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

Approximately 80% of people experience 
back pain at least once in their lifetime [1].
In industrial countries back pain is one of 
the leading causes of absenteeism from 
work and admission to hospital, resulting 
in high costs in terms of expenditure on di-
agnosis and treatment and in days lost from 
work [2–8].

Back pain can occur at any age. Howev-
er, studies show that it is more prevalent in 
those aged 35 to 55 years [7]. In terms of eti-
ology, low-back pain is generally attributed 
to disc hernia, metabolic and degenerative 
diseases of the lumbar vertebrae, fracture 
and dislocation of the vertebrae, infectious 
diseases, tumour and psychological distress. 
However, most back pain is mechanical in 
origin [2]. It has been reported that for 79% 
of men and 89% of women the causes of 
low-back pain are unknown [9].

Treatment of low-back pain includes 
painkillers, muscle relaxants, antidepres-
sants, bed rest, back support, physiotherapy, 
and patient education for prevention, but pa-
tients are rarely referred for surgery. Some 
physicians attribute low-back pain to psy-
chological stress and accordingly prescribe 
lifestyle changes and stress management to 
overcome anxiety [2]. There is increasing 
emphasis on prevention of low-back pain 
and reduction of prolonged disability result-
ing from this affliction [10]. According to 
Frymoyer et al., low-back pain patients 
are engaged in stressful occupations and 
tend to report more episodes of anxiety and 
depression [11]. Gatchel et al. concluded 
that chronic diseases and psychological 
problems are the main sources of low-back 
pain [12]. Simmonds et al. attributed low-
back pain to psychological conditions [13].
However, a prospective study of Gatchel et 
al. was not able to establish a relationship 

between individuals’ pre-morbid psycho-
logical condition and low-back pain [14].

In view of the gap in knowledge, this 
study was designed to obtain a psychologi-
cal profile of individuals with low-back pain 
in Isfahan, Islamic Republic of Iran. The 
aim was to examine the subjects’ personal 
characteristics (including age, sex, educa-
tion, occupation, duration of illness and 
cause of illness); to determine the subjects’ 
psychological profile (levels of anxiety, 
depression, interpersonal sensitivity, obses-
sive–compulsive behaviour, somatization, 
psychosis, paranoid thoughts, phobia and 
general complaints); and to determine if 
there was a relationship between subjects’ 
psychological and personal characteristics.



The study participants were 200 patients 
who had received treatment for low-back 
pain on an outpatient basis in orthopaedic 
and neurosurgery clinics of 2 major univer-
sity hospitals in Isfahan, Islamic Republic of 
Iran. From December 2000 to March 2001 
more than 450 people were admitted to the 
hospitals for low back pain. Patients were 
included in the study if the illness was more 
than 2 months duration and was certified by 
a neurosurgeon or an orthopaedic surgeon. 
A total of 276 patients fulfilled the research 
criteria. However, 50 patients refused to 
cooperate and 26 interview schedules were 
incomplete, giving a final sample of 200. A 
control group of 350 normal subjects (invit-
ed from the participant’s siblings) who had 
no history of acute or chronic illness of any 
type were selected who were the same sex, 
similar level of education, similar marital 
status, and one year older or younger than 
the patient.

 
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The Symptom Checklist-90 (SCL-90) 
[15] was used for the study. The instru-
ment comprises 100 items, measuring 
10 psychological characteristics: grudge, 
anxiety, depression, somatization, inter-
personal sensitivity, obsessive–compulsive 
behaviour, psychosis, paranoid thoughts, 
phobic anxiety and general complaints. 
The instrument was translated into Farsi 
language by experts from the Department 
of Psychology, Isfahan University and was 
translated back to English by another group 
of 5 experts from the same department. Then 
the Farsi version was reviewed. The final 
version was piloted on a sample group of 
30 inpatients and it was concluded that the 
Farsi version was highly valid for use. The 
SCL-90 was administered to both groups of 
participants by 2 trained social workers who 
were unaware of the subjects’ physical and 
mental conditions. 

Information was also collected about 
the following characteristics: age, sex, edu-
cational attainment, occupation, causes of 
low-back pain and duration of low-back 
pain. Education was classified into 4 cat-
egories: illiterate or reading/writing ability, 
below school diploma, school diploma and 
graduate. Occupation was classified into 
2 groups: working outside the house for 
money or not earning (including house-
wives and students).

Incomplete questionnaires were exclud-
ed from the analysis. Data were analysed 
using SPSS, version 11.5. The psychologi-
cal profile of the participants was compared 
in terms of sex, education, age, occupation 
and duration of illness. Student t-test was 
applied to compare the participants’ charac-
teristics when the independent variable was 
dichotomous (sex, occupation) and analysis 
of variance for variables having more than 
one category. Pearson correlation was ap-
plied for age and duration of illness with 
patients’ characteristics. 





The age of both groups ranged from 15 to 
65 years (Table 1). The mean (standard 
deviation) age was 38.5 (11.6) years and 
36.9 (13.2) years for the patient and control 
groups respectively (P > 0.05). 

Patients with back pain in all age groups 
scored higher for all psychological features 
compared with controls (Table 2). How-
ever, in terms of age, statistically significant 
differences were observed between the 2 
groups for anxiety (F = 9.97, P < 0.001), 
depression (F = 5.10, P < 0.001) and obses-
sive–compulsive behaviour (F = 3.73, P < 
0.001). As compared with other age groups, 
patients aged 51–60 years and 61+ years 
scored higher for the above characteristics 
than did controls (P < 0.05). 

There was a positive correlation be-
tween patients’ age and general complaints 
(r = 0.16), anxiety (r = 0.35), depression (r
= 0.21) and obsessive–compulsive behav-
iour (r = 0.17), but a negative correlation 
between age and psychosis (r = –0.16) 
and paranoid thoughts (r = –0.19). No 
significant correlation between age and 
psychological characteristics of the control 
group except for depression was observed 
between various age groups (F = 3.12, P
< 0.05). In contrast to the patient group, 
controls aged 41–50 years scored higher for 
depression (P < 0.05). 



The patient and control groups had a simi-
lar sex distribution (59.3% of patients and 
56.4% of controls were male) (P > 0.05) 
(Table 1). 

Female patients with low-back pain 
scored higher on all dimensions of the SCL-
90 than male patients and male controls but 
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did not differ from female controls (Table 
3). These differences were significant for 
anxiety (P < 0.001), depression (P < 0.001), 
interpersonal sensitivity (P < 0.05), obses-
sive–compulsive disorder (P < 0.01), soma-
tization (P < 0.001) and phobia (P < 0.01).



No significant differences were observed 
between the 2 groups in terms of educa-
tional background (P > 0.05) (Table 1). 

In the patient group, psychological char-
acteristics varied by educational background 
(Table 4) for grudge (F = 3.41, P < 0.01), 
general complaints (F = 4.30, P < 0.01), 
anxiety (F = 20.05, P < 0.01), depression (F
= 12.14, P < 0.001), obsessive–compulsive 
behaviour (F = 7.35, P < 0.001), somatiza-
tion (F = 7.56, P < 0.001) and phobia (F

= 3.14, P < 0.01). The mean scores of the 
illiterate patients and the controls were 
significantly higher for grudge (P < 0.5), 
general complaints (P < 0.05) and phobia 
(P < 0.05) compared with other educational 
groups. For both groups, somatization de-
creased with a higher level of education (r
= –0.32, r = –0.28), while the depression 
level increased with education level (r = 
0.31, r = 0.30). 



Both groups were similar in terms of occu-
pational background (P > 0.05); almost half 
of the patients and controls were working 
outside the house for money while the rest 
were housewives or students (Table 1). 

Housewives and students from the pa-
tient group scored higher for anxiety (F = 6.51, 



   
    
       

     
      

      
      
      
      
      

     
       
      

     
       
      
      
      

     
       
      



 
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P < 0.001) and depression (F = 6.28, P < 
0.01) compared with working people in 
their own group and those in the control 
group (Table 5). However, they did not 
differ from housewives and students in the 
control group. The mean score of the patient 
group was higher, but not significantly so, 
in all psychological aspects compared with 
controls.



Regarding duration of illness, it was ob-
served that for the majority of patients, low-
back pain had lasted 1–5 years (41.0%), 
followed by those whose illness was < 1 
year (35.5%), and those whose illness had 
been present > 5 years (22.5%). 

Statistically there were significant dif-
ferences between and among patients with 
different illness duration in terms of anxiety 
(F = 4.93, P < 0.01), depression (F = 3.05, 
P < 0.05) and general complaints (F = 4.89, 
P < 0.01) (Table 6). The mean score for 
patients whose illness duration was more 
than 5 years was the highest and differed 
significantly for anxiety (P < 0.05), depres-
sion (P < 0.05) and general complaints (P
< 0.05). There was a positive correlation 
between duration of illness and patients’ 
level of general complaints (r = 0.14), anxi-
ety (r = 0.21), depression (r = 0.16), obses-
sive–compulsive behaviours (r = 0.14) and 
somatization (r = 0.14). 



Patients’ low-back pain was attributed to 
several causes which could be classified into 
7 categories: disc herniation (19.1%), spinal 
stenosis (4.5%), fractures and dislocations 
(4.0%), tumours (2.4%), spondylolysis and 
spondylolisthesis (0.7%), senile osteoporo-
sis (0.9%), and others such as spondylo-
arthropathies and infection (4.7%). 

 
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There were significant differences 
among the subjects with diverse causes of 
low-back pain in terms of grudge (F = 1.93, 
P < 0.05), anxiety (F = 4.99, P < 0.05), 
depression (F = 2.24, P < 0.05), interper-
sonal sensitivity (F = 2.18, P < 0.05), obses-

sive–compulsive behaviours (F = 3.25, P
< 0.05) and paranoid thoughts (F = 3.15, 
P < 0.05). Intra-group comparison across 
different diagnoses showed that patients 
whose low-back pain was due to senile 
osteoporosis, spondyloarthropathies and 




   
  

   
     
     

   
     
     

   
     
     


   
     
     


   
     
     

   
     
     

   
     
     

   
     
     

   
     
     

   
     
     

 



 

٢٠٠٧ ،٢ العدد عشر، الثالث المجلد العالمية، الصحة منظمة المتوسط، لشرق الصحية المجلة




   
    
    

     
       
       

     
       
       

     
       
       


     
       
       


     
       
       

     
       
       

     
       
       

    
       
       

     
       
       

     
       
       

infection differed significantly from other 
patients in terms of grudge (P < 0.05), psy-
chosis (P < 0.05), paranoid thoughts (P < 
0.05) and obsessive–compulsive behaviour 
(P < 0.05). Interestingly, the mean scores of 

patients whose low-back pain was due to tu-
mours, spondylolysis and spondylolisthesis 
was higher than other patients in terms of 
anxiety (P < 0.05). 
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

There is an increasing emphasis on the 
psychosocial aspects of low-back pain. Re-
searchers have tried to establish an associa-
tion between psychological factors and the 
occurrence of low-back pain. However, it is 

known that the experience of stress, anxiety 
and depression is sometimes but not always 
secondary to back pain [16]. Psychological 
factors are known covariants of chronic 
low-back pain and of chronic pain in gener-
al. Their role as predictors of recovery from 
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   
  

   
     
     

   
     
     

   
     
     


   
     
     


   
     
     

   
     
     

   
     
     

   
     
     

   
     
     

   
     
     

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


   
    

     

     

     


      


      
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     

     
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back pain is unclear and research findings in 
this respect are contradictory [17].

This study was designed to obtain a 
mental health profile of patients with low-
back pain. In terms of age, the correlation 
data showed that patients’ level of depres-
sion, anxiety and obsessive–compulsive 
thoughts increased with age. This indicates 
the role of age in recovery from low-back 
pain. Generally with age, an individual’s 
tolerance threshold decreases and the ex-
perience of low-back pain may manifest as 
depression, anxiety and obsessive–compul-
sive thoughts. Studies show that about 60% 
of patients with low-back pain recovered 
in 10 days and 90% in 3 months [18,19].
Canadian studies have shown that recur-
rence of low-back pain is 20% in 1 year and 
36% over 3 years [20,21]. Low-back pain 
is considered the most common cause of 
activity limitation for young people and, as 
a natural consequence of ageing, these limi-
tations tend to increase, making the afflicted 
individuals more prone to psychological 
disturbances [19].

Our study indicates that female patients 
were more affected by low-back pain than 
were male patients, with higher scores in 
almost all aspects of the SCL-90. This find-
ing was anticipated since gender differ-
ences in symptom presentation are to a large 
extent well known and some studies show 
that female subjects demonstrate enhanced 
responses to experimentally induced pain 
[22]. Women are also over-represented 
among sufferers of a variety of chronic pain 
disorders [23].

From this study, we can observe a large 
diversity in symptom presentation accord-
ing to educational background. Patients 
from different educational backgrounds 
differed from each other significantly in 
terms of grudge, general complaints, anxi-
ety, depression, obsessive–compulsive be-
haviours, somatization and phobia. Patients 
who were illiterate or educated to degree 
level differed significantly from others in 
terms of phobia and grudge. Education plays 
a key role in determining one’s perception 
of the world and oneself. A person’s under-
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standing of every phenomenon is shaped 
by his/her education. It is plausible that 
these differences are the result of subjects’ 
educational background and understanding 
of their problems. Higher scores in phobia 
and grudge may be attributed to their lack 
of knowledge about low-back pain which 
has manifested itself in the form of enmity 
towards others and fear of low-back pain 
prognosis.

Regarding occupation, we observed sig-
nificant differences among patients in terms 
of depression and anxiety. Non-working 
patients with low-back pain were more 
depressed than their working counterparts. 
Most of the non-working patients are house-
wives or those retired from work and their 
activities are limited to the house. Their 
depression and anxiety may be attributed to 
confinement and monotony of work. 

Patients’ reactions to low-back pain also 
varied when the causes of low-back pain 
changed. Significant changes were observed 
among the subjects in terms of grudge, 

anxiety, depression, interpersonal sensitiv-
ity and obsessive–compulsive behaviours. 
Patients’ whose low-back pain is a result 
of spondylolysis and spondylolisthesis, 
spondyloarthropathies or infection showed 
a greater tendency towards grudge, psy-
chosis, paranoia and obsessive–compulsive 
behaviours. Those whose illness was due 
to tumour and spondylolysis and spondy-
lolisthesis suffered more from anxiety com-
pared with other patients. This suggests that 
when patients become familiar with the 
causes of their disorder, their psychological 
reactions adapt. 

The mental conditions of the patients 
also changed with the duration of illness, 
and their levels of depression and anxi-
ety differed significantly. Those whose 
low-back pain was longer than 5 years had 
the highest scores for depression, general 
complaints and anxiety. Longer duration of 
illness was accompanied by higher levels of 
anxiety, depression, obsessive–compulsive 
behaviours and somatization.



  
 


 



 


 


 




 


  


 
    
 

 
     


       
   
   


     


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   
  




       
    
 


   

      



 
     



 


   


    
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