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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.  
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EFFICACY/ ANXIETY/, DEPRESSION AND COMORBIDITY 
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CHAPTER I 

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 (McIntosh 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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1.  

2.  

 

3.   

4.  

5.   

 

6.  

7.  

8.  

 

9.  

 

 

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.   

Self - efficacy 
 

          Pain 

Anxiety and 
depression 

Comorbidity 

Functional recovery 
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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. McIntosh 

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 

(McIntosh 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  

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; Sá et al., 2008). Disability in 

patients with chronic LBP varies between 11% and 76% (Wynne-Jones et al., 2008; 

Côté 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 



Khuc Thi Hong Anh                                                                                                  Literature Review / 12 

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. 



Khuc Thi Hong Anh                                                                                                  Literature Review / 14 

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 α) 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 (HDRS) 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 (McIntosh 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 



Khuc Thi Hong Anh                                                                                                  Literature Review / 28 

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 III 

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 α= 

0.05, the power of the statistical test (Power 1- β= 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 α = .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 0 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 

Alpha (n = 

30) 

Cronbach's 

Alpha (n = 

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. 

 

 

 

 

 



Khuc Thi Hong Anh                                                                                                         Methodology / 36 

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.   

3. 7.3 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 
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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/m2). 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 - 24.9 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 25.4 

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 2.4 

Alkylosing spondylitis 27 21.4 

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 = 12.4 ±  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 

Hypertension 

 47* 

29 

37.3 

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 .440** -.297** .667** 1.00   

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

6. functional recovery -.556** .478** -.456** -.579** .105 1.00 

** p < .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 

(SD± 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; Sá et al., 2008). Disability in 

patients with chronic LBP varies between 11% and 76% (Wynne-Jones et al., 2008; 

Côté 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 (McIntosh 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. Identify 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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ADDITIONAL STATISTICAL ANALYSIS 

 

Tests of Normality 

 Kolmogorov-Smirnova 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 
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