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ABSTRACT

Objective: To describe the characteristics of pain, kinesiopho-
bia and quality of life in patients with chronic low back pain 
and depression. Methods: Cross-sectional study in which 193 
individuals with chronic low back pain were included. The pres-
ence of depression was measured by the Beck Depression 
Inventory, using a cutoff validated by the Mini International 
Neuropsychiatric Interview. The intensity and quality of pain in 
the groups with and without depression were assessed by the 
McGill Questionnaire. The Tampa Scale for Kinesiophobia was 
applied to assess fear of movement. With respect to quality 

of life, the Medical Outcomes Study 36 was used. The statisti-
cal significance level was set at p <0.05. Results: The prev-
alence of depression was 32.1%. The group with depression 
had worse scores in relation to pain, kinesiophobia and quality 
of life (physical functioning, role-physical, bodily pain, general 
health, vitality, social functioning, role-emotional, and mental 
health. Conclusion: Patients with low back pain and depression 
had higher pain intensity, greater fear of movement and poorer 
quality of life. Level of Evidence III, Cross-Sectional.
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INTRODUCTION

Chronic low back pain is one of the main complaints of patients 
with musculoskeletal disorders. It is defined by the presence of 
pain in the lumbar region lasting for more than 7-12 weeks.1 It 
entails restriction of the capability for work, limitation for social 
activities, emotional problems2 and reduced quality of life.3

Chronic low back pain is frequently associated with depression.4 
Between 16.4 and 73.3% of the patients with chronic low back 
pain present depression.5 The presence of depression is asso-
ciated with the greater intensity and persistence of pain,6 greater 
incapacity,2,7 higher economic cost2 and more adverse life events.
The literature investigated did not produce any trials that were 
aimed at studying the impact of depression on the characteristics 
of chronic low back pain and on the fear of movement (kinesiopho-
bia). The aim of the present study was to describe characteristics 
of pain, kinesiophobia and quality of life in patients with chronic 
low back pain associated with depression, in comparison to pa-
tients with chronic low back pain without depression.

METHOD

This is a cross-sectional observational study, conducted in the 
outpatient physiotherapy section of a state government insti-

tution, on patients diagnosed with chronic low back pain. The 
study was carried out in the period from August 2008 to August 
2009. The participants who agreed to take part in the study 
signed the informed consent form. The project was approved 
by the Institutional Review Bureau (Report no. 307/08).
The inclusion criteria were: patients of both sexes, from 18 to 
60 years of age, diagnosed with chronic low back pain at least 
three months previously.
Patients with neurological diseases (cerebrovascular accident, 
cerebral palsy and Parkinson’s disease), patients who had 
suffered any type of recent fracture, patients who were in a 
postoperative process of any nature, those with important acute 
diseases in physiotherapeutic treatment, patients with chronic 
cancer pain and patients with chronic low back pain with non-
musculoskeletal causes were excluded.
A total of 193 individuals, referred by orthopedists for 
outpatient physiotherapy treatment, were included in the study. 
The interviews were held by a single investigator, previously 
trained to apply the instruments. The participants answered a 
clinical sociodemographic questionnaire and the instruments 
were applied to evaluate depression, pain, kinesiophobia (fear 
of movement and re-injury) and quality of life. The presence 
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of depression was evaluated using the Beck Depression
Inventory (BDI).8

The BDI is one of the instruments used most often to evaluate 
depression symptoms, and is applied to psychiatric and non-
-psychiatric patients. This instrument was validated in several 
countries. It is composed of 21 items that address the cognitive, 
affective, behavioral and somatic components of depression.8

As the BDI was not validated for this specific population, the 
Mini International Neuropsychiatric Interview (MINI) was used 
on a subsample of 87 patients to establish a cutoff. The MINI 
is a brief standardized diagnostic interview that confirms the 
diagnosis of depression among other possible diagnoses.9 The 
MINI was used as gold standard to determine the BDI cutoff 
in this population, and was administered by a psychiatrist with 
specific training.
The intensity and quality of pain were assessed by applying the 
McGill questionnaire which evaluates pain in three dimensions: 
sensory-discriminative, affective-motivational and evaluative-
cognitive. It consists of 78 words (descriptors) organized in four 
groups and 20 subgroups. The groups refer to the following 
pain components: sensory-discriminative (subgroups 1 to 10), 
affective-motivational (subgroups 11 to 15) and evaluative 
(subgroup 16). Subgroups 17 to 20 involve miscellaneous 
items.10 The Tampa Scale for Kinesiophobia-Brazil was used 
to assess fear of movement and of re-injury. It consists of 17 
statements about pain in which the patient is supposed to mark 
how much they agree or disagree with each statement, using a 
four-point scale. The final score can range between the minimum 
of 17 and the maximum of 68 points. The higher the score, the 
greater the degree of kinesiophobia, indicating that the individual 
is afraid of moving due to low back pain.11 With respect to quality 
of life that involves physical, mental, psychological, emotional 
and social well-being, the investigators used the Brazilian version 
of the Medical Outcomes Study 36 (SF 36), which is composed 
of 36 items that are divided into eight topics: physical functioning 
(10 items), role-physical (4 items), bodily pain (2 items), general 
health (5 items), vitality (4 items), social functioning (2 items), 
role-emotional (3 items), mental health (5 items) and one more 
question of comparative evaluation between current and prior-
year state of health. The result varies from 0 to 100, with 0 being 
the worst general state of health and 100 the best.12 

STATISTICAL ANALYSIS

The cutoff in the BDI, for a more adequate balance between 
specificity and sensibility, was estimated through the ROC 
analysis, using the MINI as gold standard. The established 
cutoff was BDI ≥ 16.5.
To compare the sociodemographic characteristics between the 
groups with and without depression, the Chi-square test was 
used for the qualitative variables and the Student’s t-test for the 
quantitative variables.
The Shapiro Wilk test was used to assess the distribution of the 
variables relating to pain (McGill), kinesiophobia (Tampa) and 
quality of life (SF36). As the variables did not present normal 
distribution, the comparisons were made through the Mann 
Whitney test.
The significance level used was p<0.05. The software em-
ployed was the SPSS (Statistic Package for the Social Sciences) 
installed in a Windows environment, version 13.0.

RESULTS

The study subjects were 193 patients with chronic low back 
pain, average age of 43.8 ± 11.9 years, 72.5% female and 
32.1% with depression.
There was no difference between the groups with and without 
depression in relation to the average age (44.4 ± 10.4 and 43.6 
± 12.6 years, respectively) and education (p=0.325). However, 
women (90.3% and 64.1%, respectively) and separated or di-
vorced individuals (25.8 and 8.4%, respectively) predominated 
in the group with depression. (Table 1)
Table 2 shows the comparison of the variables pain, kinesiopho-
bia and quality of life in the groups with and without depression. 
The group with depression had a worse score in relation to pain 
(p=0.004), kinesiophobia (p=0.001) and quality of life [physical 
functioning (p=0.000), role-physical limitations (p=0.001), pain 
(p=0.000), general health (p=0.000), vitality (p= 0.000), social 
functioning (p=0.000), role-emotional limitations (p=0.0000), 
and mental health (p=0.000)].

Table 1. Socio-demographic characteristics of the patients with chro-
nic low back pain in the groups with and without depression (n=193).

Variable
Depression

p-value Absent Present Total
n % N % N %

Sex
F 84 64.1 56 90.3 140 72.5 <0.001
M 47 35.9 6 9.7 53 27.5

Total 131 100.0 62 100.0 193 100.0
Civil Status  

Single 43 32.8 18 29.0 61 31.6 0.015
Married 71 54.1 26 41.9 97 50.2

Separated/divorced 11 8.39 16 25.8 27 13.9
Widow/widower 6 4.6 2 3.2 8 4.1  

Total 131 100.0 62 100.0 193 100.0
Level of Education

Up to Primary ≤ 4 years 32 24.4 12 19.4 44 22.8 0.325
Secondary > 4 and ≤ 12 years 52 39.7 30 48.3 82 42.5
Higher Education > 12 years 47 36 20 32.3 67 34.7

Total 131 100.0 62 100.0 193 100.0

Table 2. Comparison of the variables: pain, kinesiophobia and quality of life 
in the groups with and without depression (n=193).

Variable
Depression 

p-value Absent Present 
Median (min-max) Median (min-max)

McGill
Sensory-discriminative 17.0 (0.0 – 35.0) 20.0 (4.0 – 34.0) 0.053
Affective-motivational 5.0 (0.0 – 12.0) 6.0 (2.0 – 14.0) <0.001

Evaluative 2.0 (0.0 – 5.0) 3.0 (0.0 – 5.0) 0.001
Miscellaneous 5.0 (0.0 – 17.0) 6.5 (0.0 – 13.0) 0.020

Total 31.0 (3.0 – 66.0) 36.0 (13 – 65.0) 0.004
Tampa SF 36 36.0 (21.0 – 56.0) 39.0 (23.0 – 56.0) 0.001

Physical Functioning 70.0 (0.0 – 100.0) 55.0 (0.0 – 100.0) <0.001
Role-Physical Limit. 50.0 (0.0 – 100.0) 0.0 (0.0 – 100.0) 0.001

Pain 41.0 (0.0 – 84.0) 31.0 (0.0 – 72.0) <0.001
General Health 67.0 (20.0 – 100.0) 52.0 (5.0 – 92.0) <0.001

Vitality 60.0 (0.0 – 100.0) 35.0 (0.0 – 90.0) <0.001
Social Functioning 75.0 (12.5 – 100.0) 37.5 (0.0 – 100.0) <0.001

Role-Emotional Limit. 66.7 (0.0 – 100) 33.3 (0.0 – 100.0) <0.001
Mental Health 68.0 (12.0 – 96.0) 40.0 (0.0 – 76.0) <0.001
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As concerns kinesiophobia, it was verified that depressed indi-
viduals with chronic low back pain have greater fear of move-
ment, of physical activity and of exercising, showing themselves 
to be more sensible to pain and fearful of re-injury. Recent 
guidelines emphasize that psychological aspects such as fear 
of movement and depression should be identified and treated 
early in patients with chronic low back pain, as they are predic-
tors of worse evolution.17,18

As regards the quality of life topic, the patients with depression 
presented worse quality of life in the eight domains of the SF 
36 questionnaire: physical functioning, role-physical limitations, 
pain, general health, vitality, social functioning, role-emotional 
limitations, and mental health. Although there are studies report-
ing worse quality of life in patients with chronic low back pain 
and depression in the literature, few used validated instruments 
such as the SF 36.19,20 Worse quality of life in patients with 
chronic low back pain and depression is expected, since both 
problems affect physical functioning, leisure, social life and the 
ability to work, with an increase in absenteeism.2,21,22

This study presents some limitations. Its cross-sectional design 
prevents cause and effect evaluations. Another limitation was 
the absence of data on the use and the number of analgesic, 
anti-inflammatory and antidepressant drugs by the patients, 
since these drugs may have interfered in the quality and inten-
sity of the pain. Finally, neither the BMI nor the level of physical 
activity of the patients was calculated.

CONCLUSIONS

In this study, the prevalence of depression in patients with 
chronic low back pain was high (32.1%). Patients with depression 
presented greater pain intensity, a greater fear of movement 
and of performing physical activities. Depression was also 
associated with worse quality of life.

DISCUSSION

The patients assessed in the study were predominantly female, 
around 40 years of age and with an average level of educa-
tion. Of these, 32.1% exhibited depression. In other chronic low 
back pain studies, the prevalence of depression varied between 
19.8% and 72%.2,13 Thus, the frequency of depression found 
in our sample is among the rates described in the literature. It 
is emphasized that the wide variation of prevalence is possibly 
due to methodological issues, mainly with respect to the criteria 
used to diagnose depression.2,13 Even considering the variation 
in reports, the prevalence of depression in chronic low back 
pain is higher than that expected from random association. 
Several studies confirm the association between depression 
and chronic low back pain, yet the bases of this association 
have not yet been well established.6,14

In the group with depression, there was a higher number of 
women and of separated or divorced individuals. The higher 
number of women was expected since the prevalence of de-
pression in the general population is twice as frequent in ma-
les than in females. Likewise, civil status is associated with 
depression. A separated or divorced status increases the risk 
of greater depression.15

All the topics evaluated (pain, kinesiophobia and quality of life) 
presented worse results in the chronic low back pain with de-
pression group. With regard to pain, in the McGill questionnaire, 
domains 1 to 10 (sensory-discriminative), 11 to 15 (affective-
-motivational), 16 (evaluative) and 17 to 20 (miscellaneous) re-
vealed worse quality in the group with depression. These results 
corroborate the literature. Studies indicate a mutual influence 
between pain and depression. The severity of the depression in 
patients with chronic low back pain is related to longer duration 
and greater intensity of pain. On the other hand, depression can 
increase sensibility to pain.7,16 
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