, Mahidol Univ.

NAME

DATE OF BIRTH

PLACE OF BIRTH
INSTITUTIONS ATTENDED

POSITION AND OFFICE

EMPLOYMENT ADDRESS

HOME ADDRESS

M.N.S.(Adult Nursing) / 93

BIOGRAPHY

Khuc Thi Hong Anh

4" June 1974

Hanoi

Hanoi Medical school, 1993 — 1996

School of Nursing, Certificate of Nursing

Nam Dinh Nursing University, 2002 — 2006
College of Nursing, Diploma of Nursing

Nam Dinh Nursing University, 2007 — 2008
Bachelor of Nursing

Mahidol University, 2015-2016

Master of Nursing Science (Adult Nursing)

Head of Nursing Management, Faculty of
Nursing, Hanoi Medical College

No. 35 Doan Thi Diem Street, Quoc Tu Giam
commune, Dong Da district, Hanoi, Vietham
Workplace telephone number: (84) 04.37326303
Email: lienhe@yhn.edu.vn

Website: www.yhn.edu.vn

No. 1302 — An Sinh Building — Cau Dien Tower —
Nam Tu Liem district — Hanoi

Telephone: 04. 37631941

Mobile telephone: (84).912748464.

Email: Khuchonganh yhn@yahoo.com.vn




	1_ปก PINK ANH APPROVED
	2_กิตติกรรมประกาศ PINK ANH APPROVED
	3_บทคัดย่ออังกฤษ 5738765 PINK ANH APPROVED
	4_ สารบัญ PINK ANH APPROVED
	5_บทที่ 1 PINK ANH APPROVED
	6_บทที่ 2 PINK ANH APPROVED
	7_บทที่ 3 PINK ANH APPROVED
	8_บทที่ 4 PINK ANH APPROVED
	9_บทที่ 5 PINK ANH APPROVED
	10_บทที่ 6 PINK ANH APPROVED
	11_รายการอ้างอิง PINK ANH APPROVED
	12_ภาคผนวก
	13_ประวัติผู้วิจัย PINK ANH APPROVED

