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ABSTRACT

BACKGROUND AND OBJECTIVES: Chronic low back pain 
is a musculoskeletal problem with high prevalence and frequent 
associated conditions, which causes major impact on patients’ 
daily life and quality of life. This study aimed at evaluating pain 
perception, fear of movement and adherence to treatment of pa-
tients with low back pain and surgical indication.
METHODS: This is a prospective study with convenience sam-
ple made up of low back pain patients, called test group: chronic 
non-cancer pain patients who were randomly selected and were 
waiting for surgery. Control group was made up of patients scre-
ened by the Pain Clinic, with low back pain, however asympto-
matic. Tools were the visual analog scale, the Morisky & Green 
questionnaire to check adherence to treatment and the Roland-
-Morris questionnaire to evaluate functional incapacity. Fear of 
movement was evaluated by the Tampa Scale for Kinesiophobia 
and quality of life by the Study Short form 12 Health Survey 
(SF-12) (Medical Outcomes).
RESULTS: Mean age of the test group was 38.8±6.5 years with 
prevalence of females, impaired labor situation and mean educa-
tion of 8.5±3.8 years. Both mental and physical components had 
lower quality of life scores in the test group, in addition to more 
severe pain, functional incapacity and fear of movement. Non-
-adherence to treatment was seen in 65% of test group patients.
CONCLUSION: Fear of movement, functional incapacity and 
pain observed in test group may have implications in the quality 
of life of low back pain patients who will be submitted to surgery 
and may be predictors for the incorporation of different strate-
gies to contribute to more effective approaches.
Keywords: Evaluation, Low back pain, Quality of life.
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RESUMO

JUSTIFICATIVA E OBJETIVOS: A dor lombar crônica é um 
problema musculoesquelético com alta prevalência e frequentes 
condições associadas, que causa grande impacto no cotidiano e 
na qualidade de vida dos pacientes. O objetivo deste estudo foi 
avaliar a percepção de dor, medo do movimento e adesão ao tra-
tamento em pacientes com dor lombar e indicação cirúrgica.
MÉTODOS: Trata-se de estudo prospectivo em amostra de con-
veniência composta por pacientes com dor lombar, denominado 
grupo teste: dor crônica de origem não oncológica, escolhidos 
aleatoriamente e que estavam em fila de espera para realização de 
cirurgia. O grupo controle foi composto de pacientes triados na 
Clínica da Dor, com lombalgia, porém assintomáticos. Os ins-
trumentos utilizados foram a escala visual analógica, o questio-
nário de Morisky & Green para verificar a adesão ao tratamento 
e o questionário Roland-Morris para avaliar a incapacidade fun-
cional. O medo do movimento foi verificado pela Escala Tampa 
de Cinesiofobia e a qualidade de vida pelo Study Short Form 12 
Health Survey (SF-12) (Medical Outcomes).
RESULTADOS: A média de idade do grupo teste foi de 38,8±6,5 
anos prevalecendo o gênero feminino, situação laboral compro-
metida e escolaridade média de 8,5±3,8 anos. Tanto o compo-
nente físico quanto o mental apresentaram menores escores de 
qualidade de vida no grupo teste, além de maior intensidade de 
dor, incapacidade funcional e medo do movimento. A não ade-
são ao tratamento farmacológico ocorreu em 65% do pacientes 
do grupo teste. 
CONCLUSÃO: O medo do movimento, a incapacidade fun-
cional e a dor verificados no grupo teste podem ter implicações 
na qualidade de vida de pacientes com dor lombar que serão 
submetidos a intervenção cirúrgica e ser fatores preditores para 
que se incorporem estratégias diversas a fim de contribuir para 
condutas mais eficazes.
Descritores: Avaliação, Dor lombar, Qualidade de vida.

INTRODUCTION

Low back pain (LBP) is the second largest complaint worl-
dwide and the major cause of temporary leave in Brazil1. In-
capacity and poorer function are common among chronic low 
back pain patients and their quality of life (QL) depends more 
on the level of incapacity than on pain, as well as on costs2.
Low back pain is any persistent pain in the lower spinal re-
gion for more than three months and which becomes chronic. 
Chronic LBP is one of the most common musculoskeletal 
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disorders in industrialized societies, affecting 70 to 80% of 
the adult population in some moment of life, having predi-
lection for young adults in economically active stage, and is 
one of the most common causes of absenteeism due to total 
or partial incapacity2,3.
Types of LBP may be classified according to their duration. 
Acute low back pain has sudden onset and lasts for less than 
six weeks, while sub-acute low back pain lasts from six to 12 
weeks, and chronic low back pain lasts for more than 12 we-
eks4. One may state that chronic low back pain is characteri-
zed by disabling syndrome and pain which lasts for more than 
three months after the first acute pain episode, in addition to 
gradual installation of incapacity, very often with imprecise 
onset and periods of improvement and worsening3,4.
With regard to treatment, the first objective is pain relief. Many 
drugs may be used, including analgesics, anti-inflammatory 
drugs, myorelaxants, steroids and opioids, always after eva-
luating the risk-benefit of each one of them. Rest, although 
recommended in the acute stage, should be limited to a short 
period since its extension delays recovery and favors process 
chronicity, especially for favoring the loss of muscle strength5.
No isolated therapy is efficient for chronic low back pain6

. 
The same acute stage drugs may be used and, in some cases, 
there are major benefits with the use of some classes of anti-
depressants in low doses to control pain7. Rehabilitation with 
stretching and muscle strengthening exercises, in addition to 
postural reeducation, are critical to decrease symptoms and 
prevent pain recurrence. Other interventions include trans-
cutaneous electric nerve stimulation (TENS), acupuncture, 
cognitive-behavioral therapy and infiltration. Corsets and 
girdles should only be used during acute crisis or when there 
is spinal instability. Their continuous use may lead to muscle 
hypotrophy generating a vicious cycle of pain8.
Only 1 to 2% of patients need surgery. The need to change 
life habits, be it with regard to physical activity, postural vices 
or passive attitude with relation to pain, should always be re-
commended. Low back pain treatment will be more effective 
if it is aimed at patients and not at their injuries or exams7,8.
LBP has economic repercussions and causes suffering and QL 
limitations such as: difficulty to carry out activities, stress, ir-
ritability, hopelessness, sleep disorders, depression, fatigue and 
incapacities3, so a multidisciplinary approach is indicated and 
is being adopted by different treatment centers worldwide as an 
effective manner to treat chronic low back pain, substantially 
improving QL of people with such clinical presentation3,4.
The literature also reports that chronic LBP patients have 
more fear of movement, of physical activities and of exerci-
sing, and are more sensitive to pain and fearful of recurrence, 
so these studies emphasize that fear of movement should be 
early identified and treated in patients with chronic low back 
pain because they are predictors for poorer evolution9,10.
In light of the above, this study aimed at comparing two LBP 
groups, with and without surgical indication, to better un-
derstand the profile, the differences and similarities of both 
groups, in order to provide more effective intervention mea-
sures for each group.

METHODS

This is a descriptive, exploratory, comparative, crossover stu-
dy with quantitative approach carried out in the Pain Clinic 
Ambulatory, Base Hospital (FUNFARME/FAMERP). Indi-
viduals of both genders, with enough cognitive level to un-
derstand the procedures and to follow given guidance were 
included. All patients have signed the Free and Informed 
Consent Term (FICT). Patients with psychiatric disease and 
no clinical follow up in the Pain Clinic, Base Hospital were 
excluded.
Patients were allocated in two groups: test group (TG), with 
diagnosis of low back pain and surgical indication (n=15), 
and control group (CG) (n=20), with diagnosis of low back 
pain and no surgical indication. CG was made up of indivi-
duals paired by age and education level with regard to TG. 
Patients of both groups were evaluated by the visual analog 
scale (VAS)11, which consists in measuring pain intensity and 
is an important tool to check pain evolution during treatment 
and even at each medical visit in a more reliable way; Mo-
risky & Green test12 (MGT) to check adherence to treatment. 
MGT is made up of four questions to identify attitudes and 
behaviors with regard to drug ingestion, and which has been 
shown to be useful to identify patients adhering or not to 
treatment.
According to MGT protocol, patients with maximum score 
of four are considered adherent and those with three or less 
are considered non-adherent to treatment. One MGT limi-
tation is that it evaluates just adherence to pharmacological 
treatment, not taking into consideration adherence to non-
-pharmacological treatment. To evaluate LBP patients’ inca-
pacity, MGT13 translated, adapted and validated was used. 
This questionnaire is made up of 24 items involving the do-
mains of functional capacity, limitation by physical aspects, 
pain, general health status, vitality, social aspects, emotional 
aspects and mental health.
Each item has the value of one point being the result the 
sum of all checked items with minimum score of zero and 
maximum of 24, which translates total functional incapacity. 
The Study Short Form 12 Health Survey (SF-12) was also 
applied, which is a generic QL questionnaire which, although 
being shorter that SF-36, is still a valid alternative. This tool 
is a good option for population-based studies and also for tra-
cking health problems. It has a structure based on 10 items, 
extracted from SF-36 domains and 2 items added to improve 
the estimate of the 2 components created as from SF-36. Re-
sults are normalized and expressed in components (physical 
and mental) through standard deviations of the American 
population mean (Z score with mean of 50±10). To evaluate 
fear of movement the Tampa Scale for Kinesiophobia (TSK)15 
was used, for being one of the most popular tools currently 
used to evaluate kinesiophobia. This scale consists in a self-
-applicable questionnaire with 17 questions addressing pain 
and symptoms intensity. Scores vary from one to four points, 
being that the answer “totally disagree” is equivalent to one 
point, “partially disagree”, to two points, “partially agree” to 
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three points and “totally agree” to four points. To obtain the 
final score it is necessary to invert scores of questions 4, 8, 12 
and 16. Final score may be at least 17 and at the utmost 68 
points, being that the higher the score the higher the level of 
kinesiophobia.
For statistical analysis data were recorded in spreadsheets and 
analyzed by descriptive statistics. For questions with variables 
yes or no NcNemar test was used for comparison before and 
after, within each group and, between groups, possible yes 
and no combinations were evaluated. Quantitative variables 
were evaluated by the paired T test or Signal test, when re-
commended. In the case of inter-group analysis, T test for 2 
samples and Mann-Whitney test were used. Finally, ordinal 
variables were analyzed by non-parametric tests, being that 
Signal test was used within the same group and Mann-Whi-
tney test to compare between groups. Results are shown in 
tables, figures and descriptively. 
This study was approved by the Research Ethics Committee, 
FAMERP, under n. 2384/2010.

RESULTS

This study tried to identify good indicators of self-evaluation 
of low back pain patients with surgical indication to ob-
tain a more complete profile of them and so provide more 
effective intervention measures. It was observed that in both 
groups there has been predominance of females, mean age of 
38.8±6.5 for TG and most of respondents of both groups had 
no integral labor activity or were on leave, or just had partial 
activity, which shows the interference of pain in labor activi-
ties. Table 1 shows characteristics of both groups.

Table 1. Characteristics of patients of both studied groups

Variables Groups n Mean ± 
SD

%

Age 
(years)

TG
CG

15
20

38.8±6.5
43.4±11.5

Gender TG
CG

15
20 

Female 73.4 (n=11)
Male 26.6 (n=4)

Female 60.0 (n=12)
Male 40.0 (n=8)

Labor 
situation

TG 
CG

15
20

Integral activity 6.6 (n=1)
Partial activity 53.4 (n=8)

On leave 40.0 (n=6)

Integral activity 20.0 (n=4)
Partial activity 45.0 (n=9)

On leave 35.0 (n=7)

Education 
(years)

TG
CG

15
20

8. 5±3.8
10.5±2.8

TG: test group; CG: control group.

With regard to QL, the SF-12 questionnaire was used, which 
is a generic measurement and does not target a specific age 
group or group of diseases. Results are calculated using the 
scores of 12 questions, from zero to 100, where zero indicates 
low QL and 100 high QL levels. Results or our study are sho-
wn in figure 1. It is observed that both physical and mental 

health are impaired in TG. TG has lower QL as compared to 
CG in both components with statistically significant differen-
ce (p<0.05).
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Figure 1. Total score of physical (PHC) and mental (MHC) health com-
ponents of the generic quality of life questionnaire SF-12, comparing 
both groups

With regard to VAS, TG had higher scores, indicating more 
severe pain. In the Roland Morris questionnaire, which ex-
presses daily and labor situations which may be impaired by 
low back pain, highest mean was 11.92±2.50 with signifi-
cant difference between groups (p<0.05). TSK, which mea-
sures fear of movement and of injury recurrence, has shown 
higher scores in TG with statistically significant difference 
(Table 2).

Table 2. Mean pain values for studied groups

Tools Groups n Mean ± SD p value

Visual analog scale Test
Control

15
20

6.35±2.54
4.56±1.35 0.048*

Roland Morris Test
Control

15
20

11.92±2.50
8.13±3.56 0.035*

Tampa scale for 
kinesiophobia

Test
Control

15
20

46.0(20-65)
38.0(22-56) 0.035*

TG: test group; CG: control group; * statistically significant difference p<0.05.

From TG patients evaluated by MGT 65% (n=9) have not 
adhered to prescribed pharmacological treatment. The rela-
tionship between MGT and gender has not shown statisti-
cally significant difference (p>0.05).

DISCUSSION

The identification of biopsychosocial and QL factors in LBP 
patients who will be submitted to surgery allows for a more 
effective treatment very often decreasing complication rates.
Our study has observed the prevalence of females aged betwe-
en 32 and 60 years and with impaired labor situation.
Studies16,17 confirm such results which show that lumbar spi-
ne musculoskeletal disorders are major public health proble-
ms. So, intervention strategies should be developed to control 
such morbidity.
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Authors report that approximately 50% of females have some 
type of pain, especially low back pain17, often observed in 
those remaining standing up or sitting down for long periods.
Females, who are majority in this study, may have presented 
more pain complaints probably due to some anatomo-func-
tional characteristics, such as less bone mass, lower muscle re-
sistance and more unstable joints, and also because their mus-
cle strength is in average 30% weaker as compared to males.
Some studies17,18 show that the younger the age the lower the 
chance of having LBP, observing that with age there is higher 
prevalence of low back pain.
With regard to pain during activities, observed with TSK, this 
study has shown more fear in TG. Some authors18,19 try to 
explain that little is known about the exact mechanism and 
factors influencing LBP chronicity, and report that the model 
based on clinical signs and symptoms indicates that pain is 
proportional to tissue injury extension.
However, there are evidences that the persistence of pain 
symptoms cannot be explained only by objective clinical 
findings and, for this condition, an approach purely based 
on clinical model may be insufficient. They also report that 
some individuals with musculoskeletal pain develop chronic 
pain syndrome, the cognitive model of fear of movement/ (re) 
injury proposed by Vlaeyen et al.20, which is based on fear 
of pain, or more specifically, fear that physical activities may 
cause pain and/or injury recurrence.
Two opposite behavioral responses are proposed, being that 
confronters face pain in the attempt of improving and be-
lieve that the presence of pain does not justify the limita-
tion of their functional activities, while avoiders have fear of 
movement and believe that activity is directly related to the 
presence of pain. This avoiding behavior may lead to physi-
cal and psychological disorders which will contribute to the 
chronicity of pain.
McCracken and Turk21 have also reported that LBP individu-
als with surgical indication have solicitude behaviors which 
encourage rest and stimulate such patients to decrease activi-
ties, reinforcing avoidance behaviors, which increase the risk 
of dependence and incapacity and impairs QL.
In analyzing non-pharmacological adherence of most TG pa-
tients, there are reports that this factor is a major challenge 
both for the government and health professionals, because 
it depends on the implementation of multidisciplinary pro-
grams in all levels of assistance for interventions to be more 
effective22.

CONCLUSION

Fear of movement, functional incapacity and pain observed 
in TG may have implications in the QL of LBP patients who 
will be submitted to surgery.

Evaluating such patients with different tools may give the he-
alth team the real dimension of symptoms, taking into con-
sideration all these factors for the implementation of health 
assistance models which incorporate different individual and 
collective strategies to contribute to more effective approaches.
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