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Abstract 

 

Low back pain is a major musculoskeletal health problem globally. People with chronic low 

back pain have unpredictable recovery trajectories and poor prognoses. They also experience 

persistent or recurrent disability compared to people with acute low back pain. Self-management 

supports are regarded as effective management for people with chronic low back pain. However, 

there are gaps related to research on chronic low back pain self-management in Ethiopia. This 

thesis has four studies with an overarching aim of building foundations for research on self-

management supports for people with chronic low back pain in Ethiopia. 

The first study was an interpretative phenomenological study aimed at exploring the lived 

experience of adults with chronic low back pain in Ethiopia. The findings suggested that chronic 

low back pain impacted the lives of people with the condition in a multitude of ways. The 

findings also provided insight into how people with chronic low back pain manage, cope, and 

live with pain.  

The second study explored health care providers’ understanding and perspectives related to self-

management and how they facilitate self-management support for people with chronic low back 

pain in Ethiopia. The findings indicated that self-management is a new concept in Ethiopia. The 

health care providers conceptualized self-management support which did not align with existing 

literature on best practices in self-management for people with chronic low back pain.  

The third and fourth studies fill the existing gap of the absence of outcome tools used in 

implementing and evaluating chronic low back pain self-management in Ethiopia. The third 

study aimed to cross-culturally translate and adapt the Roland Morris Disability Questionnaire 
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into Amharic and validate it among people with low back pain in Ethiopia. The results suggested 

that the Amharic version of the Roland Morris Disability Questionnaire is a reliable and valid 

outcome measure among Amharic-speaking Ethiopians with chronic low back pain.  

The last study cross-culturally translated, adapted, and tested the psychometric properties of  

Self-efficacy Questionnaire in Ethiopia. The results suggested that the Amharic version of the 

Pain Self-efficacy Questionnaire is a reliable and valid outcome measure among people with 

chronic low back pain in Ethiopia. 
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CHAPTER 1 

Introduction 

1.1. Background 

Low back pain (LBP) is broadly defined as pain or discomfort in the lumbar spine 

extending from the lower margin of the last ribs to the gluteal folds (Fatoye, Gebrye, and 

Odeyemi 2019; Hartvigsen et al. 2018; Damian Hoy et al. 2012). People with LBP may also 

experience associated neurological symptoms that radiate to one or both legs (Hartvigsen et al. 

2018). LBP is a common musculoskeletal problem among the adult population, impacting health 

and social systems worldwide (Anderson 1989; Fatoye, Gebrye, and Odeyemi 2019; Hartvigsen 

et al. 2018; Rubin 2007). Chronic Low Back Pain (CLBP) is defined as pain that lasts longer 

than 12 weeks  (Koes et al. 2010; Qaseem et al. 2017).  

1.2. Global impact of low back pain   

Prevalence  

The global prevalence of LBP among the adult population is variable in the literature 

(Fatoye, Gebrye, and Odeyemi 2019; Hartvigsen et al. 2018; D. Hoy et al. 2010; Damian Hoy et 

al. 2012; Walker 2000). Hurwitz et al. (2018) stated that the large variation in the prevalence 

estimate of spinal disorders, including LBP, is due to methodological variability between studies, 

data collection methods, and validity of the tools used to gather data (Hurwitz, Randhawa, 

Torres, et al. 2018). Additionally, reports on the magnitude of LBP used to depend on the nature 

of the study and a timeframe of the estimate, a point, period, or lifetime prevalence of LBP 

(Fatoye, Gebrye, and Odeyemi 2019; Damian Hoy et al. 2012). A recent systematic review of 
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articles by Wu A et al. (2020) estimated the global point prevalence of low back pain to be 7.5% 

(95% UI: 6.75-8.27%).  

The magnitude of CLBP is not well represented in the literature. As discussed by Jackson 

et al. (2016), “daily chronic LBP has been difficult to assess systematically because most cross-

sectional studies globally rely on self-report or point prevalence, and many do not have a 

minimal number of continuous days per episode defined ” (Jackson et al. 2016, p.742). 

Regardless, the global prevalence of CLBP is estimated to be between 20.2-23%  (Balagué et al. 

2012; Damian Hoy et al. 2012), and an estimated half a billion people worldwide live with CLBP 

(Hurwitz, Randhawa, Yu, et al. 2018). Evidence also shows that CLBP is prevalent among the 

working-age group (Allegri et al. 2016; Meucci et al. 2015). The global prevalence of CLBP is 

generally higher in women than men (Maher, Underwood, and Buchbinder 2017; Meucci et al. 

2015).  

Disability  

LBP is considered the number one cause of disability worldwide. Evidence suggests that 

the Years Lived with Disability related to LBP is significantly increasing in the world 

(Hartvigsen et al. 2018). The Global Burden of Disease 2015 study reported that about 60.1 

million Years Lived with Disability is due to LBP (Abajobir et al. 2017), the highest of any 

diseases. 

CLBP is among the most disabling musculoskeletal conditions globally, resulting in 

significant limitations in functional capacity and occupational performance (Balagué et al. 2012; 

Meucci et al. 2015; Woolf and Pfleger 2003; Yiengprugsawan et al. 2017).  It also results in a 

high level of emotional distress and poor health and quality of life (Hurwitz, Randhawa, Yu, et 
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al. 2018; Husky et al. 2018; Mutubuki et al. 2020; Semeru and Halim 2019). Many people with 

CLBP experience restrictions in participation from usual activities, work, and other life roles 

(Fabunmi, Aba, and Odunaiya 2005; Froud et al. 2014; Hondras et al. 2016; Jelsma et al. 2002; 

Katz 2006; MacNeela et al. 2015; Mutubuki et al. 2020).  

There is a paradox in the development and persistence of LBP-related disability between 

developed and low and middle-income countries. In developed countries, LBP-related 

disabilities are attributed to unhelpful, unsafe, and ineffective health care approaches (e.g., 

unnecessary specialist referrals and imaging) (Buchbinder et al. 2018; Hartvigsen et al. 2018). In 

contrast, in low and middle-income countries, poor access to good health care, lack of health care 

infrastructure, and inadequately trained healthcare providers contribute to the longstanding LBP-

related disability (Buchbinder et al. 2018; Hartvigsen et al. 2018; Traeger et al. 2019).  

Cost  

CLBP poses significant socio-economic impacts on people living with the condition and 

the overall society (Meucci et al. 2015; Mutubuki et al. 2020). The financial cost of CLBP is 

multifaceted, with direct and indirect costs incurring countries billions of dollars (Foster et al. 

2018; Mutubuki et al. 2020).  

Direct costs related to CLBP are associated with healthcare resource utilization, such as 

specialist visits, rehabilitation, imaging, surgery, and medications (Depont et al. 2010; Deyo et 

al. 2015; Freburger et al. 2009; Gore et al. 2012). There is evidence indicating an increasing 

prevalence of medical expenditure associated with CLBP over the past decades (Deyo et al. 

2015). 
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The indirect costs of CLBP are often underestimated, but it is a result of reduced 

productivity and absenteeism from work (Dagenais, Caro, and Haldeman 2008; Mutubuki et al. 

2020; Tymecka-Woszczerowicz et al. 2015).  In developed regions of the world, LBP-related 

pain and disability are associated with a high rate of work absenteeism, sick leaves, and early 

retirement (Anema et al. 2009; Coggon et al. 2013; Ihlebæk et al. 2006; Tymecka-

Woszczerowicz et al. 2015; Volinn et al. 2005). Early retirement from work can significantly 

affect personal and family income, which has a financial implication on countries' wealth 

(Lucchini and London 2014; Olafsson et al. 2018; Schofield et al. 2012).  

1.3. Low back pain in Ethiopia and other low-and-middle-income countries    

An increasing body of evidence shows that the prevalence of LBP is on the rise in low-

and-middle-income countries (Aranjan Lionel 2014; Barlow et al. 2002; Freburger et al. 2009; 

Meucci et al. 2015), with more recent literature suggesting an estimated prevalence of 21% 

among the general population (Jackson et al. 2016). The prevalence of LBP in Africa is higher 

than the global average (Morris et al. 2018). A recent systematic review of studies to estimate the 

magnitude of LBP in Africa indicated that a lifetime, annual, and point prevalence of LBP to be 

47% (95% CI: 37-58), 57% (95% CI: 51-63), and 39% (95% CI: 30-47), respectively (Morris et 

al. 2018).  The limited data available suggests prevalence estimates for LBP is increasing 

globally with little variation across countries. The number of people living with LBP increased 

from 377.5 million in 1990 to 577.0 million in 2017 (Wu et al. 2020). The overall increase in the 

burden of LBP is attributed to an increasing global population, changing population 

demographics (i.e., aging population),  the use of high-cost health care approaches, globalization 

(i.e., lifestyle changes, a shift from active to a sedentary work style, urbanization, cultural 
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changes), irrespective of geographic location (Clark and Horton 2018; Hartvigsen et al. 2018; 

Damian Hoy et al. 2010, 2012; Damian Hoy, March, et al. 2014; Meucci et al. 2015).  

There is a scarcity of studies related to CLBP in Ethiopia. However, the few available 

studies show that LBP is a prevalent musculoskeletal health condition in the country (Abebe et 

al. 2015; Abraha et al. 2018; Belay 2016; Beyera, O’Brien, and Campbell 2020; Kshatrashal and 

Gebrekidan 2014; Mengestu and Zele 2013; Sikiru and Shmaila 2009; Wami et al. 2019; 

Wanamo, Abaya, and Aschalew 2017; Zele et al. 2020; Zungu and Nigatu 2015). A recent 

systematic review of studies on LBP in Ethiopia estimated that the point prevalence and 12 

months prevalence of LBP is higher than the global average, 49% vs. 18.3% and 56% vs. 38.5%, 

respectively (Arero et al. 2020).  

The direct and indirect costs associated with LBP in low-and-middle-income countries, 

specifically in Ethiopia, are unknown, as there is a scarcity of studies on the economic impact of 

LBP in these countries. However, it is speculated that the costs associated with disability and lost 

productivity due to pain is significant. Given an increasing prevalence of LBP in low-and-

middle-income countries (Hartvigsen et al. 2018; Jackson et al. 2016; Mullerpatan et al. 2020), it 

is assumed that its impact is significant among countries situated in the world's poorest regions, 

including Africa (Igwesi-Chidobe et al. 2017; Morris et al. 2018; Woolf et al. 2008; Woolf, 

Erwin, and March 2012). 

1.4. Etiology of low back pain  

LBP is a complex condition to diagnose (Bardin, King, and Maher 2017; Hartvigsen et al. 

2018), with the vast majority of LBP disorders having no identifiable causes (Hartvigsen et al. 

2018). Only a small fraction of people with LBP disorders have identifiable serious causes such 
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as vertebral fractures, cancer, inflammatory causes, or infection (Ardakani, Leboeuf-Yde, and 

Walker 2019; Hartvigsen et al. 2018). In the absence of a known etiology, LBP is commonly 

referred to as non-specific (Hartvigsen et al. 2018; Maher, Underwood, and Buchbinder 2017).  

Numerous personal and environmental factors have been found to be associated with 

LBP. Personal factors such as age (Kwon et al. 2006; Suliman 2018; Wong, Karppinen, and 

Samartzis 2017), anthropometrics (e.g., body weight and obesity) (Hartvigsen et al. 2018; 

Suliman 2018), level of physical activity (Chen et al. 2009; Heneweer et al. 2011; Kwon et al. 

2006), smoking (Hartvigsen et al. 2018; Levangie 1999; Wong, Karppinen, and Samartzis 2017), 

and alcohol consumption (Ferreira et al. 2013)  have been associated with LBP. Also, people 

with comorbid conditions (e.g., asthma, diabetes, and osteoarthritis) (Ferreira et al. 2013; Wong, 

Karppinen, and Samartzis 2017), low self-perceived health status (Wong, Karppinen, and 

Samartzis 2017; Yoshimoto et al. 2019), and psychosocial factors including depression and stress 

(Hoogendoorn et al. 2000; Linton 2001; Mitchell et al. 2010; Steffens et al. 2015; Wong, 

Karppinen, and Samartzis 2017) are more likely to report LBP.  

Environmental and occupation-related factors such as job dissatisfaction (Ganesan et al. 

2017; Hoogendoorn et al. 2000), demanding and heavy physical work  (Hartvigsen et al. 2018; 

Lallukka et al. 2017; Levangie 1999; Steenstra et al. 2017; Steffens et al. 2015), a lengthy period 

of standing (Kanyenyeri et al. 2017),  long sitting duration (Wang et al. 2017), lack of back 

support during prolonged sitting (Kanchanomai et al. 2015), and poor ergonomics while working 

(Kanyenyeri et al. 2017; Mitchell et al. 2010) have also been identified as potential risk factors 

related to LBP.   
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An estimated 85-90% of people with CLBP have no known pathological causes for their 

pain (Balagué et al. 2012; Maher, Underwood, and Buchbinder 2017). However, several 

biological, psychological, behavioural, environmental, and social factors are involved in the 

development and persistence of CLBP (Allegri et al. 2016; Balagué et al. 2012; Deyo et al. 2015; 

Ramond et al. 2011).   

1.5. The natural course of low back pain  

The natural course of LBP is complex (Kongsted et al. 2016; Lemeunier, Leboeuf-Yde, 

and Gagey 2012). Kongsted, et al. (2016) found that people with LBP have distinct trajectories 

(Kongsted et al. 2016) consistent with the growing understanding that LBP is a long-term health 

condition characterized by symptomatic episodes, remission, and recurrence with a fluctuating 

course over time (Hartvigsen et al. 2018; Kongsted et al. 2016; Stanton et al. 2010).  

Most people with acute LBP experience significant improvements in pain and function in 

the first six weeks (Atlas and Deyo 2001; Gatchel, Polatin, and Mayer 1995) with little impact on 

their well-being or typically without residual functional limitation (Majid and Truumees 2008). 

Those whose symptom persists beyond six weeks may experience mild improvement in pain and 

disability (Menezes Costa et al. 2012). Evidence also show that people with acute LBP who 

recover from their first episode of pain are likely to experience recurrence within 12 months 

(Maher, Underwood, and Buchbinder 2017; Pengel et al. 2003), further contributing to persistent 

pain and disability (Hartvigsen et al. 2018; Majid and Truumees 2008). Once established, CLBP 

is often persistent, with most patients reporting pain and moderate to severe disability, which 

may last more than a year (Itz et al. 2013; Majid and Truumees 2008; Menezes Costa et al. 2012; 

da Silva et al. 2017). Evidence shows that people with LBP who, regardless of any intervention, 



8 

 

failed to improve within the first month will likely continue to experience persistent or recurrent 

pain and disability (Menezes Costa et al. 2012).  

1.6. Management of chronic low back pain  

CLBP is a complex experience often requiring multimodal interventions. Clinical 

guidelines recommend using a multidisciplinary biopsychosocial approach to support people 

with CLBP (Koes et al. 2010; Oliveira et al. 2018; Qaseem et al. 2017). Yet, numerous 

biomedical interventions, including surgery (Hellum et al. 2011), pharmacological interventions 

(Abdel Shaheed et al. 2017; Enthoven et al. 2016; Machado et al. 2015), manipulative therapies 

(e.g., spinal and soft tissue mobilization) (Furlan et al. 2015; Rubinstein et al. 2011), and 

electrophysical agents (Ebadi et al. 2020), are commonly being used in clinical settings in the 

management of CLBP. The long-term benefits of these biomedical intervention strategies have 

been debatable (Manchikanti 2000; Thomas et al. 2020). Despite the short-term clinical changes 

(e.g., temporary reduction in pain intensity), only a few people with CLBP continue to benefit 

from these interventions in the long term (Van Tulder, Koes, and Malmivaara 2006).  

People with CLBP are also vulnerable to advertisements by groups with a vested interest 

in selling non-evidence-based treatments (Deyo et al. 2015; Maher, Underwood, and Buchbinder 

2017). The overuse of imaging, opioid, and surgery for non-specific LBP remain a prevalent 

problem in high-income countries (George et al. 2020; Maher, Underwood, and Buchbinder 

2017). Evidence indicates that imaging has no role in managing non-specific LBP, except for 

those who have specific pathology (e.g., cancer, risk of spinal infection) (Maher, Underwood, 

and Buchbinder 2017). The indiscriminate use of imaging for non-specific LBP is associated 

with high cost, can be harmful (e.g., unnecessary radiation exposure), results in the 
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recommendation of invasive interventions such as surgery (Chou et al. 2009; George et al. 2020; 

Maher, Underwood, and Buchbinder 2017; Webster et al. 2013).  It has been suggested that low-

and-middle-income countries avoid spending their limited health care resources on such 

unhelpful LBP management strategies (Buchbinder et al. 2020; Damian Hoy, Geere, et al. 2014). 

There is a global effort to reduce the use of ineffective approaches that result in short-

term benefits or increase patient’s dependence on the healthcare providers (Barlow et al. 2002; 

Henschke et al. 2010; Kamper et al. 2015; Lambeek et al. 2011; Schulz, Rubinell, and Hartung 

2007). The Lancet Low Back Pain Series working group made a call to governments, 

policymakers, and the broader society to work towards the reduction of inappropriate 

investigations and treatments that contribute to the cycle of LBP and disability (Buchbinder et al. 

2018; Clark and Horton 2018; Hartvigsen et al. 2018). The Lancet series, along with empirical 

studies and clinical guidelines, have recommended the use of safe and effective management 

approaches guided by a biopsychosocial approach such as self-management strategies to improve 

the health outcome of people with a recurrent or CLBP (Du et al. 2017; Hutting, Richardson, and 

Johnston 2016; May 2010; Qaseem et al. 2017; Ruehlman, Karoly, and Enders 2012; Wu et al. 

2020; Yang et al. 2019b).  

Chronic musculoskeletal conditions, including CLBP, do not have a cure, and complete 

resolution is not a realistic expectation (Bergman 2007; Maher, Underwood, and Buchbinder 

2017). Therefore, individuals need to learn how to manage their condition to live well. 
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1.7. Self-management support for people with chronic low back pain  

An extensive body of literature shows that people with chronic health conditions, 

including CLBP, deal with various challenges related to managing their condition (Lorig and 

Holman 2003). These include adjusting to their disability, social and psychological demands,  

managing complex medication regimens, maintaining proper nutrition and exercise,  and 

engaging in effective interaction with their health care providers (Grady et al. 2018; Wagner et 

al. 2001). Self-management was defined as the “individual’s ability to manage the symptoms, 

treatment, physical and psychosocial consequences and lifestyle changes inherent in living with 

chronic pain” (Devan et al. 2018, p.178). At a broader level, self-management refers to the day-

to-day management of the chronic condition by individuals throughout the course of an illness 

(Grady et al. 2018).  

Self-management supports are strategies designed to help people with chronic health 

conditions overcome the day-to-day challenges of living with their condition and improve their 

health by teaching them the skills necessary to manage their condition (Grady et al. 2018; Lorig 

et al. 1999).  Self-management support is one of the six pillars of Wagner’s Chronic Care Model 

(Wagner et al. 2001). The chronic care model is based on the notion that improvements in people 

with chronic health conditions require a systematic intervention at three different levels; health 

care providers, health systems, and patients (Wagner et al. 2001, 2002).  

Self-management supports are built on the assumption that patients have the central role 

in maintaining and managing their health and function by acquiring self-management skills 

(Wagner et al. 2001). It is a “patient-centered collaborative approach to care that promotes 

patient activation, education and empowerment (Jones et al. 2011, p.180). Lorig and Holman 

(2003) identified six necessary skills for people with a chronic health condition to develop 
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necessary to carry out an active and emotionally satisfying life in the face of a chronic condition 

(Lorig and Holman 2003). These skills include; problem-solving, decision making, resource 

utilization, patient-provider partnership, action planning, and self-tailoring (Lorig and Holman 

2003). 

CLBP has a long-term and recurrent course that does not respond well to contemporary 

management approaches that use a brief and intense treatment episode (e.g., spinal mobilization 

and exercises for 4-6 weeks) (Thomas et al. 2020). A cure is not expected, and complete 

resolution is not a realistic expectation for people with CLBP. Therefore, patients have to learn 

to self-manage their condition in order to live well (Bergman 2007; Crowe et al. 2010; Maher, 

Underwood, and Buchbinder 2017). It is argued in the literature that self-management support 

can result in better health outcomes for people with CLBP (Beattie and Silfies 2015; Crowe et al. 

2010; Kawi 2014; May 2010).   

Research on the effectiveness of self-management support for people with CLBP across 

the world has increased steadily over the years. Numerous randomized controlled trials, 

systematic reviews, and meta-analyses have been conducted to evaluate the effectiveness of 

CLBP self-management support (Du et al. 2011, 2020; May 2010; Yang et al. 2019b). Although 

the findings from these studies are inconsistent, the majority of the reviews indicated significant 

benefits of self-management support for people with CLBP, such as improved self-efficacy, pain, 

disability), and appropriateness of healthcare utilization (Du et al. 2011, 2020; May 2010; Yang 

et al. 2019a)   

Several guidelines recommend self-management support as the best strategy for LBP 

management (Chenot et al. 2017; NICE guideline 2016; Qaseem et al. 2017). CLBP self-
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management support has been implemented in various countries and clinical settings (Korff 

1998; Toomey et al. 2015).  

1.8. Self-management in the Ethiopian context  

 CLBP is a major health concern in Ethiopia. There is a scarcity of studies related to 

CLBP self-management support in the country. Furthermore, the country lacks health policies 

and strategies to address the needs of people with CLBP (Arero et al. 2020; Beyera, O’Brien, and 

Campbell 2020). There are several policy needs, evidence-to-practice gaps, and research-related 

gaps in order to improve care of people living with CLBP in Ethiopia. 

LBP received no attention in the latest Ethiopian Health Sector Transformation Plan 

(HSTP) (The Federal Democratic Republic of Ethiopia Ministry of Health 2015). The current 

Ethiopian health system is not designed to handle the growing burden of LBP (Beyera, O’Brien, 

and Campbell 2020). The health care system in the country is heavily burdened with acute and 

episodic health problems (e.g., infectious diseases) towards which the health care policies and 

resources are directed (Froud et al. 2014; The Federal Democratic Republic of Ethiopia Ministry 

of Health 2015). As evidence suggests, LBP and other musculoskeletal conditions are less 

prioritized in low-and-middle income countries due to the burden of communicable diseases 

(Froud et al. 2014).   

There is a growing health inequity and service inaccessibility among people with LBP in 

Ethiopia. A population-based survey conducted by Beyera et al. (2020) reported that the annual 

prevalence of health care utilization among people with LBP was 30% (i.e., 30% of people with 

LBP had used healthcare services for their LBP in the past year). Of those surveyed, 36.6% of 
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people from urban areas used healthcare services in the past year, while only 7.4% of people 

from rural areas used healthcare services in the past year (Beyera, O’Brien, and Campbell 2020).  

Evidence suggests substantive evidence-to-practice gaps in the care provided to people 

with LBP in Ethiopia (Beyera, O’Brien, and Campbell 2020). For instance, a survey of 1812 

people living with LBP in Ethiopia suggested overutilization of several interventions that are not 

supported as first-line treatments for people with LBP. Of 543 participants who received care for 

LBP, 77.2% reported receiving injection of medications, 3.9% reported receiving surgery, 3.3% 

reported being prescribed bed rest, and 2% reported being prescribed back supports. In the same 

survey, guideline-concordant management strategies were underutilized. For example, only 7% 

of people with low back pain who received care reported receiving exercise recommendations. 

Self-management supports, psychological, or cognitive interventions were not included as a 

response option in the survey, but only 0.7% reported receiving ‘other care,’ suggesting these are 

probably not being provided consistently to patients with LBP (e.g., exercise:7%) (Beyera, 

O’Brien, and Campbell 2020). This finding indicates the presence of guideline discordant care, 

as recent clinical guidelines encourage health care providers to emphasize non-pharmacological 

care of LBP (Chenot et al. 2017; NICE guideline 2016; Qaseem et al. 2017). Furthermore, there 

is a short supply of skilled rehabilitation professionals who could provide these non-

pharmacological supports for people with LBP in the country, especially in rural areas (Footer et 

al. 2017).  

The combination of guideline discordant LBP management, inequitable access to health 

services, and lack of policy attention by the government is creating a context that will make it 

easier for the burden of CLBP to continue to grow in Ethiopia. If the burden of CLBP continue 

to grow it could lead to unnecessary suffering for individuals with CLBP and an important social 
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and economic burden. A tailored and context-specific CLBP self-management may provide an 

opportunity to improve health outcomes and reduce the burden of CLBP in Ethiopia, but 

research is urgently needed to be able to implement and evaluate self-management approaches in 

the Ethiopian context.  

Despite the urgent need to design, implement, and evaluate self-management support in 

Ethiopia, there are foundational gaps that interfere with creation of context-specific CLBP self-

management support is best achieved. The gaps include: 

1) The absence of studies on the lived experience of people with CLBP to inform CLBP 

self-management,  

2) Lack of evidence on how health care providers support self-management of CLBP in 

Ethiopia, and  

3) The absence of outcome measures that can be used to evaluate CLBP self-management 

in clinical practice or research in Ethiopia.  

1.9. Research design 

This thesis was addressed by a multiple-methods approach that involved quantitative and 

qualitative methods. The four studies were completed independently and together addressed the 

overall aim to establish the foundations for the development, implementation, and evaluation of 

self-management supports in Ethiopia (Byrne and Humble 2007; Tashakkori and Teddlie 2003). 

Multiple-methods research designs use a series of complementary methodologies chosen to 

address this common research goal (Anguera et al. 2018; Bazeley n.d.; Driessnack, Sousa, and 

Mendes 2007). Data are not combined in this approach; instead, each study is designed and planned 
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to answer a particular sub-question where the results from each study are triangulated to form a 

comprehensive whole (Byrne and Humble 2007; Morse 2003; Tashakkori and Teddlie 2003).   

Worldviews are sets of philosophical orientations that shape the design and practice of 

research (Creswell and Creswell 2018; Guba and Lincoln 1994). Pragmatism is a philosophical 

tradition based on principles that the usefulness and practicality of ideas are criteria of merit over 

a sole focus on methods (Creswell and Creswell 2018; Creswell and Poth 2018). It stresses the 

priority of action over dogma and experience over fixed principles. Researchers with a pragmatic 

worldview do not subscribe to a single method but are free to choose approaches that best meet 

their research purpose (Creswell and Poth 2018). As such, the researcher is concerned with 

applications of solutions to a problem, an intended consequence of their research, and “where they 

want to go with it” (Creswell and Poth 2018, p.64). As described by Creswell, “pragmatists agree 

that research always occurs in social, historical, political, and other contexts” (Creswell and 

Creswell 2018, p.52).  

Multiple-methods studies and a pragmatism worldview align well with each other as both 

embrace plurality of methods to address complex research projects that require real practical 

solutions (Kaushik and Walsh 2019). In this way, this study used a multiple-methods approach to 

build foundational knowledge and research on CLBP self-management embedded in Ethiopia's 

cultural, social, and political landscape.  

It is inherent to a multiple-methods research design that each study may have its unique 

worldview (Byrne and Humble 2007). Study one – the lived experience of people with CLBP) and 

study two – health care providers’ understanding and support of CLBP self-management adopted 

a constructivist worldview to explore the subjective meanings of the phenomena (Kaushik and 



16 

 

Walsh 2019). The third and fourth studies aimed at translating, adapting, and validating RMDQ 

and PSEQ in the Ethiopian context, respectively, used a postpositivist worldview with a priori 

hypothesis to design and execute the studies. Postpositivist worldviews are primarily quantitative, 

focusing on data generalizability, precision, and replicability (Kaushik and Walsh 2019). 

1.10  Theoretical approach underlying the thesis  

Social cognitive theory 

It is increasingly recognized that theory-driven self-management supports are more 

effective in resulting behavioural change than interventions that lack some forms of theoretical 

orientation (Burd and Hallsworth 2016). Social cognitive theory has been used to inform this 

research thesis. Albert Bandura (1986) proposed the social cognitive theory that is the most 

frequently cited theoretical foundation in research. This theory dominated self-management 

support for people with chronic health conditions (Allegrante, Wells, and Peterson 2019; Jang 

and Yoo 2014; Tougas et al. 2015).  

Social cognitive theory suggests that learning occurs in a social context with a dynamic 

and reciprocal relationship between personal factors, environmental factors, and individual’s 

behaviour (Richardson et al. 2014). These factors and behaviours can be facilitators or barriers to 

self-manage one’s health condition (Richardson et al. 2014; Sell et al. 2016). Hence, social 

cognitive theory holds an explanatory potential in the self-management of CLBP. 

Self-efficacy is central to the construct of social cognitive theory (Bandura 1998, 2004). 

Albert Bandura stated that perceived self-efficacy is “the conviction that one can successfully 

execute the behaviour required to produce the outcomes” (Bandura 1978, p.193). Bandura 

argued that all behavioural change requires concepts of perceived self-efficacy, self-regulatory 
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skills, knowledge of health and the benefits of health behaviours, outcome expectations, health 

goals, and perceived facilitators and barriers to behavioural changes (Bandura 1998, 2004). Self-

efficacy is an essential concept in self-management, where patient’s confidence in their abilities 

to perform and adhere to health behaviours can influence their abilities to self-manage their 

health condition (Bodenheimer et al. 2002; Lorig and Holman 2003; Sarkar, Ali, and Whooley 

2009). Self-efficacy is a significant predictor of psychological wellbeing, adherence to the 

prescribed treatment, and pain coping mechanisms among people with LBP (Altmaier et al. 

1993; Bandura 1986; Ferreira-valente and Jensen 2011).  

Therefore, this thesis recognizes the importance of considering social cognitive theory in 

the future design and implementation of CLBP self-management support in the Ethiopian context. 

Each of the studies in this thesis sought to improve the understanding of the personal, 

environmental, and behavioural factors involved in CLBP self-management in Ethiopia, which is 

in line with social cognitive theory.  

1.11. Thesis purpose and objective  

The overarching aim of this doctoral thesis research was to build foundational knowledge 

and tools for research on CLBP self-management support in Ethiopia. This research addressed 

three foundational evidence gaps: 1) A lack of understanding of the lived experience of people 

with CLBP in Ethiopia; 2) An absence of evidence on how healthcare providers conceptualize 

and support self-management; and 3) A dearth of validated outcome measures for use in 

Ethiopia.  

Study one aimed to explore the lived experience of people with CLBP in Ethiopia. 

Understanding the lived experiences of people with CLBP provides health care providers with 
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important evidence needed to tailor CLBP self-management supports to the needs of people in 

Ethiopia by taking their psycho-social and cultural-religious context into account (Singh et al. 

2018).  

Study two aimed to explore the understanding, perspectives, and experiences of healthcare 

providers related to CLBP self-management in Ethiopia. Despite the effectiveness of self-

management support for people with CLBP in different settings (Airaksinen et al. 2006; Du et al. 

2017; Glasgow et al. 2008; Lorig et al. 1999), challenges exist when trying to apply this evidence 

to new healthcare systems, cultures, and societies (Bair et al. 2009; Shaw et al. 2012). Evidence 

suggests healthcare providers often misunderstand the term “self-management” (Briggs et al. 

2012; Stenner et al. 2015) and that lack of healthcare provider’s full engagement in the process 

can hamper its successful integration into routine care (Aranjan Lionel 2014; Crowe et al. 2010; 

Joanne E and Osborne 2007; Park and Chang 2014). It was unknown how such interventions can 

be adopted, implemented, and evaluated in clinical settings in countries such as Ethiopia. A better 

understanding of healthcare providers’ perspectives on self-management is an essential step 

towards the development and evaluation of self-management supports in Ethiopia. 

Studies three and four aimed to cross-culturally translate, adapt, and validate the Roland-

Morris Disability Questionnaire (RMDQ) and Pain Self-Efficacy Questionnaire (PSEQ) in 

Ethiopia. A lack of Patient-Reported Outcome Measures (PROMs) to evaluate outcomes of 

CLBP self-management is a critical gap that needs to be addressed for both clinical practice and 

research. PROMs are standardized, validated questionnaires completed by patients to ascertain 

information on specific aspects of their health status relevant to their quality of life and inform 

and guide patient care and policy decisions in the healthcare system (Erickson, Willke, and 
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Burke 2009). Unfortunately, there is a dearth of PROMs validated for use in the Ethiopian 

context.  

The Roland-Morris Disability Questionnaire (RMDQ) and Pain Self-Efficacy 

Questionnaire (PSEQ) have been used as primary outcome measures in previous CLBP self-

management intervention research (Van Hooff et al. 2010). RMDQ assesses pain-related disability 

among people with LBP (Chiarotto, Terwee, and Ostelo 2017; Costa et al. 2008; Jordan et al. 2006; 

Valasek et al. 2015). The PSEQ is designed to assess patients’ behaviour-related confidence to 

continue to perform activities in the presence of chronic pain (Adachi et al. 2014; Van Hooff et al. 

2010). Improving an individual’s self-efficacy and LBP-related disability would target CLBP self-

management supports (Lacasse et al. 2015). However, these tools have never been adapted and 

validated for use in Ethiopia. The availability of these PROMs provides valuable tools for research 

on self-management in Ethiopia. Hence, translating, adapting, and validating these tools into 

Amharic language and the Ethiopian context would provide important foundational measures for 

research on self-management in Ethiopia.   

These considerations lead to the following thesis specific objectives:  

1. To explore the lived experiences of adults living with chronic low back pain in 

Ethiopia.  

2. To explore healthcare providers’ understanding and perception of the concept of self-

management for people with chronic low back pain. 

3. To explore how healthcare providers provide support to facilitate self-management of 

people with chronic low back pain.  
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4. To cross-culturally translate and adapt the Roland-Morris Disability Questionnaire 

(RMDQ) into Amharic language and examine its reliability and validity with Amharic-

speaking patients with LBP in Ethiopia. 

5. To cross-culturally translate and adapt Pain Self-Efficacy Questionnaire (PSEQ) into 

Amharic language and examine its reliability and validity with Amharic-speaking 

patients with LBP in Ethiopia. 

1.12. Overview of the thesis  

This dissertation has four separate studies, each contributing to the overall aim of the 

thesis: building foundations for research on CLBP self-management in Ethiopia.  

The thesis contains six chapters; the introduction, four discrete manuscripts, and the 

discussion and conclusion. Chapter 1 is an introductory chapter that introduces the magnitude 

and impact of LBP, the evidence behind CLBP self-management support, research context, 

purpose and objectives of the study, and the overall methodology, including design and 

theoretical approach to the thesis.  

Chapter 2 (manuscript 1) is a phenomenological study that presents the lived experience 

of people with chronic low back pain in Ethiopia through an interpretative lens. Understanding 

the lived experience of people with CLBP could help health care providers design patient-

centered self-management approaches for people with the condition in Ethiopia. 

Chapter 3 presents manuscript 2 on health care providers’ understanding of self-

management and self-management support for people with CLBP in Ethiopia. The findings from 

this study provide readers with a context on health care providers’ knowledge and perception of 

the concept of self-management and the strategies they use to support people with CLBP to self-
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manage their pain. In addition, a better understanding of healthcare providers’ perspectives on 

self-management is an essential step towards the development, implementation, and evaluation 

of self-management support in Ethiopia. 

Chapter 4 (manuscript 3) and 5 (manuscript 4) aimed at cross-culturally translating and 

adapting two patient-reported outcome measures relevant to measure the outcome of CLBP self-

management into Amharic and test its psychometric properties. The third manuscript presents the 

cross-cultural adaptation and validation of the Amharic version of the Roland Morris Disability 

Questionnaire in people with low back pain in Ethiopia. The availability of this tool in Amharic 

means that clinicians, researchers, and policymakers can use it to assess LBP-related disability 

among Amharic-speaking Ethiopians.  

The fourth manuscript (Cross-cultural translation, adaptation, and validation of the 

Amharic version pain self-efficacy questionnaire in people with low back pain in Ethiopia) 

provides foundational measures of self-efficacy during the implementation and evaluation of 

self-management support among people with low back pain in Ethiopia.  

The last chapter (chapter six) provides key findings from each manuscript and discusses 

how the results advance the knowledge, practice, and research on CLBP self-management in 

Ethiopia. This chapter ends with the conclusions and future implications – research, practice, and 

policy- of CLBP self-management in Ethiopia.  
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2.1. The fit of manuscript 1 within the dissertation  

Manuscript 1 contributes to the overall aim of the dissertation by offering insight into the 

everyday experiences of living with CLBP in Ethiopia. More specifically, the reader will learn 

about the experience of people living with CLBP in Ethiopia, and their perspective on contextual 

factors (e.g., societal, religious, and spiritual), beliefs, and expectation that may influence the 

experience of living with CLBP. Understanding the lived experiences of people with CLBP is 

essential to comprehend the impact of pain on their everyday lives, identify their health needs, and 

design tailored self-management support that reflects the values and beliefs of people living with 

the condition in Ethiopia. As such, the findings from this manuscript may inform the delivery of 

person-centered CLBP self-management support in Ethiopia.   
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2.2. Abstract 

Objective: To explore the lived experience of people with chronic low back pain in Ethiopia. 

Design: A qualitative interpretative phenomenological analysis was employed in this study.  

Subjects: Fifteen adults (10 women and 5 men) with chronic low back pain (duration ≥ 3 months) 

with age ranging from 19 to 66 years old were interviewed.  

Setting: Participants were recruited from the outpatient departments of the University of Gondar 

hospital in Gondar, Ethiopia.  

Methods: Data was collected through an in-depth semi-structured interview. Interviews were 

audio-recorded and transcribed verbatim. Data were analyzed through an iterative process, 

beginning with a line-by-line coding to identify the lived experience of chronic low back pain.  

Results: Five main themes related to the lived experience of people with chronic low back pain 

emerged:- 1) CLBP impacts life on a day-to-day basis, 2) The invisibility of pain results in 

misunderstanding, misjudgment, and loneliness, 3) The cause of pain is a mystery, 4) The search 

for the cure is a quest, 5) Each person has their ways of managing, coping, and living with pain.   

Conclusions: The findings from this study improve our understanding of the experience of people 

with chronic low back pain and its impact on their day-to-day life in Ethiopia. Findings offer 

important data to inform chronic low back pain management in the Ethiopian context.   

Keywords: Chronic low back pain, Ethiopia, Qualitative study, Interpretative phenomenological 

analysis  
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2.3. Introduction  

Chronic low back pain (CLBP) is often associated with longstanding or recurrent disability 

(1–5), high socio-economic costs (6–8), and psychosocial disruptions, including distorted self-

image, shame, helplessness, social isolation, and perception of lowered self-esteem (9,10). CLBP 

is complex, and medical management rarely alleviates pain completely (11). Moreover, people 

with low back injuries often experience pain despite evidence of tissue healing (12). A substantial 

amount of evidence from previous studies (10,12–17) shows that people with CLBP not only suffer 

the impact of pain but also, as Smith & Osborn described it, “a cumulative failure of 

interventions”(p.518) (11). 

A bulk of research on CLBP focuses on quantifying problems associated with the pain 

(e.g., pain severity and magnitude of disability) (8,18–21). However, pain is a subjective and 

experiential phenomenon that can be influenced by multitudes of spiritual, cognitive, cultural, and 

biomedical factors (22,23). These interconnected factors are difficult to capture with quantitative 

inquiry driven by a positivist paradigm. On the other hand, qualitative research adopts a different 

ontological and methodological approach suitable to explore the experiences and the meanings 

people with pain assign to their condition (12,23).  

Previous studies have explored the lived experience of people with low back pain (LBP) 

using an Interpretative Phenomenological Analysis, a line of inquiry in qualitative psychological 

research (11,12,24–28). These studies have highlighted the value of exploring the subjective 

experiences of living with CLBP by going beyond disease-specific beliefs to understand how 

people with the condition make sense of their world. Evidence from these studies indicates the 

process of living with pain for an extended time plays a significant role in how people with 
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CLBP make sense of what is happening to them, which informs their lived experiences and the 

many meanings attached to it (11).  

The existing qualitative studies on CLBP are primarily from developed countries reflecting 

experiences and meanings of pain from the Western perspective (11,12, 29–31). On the other hand, 

there is a shortage of such studies in developing countries. Evidence shows that people with diverse 

cultural backgrounds assign different meanings to their pain experiences (29, 32), situated within 

their spiritual-cultural-social-personal setting (23).  

The lack of research on the lived experiences of people with CLBP from other cultures 

increases the existing global disparity in pain science and pain management (18). To date, there 

are no documented qualitative studies in Ethiopia with a focus on exploring the lived experiences 

of people with CLBP. It is unknown how people living with CLBP make sense of what it means 

to live with their pain in Ethiopia. Understanding the pain perceptions and the lived experiences 

of people with CLBP is essential to identify their health care needs (31). It can also help the health 

care providers and health system planners to identify ways to offer care that is more tailored to the 

needs and expectations of people with CLBP within an Ethiopian cultural context.  

This study aimed to explore the lived experience of adults living with CLBP from an 

idiographic phenomenological perspective in Ethiopia.  

2.4. Methods  

Study design 

Interpretative Phenomenological Analysis (IPA) was chosen as a methodological approach 

to explore the lived experience of people with CLBP in Ethiopia (32,33). As an analytical process, 

IPA involves ‘double hermeneutics’ as it involves a dual interpretation of the phenomena under 
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study. The participants make meaning of their world, while the researcher interprets their meaning-

making (32,33). IPA researchers attempt to understand what it means to be in “someone’s shoes” 

using an interpretative lens to give meaning to people's experiences (33). IPA enables an in-depth 

understanding of complex and difficult-to-articulate topics such as pain (34). IPA also relies on an 

idiographic single-case in-depth analysis of individual’s experiences in their unique contexts 

(24,33). Ethical approval was obtained from Queen’s University in Kingston, Ontario, Canada, 

and the University of Gondar in Ethiopia. 

Participants and settings  

This study used a purposeful sampling strategy to identify and recruit a sample of adults 

with CLBP. As recommended for IPA (32,33), the purposeful recruitment aimed to identify a 

relatively homogenous group who had lived experience attending care at the University of Gondar 

hospital for CLBP. By recruiting from a single site, participants also shared many socio-cultural 

and linguistic characteristics. While we purposefully recruited individuals with CLBP with similar 

lived experiences of receiving care at the University of Gondar hospital, we purposefully recruited 

participants to ensure we had representation of diversity across age, gender, and level of education. 

The University of Gondar Hospital is a tertiary referral hospital in the Amhara regional 

state of Ethiopia, which provides health services for over 5 million residents in the Amhara 

regional state and the neighbouring regions in the country. It is in the nature of IPA that researchers 

collect data from a small sample to allow an in-depth case-by-case analysis of the interview data 

(24,33). Unlike other qualitative research traditions, data “saturation” is not the focus of 

phenomenological research (35,36). Van Manen advises phenomenological researchers to 

consider how many examples of tangible, experiential descriptions are needed to explore the 

meaning instead of the number of interviews (37).  
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Participant recruitment process   

The participants were recruited from the university hospital's medical and surgical 

outpatient departments, where they were attending care for their pain. Participants were invited to 

be approached by a researcher by their healthcare provider in the outpatient department. Patients 

were eligible to participate if they had LBP for three months or more, were eighteen years or older, 

reported the ability to communicate in Amharic, and were willing to participate in the study. 

Exclusion criteria included pregnant women, people with CLBP visiting the hospital primarily for 

other health problems, and people with specific pathology of the back such as cancer. Written 

consent was obtained from each participant. No participants declined the initial invitation to be 

invited to participate in the study. Names of the participants indicated in this study are 

pseudonyms.  

Data collection  

A semi-structured guide was used to generate a detailed description of an individual’s lived 

experience of CLBP (33). The guide allowed flexibility to explore relevant participant’s accounts 

as they arose (see Appendix H for a sample interview guide). Every interview began by collecting 

participant’s socio-demographic and clinical information, such as the duration of their LBP, 

followed by a broader question, “What is it like to live with CLBP?”  Probes such as “what do you 

mean by that…,” were also used to explain further and clarify with the participants (38). 

The interviews were conducted at one of the private offices in the University of Gondar 

hospital compound, where it was safe for the participants to share their personal experiences. The 

lead author conducted all interviews in Amharic (the primary language of the participants). All 

interviews were audio-recorded with a digital audio-recorder made visible to the study participants. 
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Interviews lasted between 35 and 71 minutes. Observational data and field notes were also written 

down immediately at the end of interviews with the participants. Data were collected between 

April and June 2019.  

Data analysis  

Data analysis followed the guidelines for interpretative phenomenological analysis 

suggested by Smith (11,32). NVivo 12 software was used in the analytic process to assist in data 

management and coding (39). There were six main steps to the analysis process as listed below.  

• Step 1: Immersing in the data through listening to the audio recording and reading the 

verbatim transcripts.  

• Step 2:  Formulating initial notes and a free textual analysis of the data.  

• Step 3: Turning the initial notes and memos into emergent themes. The emergent themes 

were at the higher level of abstraction, rooted in the participant’s experiences.  

• Step 4: Finding connections between emergent themes and grouping them based on 

conceptual similarities. Specifically, attention was paid to participant’s cultural narratives 

to shed light on the local understanding.  

• Step 5: Moving to the next participant and repeating the same process outlined above to 

create an individual account of the experience while keeping an idiographic commitment.  

• Step 6: Finding connections between the main themes developed from each participant. A 

master table of themes and sub-themes was created, which was then transformed into a 

narrative account.  

All the above steps in the analytic process were conducted in the Amharic language to 

minimize meaning loss and enhance the validity of the research (40). Once the master table was 
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created, the themes and participant’s quotes were translated to English to engage the rest of the 

research team (JM, CD, SG) who do not speak Amharic into the next step of the analysis.  

Rigour and trustworthiness  

Sufficient participant quotes were presented to ensure the internal coherence and validity 

of the themes (26). To ensure rigour and systematic coding of the transcripts, MBC and AA 

independently coded four interviews. They met multiple times to ensure uniformity in the coding 

process before moving to a subsequent transcript (26). A series of peer debriefing meetings on the 

coding procedure was held with the larger research team. MBC coded all the remaining interviews 

for consistency while maintaining frequent discussions with the rest of the research team.  

Additionally, phenomenological reflection was attained to explain specific meanings of 

living with CLBP (41). When clarifying complex meanings related to the phenomena under study 

was needed, colleagues working at the University of Gondar as clinical physiotherapist who grew 

up in the participants’ culture and speak Amharic were consulted. Lastly, the Consolidated Criteria 

for Reporting Qualitative Research checklist was used to report the study findings (Appendix K) 

(42).  

Reflexivity  

Previous researchers have proposed that researchers disclose and reflect upon their 

positionality related to the phenomenon under investigation (43,44). I am a physiotherapist who 

has worked with people with CLBP for over eight years at the University of Gondar hospital in 

Ethiopia, which instilled my research interest in this patient population. I understand that CLBP 

pain is a complex phenomenon that requires a biopsychosocial approach to care. I strongly believe 
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that people with CLBP deserve to be heard and obtain the best possible care. As an experienced 

clinician, I had extensive training on history taking, setting goals, and providing pain management 

strategies. I was trained to actively listen to patient's concerns and provide reassurance and advice 

during the pain management strategies. As a novice IPA researcher, stepping out of my clinical 

role was very challenging, especially at the beginning stages of my field work. During the 

interview process, there were a few moments when the participants asked my opinions related to 

their low back pain, such as why their pain was persistent for such a long time, if they will ever 

get better, or if I had a recommendation for the best doctor they can see. Although I had temptations 

to answer some of these questions, I had to constantly remind myself to step out of my clinician 

role not to respond to some of these questions directly. Doffing of my clinical hat required lots of 

practice and critical self-reflections. My responsibility in such a situation was to remind the 

participants that I am a student researcher who wants to understand their lived experiences with 

chronic low back pain. I reminded them that other health care providers are better suited to answer 

their questions and provide them with pain management plans. However, I have suggested they 

consult with their care provider at the end of the interviews. Constant self-reflection helped me 

stay with the mind of a student researcher rather than being a physiotherapist throughout the 

research process.  

Additionally, as an Ethiopian, I grew up in a culture where people with low back pain are 

subjected to subtle and overt stigmatization. As a member of society, I am aware of some 

contextual social and cultural assumptions that may influence patient’s experience of living with 

CLBP. There is a widely held belief that people with low back pain are unproductive members of 

society. Through critical self-reflection and discussions with my thesis supervisors, I overcame 

such presuppositions that could have distorted my interpretation of participant’s lived experience 
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of chronic low back pain in Ethiopia. In that regard, I ensured that my understanding and 

interpretations of the participants’ lived experience was based on the data and the personal 

accounts of people living with CLBP. Doing so was valuable especially when significant themes 

arose that did not align with my assumptions. For example, I assumed that participants might 

consider the cause of their pain as God’s punishment, which is a common societal belief related to 

the cause of low back pain in Ethiopia.  

2.5. Findings 

Ten females and five male participants (total n=15) with CLBP with ages ranging from 19 

to 66 were interviewed. The median duration of LBP was five years (range: 1.5 to 20 years). Table 

1 shows details of the socio-demographic characteristics of the study participants.  

A thorough analysis of the interviews and a phenomenological reflection resulted in five 

main themes related to the lived experience of people with CLBP in Ethiopia: 1) CLBP impacts 

life on a day-to-day basis, 2) The invisibility of pain results in misunderstanding, misjudgment, 

and loneliness, 3) The cause of pain is a mystery, 4) The search for the cure is a quest, 5) Each 

person has their ways of managing, coping, and living with pain.   

The main themes and sub-themes about the lived experiences of people with CLBP are 

presented in Figure 1. Selected participants’ quotes illustrating the sub-themes are shown in 

Appendix J. 
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Table 1: Socio-demographic characteristics of the participants (n=15) 

 

 

* Pseudonmys, M: male, F: female  

 

 

 

 

 

Participant’s 

name* 

Age Sex Marital 

status 

Residence Occupation Education level Duration of LBP 

(in years) 

Askal         42 F Divorced Urban Daily laborer Never went to school 6 

Tizita          40 F Married Urban Housewife Secondary school 11 

Bekelech    24 F Single Urban Midwife nurse University 2 

Asnaku       32 F Single Urban Librarian University 5 

Birtukan     19 F Single Rural Not working College 3 

Tadese       37 M Single Urban Merchant Secondary school 8 

Shagaw      30 M Married Rural Agricultural field support worker  University 5 

Girma        55 M Married Urban Security guard Secondary school 1.5  

Adanech     46 F Married Urban File sorter at a printing press Secondary school 5 

Lamrot      65 F Married Rural Housewife Never went to school 3 

Ergoye      39 F Widowed Rural Farmer Primary school 5 

Kelemua   48 F Married Rural Housewife Never went to school 6 

Meseret    46 F Married Urban Housewife College 8 

Alemu      55 M Married Rural Farmer Never went to school 2 

Kebede  66 M Married Urban Retired University 20 
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Figure 1: Main themes and subthemes-the lived experience of people with CLBP in Ethiopia 

CLBP impacts life on a day-to-day basis  

- Loss of mobility means being disabled  

- Challenges in maintaining family and 

social roles  

- Psychological impact- a struggle to 

maintain a valued self 

The invisibility of pain results in 

misunderstanding, misjudgment, and 

loneliness  

- Misunderstood and judged  

- You are alone with your pain  

- You just don’t tell everyone about your 

pain  

The cause of the pain is a mystery  

- Self-diagnosing  

- Societal influence on the perception of 

the cause of CLBP 

 

The search for the cure is a quest 

- Searching for the right doctor  

- Don’t treat me blindly. Scan 

my back first 

 
Each person has their own ways of managing, 

coping, and living with pain  

- Rest, avoid activities, or protect the back  

- Pain killers  

- Cultivating inner strength and adapting to pain  

- Submit to God, pray, and ask for mercy 

- Maintaining positive social connections  

The lived 

experience of 

people with 

CLBP in 

Ethiopia 
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 Chronic low back pain impacts life on a day-to-day basis  

All participants in this study experienced pain that has impacted multiple dimensions of 

their lives. When asked about what it means to live with CLBP, almost all participants responded, 

“በጣም ከባድ ነው,” which means, “it is difficult to live with the pain” in English.  

Participants’ accounts show that CLBP hindered their ability to lead their lives in their 

terms, which was expressed as ‘a loss.’ Shegaw, a 30-year-old man, summed this notion when he 

said: 

 “It is tough to live with back pain. What more suffering can come more than this? The 

disease has been eating me for the past four or five years. The life that I lived during these four 

years was not life. I wish I could go back and take those years out of my life. It is a wasted life. Back 

pain is something you wouldn’t wish on to the wild beast, let alone on a human being.”  

Further data analysis resulted in the following experiential sub-themes portraying how pain 

impacted various dimensions of people with CLBP.  

Loss of mobility means ‘being disabled’  

The participants viewed their ‘back’ as central to their health and wellbeing. According to 

them, any damage or pain in the back affects mobility. Girma’s metaphor is an illustration of how 

people with CLBP make sense of what it means to live with a ‘damaged’ back:  

“When you see a snake and want to kill it, you either hit its head or its back. If you first hit 

its back, there is no way it moves. It is the same. Our back is important for our movement. You 

can’t move if you have pain” (Girma, 55 years old man) 
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A number of participants had similar sentiment with Girma and further explained their pain 

experience as confining and restrictive, which deterred them from moving around and conducting 

their day-to-day life. For Adanech the captivity of the pain strip of her of the freedom to do her 

work. She described her experience as, “It feels like you are tied to something. It holds you down 

when you try to get up from sitting or moving around to work” (Adanech, 46-year-old woman).  

Alemu, a 55-year-old farmer, also explained how the pain imposed restrictions on his farming 

activities. He said, “I feel pain all the time. It doesn’t let me farm. Let alone bending and pulling 

the “mofer” [a traditional plow drawn by oxen] out of the soil, I can’t even keep up with the speed 

of the oxen.”  

Overall, the challenges of not being able to move around and engage in essential daily 

living activities due to CLBP are equated with being ‘disabled,’ as summed by Bekelech: “If you 

cannot move, you are a disabled person. After all, having this pain is nothing less than being 

disabled (Bekelech, 24-year-old woman).”  

Challenges in maintaining family and social roles  

The participants considered family and social roles foundational to their existence and loss 

of these roles emotionally difficult. For instance, Kebede’s account indicates that the inability to 

fulfill his kid’s needs due to his back pain was ‘damaging.’ He said, “It is damaging when your 

kids cannot get what they deserve from you. One day, my daughter asked me, ‘papa why don’t you 

walk me to the school like other parents of my classmate friends?’” (Kebede, 66-year-old man) 

Bekelech, a 24-year-old woman, who is the oldest daughter in the family, had difficulty 

accepting that she could not share the burden of household chores with her parents. She felt guilty 

for sitting around and watching her parents do the housework: “I feel bad for not assisting my 
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parents with some chores. You know…you cannot do anything when the pain prevents you from 

getting up from the chair to move.”  

For our participants, one’s worth is measured by the ability to maintain social connections 

and contribute to social causes (e.g., funerals, baptism, weddings). The participants had difficulties 

living up to the social expectations as a result of their LBP. Specifically, it was more troubling for 

women who perceived their social expectations to be higher than men. When Askal was asked 

about the social impact of living with LBP, she said: 

 “You cannot conduct your social life like everyone else. When you have the pain, you are 

stuck at home. Even if I go [attend social events], I do nothing but sit, which is even hard as a 

woman. We have lots of social responsibilities compared to men” (Askal, 42-year-old woman). 

She further elaborated that not maintaining social connection due to pain results in fear of outcast 

by the community. She said, “Your worth is dependent on your social connections —if you cannot 

maintain social connections, it means you are left out.”  

Psychological impact- a struggle to maintain a ‘valued self’  

For the participants LBP was considered a threat to their sense of valued self-identity. Data 

showed two major aspects where the participants struggled to maintain their ‘valued self.’  

People with CLBP felt worthless when comparing themselves to others in their social circle 

who enjoy relative freedom to do whatever they like in life. As such, social comparison elicited 

negative emotions, which damaged their sense of valued self. Lamrot summed her feelings as:  

“There is nothing as bad as living with this pain; it makes you feel inferior to others, so 

your friends and neighbours. I see them go to a market without any problem, and I don’t have a 
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choice but to stay at home. That makes me feel sad, and think less of myself.” (Lamrot, 65-year-

old woman).  

The data also showed that people with CLBP witness an erosion of their previously 

perceived sense of personal identity. They considered their previous self a ‘strong and enduring 

person who could do anything,’ which is now no longer accessible to them. The participants 

perceived their current self as ‘embodying a body weakened by pain,’ which was undoubtedly 

frustrating.  

Tizita, a 40-year-old female, explained her experience as “I used to walk far to fetch water. 

I gave birth to twins twice. You know, I used to be a very strong woman; I never felt defeated by 

anything. This one has broken me down.”  

Adanech also considered her present body as fragile as an ‘egg’ that cannot withstand any 

pressure or load from work. She said, “I told you- I used to carry lots of things to the market-things 

that weigh around 25 kg. I never needed any assistance from others. But now…hmm… I feel like I 

am an egg, that is how I think of my body.” (Adanech, 46-year-old woman) 

The invisibility of pain results in misunderstanding, misjudgment, and loneliness  

Misunderstood and judged 

Almost all the participants reported that others doubted them about their pain experiences.  

Bekelech said, “Isn’t it a must for us to be confined to bed to be understood? If people see you 

walking, they think you are well. But back pain is not like that. You are in pain” (Bekelech, a 24-

year-old woman). The above personal account of living with CLBP is a testimonial that the 

‘invisibility of the pain’ leads to being misunderstood by others.  
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At times, the participants wished that there are ways that they can objectify and make their 

‘hidden and invisible pain’ visible on their bodies so that others believe them. Asnaku’s account 

was an illustration of this conviction when she said: “I wish back pain is visible. You know I would 

be happy if back pain is as visible as a broken bone in my arm or my leg so that they see it. If they 

see a wound on your body, they sympathize with you. Otherwise, no one believes you.” (Asnaku, 

32-year-old woman) 

The participants were misunderstood and judged in a social context with an expectation of 

social and cultural transactions. Askal’s account is a perfect example to illustrate this phenomenon. 

She said: 

 “Those who do not know about my back problem do not understand me. Some even do not 

talk to me. There was a time when I could not go to a funeral of a friend whose husband passed 

away. And one day, she saw me walking on the street and disregarded me. She resented me. Of 

course, I heard about her husband’s death, but I could not go because I was in pain. I couldn’t 

even get out of my house at the time.” (Askal, 42-year-old-female)  

You are alone with your pain  

Our participants expressed their experience of living with CLBP as isolating and lonely, 

which lead them to feel more negative emotions such as worry. Askal said: “It makes you feel 

lonely. It bothers you a lot, especially when you are alone...you are just alone with your pain.” 

(Askal, 42-year-old-female) 

In the end, the loneliness due to CLBP made the participants suffer in silence. Shegaw 

summed up this phenomenon when he said, “If your illness is something that you can see with 
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your eyes, you will find a solution. Otherwise, you only feel it when it eats you from inside. 

It chews you from inside without you or others know it.” (Shegaw, 30-year-old-male) 

You just don’t tell everyone about your pain  

Despite experiencing isolation and loneliness while living with CLBP, a few participants 

hesitated to disclose their situation to other people, including their bosses. Revealing their pain 

experience to those who may not comprehend what they were going through had repercussions 

such as judgment, stigmatization, and lack of validation of their pain experiences. The following 

two accounts illustrate this notion.  

“You keep it to yourself...there is a lot inside of you that you can say, but you won’t share that with 

those who do not understand your pain- some may think of you differently. When people ask me 

how I was doing, I always say ‘I am fine.’” (Kebede, 66-year-old man) 

Bekelech, a 24-year-old woman, said, “when my pain gets higher, I take a break and sit in 

the middle of work, and my boss is not happy about that. I do not even try to make her understand 

what I am going through. Because she does not understand such a thing. So, no, I do not try to tell 

her.”  

The cause of the pain is a mystery  

Our findings show that the cause of the pain is confusing and mysterious to people with 

CLBP. Their perception of what caused the pain was often incongruent with what their health care 

providers tell them. In such times, the participants relied on their own or societal beliefs to make 

sense of the reason for their pain.   
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Self-diagnosing  

Most participants associated the cause of their back pain with damages to some structures 

in their back, such as discs or ligaments, due to manual labor or engaging in strenuous activities. 

For example, Shegaw said: “Maybe it could be related to the heavy load of woods I used to carry 

when I was a little boy...maybe that damaged my back.” (Shegaw,30-year-old, man) 

A few women participants speculated the cause of their back pain to giving birth to lots of 

children and long labor during delivery. Ergoye said, “Giving birth to so many children...the 

long labour during birth which may sometimes take up to three or four days can tear our body- 

our back apart. That can cause back pain. We had no option other than to give birth at our homes. 

These days, women go to the hospital and give birth instantly.” (Ergoye, 39-year-old, woman) 

A few of the participants found the doctor’s diagnosis conflicting with their beliefs of the 

cause of their back pain. When the doctor’s diagnosis was not compelling, people with CLBP 

opted for their views of what caused their pain.  

Girma, 55-year-old, man: “…on that day they told me, ‘something has slipped out of your 

back.’  Hmm, they said something like a ‘disc.’ But I do not think it is from a disc. Isn’t this thing 

called ‘disc,’ something we are born with? Well, I never had any problem with that before. So, I 

do not think it is from that. I think my back pain could either be from dryness or thinning of the 

bones. Or maybe from my sleeping position.”  

Societal influence on the perception of people with CLBP on the cause of the pain  

When self-diagnosing is not sufficient to make sense of the cause of their back pain, the 

participants relied on socio-cultural-related beliefs (e.g., supernatural beliefs) to make sense of the 
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cause of their back pain. Adanech- a 46-year-old woman, said: “Initially, I thought it is from my 

muscles, and I went to the healer. He tried so many things for me. It did not work. When it got 

worse, some people told me it could be from her [evil spirit], and they advised me to make some 

sacrifices for her. Hmm, I don’t know, but who knows?”  

The search for the cure is a quest  

People with CLBP have spent a great deal of their time looking for answers for their back 

problems. Their expectation of curative treatment has not been realized. For the participants, the 

search for a cure is a quest with no resultant outcome. The following two sub-themes exemplify 

this phenomenon.  

Searching for the right doctor  

People with CLBP are constantly searching for the right health care provider who could 

offer solutions for their pain. Kebede explained that he had exhausted all his options, and seeing 

multiple specialists at different health care institutions did not resolve his pain: “I tried everything. 

I saw lots of doctors in Addis Ababa and Gondar. I even consulted those with big names- Dr. Y 

and Dr. L [both pseudonyms] and received lots of treatments. But it [the pain] keeps coming 

back. What I haven’t tried yet is ‘behalawi wegesha’ (a traditional healer).” (Kebede-66-year-old 

man) 

Several participants expressed dissatisfaction with their health care provider’s diagnosis 

and approach to pain management. Kelemua, who lived with LBP for six years, said, “They did 

not understand my problem. They keep giving me painkillers. When I went back and told them that 

I wasn’t getting better, they gave me a different kind of medicine. That did not help either. I went 
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to see a doctor at a private clinic. Still, it is the same- nobody knows what to do for me.” (Kelemua-

48-year-old woman) 

A few participants also revealed that their concerns were not taken seriously by their health 

care providers. Instead, the providers recommended invasive management options for their back 

pain. One participant said: “He (a surgeon) scared me that I am in danger and I must have 

surgery for my back problem. He even asked me whether I have children or not as if I will not be 

able to have kids after surgery. It was worrying, and I asked him if there are other options. He 

said, ‘that is the only thing I can do for you.’ He didn’t even look at me as if I am something. I left 

his clinic and never went back again.” (Tadese-36-year-old, man) 

Don’t treat me blindly- scan my back first   

The participants felt that having diagnostic imaging for their back problems is essential for 

solving the puzzle. Such beliefs came from the assumption that knowing the exact cause of the 

pain means getting their back problems fixed easily.  

Kelemua, a 48-year-old woman, said: “In our village, many people complain of back pain. 

Some of them told me the doctors could see it [her back pain] on the x-ray. That is why 

I came here. I believe that they can see this thing with an X-ray and find a solution for my pain.”  

For some of our participants, getting their low back scanned was the first step to validate 

their belief that their pain is genuine. Even more, it gave them a sense of closure related to the 

cause of their pain, as if all their problems would be visible with imaging. A participant said: 

“Before the scan, they used to treat me blindly. Having the scan gave me mental satisfaction. At 

least I am not treated blindly.” (Adanech, 46-year-old woman) 
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Each person has their ways of managing, coping, and living with pain  

Our findings suggest that people with CLBP use different strategies to manage, cope, and 

live with their pain. The following five sub-themes explain these strategies. 

Rest, avoid activities, or protect the back   

In the immediacy of pain, the participants primarily preferred to rest or refrain from 

engaging in any activities that demanded their back movement. For instance, Bekelech’s account 

shows that rest is the most accessible technique to minimize pain flare up during activities. She 

said: “I rest... otherwise it is very painful. I rest or minimize workload. That is what I do.” 

(Bekelech, 24-year-old woman) 

A few women participants indicated using traditional back support to protect their back 

and minimize pain during work. Ergoye, a 39-year-old woman, said: “Oh yea...there is a huge 

difference. I feel much better when I tie my back with ‘meqenet’ [a piece of cloth]. I feel like a load 

is taken off my back when I do that. I have lots of pain if I take it off. I must tie my back when I 

work.” 

Pain killers  

The participants also used pain killers as a viable strategy to manage their pain, especially 

when they think their pain may interfere with their instrumental activities of daily living, such as 

attending social events. Tadese said: “Sitting for a longer duration makes me miserable. So, I 

always take Advil before leaving the house- especially when I plan to meet my friends or plan on 

going to any event that requires me to sit for a long time.” (Tadese, 37-year-old man) 
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On the contrary, a few participants were hesitant to take pain medications for a long 

duration, fearing the side effects. Instead, they opted for traditional remedies to manage their pain. 

A female participant said, “Some people told me that medicine is not good; It is bad for a liver. 

So, I tell my kids to massage my back. I sometimes go to a healer. He [the healer] thought 

something was wrong with the bones, and he used a glass and fire [cupping] to lift it for me. I got 

temporary relief from it.” (Adanech-46-year-old female) 

Cultivating inner strength and adapting to pain  

When the effort to cure the pain failed and no foreseeable timeline to see themselves pain-

free, the participants turned their attention inward and cultivated resilience to cope with their back 

pain. Tizita’s experience exemplifies how people with CLBP focus on adapting and developing an 

inner strength to cope with their pain. She said, “I lived with my pain for…hmm…eleven years 

now. Sometimes I think of myself as a woman who has two husbands. I have my real husband and 

then this pain, and I don’t know if it will ever leave me [the pain]. So, I never sit around and wait 

until it goes away. Rather, I withstand it and focus on my work. I consider myself a strong woman. 

I think that is why I usually feel better.” (Tizita-40-year-old woman) 

Furthermore, a few participants accepted, normalized, and adapted to their pain. One 

participant used a metaphor discussing how he adapted to his pain experience. He said, “When you 

live with your pain for a very long time, you adapt to it, and it becomes normal. You do not even 

think of seeing a doctor. Hmm, they say, ‘when you live with your illness for long, it becomes a 

health!’”  (Shegaw, 30-year-old man) 

Submit to God, pray, and ask for mercy   

The findings show that people with CLBP used several religious and spiritual strategies to 

cope with their pain. In particular, in the absence of a likely biological explanation for the cause 
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of the pain (e.g., injury to the back), the participants had an alternative explanation of the cause of 

their pain using spiritual and religious beliefs. As a result, they turned to religious and spiritual 

practices for healing and coping with pain. The following statement by Birtukan, a 19-year-old 

woman, shows how she considered her pain as a ‘gift from God’, and he is the only one who can 

take her pain away from her. She said, “He [God] sent this to me. It is a gift from him. There is 

nothing to complain about, and I think there is a reason why God sent this [LBP] to me. I only ask 

him for mercy.”  

Several participants also used bathing in holy water to cope with their pain, find comfort 

and inner peace. See Lamrot’s account below:  

“I can say Wanzaye [a holy water place] is my home. I often go there for healing, and it made me 

stand on my two feet and walk. I feel at peace when I go there.  There are lots of people who give 

testimony about that place, all of them say ‘they were healed’” (Lamrot, 65-year-old woman).  

Maintaining positive social connection 

The participants discussed the importance of maintaining a positive and supportive social 

connection as an antidote to the isolating nature of CLBP. For instance, Askal, a 42-year-old 

woman with CLBP, explained how a visit by friends distracted her from focusing on the pain. She 

said: “When they [her friends and colleagues] come to visit me, I am completely detached from 

my pain. We talk about different things-good things, and I would forget about my pain. They are 

terrific friends- if I have nothing at home, they share what they have with me.”  

2.6. Discussion  

This is the first interpretive phenomenological study that has explored the lived experience 

of people with CLBP in Ethiopia. The findings from this study provide an important insight into 

the ‘lived world’ of people with the condition from an Ethiopian perspective.  
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As illustrated in the participants’ narratives, living with CLBP is challenging as it affected 

every dimension of their lives. The participants made sense of their CLBP experiences based on a 

belief that the back is the cornerstone of any movement; hence, any damage or pain means a 

compromised life. In other words, the structural and functional importance of the back for people 

with CLBP is the beginning of their sense-making as to what it means to live with a painful low 

back (17,43).  

The impact of CLBP on people living with the condition is multidimensional, affecting 

every facet of their lives. In this study, the physical impact (e.g., restriction in mobility), the 

social impact (e.g., difficulty in maintaining social roles), and psychological impact (e.g., loss of 

valued sense of self) are intertwined. The physicality of pain affected participants’ engagement 

in activities of daily living (e.g., farming) and restricted them from participating in valued social 

life (e.g., attending a funeral). The compounding physical and social impacts of pain further 

resulted in significant psychological problems (44). Participants in this study experienced a loss 

of valued sense of self which is embedded in their social and cultural values. In particular, the 

collectivist culture called mahiberawi nuro which means, collective life in Ethiopia (45,46), 

shaped the pain experience of the participants. Consistent with symbolic interactionism (47,48), 

the ‘self ‘ is not independent of the social interaction in the collectivist life, hence shaping one’s 

identity. In the Ethiopian collectivist life, one becomes a valued member of the society by 

contributing to the social causes (e.g., attending a funeral, visiting the sick) and providing social, 

emotional, or financial support for those in need. This study showed that the inability to 

contribute to these social causes due to pain damaged the participants’ sense of self, resulting in 

loneliness, isolation, and a perception of unworthiness. Our results underscore the importance of 
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assessing and managing the multiple dimensions of CLBP, with a particular focus on capturing 

the psychosocial dimension of pain.   

The findings from this study indicate that the invisibility of pain contributes to stigma and 

judgmental attitudes towards people with CLBP. In particular, people with CLBP felt judgmental 

attitudes were encountered in the workplace and in social settings. Participants asserted they 

would prefer to have a visible illness (e.g., broken bone) over LBP to avoid misunderstanding by 

others. Most participants discussed that they would prefer to keep their pain experience secret 

from others due to fear of stigma and social disapproval. Previous studies also documented that 

the invisibility of pain resulted in overt and subtle stigmatization among people with CLBP (49–

57). There are several implications of stigma related to people with CLBP in the Ethiopian 

context. Stigma can be a significant barrier to social participation, resulting in social isolation, 

loneliness, depression, further intensifying chronicity, and disability related to CLBP (54). The 

invisible nature of the pain could also reinforce several pain-related behaviours such as playing 

sick roles and attending to biomedical beliefs (e.g., imaging) to validate and legitimize their pain 

experience. The findings from this study show the need to explore further the impact of stigma 

related to people with CLBP in Ethiopia.  

Most participants attributed the cause of their pain to dysfunction to their spine due to 

physical causes such as overworking without protecting their back. This perspective of the 

participants indicates that the biomedical belief related to the cause of LBP is not exclusive to a 

specific population but a universal phenomenon (29,44). Interestingly, the participants did not 

associate the cause of their pain with a punitive punishment from God. Instead, in the absence of 

a likely etiological explanation, people with CLBP used societal and cultural beliefs to justify the 

cause of their pain. Evidence indicates that people use cultural explanatory models to make sense 
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of their illness in medically unexplained symptoms (58,59). This finding has clinical implications 

in Ethiopia. The belief that the cause of back pain is dysfunction in the spine may motivate 

patients to seek biomedically oriented care (e.g., fixing damaged back) (44). On the contrary, 

people with non-biomedical beliefs use different coping mechanisms (e.g., spiritual and religious 

rituals) (60). Regardless, an improved understanding of patients’ perceived cause of CLBP using 

a socio-cultural lens would enable health care providers and the broader health system to align 

services with patient beliefs and expectations of care.  

As seen from the results in this study, participants were dissatisfied with the diagnosis 

and pain management they received from their care providers, showing the unmet health care 

needs of people with CLBP (12,29,54). The participants placed particular emphasis on receiving 

proper diagnoses guided with diagnostic imaging. They believed that diagnostic imaging not 

only legitimizes their pain experience but also guides their pain management. This biomedical 

belief contradicts guidelines that recommend against the use of low-value care for most LBP 

(61). Regarding pain management, most participants felt that their providers did not address their 

pain-related concerns during their clinical encounters, showing discordant care for people with 

CLBP in Ethiopia (62). That led people with CLBP to continue engaging in “health shopping” 

(44) to find satisfactory answers for their pain by visiting various health care providers and 

traditional healers. These findings highlight the urgent need for a comprehensive patient-centered 

pain management strategy that emphasizes patient values and preferences. Our findings also 

indicate the need to address patients’ diagnostic uncertainty and beliefs about their back pain 

during their clinical encounter (63).  

Interestingly, most participants in this study relied on spiritual and religious rituals to 

cope with the adversity of pain. This finding is consistent with previous studies that suggest that 
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spiritual and religious beliefs influence pain perception, tolerance, and coping (60,64–66). 

Spirituality and religious beliefs are at the center of many Ethiopians, and Christian believers use 

prayers and bathing in tsebel (holy water) to cure major illnesses (67,68). In addition, 

participants in our study also depended on social support to overcome the day-to-day challenges 

of living with the pain. They valued the emotional and material supports and assistance with 

household chores they received from their social network. This finding is closely related to the 

concept of social capital, where individuals who have trustworthy social support have an 

improved sense of belonging and have better-coping strategies when confronted with health 

challenges (47,69,70). These findings have relevance in designing future patient-centred pain 

management in Ethiopia. CLBP management interventions (e.g., self-management) could 

capitalize on the existing social and religious structures to address the psychosocial needs of 

people with the condition.    

Finally, it is important to recognize that this study offers an in-depth exploration of the live 

experiences of people who were receiving care at a tertiary hospital for CLBP, which represents a 

small subset of people living with CLBP in Ethiopia. It is important to consider this when 

interpreting the results. Future research could build on this work by exploring the lived experience 

of people with CLPB who have barriers to accessing care in a hospital. Similarly, the findings 

from this study offer learning about the lived experience of people with CLBP from one geographic 

location (Gondar, Ethiopia). Conducting similar studies on people with the condition in various 

regions and settings (e.g., urban and rural) could broaden our understanding of the lived experience 

of people with CLBP in Ethiopia.  
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Conclusion and recommendation  

This study provided insight into the lived experiences of people with chronic low back pain 

in Ethiopia. The data show that CLBP impacted the participants’ lives in many different 

dimensions, indicating the complexity of the lived experience of people with CLBP. Future 

research should seek to address the health care needs of people with CLBP that are based on the 

biographical and lived experiences of people living with the condition.  
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CHAPTER 3 

Health care providers’ understanding of self-management support for people 

with chronic low back pain in Ethiopia: an interpretive description 
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3.1 The fit of manuscript 2 within the dissertation 

In chapter 2 (manuscript 1) of this thesis, we have learned the lived experience of people with 

CLBP, including different understanding and explanations related to the nature, causes, and 

consequences of living with CLBP. We have also learned the strategies people with CLBP used 

to manage, cope, and live with pain. It is now time to explore how health care providers 

supported people with CLBP to self-manage their condition. This chapter will explore the 

concept of chronic low back pain self-management support from healthcare providers' 

perspectives in Ethiopia. The reader will gain insights into how the providers conceptualized 

self-management and their strategies to facilitate self-management support for people with 

CLBP. The study also reveals several barriers related to the facilitation of CLBP self-

management support in Ethiopia, one of which is health care providers’ perceived lack of self-

management support competencies. The findings from this study will inform the training needs 

of health care providers and the development of context-specific CLBP self-management support 

in Ethiopia.    
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3.2. Abstract  

Purpose: The study aimed at exploring how health care providers understand and conceptualize 

self-management and how they provide self-management support for people with chronic low 

back pain in Ethiopia 

Methods: Health care providers who have supported people with low back pain, including 

medical doctors and physiotherapists, were approached and recruited from three hospitals in 

Ethiopia. This study employed an interpretive descriptive approach using semi-structured 

interviews.  

Findings: Twenty-four participants (7 women; 17 men) with a median age of 28 (range 24 to 42) 

years and a median of 9.5 years (range 1 to 11 years) of helping people with chronic low back 

pain were interviewed. Seven major themes related to health care providers’ understanding of 

self-management support for people with chronic low back pain in Ethiopia emerged. The 

findings show that self-management was a new concept to many and health care providers’ had a 

fragmented understanding of self-management. They used or suggested several self-management 

support strategies to help people with CLBP self-manage their condition without necessarily 

focusing on enhancing their self-efficacy skills. The participants also discussed several 

challenges to facilitate self-management support for people with chronic low back pain. Despite 

the lack of training on the concept, the providers discussed the potential of providing self-

management support for people with the condition.     

Conclusions: Self-management was a new concept to health care providers. The providers lack 

the competencies to provide self-management support for people with chronic low back pain. 

There is a need to enhance the health care providers’ self-management support competencies 

through training.              

Keywords: self-management, self-management support, chronic low back pain, interpretive 

description, Ethiopia. 
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3.3. Introduction  

Low back pain (LBP) is the single largest contributor to years lived with disability globally 

(1,2).  People with persistent and recurrent LBP experience long-term disability, lost productivity, 

and associated medical costs (3,4). The burden of disabling LBP is increasing globally despite the 

recent advances in imaging and the availability of biomedical, pharmacological, surgical, and 

rehabilitation management options (5–8).   

While there is generally an upward trend in the global prevalence of LBP-related disability 

(5), these numbers are projected to increase exponentially in low-and-middle-income countries 

due to the increasing use of ineffective pain management strategies (9). Moreover, the literature 

indicates that the health systems in these countries face the dual burden of infectious and chronic 

non-communicable diseases (10). Given the actual and imminent health risks, infectious diseases 

are prioritized over musculoskeletal conditions such as LBP (11). In Ethiopia, LBP is one of the 

major public health problems (12–14). Still, the country lacks policies and strategies to address the 

health needs of people experiencing this condition (12).     

Research on prognosis for chronic musculoskeletal pain conditions (>3 months duration), 

such as chronic low back pain (CLBP), suggests complete resolution is unlikely (15–17). 

Therefore, the focus should be on supporting people to manage their condition rather than finding 

a cure (18,19). Multiple studies indicate self-management support is an effective approach to 

manage CLBP and related disability (19–21), and clinical practice guidelines recommend self-

management support for people living with CLBP (22–24). 

Adams et al. (2004) described self-management support as “the systematic provision of 

education and supportive interventions by health care staff to increase patients’ skills and 
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confidence in managing their health problems, including regular assessment or progress and 

problems, goal setting, and problem-solving support” (25). A central tenet of self-management 

support is to help patients engage in their care decision and develop the skills to better manage 

their condition independently or through a partnership with their health care providers (HCPs) 

(26,27). As such, self-management support aims at enhancing patient’s self-management skills for 

the day-to-day management of their health problems (e.g., pain) and improve their quality of life 

(28,29). These skills include problem-solving, decision-making, resource utilization, the formation 

of a patient-provider partnership, action planning, and self-tailoring (26).  

Although self-management is considered an effective approach to care for people with 

chronic health conditions, the term is ambiguous and lacks a universally accepted definition (30–

32). Furthermore, there is a lack of consensus on what constitutes self-management support 

strategies for people with CLBP (33,34), particularly in low and middle-income countries. 

It is unknown if there are regional or geographical variations in the conceptualization of 

the term self-management. The existing definition and conceptualization of self-management 

varied depending on several attributes, such as the primary focus of the intervention, its process 

and outcomes, and the roles and responsibilities of both the patients and the providers (26,32,35).  

Despite the increasing use of self-management support to mitigate pain-related disability 

among people with CLBP in other parts of the world (33,36,37), there is no evidence of its use in 

the care of people with a similar condition in Ethiopia. To date, there is no data on what strategies 

HCPs use to facilitate self-management support for people with CLBP in Ethiopia. Furthermore, 

it was unclear about how HCPs define and conceptualize self-management throughout the country.   
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Therefore, the purpose of this qualitative inquiry was two-fold: 1) to explore how HCPs 

in Ethiopia understand and conceptualize self-management; 2) to explore how HCPs provide 

self-management support for people with CLBP in Ethiopia. Data from this study will inform the 

design and implementation of a self-management program for an Ethiopian context.  

3.4. Methods  

Study design 

An interpretive description approach was used in this qualitative inquiry (38,39). The 

interpretive description draws from tenets of constructivist and naturalistic paradigms to generate 

applicable knowledge in health disciplines (38,40). The epistemological foundations of 

interpretive description are grounded on the researcher’s disciplinary background to yield 

legitimate knowledge that can be applied in a particular clinical situation (38). As Thorne 

suggested, “the researcher’s theoretical affinities, disciplinary background, and orientation 

powerfully shapes thinking, enacting research, and the making of a research product” (Thorne 

2016, P.73) (39). Interpretive description acknowledges the theoretical and practical knowledge a 

researcher brings into the field (41,42). This approach enabled us to explore health care 

providers’ understanding of self-management for people with CLBP in Ethiopia, which would 

have been difficult to address with other traditional qualitative approaches (39,41).  Ethical 

approval was obtained from Queen’s University in Kingston, Ontario, Canada, and the 

University of Gondar, Ethiopia.  
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Research team  

A research team with multiple health professional backgrounds conducted this study. The 

lead author (MBC) completed this research as part of his doctoral thesis project. Authors, MBC 

and AA are physiotherapists who have clinical expertise with people experiencing LBP in 

Ethiopia. JM is a Canadian physiotherapist with a research focus on reducing pain-related 

disability through interventions such as self-management supports. CD is an occupational 

therapist whose clinical research focuses on team based-primary care in Canada. SG is also an 

occupational therapist with a research focus on the self-management of people with chronic 

health conditions. Lastly, YW is a clinical psychologist and researcher based in Ethiopia.  

Reflexivity statement  

The participants were aware of the researcher’s (MBC) disciplinary background, a 

physiotherapist who has experience providing care for people with LBP at the University of 

Gondar hospital in Ethiopia, and his present status as a graduate student in Canada, during the 

interview. A few participants were colleagues with the interviewer. This has helped in building 

trust with the participants through shared experiences. As a physiotherapist who has the first-

hand experience of working with people with CLBP at one of the sites, MBC provides an insider 

perspective to enhance the interpretation of the data related to the research question.  

Study participants and data collection process  

Participant Recruitment  

This study recruited health care professionals that most commonly support people with 

LBP in Ethiopia. HCPs consisting of medical doctors and physiotherapists were recruited from 

three hospitals in Ethiopia: the University of Gondar referral hospital, Bahirdar Felegehiwot 
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referral hospital, and Black Lion referral hospital. Recruitment took place at these hospitals as 

they receive the highest number of patient referrals for people with LBP from general hospitals 

throughout Ethiopia. Secondly, these hospitals are staffed with HCPs with various professional 

backgrounds and specializations who have experience providing care for people with CLBP.   

Potential participants were recruited through a purposive sampling strategy (43). 

Participants’ gender, professional background (e.g., physiotherapists, physicians), and 

specializations (e.g., general practitioners, residents, neurologists, neurosurgeons, and orthopedic 

specialists) were considered to achieve maximum variation among the health professionals who 

manage LBP in the three participating hospitals. Participants were eligible if they were working 

in one of the three hospitals, involved in providing care for people with CLBP, and 

communicated in Amharic, the official language of the Federal Democratic Republic of Ethiopia 

(44). All participants provided written consent to participate in this study.  

Data collection  

Data were collected using open-ended semi-structured face-to-face interviews (44). All 

interviews were conducted by the first author (MBC) in the hospital settings where the HCPs 

were working between July and November 2019. The interviews were audio-recorded, and field 

notes were taken to supplement each interview. The semi-structured interview guides were 

prepared in Amharic and piloted with two HCPs (a physiotherapist and general practitioner). See 

Appendix N for an English version of the interview guides. Participants’ demographic 

information was collected prior to each interview.  
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Data analysis 

The interviews were transcribed verbatim in Amharic, and transcripts were compared to 

the recordings for accuracy. Transcripts and field notes were analyzed using an inductive 

thematic analysis approach (45). NVivo 12 data management software (QSR International, Pty 

Ltd.) (46) was used to organize and analyze data. There were six steps to the analytic process: 1) 

familiarization with the data, 2 (generating initial codes, 3) searching for themes, 4) reviewing 

themes, 5) defining and naming themes, 6) writing and discussing the findings. Steps 1-4 were 

conducted in Amharic to stay close to the participant’s language and retain meanings (47). The 

analysis started with data familiarization (step 1) by listening to the audio recordings, reading, 

and rereading the transcripts (45).  

MBC and AA completed the second step of the analysis (generating initial codes).  The 

two authors independently coded three interview transcripts and met to ensure consistency in the 

coding scheme. Frequent meetings and debriefings on the coding process were held with the 

larger research team. MBC coded all the remaining interviews for consistency while maintaining 

discussions with the rest of the research team.  

The third step (searching for themes) involved bringing together codes into potential 

themes. The fourth step (reviewing themes) involved generating a thematic map by evaluating 

whether the themes align with the coded extracts and the entire data set (45). At this stage, the 

generated themes and associated participants’ quotes were translated into English to engage the 

rest of the research team (JM, CD, and SG), who do not speak Amharic in the next steps of the 

analysis process.  



83 

 

In the fifth step, major themes and sub-themes were identified through an inductive 

approach, consistent with interpretive description (defining and naming themes) (38,40,48–50). 

Themes were reviewed and finalized by the entire research team. At this stage, data evolved into 

a meaningful concept that explains how HCPs conceptualize self-management and identify what 

strategies they use to support people with CLBP to self-manage in Ethiopia. The last step of the 

analysis (writing and discussing the findings) involved choosing compelling and representative 

participant quotes and discussing them in relation to the study’s objective and then comparing 

and contrasting the results with the existing literature on self-management for chronic LBP.    

Rigor and trustworthiness 

According to Thorne et al. (2004), the credibility of the results in interpretive description 

is derived from the researchers’ methodological and analytic decisions (38). In accordance with 

that, we used a number of strategies to maintain rigor and trustworthiness in this study. First of 

all, we made a considerable effort to corroborate the themes with the participant’s quotes, hence 

the credibility and conformability of the findings (51). Second, we held frequent meetings and 

peer debriefings among the research team to enhance analytic rigor.  Third, we conducted a 

significant portion of the analysis in the interview language to stay close to the participant’s 

account and minimize meaning loss before translating into English (47).  Fourth, we used the 

consolidated criteria for reporting qualitative research (COREQ) checklist to report the findings 

of this study in an effort to enhance transparency (Appendix R) (52).  

3.5. Findings 

Twenty-four HCPs participated in interviews. The interview lasted between 32 and 65 

minutes. The participants’ median age was 28 (range 24 to 42) years and the majority, 17 
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(70.8%), were men. The participants were physiotherapists 12 (50%) or physicians 12 (50%). 

Participants had a median of 9.5 years (range 1 to 11 years) providing care for people with 

chronic LBP. Table 2 depicts the socio-demographic characteristics of the study participants.  

Seven main themes and subthemes related to the health care providers’ understanding of self-

management and self-management support for people with CLBP were identified. See Figure 2 

for the major themes and sub-themes.  

Table 2: Socio-demographic information of the healthcare providers (n=24) 

 

Characteristics  Description (frequency, %) 

Median age in years (Range) 28 (24-42)  

Gender    

      Men 17 (70.8) 

      Women 7 (29.2) 

Discipline   

      Physiotherapy 12 (50) 

      Medical doctor  12 (50) 

Professional background and specialization  

      BSc PT 4 (16.7) 

      MSc PT 6 (25) 

      DPT 2 (8.3) 

      General Practitioner  2 (8.3) 

      Resident (R1 & R3) 2 (8.3) 

      Neurologist  2 (8.3) 

      Neurosurgeon  2 (8.3) 

      Orthopedic surgeon  4 (16.7) 

Median years in clinical service (range) 9.5 (1,11) 

BSc: Bachelor of Science, MSc: Master of Science, PT: physiotherapy, DPT: Doctor of 

physiotherapy  
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SMS: self-management support, HCP: health care provider  

Figure 2: Major themes and sub-themes related to health care providers’ understanding of self-management support in Ethiopia

Participants have diverse views on 

SMS strategies 

- Active strategies  

- Passive strategies  

- Education and empowerment 

- Design patient-tailored SMS  

HCP’s understanding 

of self-management 

support for people 

with CLBP in 

Ethiopia 

Self-management is a new concept 

- Lack of representative term for Self-

management in Amharic 

- The phrase is new-I just heard it from you 

- Lack of clear distinction between SM, Self-

care, and self-treatment: phrases used 

interchangeably 

Self-management has 

potential benefits 

- Patient-level benefits 

- Health system level benefits  

Patient-centeredness is key to 

facilitating SMS 

- Patients need to be active participants 

- Patients bring their own self-management  

approach  

There are barriers to providing SMS 

- HCPs lack training on SMS 
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disorganized and unresponsive 

- Patients related barriers to attend self-

management   

 

Competent HCPs are required to 

provide SMS 

- Conduct proper patient assessment and 

diagnosis  

- Communicate with patients in a simple 
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- Teamwork and collaboration with other HCPs 
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design SM intervention for people 

with CLBP in Ethiopia 

- There is a positive social support system  
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in Ethiopia 

- Increasing media use by the public  

- Self-management does not require lots of 
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1. Self-management is a new concept  

Data from our participants suggest that self-management is a relatively new concept in 

the Ethiopian health care environment. It is a complex term to translate into Amharic, and its 

definition may result in overlapping concepts with self-care and self-treatment.  

The majority of the participants highlighted the lack of a representative term for self-

management in Amharic. However, some HCPs have an understanding of the concept, such as 

the patient’s central role to manage their health condition. A physiotherapist participant 

described this phenomenon as; “We may not have a single word for it in Amharic. But it is a form 

of self-treatment where patients take initiatives to treat themselves.” [HCP 019; Physiotherapist] 

Although the participants had some understanding of the concept underlying self-

management and utilized some self-management strategies to support people with CLBP, the 

majority of them stated that they heard the term ‘self-management’ for the first time during the 

interview. One participant said, “It is for the first time that I hear about self-management, 

specifically on low back pain. But as I told you, we have been doing this indirectly-as we always 

tell them [patients] to manage themselves. It is like that. But as a phrase, I just heard it 

today.” [HCP 005; Orthopedic surgery resident (R1)]. 

The findings suggest that the term ‘self-management’ lacks clarity in Amharic and the 

phrase is used interchangeably with self-care and self-treatment. The central focus during the 

translation and conceptualization of self-management into the local context was based on patients’ 

prominent roles in managing their condition.  
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2. Self-management has potential benefits  

Participants described several benefits of self-management support for people with CLBP, 

which were discussed both at patient-level and the health system level. 

 

The participants suggested that self-management will result in better health outcomes and 

fewer hospital visits. One participant suggested, “The goal is to make him psychologically, 

physically, and socially functional. If there is pain, we manage the pain, and if there are other 

things, we make them functionally independent- that is the outcome.” [HCP 010; Physiotherapist] 

 

The reduced number of visits would reduce the financial burden on the individual and 

reduce the burden on the health care providers and the health system. As one participant described, 

patients who self-manage their condition depend less on HCPs and make few out-of-pocket 

payments to access care: “…with self-management, the patient has a clear understanding of 

...hmm...their problem. They will not see a physiotherapist every time they experience pain.  So, 

self-management reduces cost for the patient.” [HCP 004; Physiotherapist]. Participants indicated 

that self-management reduces the frequency of patient visits to the hospitals, which ultimately 

reduces the health system's burden and improves care efficiency. One orthopedic surgeon said: 

“You have seen it earlier...it [so many patients waiting in the outpatient department]is too much. 

What you do is to see them as quickly as possible and go to the next patient. So, you may not be 

able to see the patient properly. Self-management can reduce the load on a physician and the 

hospital…it is also good for the patient...that is the advantage” [HCP 015, Orthopedic surgeon] 
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3. Patient-centeredness is key to facilitating self-management support  

 

Patient-centeredness was considered a key component of self-management support for 

people with CLBP. Participants explained that self-management should be designed based on the 

patient’s needs. They also stated that self-management support successes depend on the level of 

the patient’s engagement in the self-management process. The following paragraphs describe the 

attributes of patient-centeredness in the self-management intervention for people with CLBP.    

 

The participants acknowledged that people with CLBP have a significant role in their 

self-management. Most importantly, the participants discussed that such intervention requires 

patients to adopt an active role over a passive role to successfully manage their condition: “well 

when you hear the term self-management, it means someone is not taking a sick role. It is about 

them [the patients] doing something ….” [HCP 016; Neurosurgeon] 

In this study, the participants talked about the importance of acknowledging and 

validating patient’s own pain management strategies (e.g., religious and traditional healing 

rituals) as key to facilitating self-management support. For instance, the providers would 

accommodate patient’s self-management strategies as far as it is safe and does not put them in 

danger; “…I will not stop them if they tell me that they are going for holy water. Because I 

believe that patients can get better if they follow their faith. But I try to advise them not to 

engage in harmful practices.” [HCP 004; Physiotherapist]. 
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4. There are barriers to providing self-management support  

The participants described a few challenges to designing, implementing, and evaluating 

self-management intervention for people with CLBP in Ethiopia. The barriers were discussed at 

three levels: health care providers, patients, and health systems levels.  

Health care providers' related barriers to facilitating self-management support are 

associated with a lack of perceived competence to design and deliver self-management support for 

people with CLBP. The participants stated that they never had formal training on this concept: 

“How can you support patients if you do not know about it [self-management]?  First of all, not 

every professional has good knowledge about it. I think most of them [health care professionals] 

are new to this concept.” [HCP 003; Physiotherapist] 

 

Additionally, a few participants also indicated that self-management is not well embraced 

by their colleagues, suggesting attitudinal barriers to self-management among HCPs in Ethiopia. 

One neurologist expressed this as follows: “...they laugh at me when I bring this topic [self-

management] on a seminar series. They say, ‘our people will not accept this.’ But that is not how 

I would like to think. I have applied this to myself [for his chronic pain]. It is not that difficult to 

do it unless we believe it is.” [HCP 018; Neurologist] 

 

Our participants stated that the current health system is disorganized and unresponsive to 

provide appropriate self-management support for people with CLBP due to heavy workload, lack 

of self-management culture within the health system, and the absence of a mechanism to evaluate 

whether such intervention works not. One participant said, “Usually, it is because the outpatient 
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department is jammed. There are lots of patients in the clinic, both in the mornings and afternoons. 

You just do not have time to sit and talk to them.” [HCP 007; Neurologist] 

 

Barriers to referring between departments and providers was seen to make it more difficult 

to referring patients to the providers who are most likely to provide self-management supports. 

One participant explained this barrier as follows: “…a neurologist may see the patient and may 

not link them to physiotherapy. Or sometimes, the patients come with little or no information on 

their chart. The referral channel is not well established-it is not centralized. As I  told you before, 

there is no system that connects all the outpatient departments to each clinic within the hospital.” 

[HCP 010; Physiotherapist] 

 

Finally, participants in this study identified several patient-related barriers to attend self-

management. One of the factors that could influence patient’s acceptance and engagement in 

self-management is their attitude toward such intervention and their expectation of health care. 

An orthopedic surgeon explained this attitudinal barrier as follows: “The majority of patients do 

not believe in such treatment [self-management] unless you prescribe them some medications or 

do something with your hand. There is a perception problem. When you tell them to self-manage 

it at home, they say ‘I am here because I am sick.’” [HCP 012; Orthopedic surgeon] 

Furthermore, participants speculated that patients with a low level of education and those 

from rural areas find self-management support challenging to follow compared to those from urban 

areas: “Patients from urban settings have relatively better information. They read and come, or 

they will listen to what you have to say. They will compare the information and will challenge you. 
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People from the rural area, for example, farmers do not have time and space to do the 

exercises.” [HCP 004; Physiotherapist] 

 

5. Participants have diverse views on self-management support  

Participants in this study reported using different strategies to support people in managing 

their CLBP. The strategies included active and passive approaches, patient education, and 

designing patient-tailored self-management interventions.    

Encouraging patients to engage in physical activities or activities of daily living and 

postural correction were discussed as active self-management support strategies. The following 

quote by a physiotherapist participant highlights the use of exercise in the self-management of 

people with CLBP: “They can use exercises as self-management. For example, you can advise 

patients to do aerobic exercises to reduce their body weight or strengthen their abdominal 

muscles. You can tell them to go for a walk – that is also self-management.” [HCP 021; 

Physiotherapist] 

Some of the frequently mentioned passive self-management support strategies included 

pain medication, modalities (e.g., heat, electrical stimulation), and back supports (both traditional 

and modern corsets or braces). One resident doctor said, “We advise them to take pain 

medications for their back- that can be part of self-management. As I told you, we have 

limitations in other approaches [other self-management strategies]- it is undeniable.  So, we 

write them a prescription and advise them to buy pain medications when they need it.” [HCP 

005; Orthopedic surgery resident (R1)] 
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The participants talked about the importance of reassurance and pain education as core 

support strategies for people with CLBP. The following quote by an orthopedic surgery resident 

illuminates how they use patient education as a self-management support for people with CLBP. 

They said, “As I said before, we educate them ‘these are the reason for their pain- that they get 

better or worse if they do this or that ...’ We empower them by telling them they are the ones who 

know the changes [prognosis]-that is how we involve them in their self-management.” [HCP 005; 

Orthopedic surgery resident (R1)]. 

 

Finally, most of our respondents discussed the importance of designing a tailored and 

patient-specific self-management support by considering every patient's uniqueness with CLBP. 

The following quote by a physiotherapist explains this concept: “We must know that every patient 

is different. Not all people with LBP come with the same symptom or seek the same treatment or 

self-management. I think we must try to design individualized treatment for every 

patient.” [HCP 009; Physiotherapist] 

 

6. Competent HCPs are required to facilitate self-management support 

 

The participants suggested that self-management support should be designed and delivered 

by competent health care professionals who have a collective set of knowledge, skills, and attitudes 

related to self-management support.   

 

Conducting proper patient assessment and pain diagnosis was discussed as a core 

competency required by the HCPs to facilitate self-management support. The participants 
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acknowledged that CLBP is a complex and challenging condition for patients. To address this 

complexity, the participants state that HCPs require the competency to diagnose patient’s source 

of pain, which is evident beyond the physical symptoms. One participant said:  

 

“Chronic low back pain is a challenging condition. In a few patients, the mental health 

aspect may dominate their physical one. That is why conventional physiotherapy may not be the 

answer -I believe most patients require a different approach. In addition to the routine physical 

examinations, further assessments such as their psychological, social, work, and their lifestyle 

evaluations have to be done.” [HCP 023; Physiotherapist] 

 

A few participants expressed their frustration when they could not establish a diagnosis for 

patients with complex CLBP. When arriving at a proper diagnosis was not possible, the HCPs 

referred patients to other specialists. One participant said, “They [patients] go here and 

there...sometimes you may not see anything on their imaging. So, you get frustrated and refer them 

to another person [health care professional] or clinic who can help them [health care 

professional]. It is common.” [HCP 015; Orthopedic surgeon] 

 

Participants in this study suggested that effective communication skills are needed to 

facilitate self-management support for people with CLBP. They reiterated that HCPs must use a 

clear, simple, and contextualized language based on the patient’s socio-cultural backgrounds 

during self-management support provision. One participant said, “As I said before, patient 

communication has a vital role in self-management intervention. For example, you should be able 
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to communicate with a farmer from a rural area similar to an engineer working in a city. It is our 

role to use language that suits each patient.” [HCP 002; Physiotherapist] 

Finally, the participants considered teamwork and collaboration with other HCPs essential 

competencies to facilitate self-management support for people with CLBP. In particular, 

collaborating with other HCPs was deemed necessary to ensure that the providers involved in 

caring for people with CLBP work towards the same goals: addressing patient’s concerns.  

 

The following quote by one of the participants elaborates on this competency: “What I am 

saying is that it is better to work in a team. Because, to me, for example, my self-management 

advice for this patient was to quit his job. But what if he goes to a neurologist and they give him 

another option? They may say to him something like, ‘no you can do this and that and keep 

working?’ If he goes to an orthopedic doctor, they may give him a third option. That confuses the 

patient. So, it is better to make such decisions in a team instead of doing it alone. Self-management 

intervention programs work better when delivered in a team.” [HCP 002; Physiotherapist] 

 

7. There are a lots of opportunities to design self-management support for people with 

CLBP 

 

Despite the findings that the concept of self-management was new to many participants 

and several perceived impeding factors to facilitate self-management support for people with 

CLBP in Ethiopia, the participants explained numerous opportunities to design and implement 

self-management support for people with CLBP.  
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The participants explained a strong sense of social support in Ethiopia can be a valuable 

asset for self-management support for people with CLBP. According to the participants, positive 

social support from family members, friends, community, and peers optimizes the self-

management of people with CLBP. The following quote by a neurosurgeon explains this concept: 

“In our community, people know how to live together and support each other. We can form a 

support group for people with low back pain. We can introduce the patients to each other. That is 

good because they can attend a group pain education and exercises.” [HCP 016; Neurosurgeon]. 

 

It was further discussed that HCPs could be equipped with self-management competencies 

by making self-management content an integral part of the health care providers’ education 

training. One participant said, “I believe health care professionals must have that competency [self-

management support]. It has to be included in a curriculum too.” [HCP 005; Orthopedic surgery 

resident (R1)] 

 

A few participants in this study discussed the importance of harnessing digital media's 

power to facilitate self-management support for people with CLBP. For instance, an increased 

access to the internet in Ethiopia was considered an opportunity to direct patients to online self-

management-related resources. Another participant talked about the convenience of providing self-

management support in a video format for people with CLBP. They said, “…people in the cities 

have access to technologies. We can give them some exercises in a video format and advise them 

to follow it. It is very convenient.” [HCP 020; Physiotherapist] 
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Finally, most of our participants suggested CLBP self-management can be delivered using 

fewer resources. The participants described that patients do not need expensive equipment to self-

manage their back pain. In particular, in this study, physiotherapist respondents speculated that 

patients could do different exercises without using exercise equipment to manage their pain.  

3.6. Discussion  

This is the first study investigating health care providers’ understanding of self-

management for people with CLBP in Ethiopia and provides important insights to inform the 

development of self-management supports in Ethiopia. The key themes identified in this study 

adds to the existing literature by providing a context on how Ethiopian HCPs conceptualize self-

management and the kinds of strategies they use to support their patients to self-manage.  

We found that Ethiopian HCPs have a fragmented knowledge of self-management and 

self-management support for people with CLBP. HCPs use the terms self-management, self-care, 

and self-treatment interchangeably. This is in part due to the lack of a direct Amharic translation 

for self-management. The findings of this study are not unique to our research. Previous 

literature from other regions also indicated that the term self-management is ambiguous that 

lacks clarity and is open to interpretation (21,32,53). Evidence shows that self-care and self-

treatment have been used in association or as a surrogate term with self-management (54–56). 

However, these concepts vary in their aims, nature of interventions, and the level of patient 

engagement in the process (35,57). The absence of conceptual clarity of the term self-

management in Amharic can affect its usability in the Ethiopian clinical and research settings. 

The significance of this finding warrants the need to enhance conceptual clarity on self-

management for Ethiopian HCPs through informal (e.g., ongoing continuous professional 
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development) and formal university level (e.g., integrating self-management in the medical and 

allied health curriculum) training.   

As discussed by our participants, self-management support has potential benefits for 

people with CLBP and the health system. Similar to what was reported in previous studies, the 

health care providers speculated that self-management support improves function and prevents 

further disability related to CLBP (56,58). Furthermore, the participants perceived that self-

management support reduces the cost of care for people with CLBP and the health system by 

enhancing the efficiency of care (e.g., reducing strain on the health system). This perception has 

significant implications for Ethiopia. First, the majority of the Ethiopian population have to 

travel a long distance to access care (non-direct medical cost) and make out-of-pocket payments 

to access health care services (direct medical cost) (59,60), hence saving costs related to 

managing pain for people with CLBP. Second, self-management support benefits the health 

system by reducing demand on the already overstretched health system with limited resources.  

Participants in this study viewed patient-centeredness as imperative to the facilitation of 

self-management support for people with CLBP. The concepts identified in this study: patients 

need to be active participants, and patients bring their own self-management approach are 

consistent with the notion that people with a chronic health condition, not the health care 

providers, are at the center of managing their condition during self-management support process 

(26,61–63). Our results align with findings from research on self-management of people with 

chronic musculoskeletal pain conditions, including LBP. The patient’s motivation, active 

participation, and commitment to engage in their self-management process were significant 

predictors of self-management outcomes (20,64). Furthermore, our results highlight the 
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importance of valuing patient’s self-management strategies and engaging them in the decision-

making process about their self-management options.  

In this study, the participants depicted a number of barriers presenting challenges to 

provide self-management support for people with CLBP. These barriers were related to health 

care providers’ lack of competence to provide self-management support, health system factors, 

and patient factors. Although the HCPs acknowledged their role in providing self-management 

support for people with CLBP to self-manage, there is a lack of perceived competence to design 

and implement patient-tailored self-management support for people with the condition. It is also 

important to note that the participants emphasized on the need for specific and generic 

competencies related to self-management support of people with CLBP, such as conducting 

proper assessment and diagnosis, communicating with patients in a simple language appropriate 

to the patient, and teamwork and cooperation with other members of the health care team) 

(56,65–67).  

Health system-related barriers described by the participants in this study, such as patient 

overload, poor referral system, and lack of strategies to objectively measure the outcome of self-

management support are universal (68,69). Health systems worldwide, including that of 

Ethiopia, are oriented towards acute health problems in a biomedical model where appointments 

are brief and episodic (70–72). Evidence shows that self-management is less prioritized, and 

patients are less likely to engage in a decision-making process in a biomedically oriented and 

busy medical encounter (68,69). However, it is important to note that a misperception by HCPs 

that patients have to travel to health care settings, rather than community settings, for self-

management support may underlie some of the health systems barriers (e.g., patient overload and 

lack of time) discussed by a few participants.  
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The assumption that self-management supports should be delivered at tertiary and referral 

hospitals rather than primary care or community settings is incongruent with the present 

recommendations to provide self-management support for people with chronic conditions current 

recommendations principles of self-management (21). Low back pain services offered at 

hospitals are mainly biomedical, which may not fully address the needs of people with CLBP 

(e.g., social and psychological needs). Since the primary responsibility of managing a health 

condition rests on the patients, it is necessary to design self-management for people with CLBP 

closer to their homes where they have access to a support system. Providing self-management 

supports for people with CLBP in primary care or community settings can improve care 

efficiency (e.g., reducing strain on the secondary and tertiary hospitals) and reduce disparities in 

access to pain management services in Ethiopia. Most people from rural settings and those with 

lower economic status have difficulty accessing the pain management services offered at the 

tertiary care level (12). Future studies could explore the potential feasibility of providing self-

management support for people with CLBP in community settings in Ethiopia.   

Lastly, consistent with previous reports, patient-related potential obstacles to attending 

self-management in this study included a low level of engagement in the self-management 

process, an education level (e.g., low literacy level) (73), and residence (e.g., living in the rural 

area) (74). In Ethiopia, people from rural areas are often less educated, do not have access to 

transportation and the financial capability to travel to cities to access health care services or 

attend self-management support. Patient-related factors such as preferences for medical 

management (e.g., injection) coupled with a negative outlook towards the self-management 

approach were the attitudinal barriers to providing non-pharmacological self-management 

support for people with CLBP reported in this study (75).  
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Health care providers in this study recommended or used a wide range of self-

management support strategies, including active approaches (e.g., exercises and activity 

modifications) (56,76–78), passive approaches (e.g., modalities and medications) (33,77,79), 

patient education, and family engagement (34,80,81) to help patients self-manage. Although 

these self-management support strategies are consistent with previous findings, most of these 

strategies may not necessarily be based on self-management support principles (82). The main 

focus of self-management support is enhancing patient’s skills and confidence to self-manage the 

day-to-day health challenges (e.g., pain and its impacts) through guidance from their HCPs (31) 

(20,83). These skills include problem-solving, decision making, resource utilization, the 

formation of a patient-provider partnership, goal setting, action planning, and self-tailoring 

(26,31), which were all missing from the strategies that providers identified. This is a good 

indicator that healthcare providers do not receive education on self-management as part of their 

training (84,85). Including self-management content in their education in the entry-level 

curriculum is important if self-management support is to be made more widely available in 

Ethiopia.  

This study is not without limitations. First, the study only provided an insight into the 

health care providers’ understanding of self-management and self-management support. The 

inclusion of patients’ views in this study would have provided a deeper understanding of the 

concept and meaning of CLBP self-management in Ethiopia. We recommend future studies to 

investigate patient’s views on this concept to understand where their perspectives are congruent 

or divergent from those of healthcare providers. 

Second, this study recruited participants from three tertiary and referral hospitals, which 

provide specialized services for people with CLBP. Future studies could include health care 
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providers working in other health care settings, including primary care and community settings, 

to explore their understanding and experience of providing self-management support for people 

with CLBP. As discussed by Beyere et al. (2020), a significant number of people with low back 

pain (47%) received pain management services such as injections and medications at community 

health centers (12). Health centers provide primary care services at woreda (district) and kebele 

(the lowest administrative unit) levels in Ethiopia (86). Understanding the state of self-

management supports at primary care settings offers valuable information to design and evaluate 

community-based self-management supports for people with CLBP.    

Lastly, this study included only medical doctors and physiotherapists, as they are the 

primary care providers for people with CLBP in Ethiopia. Future studies could include 

interdisciplinary health care professionals such as nurses, psychologists, occupational therapists 

to explore their views and understanding of CLBP self-management supports in Ethiopia. At the 

time of conducting this study, these other health professionals were often not directly involved in 

the care of people with CLBP and the decision was made to focus on the health professionals 

with the most direct experience supporting people with CLBP. However, health professionals 

with a different professional lens, even without direct experience, may be able to enrich the 

discussion about how self-management supports in Ethiopia could be conceptualized for the 

future. 

In conclusion, although HCPs in this study are open and appreciated the potential of self-

management support for people with CLBP, the concept is new to many of them. There also exist 

several barriers to facilitate self-management support for people with CLBP in Ethiopia. One of 

these barriers was related to health care providers’ lack of perceived competence to provide self-

management support. Many of the support strategies suggested by the HCPs mainly focused on 
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improving impairments rather than helping patients build self-efficacy skills. This finding 

underlines the need for comprehensive training to enhance self-management support competencies 

for Ethiopian HCPs. Lastly, this study's findings have clinical and research implications for 

informing the design and implementation of future context-based CLBP self-management support 

in Ethiopia. Future research could also focus on improving the existing health system to support 

the design and integration of self-management support in the Ethiopian context.  
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4.1. The fit of manuscript 3 within the dissertation  

Assessment of low back pain-related disability is critical for low back pain clinical and 

research. The Roland Morris Disability Questionnaire (RMDQ) is a valuable patient-reported 

outcome measure used to evaluate chronic low back pain-related disability. This chapter of the 

thesis presents the steps to cross-culturally translate and adapt the RMDQ into Amharic and 

validate it in Amharic-speaking people with LBP in Ethiopia. The manuscript also presents details 

related to the psychometric properties of the Amharic version of the RMDQ. The availability of 

an adapted and psychometrically tested RMDQ in Ethiopia will help guide the self-management 

support of people with CLBP by quantifying the level of disability and evaluating the outcome of 

the self-management support for people with CLBP. Furthermore, in the interpretative 

phenomenological (chapter two) of this study, we have learned the impacts (physical, social, and 

psychological) of living with CLBP. The themes identified in this study align with the domains of 

the RMDQ (e.g., difficulty of engaging in activities of daily life because of back pain), further 

suggesting the importance of using culturally adapted and validated patient outcome measures 

such the RMDQ to assess CLBP related disability in the Ethiopian context.  
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4.2. Abstract  

Purpose: Cross-culturally translate, adapt, and validate Roland Morris Disability Questionnaire 

(RMDQ) in Amharic language in Ethiopia. 

Methods: The English version RMDQ was translated into Amharic and back-translated into 

English. An expert review committee reviewed the translations and created Amharic version of 

the RMDQ (RMDQ-Am). Pilot testing and cognitive debriefing of the RMDQ-Am were conducted 

with a sample of 20 individuals with LBP. The RMDQ-Am was administered to 240 individuals 

with LBP from three rehabilitation centers to determine its psychometric properties. Internal 

consistency of the tool was determined by Cronbach’s alpha. Test-retest reliability was determined 

by the Intraclass correlation coefficient. The Standard Error of Measurement (SEM), Minimum 

Detectable Change (MDC), and the Bland Altman Limit of Agreement (LOA) were also 

determined. The Short-Form Health Survey (SF-36) Bodily Pain and Physical Functioning 

subscales were used to assess convergent validity. Exploratory Factor Analysis (EFA) was used to 

determine the dimensionality of the tool.   

Results: RMDQ-Am demonstrated good internal consistency (α =0.88), excellent test-retest 

reliability (ICC=0.91), SEM (1.64), MDC (3.55), and good LOA. There is a significant moderate 

correlation between RMDQ-Am and the Physical Functioning (Rho=-0.62, p<0.01) and Bodily 

Pain (BP) (Rho=-0.41, p<0.01) subscales of the SF-36. Exploratory Factor Analysis demonstrates 

that the Amharic version of RMDQ is a primary one and secondary four-factor model [The Kaiser 

Meyer Olkin =0.877, X2 (df) =1413.278/190, p < 0.001].  

Conclusion: RMDQ-Am is a reliable and valid tool that can be used in both clinical practice and 

research with the Ethiopian LBP population.  
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4.3. Introduction 

Low back pain (LBP) is among the most prevalent health conditions globally, with an 

estimated 30-80% of people living with the condition (1). LBP results in a substantial personal, 

community, and economic burden (2,3). In particular, LBP-related disability results in high 

medical costs, job loss, and lost productivity, resulting in a substantive socio-economic burden on 

a person living with the condition and society in general (4,5). Studies on the global burden of 

disease show that LBP contributes more years lived with disability (YLD) than any other health 

condition (6–8). The prevalence of LBP increases with age, and given the global aging population 

(9), the burden associated with LBP is expected to rise in the coming years (10). The prevalence 

of LBP in low and middle-income countries is consistent with global data (11). However, with a 

fragile health system that is ill-equipped to cope with the increasing burden of chronic non-

communicable diseases (12,13),  there is a consensus that the impact of LBP-related disability will 

be extreme in these countries  (1,14–16).  

The Lancet Low Back Pain Series Working Group calls on the World Health Organization 

(WHO) Member States to make LBP a global health priority (16). The group specifically 

recommended low and middle-income countries to improve their political commitment by 

designing and adequately funding public health strategies that are safe and cost-effective to prevent 

and mitigate problems attributed to LBP (16). Yet, despite this call, these countries still lack 

policies and strategies to prevent the onset and management of LBP (1).  

LBP is a growing health issue in Ethiopia, with an annual prevalence ranging from 41.4-

70.9%, depending on the study population (17–21). However, LBP has received little attention 

from a policy perspective and was not mentioned in the latest Ethiopian Health Sector 

Transformation Plan (HSTP) (22). Moreover, LBP studies in Ethiopia have focused exclusively 
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on the prevalence and associated factors (17–20). There has been a lack of research examining 

disability related to LBP and no clinical research on LBP management in the country. The lack of 

research on LBP-related disability and clinical research may be attributed, at least in part, to the 

absence of LBP outcome measures validated for the Ethiopian context. As stated in a recent 

systematic review of LBP studies in Africa, a lack of valid and reliable measurement tools has 

been reported as one of the methodological shortcomings in LBP studies in the region (1).  

The Roland Morris Disability Questionnaire (RMDQ) is among the most recommended 

condition-specific patient-reported outcome measures for LBP for use in research and clinical 

contexts (23,24). Originally developed in the United Kingdom in the 1980s (24), RMDQ is one of 

the most widely utilized tools in LBP research (25–27). The tool has been adapted, validated, and 

is used in different cultures and contexts (5,24,28). The RMDQ encompasses broad constructs that 

address various dimensions of one's life, such as walking, bending, sitting, lying down, getting 

dressed, sleeping, self-care, and many other activities of daily livings affected by LBP (5,29). 

Compared to similar outcome measures, the RMDQ takes less time for the patients to complete 

the tool, is responsive, has strong psychometric properties, can be readily scored, and is a favored 

outcome measure by clinicians and rehabilitation professionals (27,30). In addition, the fact that 

the tool is less complex for patients to respond to (e.g., “Yes” or “No” as supposed to a Likert 

Scale 0 to5 such as the Oswestry Disability Index) makes it ideal for clinical and research use in a 

population with low literacy level such as Ethiopia.  

To our knowledge, RMDQ has not been cross-culturally translated, adapted, or used in any 

Ethiopian languages. The Amharic language is an official working language of the Federal 

Democratic Republic of Ethiopia (31). Therefore, the objectives of this study were to cross-

culturally translate, adapt, and test the psychometric properties of the RMDQ among Amharic-
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speaking individuals with LBP in Ethiopia. The results will provide Ethiopian clinicians and 

researchers with a psychometrically tested LBP disability measure for use in local Ethiopian 

settings and lay the foundation for LBP research in Ethiopia. Furthermore, the availability of a 

cross-culturally translated, adapted, and validated RMDQ in the Amharic language would foster 

multinational and multicenter collaborative scientific studies on LBP-related disability across the 

world.  

4.4. Material and Methods 

The cross-cultural adaptation of this tool was conducted according to the guidelines for 

translation and adaptation of self-reported questionnaires suggested by Beaton et al. (32). 

Psychometric testing included evaluating internal consistency, test-retest reliability, factor 

structure, and convergent construct validity using the Amharic version of the Short-Form Health 

Survey (SF-36-Am) physical component score. There were two main stages in the process. The 

first stage involved translating and adapting the RMDQ, while the second stage involved testing 

its psychometric properties.  

Ethical considerations  

This study was approved by Queen’s University Health Sciences Research Ethics Board 

(ref. MED-079-19 and the Institutional Review Board of the University of Gondar (ref. 

C/V/P/RCS/05/1046). Participants were provided with both oral and written information with 

regard to the nature of the study. Written consent was taken from every participant before their 

enrollment in the study. In addition, permission to conduct the study at each site was also obtained 

from the responsible offices at the study sites. RMDQ is a publicly available tool, and no 

permission is required for its use or reproduction.   
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The translation and cultural adaptation process 

The translation and adaptation of the RMDQ consist of six steps: forward translation, 

synthesis, backward translation, expert committee review and synthesis, pretesting of the tool, and 

submission and appraisal of all written reports by the translation and adaptation coordinating 

committee (28,32).  

Forward translation (Step 1) of RMDQ to the Amharic language was carried out by two 

physiotherapists who are native speakers of Amharic and fluent speakers of English. The Beaton 

et al. guidelines suggest one of the translators should be aware of the concepts in the questionnaire 

being translated (LBP-related disability). The other translator should not be informed of the 

concepts in the questionnaire and that a person without clinical background is preferred. One of 

our translators was a physiotherapist with expertise in LBP-related disability and the second was 

a physiotherapist without expertise in LBP. The independently translated documents were then 

synthesized by the two translators (Step 2) to produce a harmonized Amharic version of the 

RMDQ (version 1). The back-translation (Step 3) of RMDQ-Am (version 1) was conducted by 

two other independent translators who were also fluent in Amharic and English languages. The 

Beaton et al. guidelines (32) suggest the two translators should neither be aware nor be informed 

of the concepts explored and should preferably be without a medical background. In this study, 

one of the translators (a professor of English) was unaware of the concept being translated and 

adapted. The second translator was not an expert in LBP-related disability but was aware of the 

aim of the translation. A synthesis of the back-translated RMDQ was carried out as above. Step 4 

of the process brought together a panel of experts consisting of the principal investigator, all 

translators, a neurosurgeon who frequently provides care for individuals with LBP, a biostatistician 

and research methodologist, and a layperson who was a native English speaker and fluent in 
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Amharic language with no clinical or medical background. The role of the panel of experts was to 

synthesize the whole process (Steps 1-3) and consolidate the translated documents to produce a 

pre-final RMDQ-Am (version 2). The panel reviewed all the translated documents and evaluated 

the cross-cultural equivalence between the original RMDQ and the pre-final RMDQ-Am (32).  

A pretest (Step 5) of the pre-final RMDQ-Am was conducted on 20 individuals with LBP 

(24,33–35) at the University of Gondar hospital (Table 3). A qualitative cognitive debriefing (36) 

was conducted among the participants using a checklist to assess three broad areas of the tool: 

administration (the time it took to complete the tool and clarity of the instructions in the tool), 

organization (whether different sections of the tool flow with each other reasonably or not, whether 

the questions in the tool were logically ordered, and whether all the items in the tool were necessary 

to assess the intended construct or not), and content (whether the items were direct or not, whether 

the questions measure the intended construct or not, whether the questions were free from technical 

jargon or not, if there were items which make the participant uncomfortable or not and the cultural 

appropriateness and acceptability of the items) (37). In the final step (step 6), all documents from 

the review process were reviewed by the coordinating committee (all study authors), who 

discussed and appraised each step of the process and the associated documentation. 

Table 3: Socio-demographic characteristics of individuals with low back pain for the pilot study 

and cognitive interviews (n=20). 

Characteristics  n(%) 

Sex 

                                   

Male 8 (40%) 

Female 12 (60%) 

Educational status 

 

Uneducated  2 (10%) 

Primary School  6 (30%) 

Secondary School  4 (20%) 

Tertiary School (College or University) 8 (40%) 

Residence  Urban  12 (60%) 

Rural  8 (40%) 
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  Mean (SD) 

Age (in years)  37.7 (15.4) 

 

Testing the psychometric properties  

Measures 

Roland Morris Disability Questionnaire (RMDQ) 

The RMDQ is a 24-item self-report questionnaire assessing whether or not LBP affects 

one's functional activities (24). Individuals were asked to mark items that they perceive as difficult 

to do due to their LBP (24). Each marked item is worth 1 point, with a total score ranging between 

0 (no disability) and 24 (severe disability). The higher the score, the higher the disability (24). An 

estimate of reliability in the original tool corresponds to a Cronbach’s alpha value between 0.84-

0.93 (26).  

Short-form health survey (SF-36) 

The SF-36 has strong psychometric properties (38) and is a popular measure to validate 

patient-reported outcome measures such as RMDQ (24,29,32,39). It consists of 36 items assessing 

the general health status of the patients and provides eight categories of physical and mental health 

summary scores: physical functioning, role-physical, bodily pain, general health, vitality, social 

functioning, role-emotional, and mental health (24). The higher score of the tool indicates a better 

health status (40). SF-36-Am has been cross-culturally translated and validated among the 

Ethiopian population to measure the quality of life of individuals with certain health conditions 

(41). For every eight categories of SF-36-Am, all items were coded, summed, and transformed 
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into a 0-100 scale, where 0 indicates the worst health-related quality of life, and a score of 100 

indicates the best health-related quality of life (42,43).  

Reliability  

We established the reliability of the RMDQ-Am in two ways: first, the internal consistency 

of the tool was established by calculating Cronbach’s alpha. Cronbach’s alpha >0.7 was considered 

acceptable, >0.8 good, and >0.9 excellent (44,45). We also conducted subgroup analyses of the 

tool’s internal consistency by sex of the participants and the duration of their pain.   

Second, to determine test-retest reliability, a third of the participants (80 individuals with 

LBP) were asked to fill RMDQ-Am again, 3-5 days after their first assessment (46). This time 

between assessments was chosen based on evidence that individuals with LBP are likely to report 

stable disability over this period (24,47). Furthermore, it was desirable to include patients from 

rural settings in the test-retest study as these patients may not afford to stay at the rehabilitation 

centers for longer than this duration. Extending the test-retest duration beyond the suggested days 

would have made recruiting and retaining these patients difficult, which would introduce risk of 

bias. The participants continued to receive the usual care at the outpatient department from their 

respective rehabilitation centers. 

Convergent construct validity 

As there is a lack of a gold standard to assess the construct of disability measured by the 

RMDQ (24), we established a convergent validity of the RMDQ-Am by analyzing its correlation 

with SF-36-Am scores (24,42,43,48).  Therefore, in this approach, we used a priori hypothesis 

that RMDQ-Am total score would show a moderate negative correlation with the physical 
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functioning scale of the SF-36-Am (24). Also, since RMDQ-Am assesses pain-related disability 

among LBP patients, it is hypothesized that its score would moderately but significantly negatively 

correlate with the bodily pain scale of the Amharic version of SF-36 (24). Correlation coefficient 

values <0.4, 0.4-0.69, and ≥0.7 were considered weak, moderate, and strong correlation, 

respectively (49,50).  

Participants 

Two hundred forty individuals with LBP (52 acute and 188 chronic) were recruited from 

the physiotherapy departments of three rehabilitation hospitals in Ethiopia: University of Gondar 

Comprehensive Specialized Hospital, Bahirdar Felege Hiwot Comprehensive Specialized 

Hospital, and Black Lion Hospital from April 7-August 5, 2019. Two hundred thirty-nine 

participants completed all the socio-demographic data, clinical information, RMDQ-Am, and SF-

36-Am. The sample size was decided based on the recommendations of best practices for 

developing and validating scales, which suggests at least 5 to 10 participants per item in the tool 

(28,51). Individuals who were ≥18 years old, living with non-specific LBP, willing to consent and 

participate in the study, and those who understand and speak the Amharic language were included 

in the study. The exclusion criteria included pregnancy, individuals with cancer-related pain, 

individuals with traumatic mechanisms of injury, individuals who had a spinal surgery within 6 

months, individuals with known or suspected fracture, and individuals with LBP visiting the 

hospitals primarily for other health problems. As a result, eleven individuals with LBP: five who 

were not willing to consent, two women who were pregnant, and four individuals with specific 

causes of LBP (three with vertebral fractures and one patient with a recent fall from a tree) were 

excluded from this study.   
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Data collection process  

The participants’ clinical information, including duration of pain and physician’s 

diagnosis, were extracted from their medical chart using a data abstraction tool. Participants’ socio-

demographic information, RMDQ-Am, and SF-36-Am were collected through interviews. Data 

were collected by trained physiotherapists working at the study sites. The physiotherapists received 

a half a day training on recruitment, consent processes, data collection and storage.  While the 

questionnaires are designed to be completed by participants, questionnaires were administered by 

the physiotherapists as a significant number of Ethiopians may have a limited ability to read and 

comprehend the tool. To ensure clarity, accuracy, and consistency in the data collection process, 

all questionnaires were presented to participants and read by the data collectors.   

Statistical analysis  

Statistical analysis was performed using IBM SPSS Statistics for Windows version 25.0 

(IBM Co, Armonk, NY) and IBM Amos software, version 23.0 for Windows.  

Demographic data were described using means and standard deviations, or medians or 

interquartile range for continuous data, and counts and percentages for categorical data.  

The Intraclass-correlation coefficient (ICCagreement 2,1) using a two-way random-effects 

model (52,53) and Cronbach’s alpha (54) were calculated to assess test-retest reliability and 

internal consistency of the RMDQ-Am, respectively. The Bland-Altman 95% Limit of Agreement 

(LOA) was used to visualize the magnitude of random changes caused by systematic variation or 

measurement error (54,55). Furthermore, the Standard Error of Measurement (SEM) and 

Minimum Detectable Change (MDC) were also calculated to assess the reliability of the tool 

(56,57). The following formula was used to calculate SEM and MDC by taking the standard 
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deviation (SD) of the sample and the test-retest reliability (R) of RMDQ-Am into account (57). 

Standard Error of Measurement (SEM)= SD √ (1 − 𝑅). Minimum Detectable Change (MDC)= 

1.96 √2𝑥 SEM. A priori hypothesis for the Cronbach’s alpha, ICC, SEM, MDC, and LOA for the 

RMDQ-Am is provided in Table 6.  

Correlations between RMDQ-Am and SF-36-Am items were analyzed by calculating 

Spearman’s correlation coefficients (Rho). The plan to analyze the correlation between RMDQ-

Am and SF-36-Am was to use Pearson correlation coefficients if data met all the assumptions, 

including normality and Spearman’s correlation coefficients (Rho) if the assumption of normality 

was not met (58). However, since the Shapiro-Wilk test of normality and the Skewness and 

Kurtosis coefficient indicated the non-normality of data (59), Spearman’s correlation (Rho) was 

calculated to assess the convergent construct validity of RMDQ-Am.  

Additionally, we conducted a sub-group disaggregated analysis of the internal consistency 

and correlation to investigate the differences between males and females and between the acute 

and chronic (pain lasting > 3 months) samples.  

The floor and ceiling effects of the tool were established by assessing the percentage of 

respondents who scored the lowest or highest possible scores on the tool (54). The floor and ceiling 

effect of RMDQ-Am was defined if >15% of the participants scored 0 or 24.  

A confirmatory factor analysis (CFA) was conducted to investigate whether RMDQ-Am 

is a unidimensional (60) or three-factors structure (61), as discussed in previous studies. To 

evaluate the goodness-of-fit of the model, we used several models fit indices such as the Goodness 

of fit index (GFI), adjusted goodness-of-fit index (AGFI), comparative fit index (CFI), and root 

mean square error of approximation (RMSEA) (62). However, RMDQ-Am failed to support the 
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previous hypothesis of a one-factor or three-factor structure. Since the fit indices did not meet 

CFAs standard of a good fit, an exploratory factor analysis (EFA) was then performed to determine 

the number of factors and the dimensionality of the Amharic version of the RMDQ construct (63). 

The Kaiser Meyer Olkin (KMO) and Bartlett’s criteria with a retention rule of an eigenvalue > 1 

were employed to determine the dimensionality of the tool (64). In addition, a scree plot was 

visually inspected. The EFA was conducted using a Maximum Likelihood with an oblique rotation 

(direct oblimin), and extraction was done using a 0.4-factor loading principle (65,66).     

4.5. Results  

Cross-cultural translation and adaption  

In order to maintain linguistic and conceptual equivalence between the Amharic and the 

original English version of RMDQ, cultural adaptations were made during the forward translation 

process. Item 2, “I change position frequently to try to get my back comfortable,” was modified 

by adding an example to make it explain the term “position” in the item. Hence, item 2 reads as 

“ለጀርባየ ምቾት ስል በተደጋጋሚ የሰውነቴን አኳኋን (ለምሳሌ አቀማመጤን) እቀይራለሁ,” which directly translates 

as “I frequently change position (e.g., change in sitting position) to get my back comfortable. Item 

5 “Because of my back, I use a handrail to get upstairs,” was modified as “Because of my back, I 

use hand support to get upstairs or walk-up hills.” The term “walk-up hills” was added to 

accommodate LBP patients from rural settings where their daily activities involve walking/ 

climbing up hills instead of stairs (which is limited to the urban settings). Item 7 “ Because of my 

back, I have to hold onto something to get up from an easy chair,” was adapted as “በጀርባየ ምክንያት 

ከወንበር ወይም ከመደብ  ለመነሳት የሆነ ነገር በእጅ መያዝ ወይም መደገፍ ይኖርብኛል,”  which directly translates as 

“Because of my back, I have to hold onto something to get up from an easy chair or medeb.” The 
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term “መደብ (medeb)” refers to a seat made up of mud and is commonly used in the rural parts of 

Ethiopia. The term is added to accommodate individuals with LBP from the countryside, as chairs 

made of wood may not be either accessible or preferred in some homes. Finally, Item 16, “I have 

trouble putting on my sock (or stockings) because of the pain in my back,” was modified into “I 

have trouble putting on my sock (or stocking or wearing shoe) because of my back.” This 

adaptation was made in response to the feedback obtained from the participants during the 

cognitive debriefing. The time to complete cognitive interviews ranged between 25-45 minutes. 

The participants suggested that “stocking” is commonly worn by younger women living in the 

cities and is not common among older women and women from the countryside. Hence the panel 

of experts incorporated the term “wearing shoes” in the item to accommodate most individuals 

(all age, gender, and settings-urban vs. rural). In general, the cognitive interviews indicated that 

the items in the tool were well organized, clear and concise, unambiguous, and culturally 

acceptable. Consequently, a final Amharic version of RMDQ (RMDQ-Am) was produced and 

made ready for the psychometric testing process (see Appendix X for the Amharic version of 

RMDQ).  

Socio-demographic characteristics the participants  

The mean age of the study participants was 40.9 (SD=13.5) years (Acute: Mean=33.4, 

SD=9.9 vs. Chronic: Mean=43, SD=13.6). Female participants accounted for 59.2% of the study 

sample. The vast majority, 214 (89.2%) of the participants, were from urban dwellings. One 

hundred forty-two (59.2%) of the participants were married, 94 (39.2%) attended tertiary (college 

and university) education, and 131 (54.6%) were employed (government or private institutions). 

The average duration of pain was 41.56 (SD=51.8) months. The socio-demographic and clinical 

information of the study participants is indicated in Table 4.   
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Table 4: Socio-demographic and clinical characteristics of individuals with low back pain for psychometric testing (n=240). 

 Acute (n=52) Chronic (n=188) Total (n=240) 

  n (%) n (%) n (%) 

Sex  Male 25 (48.1%) 73 (38.8%) 98 (40.8%) 

Female 27 (51.9%) 115 (61.2%) 142 (59.2%) 

Marital status Single  19 (36.5%) 46 (24.5%) 65 (27.1%) 

Married 29 (55.8%) 113 (60.1%) 142 (59.2%) 

Cohabited  0 (0%) 10 (5.3%) 10 (4.2%) 

Divorced 2 (3.8%) 14 (7.4%) 16 (6.7%) 

Widowed 2 (3.8%) 5 (2.7%) 7 (2.9%) 

Educational  

status/level 

 

Uneducated  1 (1.9%) 17 (9.0%) 18 (7.5%) 

Primary School  10 (19.2%) 35 (18.6%) 45 (18.8%) 

Secondary School 18 (34.6%) 65 (34.6%) 83 (34.6%) 

Tertiary School (College or 

University) 

23 (44.2%) 71 (37.8%) 94 (39.2%) 

Residence Rural  7 (13.5%) 19 (10.1%) 26 (10.8%) 

Urban 45 (86.5%) 169 (89.9%) 214 (89.2%) 

Religion  Orthodox Christian 36 (69.2%) 158 (84.0% 194 (80.8%) 

Muslim  9 (17.3%) 18 (9.6%) 27 (11.3%) 

Protestant  6 (11.5%) 10 (5.3%) 16 (6.7%) 

Atheist 0 (%) 1 (0.5%) 1 (0.40%) 

Others  1 (1.9%) 1 (0.5) 2 (0.80%) 

Employment /  

work status 

Employed (government or 

private) 

29 (55.8%) 102 (54.3%) 131 (54.6%) 

Farmer  3 (5.8%) 9 (4.8%) 12 (5%) 

Housewife  8 (15.4%) 36 (19.1%) 44 (18.3%) 

Student 7 (13.5%) 8 (4.3%) 15 (6.3%) 

Retired  5 (9.6%) 13 (6.9%) 18 (7.5%) 

 Others 0 (0%) 20 (10.6%) 20 (8.3%) 

Age in years  Mean (SD) Mean (SD) Mean (SD) 
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33.4 (9.92) 43 (13.64) 40.93 (13.5) 

Clinical information    

  n (%) n (%) n (%) 

Diagnosis 

provided on 

patient’s medical 

chart 

No clear diagnosis provided  28 (53.8%) 91 (48.4%) 119 (49.6%) 

LBP secondary to disc prolapse  15 (28.8%) 54 (28.7%) 69 (28.8%) 

LBP secondary to degenerative 

changes  

6 (11.5%) 13 (6.9) 33 (13.8%) 

Other causes  3 (5.8%) 30 (16%) 19 (7.9%) 

Pain 

management 

documented on 

medical charts 

A combination of physiotherapy 

and pain medications 

15 (28.8%) 60 (31.9%) 75 (31.3%) 

Pain medications only 13 (25%) 39 (20.7%) 52 (21.7%) 

Physiotherapy only  9 (17.3%) 50 (26.6) 59 (24.6%) 

None 15 (28.8%) 39 (20.7%) 54 (22.5%) 

Duration of pain (in months) Mean (SD) Mean (SD) Mean (SD) 

 1.6 (0.67) 52.7 (53.6) 41.7 (51.8) 

Roland Morris Disability Questionnaire (0-24) 11.6 (5.4) 12.6 (5.5) 13(8) 

SF-36 (0-100) *    

Physical Functioning (PF) ¥ 57.5 (35) 55 (35) 55 (35) 

Role Functioning Physical (RP) ¥ 25 (25) 25 (50) 25 (50) 

Role Functioning Emotional (RE) ¥ 0 (33) 0 (33) 0 (100) 

Energy (VT) ¥ 65 (23.8) 60 (20) 60 (20) 

Emotional Well-Being (EW) ¥ 68 (23) 64 (24) 68 (84) 

Social Functioning (SF) ¥ 75 (34.4) 75 (25) 75 (25) 

Bodily Pain (BP) ¥ 32.5 (30.4) 45 (35) 37.5 (35) 

General Health Perception (GH) ¥ 60 (23.8) 50 (25) 55 (25) 

 

*one participant (out of the total 240) did not complete the SF-36-Am questionnaire 

SD=Standard deviation  

δ each column presents frequencies and percentages except where indicated. 

¥ Median and Interquartile range 
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Psychometric testing 

Reliability  

The Cronbach’s alpha coefficient was 0.88, indicating that the Amharic version of RMDQ 

demonstrated good internal consistency. Moreover, the internal consistency score if item deleted 

ranges from 0.87-0.88. Table 5 depicts the internal consistency of the RMDQ-Am if items are 

deleted. RMDQ-Am also demonstrated a good level of reliability in the subgroup analysis by sex 

(Male: α= 0.88 vs. Female: α =0.86) and by the duration of pain (Acute LBP: α = 0.87 vs. Chronic 

LBP: α =0.88).  

Table 5: Internal consistency of RMDQ-Am if item deleted  

Item-Total Statistics 

 

Scale Mean if 

Item Deleted 

Scale 

Variance if 

Item Deleted 

Corrected 

Item-Total 

Correlation 

Cronbach's 

Alpha if Item 

Deleted 

Stay at home most of the time due to pain 12.08 27.278 .505 .873 

Frequently change position to make the 

back comfortable 

11.51 29.197 .199 .880 

Walk more slowly than usual because of my 

back 

11.63 27.614 .487 .873 

Not doing any jobs that I usually do around 

the house 

11.73 27.313 .496 .873 

Uses a handrail to get upstairs 11.98 26.803 .569 .871 

Lie down to rest more often 11.76 27.688 .403 .876 

Have to hold on to something to get out of 

an easy chair 

11.95 26.759 .573 .871 

Try to get other people to do things for me 11.78 27.137 .513 .873 

Get dressed more slowly than usual 12.14 27.266 .544 .872 

Only stand up for short periods of time 11.64 27.973 .401 .876 

Try not to bend or kneel down 11.63 27.647 .480 .874 

Find it difficult to get out of a chair 11.97 26.760 .576 .871 

Back is painful almost all of the time. 11.53 28.861 .270 .879 

Find it difficult to turn over in bed 11.98 27.163 .497 .873 

Appetite is not very good 12.26 28.351 .401 .876 

Trouble putting on sock, shoe or stockings 11.91 27.289 .463 .874 

Can only walk short distances 11.79 26.986 .539 .872 

Sleep less 11.92 27.923 .339 .878 
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Get dressed with the help of someone else 12.33 29.032 .303 .878 

Sit down for most of the day 12.10 27.471 .474 .874 

Avoid heavy jobs around the house 11.65 27.976 .390 .876 

More irritable and bad-tempered with 

people than usual 

12.02 27.498 .436 .875 

Go upstairs more slowly than usual 11.66 27.304 .535 .872 

Stay in bed most of the time 12.26 28.663 .320 .877 

 

The ICC between the first- and second-time testing was 0.91 (p <0.001), indicating 

excellent reliability and reproducibility of RMDQ-Am. The SEM and MDC at 95% confidence 

interval were 1.64 and 3.55, respectively. The Bland-Altman 95% LOA (Figure 3) shows no 

evidence of systematic change between the two test scores as the mean difference between the two 

tests was close to zero (range: -4.48-7.16) and all points except three congregated around the zero 

line within the 95% LOA.   

Table 6: A priori hypotheses to evaluate the psychometric properties of RMDQ-Am. 

Measurement properties Hypothesis 

Reliability   

           Internal consistency  Cronbach’s alpha = >0.7 (44,45) 

           Test-retest reliability (ICC) ICC = > 0.7 (44,45,52,53) 

           Standard error of measurement (SEM) Values =1.30-2.53 (5,56,67) 

            Minimum detectable change (MDC) Values = 3.6-7 (56,67) 

            95% Limit of agreement (LOA) Values= -8.58-9.54 (24,56,68) 

Validity   

Convergent validity (RMDQ-Am vs. SF-36-Am)      

              Physical Functioning subscale of SF-36 Moderate negative correlation (Rho= 0.4-0.69) 

(24,49,50) 

              Bodily Pain subscale of SF-36 Moderate negative correlation (Rho= 0.4-0.69) 

(24,49,50) 
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Figure 3: Bland-Altman plot of agreement between test and re-test scores of the RMDQ-Am  

Red line represent the mean difference, and green line represent the 95% limits of agreement 

(LOA) 

Floor and ceiling effect 

Five (2.1%) and 1 (0.4%) of the participants scored a total of 2 and 24 on RMDQ-Am, 

respectively.  
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Convergent construct validity 

Two hundred thirty-nine participants completed both RMDQ-Am and SF-36-Am to assess 

the convergent validity of the RMDQ-Am. One participant elected not to complete the SF-36-Am 

questionnaire, reporting severe pain as the reason for not wanting to complete the extra 

questionnaire. As we hypothesized, the Spearman’s Rho correlation showed a moderate correlation 

between RMDQ-Am score and the Physical Functioning (Rho=-0.62, p<0.01) and Bodily Pain 

(Rho=-0.41, p<0.01) of SF-36 Am subscales (Table 7).   

A further disaggregate analysis indicates that Physical Functioning moderately correlated 

with RMDQ-Am in both acute (Rho=-0.60) and chronic (Rho=-0.62) individuals with LBP. 

However, Bodily Pain showed a moderate correlation with RMDQ-Am only among the acute 

samples (Rho=-0.64, p<0.01), not among their chronic counterparts (Rho=-0.35, p<0.01) (Table 

7). Analysis by sex of the participants indicated that both Physical Functioning (Rho=-0.59, 

p<0.01) and Role Functioning Physical (Rho=-0.53, p<0.01) had a significant moderate correlation 

with RMDQ-Am among the female participants, while all except Emotional Wellbeing (Rho=-

0.39, p<0.01) and Energy/Vitality (Rho=-0.35, p<0.01) demonstrated significant moderate 

correlation with RMDQ-Am among the male participants (Table 7). 
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Table 7: Spearman’s rho correlation coefficient of the sum score of RMDQ-Am with the sub-scale of the SF-36 (n=239) 

SF-36 Correlation with 

total score of 

RMDQ-Am 

(n=239) 

Correlation by duration of pain (95% 

CI) 

Correlation by sex of the participants (95% 

CI) 

Acute LBP (n=52) Chronic LBP 

(n=187) 

Male (n=97) Female (n=142) 

Physical Functioning (PF) -0.62**  -0.60**  -0.62**  -0.64** -0.59**  

Role Functioning Physical 

(RP) 

-0.58**  -0.66**  -0.56**  -0.64**  -0.53**  

Social Functioning (SF) -0.46**  -0.34*  -0.49**  -0.54**  -0.34**  

Bodily Pain (BP) -0.41**  -0.64**  -0.35**  -0.59**  -0.29**  

Role Functioning Emotional 

(RE) 

-0.41**  -0.24*  -0.47** -0.48**  -0.31** 

Emotional Well-Being (EW) -0.38**  -0.43**  -0.35**  -0.39**  -0.25**  

Energy /Vitality (VT) -0.37** -0.18* -0.42** -0.35** -0.34**  

General Health Perception 

(GH) 

-0.47** -0.35*  -0.49**  -0.59**  -0.36**  

RMDQ=Roland Morris Disability Questionnaire, LBP=Low back pain, SF-36= short-form health survey  

**. correlation is significant at 0.01 significant level (2-tailed). 

*. correlation is significant at 0.05 significant level (1-tailed).  
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Exploratory factor analysis (EFA)  

To determine the dimensionality of the Amharic version of the RMDQ using an EFA 

approach, the following steps were followed. An initial (Step 1) EFA analysis with Maximum 

Likelihood using oblique rotation resulted in a 6-factor structure with a KMO=0.869 and Chi-

square =1633.65, p<0.001. However, two items (RMDQ-Am #1 and RMDQ-Am #13) in the initial 

communalities showed factor loading <0.2. Hence, these two items were removed. The next EFA 

analysis (Step 2) with the remaining 22 items resulted in a 5-factor structure with an improved 

KMO=0.875 and Chi-square=1542.693, p<0.001. At this stage, the factor matrix indicates that 

only RMDQ#18 and RMDQ#22 loaded under Factor 1. Since this does not satisfy the previously 

suggested criteria of at least 3 items with the loading of >0.3(65), items 18 and 22 were removed, 

which resulted in a remaining 20 items ready for the next level of EFA. In Step 3, we continued 

the analysis with the remaining 20 items, which resulted in a four-factor structure with an improved 

KMO value (0.877), Chi-square of 1413.278, with a degree of freedom of 190, p<0.001 and 

eigenvalue of >1 (Table 8). In addition to the improved KMO and Barlett’s Test of Sphericity, the 

Goodness-of-fit test indicated a non-significant value (Chi-square=134.697, df=116, p=0.113). 

These values indicate that RMDQ-Am is a predominantly one-factor and secondary four-factor 

structure. The first factor explained the variance of 30.06%, with an eigenvalue of 6.014. The four 

factors explained a total variance of 51.5% (Table 8). Further, a confirmatory factor analysis (CFA) 

was performed to test whether the predominantly one-factor and secondary four-factor structure 

was a good model fit. CFA with 20 items indicate the factor structure was a good model fit with 

the following parameters: Chi-square statistics (CMIN=205.224, df=144), Goodness of fit test 

(GFI)=0.919, Adjusted Goodness of fit test (AGFI)=0.893, comparative fit index (CFI)=0.949, 

Tucker Lewis Index (TLI)=0.939, and root mean square error of approximation (RMSEA)=0.042. 
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Table 8: Factor loading based on Maximum Likelihood with oblimin rotation for 20 items of the 

RMDQ-Am. 

 

 

Pattern Matrix 

 

Factors 

1 2 3 4 

RMDQ# 3 .768    

RMDQ# 17 .539    

RMDQ# 23 .485    

RMDQ# 10 .375    

RMDQ# 7  -.844   

RMDQ# 12  -.774   

RMDQ# 9  -.612   

RMDQ# 5  -.501   

RMDQ# 14  -.345   

RMDQ# 8   -.873  

RMDQ# 4   -.427  

RMDQ# 16  -.402 -.410  

RMDQ# 21   -.379  

RMDQ# 11     

RMDQ# 24    .653 

RMDQ# 1    .606 

RMDQ# 19    .416 

RMDQ# 15    .361 

RMDQ# 6    .330 

RMDQ# 20    .323 

The eigenvalue of each factor      6.014 1.598 1.520 1.157 

% explained Variance of each factor     30.068 7.992 7.600 5.785 

KMO=0.877 

X2= 1413.278*** 

Only factor loading >0.3 is indicated, KMO: Kaiser-Meyer-Olkin measure of 

sampling adequacy; X2: Bartlett’s test of sphericity tested with Chi-square; 

***p<0.001; Extraction method: Maximum Likelihood; Rotation Method: Oblimin 

with Kaiser Normalization. 
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4.6. Discussion 

This study presents results of the first cross-culturally translated, adapted, and evaluated 

psychometric properties of the RMDQ among Amharic speaking individuals with LBP in Ethiopia. 

The structure of the original RMDQ was maintained, and all the questions (24 items) were 

translated. Four items (items #2, #5, #7, and #16) were adapted based on the local context. Similar 

to previous pain tool translation studies (56,69), The RMDQ-Am was easy to translate and adapt 

to local culture, is acceptable by Amharic speaking Ethiopians, and is ready for use in the local 

settings.    

The RMDQ-Am demonstrated good internal consistency (α=0.88), which is similar to 

previous studies evaluating the reliability of other versions of the RMDQ (39,56,70). Furthermore, 

a Cronbach α value of 0.88 corresponds to the range estimated in the original English version 

RMDQ (α=0.84-0.93)(26). The test-retest value (α=0.91) indicates that RMDQ-Am is a reliable 

and reproducible tool among Amharic speaking individuals with LBP in Ethiopia. This finding is 

similar to results reported in previous studies conducted on individuals with LBP (α=0.91) (39,71). 

The test-retest values slightly varied between previous cross-cultural translation and adaptation of 

RMDQ (26,28,70). The differences could be attributed to demographic variations and the test-

retest duration between the studies. The test-retest duration (3-5 days) in this study may induce 

recall bias, hence a high ICC value (26).  

SEM and MDC provide an indication of the absolute reliability of a tool and allows an 

assessor to know whether the changes in a measurement is genuine or due to measurement error 

(54,72). In this study, the SEM value (1.64) is slightly lower than what was reported in a previous 

Canadian study (SEM=1.67) (73)and Hungarian study (SEM=1.71) (5), but higher than the Hausa-

RMDQ study in Nigeria (SEM=1.30) (67). 
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The MDC value in the present study (3.55) is closer to the value reported in the Hausa 

version of the RMDQ in Nigeria (MDC=3.60) (67). However, it is under the 4 to 5 points reported 

by Stratford et al. 1996 (73). The MDC values of the RMDQ varied between studies, with values 

ranging from 4 to 7 points (5,24,56). The measurement properties of the RMDQ and variability in 

the MDC points between studies can be due to several factors such as the time between tests, study 

sample, and methodological variability between studies (46,56,74).  

Regardless, the small SEM and narrow MDC in the present study suggest that RMDQ-Am 

is a stable measure across repeated administration (72) and sensitive to detecting small changes 

(75). Furthermore, in this study, the Bland-Altman plots confirm the test-retest reliability of 

RMDQ-Am, as the value of the mean difference gathered around zero line within LOA. Overall, 

RMDQ-Am is a reliable measure of functional outcome among Ethiopian individuals living with 

LBP.  

As expected, RMDQ-Am demonstrated good convergent validity against some SF-36-Am 

dimensions. Similar to our findings, previous studies also support the presence of a significant 

moderate correlation between RMDQ and the Physical Functioning subscale of SF-36 

(39,43,76,77). We also hypothesized that we would observe a moderate correlation between 

RMDQ-Am and Bodily Pain as measured by SF-36-Am. Supporting our hypothesis, we observed 

the presence of a significant moderate correlation between Bodily Pain of SF-36-Am and RMDQ-

Am (Rho=-0.41, p<0.01). Our disaggregated analysis also shows that the SF-36-Am Bodily Pain 

subscale was moderately correlated with RMDQ-Am among individuals with acute LBP (Rho=-

0.64, p<0.01), while such correlation was minimal among their chronic counterparts (Rho=-0.35, 

p<0.01). These differences could be explained by the fact that at a chronic stage, pain beliefs and 

not pain is the dominant factor for increased disability among individuals with LBP when 
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compared to individuals with acute LBP (78). As studies suggest, pain severity explained more 

variance in perceived disability among individuals with acute pain (35-40%) vs. chronic pain (10-

12%) (79), whereas other psychosocial issues and negative pain beliefs explained the level of 

disability among individuals with chronic pain (80). Regardless, the correlation between RMDQ-

Am and the two constructs of SF-36 (PF and BP) suggests that RMDQ-Am measures pain related 

to disability related to LBP. 

Consistent with a previous study (39), the present study revealed a significant moderate 

correlation between RMDQ-Am and Role Functioning Physical in both acute (Rho=-0.66, p<0.05) 

and chronic (Rho=-0.56, p<0.05) individuals with LBP. Likewise, RMDQ-Am showed a moderate 

correlation with Social Functioning (Rho=-0.49, p<0.01) and Role Functioning Emotional (Rho=-

0.47, p<0.05) of SF-36-Am subscales among individuals with chronic LBP, which is similar to 

findings of the previous studies (39,76). The presence of such correlations between RMDQ-Am, 

and the Social Functioning and Role Physical of SF-36 is unsurprising as LBP is significantly 

associated with self-reported difficulties related to functional tasks (81) and limits one’s 

participation in social roles (82).   

There was a significant moderate correlation between RMDQ-Am and General Health 

among individuals with chronic LBP (Rho=-0.49, p<0.05). The presence of a moderate correlation 

between RMDQ-Am and SF-36-Am General Health is supported by a previous study (39). Finally, 

this study shows a moderate correlation between Vitality and RMDQ-Am among chronic patients 

(Rho=-0.42, p<0.05), although no correlation was observed among their acute counterparts. This 

could be explained by the fact that individuals with chronic pain often experience fatigue and 

report a feeling of worn out and exhaustion as a result of their disability (37). 
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There were no floor and ceiling effects for the RMDQ-Am based on a widely used rule 

(54). In this study, the proportion of participants who scored low (2) and high (24) on RMDQ-Am 

were (2.1%) and (0.4%), respectively, which is within the boundary of a customary 15% cut-off 

point (5,54). This finding is in line with previous studies aimed at evaluating the psychometric 

properties of the RMDQ (28,56). The fact that only a small percentage of the participants scored 

low and high on the scale may show that RMDQ-Am has sufficient content validity, measurement 

accuracy, and lack of response bias (54). Therefore, we can suggest that RMDQ-Am is able to 

discriminate between Amharic speaking individuals with LBP who are on the lower and higher 

end of the scale and is a valid tool to measure disability related to LBP in out-patient department 

settings (56).  

The CFA of RMDQ-Am did not conform to the previously hypothesized one-factor or 

three-factor structure. Rather, the EFA indicated that RMDQ-Am is a predominantly one-factor 

and a secondary four-factor structure. The variability in the number of factors between our study 

and results from other settings could be attributed to the subjective nature of pain (83). In addition, 

the socio-economic and other variables may also affect how abstract concepts such as disability 

related to pain may be perceived among individuals with LBP in the Ethiopian context. This 

finding warrants further construct evaluations of the RMDQ in Ethiopia. Regardless, our finding 

(the one dominant and secondary four-factor structure) is in agreement with a study conducted in 

Nigeria to test the psychometric properties of the Igbo-RMDQ (56). Furthermore, our result 

supports the previous claim that RMDQ may include items of different constructs (62). The 

significance of our finding is that RMDQ should be considered a tool that may assess LBP-related 

disability with potentially other underlying related constructs when used in clinical or research 

settings, at least in the Ethiopian population living with LBP.  
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In general, the presence of a significant moderate correlation between RMDQ-Am and the 

Physical Functioning (measuring level of physical disability) and the Bodily Pain of SF-36 has 

both clinical and research importance. As previously suggested, disability and pain are the most 

commonly evaluated constructs of LBP in both clinical and research settings (84). Therefore, both 

clinicians and researchers can use the tool to measure pain-related disability among Amharic-

speaking individuals with LBP in Ethiopian settings. The tool can also be used to assess the 

epidemiology of LBP-related disability in Ethiopia and compare it with other settings.     

This study is not without limitations. Firstly, since there is a lack of other validated outcome 

measures for LBP-related disability or pain interference such as the Oswestry Disability Index or 

Brief Pain Inventory pain inference measures to evaluate the convergent validity of RMDQ-Am 

(29,85) in Ethiopia, we used a generic tool: SF-36-Am. It is ideal for testing convergent validity 

with established LBP- specific measures of the same construct (disability). Also, we could not 

conduct a discriminant validity to provide further psychometric properties of the tool.  

Another limitation in this study is the lack of a global rating of change scale (86) to be used 

as criteria to compare the perceived change in LBP-related disability among our participants. 

Likewise, this study did not assess minimally significant difference (MID), which is a meaningful 

difference relevant to the individual with LBP in the present study (84). Therefore, we recommend 

future research to evaluate the stability and responsiveness of RMDQ-Am in response to LBP 

treatment in Ethiopia.  

Conclusion and recommendation 

To our knowledge, this is the first study that translated and adapted LBP-specific outcome 

measures in Ethiopia. The findings of this study show that RMDQ-Am has good internal 
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consistency, test-retest reliability, and convergent construct validity with the Physical Functioning 

and Bodily Pain sub-scales of SF-36. Hence, we can conclude that RMDQ-Am demonstrated 

acceptable psychometric properties and can be used to assess disability-related LBP in both clinical 

and research in the Ethiopian context.   
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5.1. The fit of manuscript 4 within the dissertation 

The final manuscript furthers the research to avail additional patient-reported outcome 

measures commonly used to inform and evaluation self-management support of people with 

CLBP. In this chapter, the reader will learn the steps taken to cross-culturally adapt the Pain Self-

efficacy Questionnaire into Amharic and evaluate its psychometric properties in people with 

CLBP. Thus, the manuscript complements the whole thesis by availing an adapted and validated 

Amharic version of PSEQ to be used by clinicians and researchers working on self-management 

support for people with CLBP.  
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5.2. Abstract  

Background: The Pain Self-Efficacy Questionnaire (PSEQ) is a valid and reliable instrument that 

evaluates pain self-efficacy beliefs in people with pain conditions. However, it has not been 

validated and used in Ethiopia. We conducted this study to translate, adapt, and test the 

psychometric properties of the PSEQ in the Amharic language and Ethiopian context for its use 

with people experiencing low back pain (LBP).   

Methods: The PSEQ was translated into Amharic and then back-translated into English. An expert 

review committee created a final Amharic version of the tool (PSEQ-Am), followed by pilot 

testing and cognitive debriefing with a sample of 20 people with LBP. The psychometric properties 

of the final version of PSEQ-Am were assessed in a sample of 240 people with LBP recruited from 

three rehabilitation centers in Ethiopia. Cronbach’s alpha and Intra-class correlation coefficient 

were calculated to describe the reliability and internal consistency of the tool. The SF-36-

Am bodily pain subscale was used to assess convergent validity. Confirmatory Factor Analysis 

(CFA) and Exploratory Factor Analysis (EFA) were performed to determine the dimensionality of 

the instrument.   

Results: PSEQ-Am demonstrated excellent test-retest reliability (ICC=0.93) and internal 

consistency (Cronbach’s alpha=0.91). As hypothesized, the tool moderately correlated with the 

Bodily Pain subscale of the SF-36-Am (Rho=0.51, p<0.01). EFA analysis shows that the Amharic 

version of PSEQ is a dominant one factor and secondary two factor structure.    

Conclusion: This study shows that PSEQ-Am is a reliable and valid tool that can be used in both 

clinical practice and research in the Ethiopian low back pain population.   

Keywords: Low back pain, Self-efficacy, Ethiopia, Reliability, Validity, Cross-cultural 

translation, Cross-cultural adaptation  
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5.3. Introduction  

Low back pain (LBP) and its associated disability is an important global public health 

problem (1,2). While the majority of LBP episodes resolve in a few weeks, a minority of people 

with LBP suffer from recurrent and chronic pain (3).  

LBP is a complex phenomenon that occurs as a result of the interaction of biological, 

psychological, and social factors (4). Pain is also an experience that may challenge one’s beliefs 

about their ability to perform certain activities of daily living (5). Certain psychological factors are 

significant predictors of disability and recovery among people with LBP (6–8). For instance, 

previous research highlights that poor perception of personal control and low confidence in the 

ability to perform certain activities despite pain were predictors of poor treatment outcomes among 

people with chronic LBP (9–11). Similarly, an increase in self-efficacy beliefs during treatment of 

LBP is associated with better long-term outcomes, such as improved physical functioning and self-

reported pain at six months (12). 

Albert Bandura stated that perceived self-efficacy is “the conviction that one can 

successfully execute the behaviour required to produce the outcomes” (Bandura 1977, P.193) (13). 

According to Bandura, higher self-efficacy enhances human accomplishment by making them 

approach difficult tasks to be mastered rather than threats to be avoided (14). In addition, self-

efficacy determines whether or not people will persist in the face of obstacles and their motivation 

to change their circumstances (14,15). In contrast, people with low self-efficacy shy away from 

approaching difficult tasks and show weak commitment to the goal they want to pursue (12).  

Higher self-efficacy is hypothesized as a protective factor that helps adjust to living with 

chronic pain (16). Evidence also suggests that self-efficacy mediates the impact of pain on 

disability (17) and influences one’s readiness to engage in pain coping strategies (18). For instance, 
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patients with low self-efficacy are more likely to have catastrophic thoughts related to their pain 

and often use more passive coping mechanisms instead of engaging in active coping mechanisms 

(19). LBP management approaches have increasingly incorporated cognitive-behavioural 

strategies to change the way patients think about their pain-related disability and challenge their 

beliefs about personal control related to activities and functioning (9,12). Given the mediator role 

of self-efficacy between pain and disability, it suggested that health professionals working with 

people experiencing LBP target enhancing patient's self-efficacy as one of the rehabilitation goals 

(12,19,20).  

The Pain Self-Efficacy Questionnaire (PSEQ) is a brief yet comprehensive tool which 

assesses different dimensions of patient’s self-efficacy related to physical functioning, social 

interaction, and participation in valued activities of daily living in the presence of pain (6,15). This 

tool has been validated and used among people with different pain conditions including LBP in a 

number of settings and different cultures (6,8,21–26). Assessing self-efficacy is important in pain 

research and rehabilitation (6,12,20,23,27). This construct is well investigated among people with 

LBP in economically advanced countries (25), but self-efficacy has not been extensively explored 

in low-income countries like Ethiopia. Lack of validated measures of self-efficacy may be among 

the reasons why the self-efficacy construct has not been well addressed in research and clinical 

practice in these countries.  

Therefore, this research aims to translate and adapt PSEQ into Amharic and to evaluate its 

psychometric properties, including internal consistency, test-retest reliability, convergent 

construct validity, and factor structure among Ethiopian people with LBP.  
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5.4. Methods 

To meet the study objectives, this study was completed in two phases. Phase 1 was to 

translate and culturally adapt the PSEQ to the Amharic language. Phase 2 involved testing 

psychometric properties of the tool. Details of each phase are included below. Permission to cross-

culturally translate, adapt, and validate PSEQ into the Ethiopian context was obtained from the 

original tool developer (Michael Nicholas) (15).  

Phase 1 - Translation and cultural adaptation into the Amharic language 

The translation and adaption of PSEQ to Amharic language was conducted according to a 

five-step process suggested in a guideline by Beaton et al. (2000) for cross-cultural adaptation of 

self-report measures (28).  

In Step 1, two translators (both physiotherapists) who are fluent in both Amharic and 

English languages independently translated the original PSEQ into Amharic language (PSEQ-

Am). In Step 2, the independently translated documents (T1) were shared among the two 

translators to synthesize each other’s translation to produce Amharic version PSEQ1. Any 

differences in the meaning and concepts of the translation were discussed and resolved via 

consensus. Step 3 involved the back translation of the first draft (PSEQ1) to English. This was 

performed by two independent translators [one who is a clinical Psychologist and another who is 

a professor of Teaching English as a Foreign Language at the University of Gondar]. One of the 

translators (professor of Teaching English as a Foreign Language) was unfamiliar with the 

construct being assessed and PSEQ measure. The other translator was familiar with the construct 

being assessed. A third back translation was created through a discussion between the two back 

translators, facilitated by the lead author, who reached agreement on an English back translation. 

All three documents were provided to the panel for step 4.  
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In Step 4, a panel of experts (all four translators, a research methodologist from the 

University of Gondar Institute of Public Health, a neurosurgeon at the University of Gondar 

Comprehensive Specialized Hospital, and a native English speaker who is also fluent in the 

Amharic language) was assembled to review and synthesize every step of the translation and 

adaptation process and verify the tool for pre-field testing. Next, the questionnaire was piloted 

with 20 people with LBP who were receiving physiotherapy services at the University of Gondar 

comprehensive specialized hospital. A qualitative cognitive debriefing (29) was conducted with 

the 20 participants to assess the clarity of the instruction, understandability of the items and 

language, and cultural appropriateness and acceptability of the PSEQ-Am (Step 5). After the five 

steps, the translated and adapted PSEQ-Am was ready for psychometric testing.   

Phase 2 - Psychometric testing of the PSEQ-Am  

Participants  

To assess the psychometric properties of PSEQ-Am, a convenience sample of 240 people 

with LBP were recruited from three referral hospitals in Ethiopia: Physiotherapy Departments of 

the University of Gondar Comprehensive Specialized Hospital, Bahirdar Felege Hiwot 

Comprehensive Specialized hospital, and Black Lion hospital in Ethiopia. The present sample size 

fulfills the requirement for survey tool validation (e.g., 5-10 participants per item in the tool) 

(26,30). Individuals who: were ≥ 18 years of age, had non-specific LBP of any duration, were 

willing to consent and participate in the study, and self-reported the ability to understand and speak 

Amharic language were included in this study. Exclusion criteria were pregnancy, people with 

cancer-related pain, and people with LBP visiting the hospitals primarily for other health problems.  
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Patient-reported measures 

Pain Self-Efficacy Questionnaire (PSEQ) - The PSEQ is a 10-item self-reported tool 

intended to measure patients’ belief in their abilities to perform a number of activities despite pain 

(15). Each item is rated on a 7-point Likert Scale (0- not confident at all and 6-completely 

confident) to yield a total score of 0 to 60 after the scores of each item are summed (15). A higher 

score indicates greater self-efficacy in performing certain activities despite pain (15). PSEQ has 

demonstrated strong psychometric properties such as high internal consistency, a high degree of 

stability, and construct validity in both the original version among people with heterogeneous 

chronic pain problems (15) and among people with LBP (21,27,31).  

Short Form Health Survey (SF-36) – The SF-36 is a health status questionnaire that has 

frequently been used to assess the convergent validity of patient-reported outcome measures, 

including self-efficacy tools (22,32–37). The SF-36 has 36 items intended to measure general 

health status and quality of life of people across a range of medical conditions (38,39). The tool 

assesses 8 major domains across physical and mental health (39,40). For each of the 8 domains, 

the items were coded, summed, and transformed into a 0-100 scale, where 0 indicates the worst 

health-related quality of life and a score of 100 indicates the best health-related quality of life 

(33,36). The bodily pain subscale was reverse coded before transforming into a 0-100 scale to 

ensure that the higher item value indicates better health on SF-36-Am (41).  The SF-36 has been 

translated into Amharic (SF-36-Am) and the SF-36-Am has been psychometrically tested and 

shown to have acceptable internal consistency and construct validity among the general population 

in Ethiopia (42). 
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Reliability  

The reliability of the PSEQ-Am was established in two ways. First, Cronbach’s alpha was 

calculated to assess the internal consistency of the tool. An alpha value of >0.7 was considered 

acceptable, >0.8 was considered good, and >0.9 excellent (43).  We also conducted a sub-group 

analysis of the tool’s internal consistency by sex of the participants and the duration of pain: acute 

vs. chronic pain (pain lasting > 3 months).   

Second, the test-retest reliability of the Amharic PSEQ was examined. A third of the 

participants (80 individuals with LBP) were asked to complete the PSEQ-Am a second time 

between 3-5 days after they completed it the first time(21). This period was determined to 

accommodate people with LBP who come from rural areas as they may not be able to stay in the 

cities for an extended period to receive rehabilitation services. It is also expected that the clinical 

condition of people with LBP would likely remain stable during this period (44).  

Convergent construct validity 

To test the convergent construct validity of PSEQ-Am, we performed correlation tests 

between the tool's total score and SF-36-Am subscales. Previous studies indicated the presence of 

a moderate positive correlation between the PSEQ total score and the Bodily Pain subscale of the 

SF-36 (8,22). Since PSEQ is a measure of patients’ self-efficacy beliefs in executing various daily 

living activities by considering pain (15), we also expected to see a moderate positive correlation 

with the Bodily Pain subscale of the SF-36-Am. Furthermore, we expected positive but weak to 

moderate correlations between PSEQ-Am and the rest of SF-36-Am subscales, similar to the 

findings reported in previous studies (8,22,25). Construct validity for PSEQ-Am was considered 

adequate when >75% of a priori hypothesis was met (45,46). Furthermore, we hypothesized that 
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PSEQ-Am would demonstrate a unidimensional construct in a factor analysis similar to what was 

reported in previous studies (15,22).  

Data collection process 

Data were collected by three trained physiotherapists who were working at the study sites. 

The physiotherapists received a half a day training on recruitment, consent processes, data 

collection and storage.  The data collectors read out the questionnaire to the participants to ensure 

clarity, accuracy, and consistency in the data collection process. 

Written informed consent was obtained from each participant who was willing to partake 

in the study. Socio-demographic information, PSEQ-Am, and SF-36-Am questionnaires were 

provided and the questions were read aloud to participants. Clinical information including age, 

diagnosis, and duration of pain, were extracted from the participant’s medical chart using a data 

abstraction tool. Data were collected from April 7 to August 5, 2019.  

Ethical approval and consent to participate  

This study was approved by Queen’s University Health Sciences and Affiliated Teaching 

Hospitals Research Ethics Board (ref. RMED-079-19) and the Institutional Review Board of the 

University of Gondar (C/V/P/RCS/05/1046). All participants provided written consent before they 

participated in this study.  

Analysis 

Statistical analyses were conducted using Statistical Package for Social Sciences version 

(IBM SPSS statistics 25. Inc). Demographic information was described using means and standard 

deviations or medians and interquartile range for continuous data; and counts and percentages for 
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categorical data. Intraclass-correlation coefficient (ICCagreement 2,1) and Cronbach’s alpha were 

calculated to assess the test-retest reliability and internal consistency, respectively. The ICCagreement, 

2,1 was calculated based on a two-way random-effects model (47,48). A Bland-Altman plot of 

differences was also conducted to evaluate test-retest reliability [45,46]. The Bland-Altman 95% 

Limit of Agreement (LOA) indicates the magnitude of random changes caused by systematic 

variation or random measurement error (49).  

The plan to calculate the correlation between Amharic versions PSEQ and SF-36 items was 

to use Pearson Correlation coefficients if data met all assumptions, including normality and to use 

Spearman’s Correlation coefficients (Rho) if the assumption of normality was not met (50). The 

normality of data distribution was checked using the Shapiro-Wilk test of normality, and by 

assessing Skewness and Kurtosis coefficients (51).  PSEQ-Am did not demonstrate normality of 

distribution with the Shapiro-Wilk test of 0.94 (p<0.05), and  Skewness (-0.76) and Kurtosis (0.35) 

coefficients. Hence, Spearman’s correlation (Rho) was performed to explore the convergent 

construct validity of the PSEQ-Am.  Rho values <0.4, 0.4-0.69, and ≥0.7 were considered weak, 

moderate, and strong correlation, respectively (52,53). We conducted a disaggregated analysis of 

the correlation to investigate the differences between males and females (54) and between the acute 

and chronic (pain lasting more than 3 months) samples.  

The floor and ceiling effects of PSEQ-Am were established by calculating the percentage 

of respondents who scored the lowest or highest possible scores on the tool (45).   

Factorial validity 

Confirmatory Factor Analysis (CFA) was performed to assess a previously hypothesized 

one-factor solution (15) for the PSEQ-Am using analysis of Moment Structures (IBM AMOS 
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version 25) software. The quality of model fitness was determined using several fit indices and 

their criteria such as Chi-square (X2/df), Comparative Fit Index (CFI), Goodness of Fit Index 

(GFI), Parsimony Goodness of Fit Index (PGFI), and Root Mean Square Error of Approximation 

(RMSEA) (55). A model for one-factor solution was considered acceptable if X2/df is 5 (56), CFI 

and GFI > 0.8 (55), PCFI and PGFI > 0.6 (57), and RMSEA is < 0.08 (58).  A model was 

considered a good fit if X2/df is 2 (56), CFI and GFI > 0.9 (55), PCFI and PGFI > 0.8 (57), and 

RMSEA is <0.05 (19,58). 

5.5. Results 

Phase 1 - Cross-cultural translation and adaption  

The translators and the panel of experts reached an agreement during the translation and 

adaption of the PSEQ into the Ethiopian context. None of the items in the original tool were deleted 

in either forward or backward translations. However, item #2 [I can do most of the household 

chores (e.g., tidying -up, washing dishes, etc.), despite the pain] and item #10 [I can gradually 

become more active, despite pain] were adapted to the local culture and context to maintain 

conceptual equivalence, and increase participants comprehension of the items.  

Changes to item #10 were made by the translators (T1 and T2). The literal translation of 

item #10 “I can gradually become more active, despite pain” to Amharic would indicate someone’s 

level of alertness or consciousness, which can deviate from the conceptual meaning of the original 

item. Since the direct translation of “active” into Amharic language is broad and can result in a 

different interpretation of the item, a modification was made to increase the conceptual 

equivalence of the tool by the participants. Hence, the translators (T1 and T2) suggested the item 

should be modified accordingly, “I can gradually become more physically active, despite the pain.”  
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The socio-demographic and clinical characteristics of the sample (n=20) for the pilot 

testing and cognitive debriefing of the pre-final Amharic PSEQ are described in Table 9. None of 

the participants reported difficulty in understanding and completing the tool during the cognitive 

debriefing. They also re-iterated that the items in the tool are well organized, easy to understand, 

direct, concise and unambiguous, and culturally acceptable. A modification was made to item #2 

in response to the cognitive debriefing. Item #2 states: “I can do most of the household chores 

(e.g., tidying -up, washing dishes, etc.), despite the pain”. Some of the men participating in the 

cognitive interview suggested the examples provided tended to be performed by women in 

Ethiopia and thought examples that are traditionally done by men would help men to answer this 

question. The participants suggested activities such as making a bed, cleaning the house, picking 

up things, splitting firewood, and cooking a meal to provide a broader list of items including those 

performed by men and women. Based on the participants' feedback, the committee modified item 

#2 as “I can do most of the household chores (e.g., cleaning the house, washing dishes, making a 

bed, picking things up, cooking a meal, splitting firewood, etc.) despite the pain.”  

Finally, four participants recommended that every number on the scale should have 

descriptors. The original PSEQ has anchors at 0 (“Not confident at all,”) and 6 (“Completely 

confident”).  The respondents advised that every number in the scale (1-5) should have worded 

anchors to make it easy for the respondents to choose their responses accurately. Although we 

acknowledged the respondent’s feedback as valuable, the panel of experts agreed that making such 

modification on the scale may impact the performance of the scale, and therefore, no descriptors 

were added. The final version of the PSEQ-Am is available in appendix Z. 



162 

 

Table 9: Socio-demographic and clinical characteristics of participants who participated in the 

pilot and cognitive debriefing study. 

Characteristics  N (%) 

Sex 

                                   

Male 8 (40%) 

Female 12 (60%) 

Educational status 

 

Uneducated  2 (10%) 

Primary School  6 (30%) 

Secondary School  4 (20%) 

Tertiary School (College or University) 8 (40%) 

Residence 

 

Urban 12 (60%) 

Rural 8 (40%) 
  Mean (SD) 

Age  36.3 (15.5) 
Duration of pain 

(in months) 

 14.5(16.1) 

 

Phase 2 - Psychometric testing 

Demographics and clinical characteristics of the study participants 

Two hundred and forty people (52 acute and 188 chronic) with LBP participated in this 

validation study. The participants’ mean age was 40.93 (SD=13.5) years old. Most of the 

participants were women (59.2%), married (59.2%), and had attended a tertiary level (college or 

university) education (39.2%) (see Table 10 for demographic information). The mean duration of 

pain was 41.6 (SD=51.8) months. Most of the participants (n=188,78.3%) had chronic LBP. The 

median and Interquartile range of PSEQ-Am scores were 46 and 18, respectively.  A total of 186 

(77.6%) of study participants received some forms of pain medication, physiotherapy, or a 

combination of both for their pain prior to their participation in this study (see Table 10 for clinical 

characteristics of the study participants). 
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Table 10: The socio-demographic and clinical characteristics of people with low back pain. 

Characteristics # Acute (n=52) Chronic (n=188) Total (n=240) 

n (%) n (%) n (%) 

    

Mean (SD) age in years 33.4 (9.92) 43 (13.69) 40.93 (13.5) 

Sex  Male 25 (48.1%) 73 (38.8%) 98 (40.8%) 

Female 27 (51.9%) 115 (61.2%) 142 (59.2%) 

Marital status Single  19 (36.5%) 46 (24.5%) 65 (27.1%) 

Married 29 (55.8%) 113 (60.1%) 142 (59.2%) 

Cohabited  0 (0%) 10 (5.3%) 10 (4.2%) 

Divorced 2 (3.8%) 14 (7.4%) 16 (6.7%) 

Widowed 2 (3.8%) 5 (2.7%) 7 (2.9%) 

Educational  

status/level 

 

Uneducated  1 (1.9%) 17 (9.0%) 18 (7.5%) 

Primary School  10 (19.2%) 35 (18.6%) 45 (18.8%) 

Secondary School 18 (34.6%) 65 (34.6%) 83 (34.6%) 

Tertiary School (College or 

University) 

23 (44.2%) 71 (37.8%) 94 (39.2%) 

Residence Rural  7 (13.5%) 19 (10.1%) 26 (10.8%) 

Urban 45 (86.5%) 169 (89.9%) 214 (89.2%) 

Religion  Orthodox Christian 36 (69.2%) 158 (84.0% 194 (80.8%) 

Muslim  9 (17.3%) 18 (9.6%) 27 (11.3%) 

Protestant  6 (11.5%) 10 (5.3%) 16 (6.7%) 

Atheist 0 (%) 1 (0.5%) 1 (0.40%) 

Others  1 (1.9%) 1 (0.5) 2 (0.80%) 

Employment /  

work status 

Employed (government or private) 29 (55.8%) 102 (54.3%) 131 (54.6%) 

Farmer  3 (5.8%) 9 (4.8%) 12 (5%) 

Housewife  8 (15.4%) 36 (19.1%) 44 (18.3%) 

Student 7 (13.5%) 8 (4.3%) 15 (6.3%) 

Retired  5 (9.6%) 13 (6.9%) 18 (7.5%) 

 Others 0 (0%) 20 (10.6%) 20 (8.3%) 

No clear diagnosis provided  28 (53.8%) 91 (48.4%) 119 (49.6%) 
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Diagnosis provided on 

patient’s medical chart 

LBP secondary to disc prolapse  15 (28.8%) 54 (28.7%) 69 (28.8%) 

LBP secondary to degenerative 

changes  

6 (11.5%) 13 (6.9) 33 (13.8%) 

Other causes  3 (5.8%) 30 (16%) 19 (7.9%) 

Pain management 

documented on medical 

charts 

A combination of physiotherapy and 

pain killers 

15 (28.8%) 60 (31.9%) 

 

75 (31.3%) 

Pain killers only 13 (25%) 39 (20.7%) 52 (21.7%) 

Physiotherapy only  9 (17.3%) 50 (26.6) 59 (24.6%) 

None 15 (28.8%) 39 (20.7%) 54 (22.5%) 

Mean (SD) duration of pain in months  1.63 (0.67) 52.7 (53.6) 41.7 (51.8) 

Mean Pain Self-Efficacy Questionnaire (0-60) (SD) 40.5 (13.5) 44.8 (11.5) 43.8 (12) 

SF-36 (0-100) *    

Physical functioning (PF)¥  57.5 (35) 55 (35) 55 (35) 

Role Functioning Physical (RP)¥  25 (25) 25 (50) 25 (50) 

Role Functioning Emotional (RE) ¥ 0 (33) 0 (33) 0 (100) 

Energy (VT) ¥ 65 (23.8) 60 (20) 60 (20) 

Emotional Well-Being (EW) ¥ 68 (23) 64 (24) 68 (84) 

Social Functioning (SF) ¥ 75 (34.4) 75 (25) 75 (25) 

Bodily Pain (BP) ¥ 32.5 (30.4) 45 (35) 37.5 (35) 

General health perception (GH) ¥ 60 (23.8) 50 (25) 55(25) 

 

*one participant (out of the total 240) did not complete the SF-36 questionnaire. 

# each column presents frequencies and percentages except where indicated.  

¥ Median and Interquartile range  
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Reliability of the PSEQ-Am 

The Amharic version of PSEQ demonstrated excellent internal consistency with a 

Cronbach’s alpha value of 0.90.  In addition, the internal consistency of the tool if a single item is 

deleted range from 0.88-0.90, which is comparable to the overall alpha value (see Table 11). 

PSEQ-Am also demonstrated an excellent level of reliability in the subgroup analysis by sex 

(Male: α= 0.90; Female: α =0.90) and by the duration of pain (Acute LBP: α = 0.89; Chronic LBP: 

α =0.90).  

All 80 participants who were invited to fill out the questionnaire at a second time-point (3-

5 days later) completed the questionnaire. The test-retest intra-correlation coefficient (ICC) value 

was 0.93 (95% CI: 0.88 to 0.95), indicating excellent test-retest reliability. In addition, the Bland-

Altman plot indicates that all observations except one, gathered near zero line within the limit of 

agreement (LOA) ±1.96 SD=±5.47, further confirming the tool’s test-retest reliability. The result 

of the Bland-Altman analysis shows no evidence of systematic change between the two scores, 

which suggests the stability of the tool over time. The 95% LOA between the two test durations 

ranged between -12.4 and 9.1 (Figure 4).   

Table 11: The internal consistency of PSEQ-Am if item deleted (N=239). 

 

Item-Total Statistics 

 

Scale Mean if 

Item Deleted 

Scale 

Variance if 

Item Deleted 

Corrected 

Item-Total 

Correlation 

Squared 

Multiple 

Correlation 

Cronbach's 

Alpha if Item 

Deleted 

PSEQ1 39.44 125.059 .492 .317 .904 

PSEQ2 40.01 116.653 .638 .601 .895 

PSEQ3 39.10 121.736 .627 .509 .896 

PSEQ4 39.47 119.162 .687 .502 .892 

PSEQ5 39.64 114.356 .769 .715 .886 

PSEQ6 39.51 113.573 .736 .601 .889 

PSEQ7 40.18 114.229 .602 .466 .900 

PSEQ8 39.24 117.598 .740 .669 .889 
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PSEQ9 39.09 118.825 .715 .703 .891 

PSEQ10 39.06 122.499 .624 .560 .896 

 

 

 

 

 
 

 
Figure 4: Bland-Altman plot of agreement between test and re-test scores of the PSEQ-Am  

Red line: mean differene, bold blue line: 95% limits of agreement (LOA), normal black line: 

95% confidence interval (CI) of the mean difference 
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Floor and Ceiling effect  

One (0.4%) and eleven (4.6%) of the participants scored a total score of 1 and 60 on PSEQ-

Am, respectively.  

Convergent construct validity  

Out of the total sample, 239 participants completed both PSEQ-Am and SF-36-Am 

measures, with all items completed in the questionnaires. One participant who was in severe pain 

during the time of the interview did not complete the SF-36 questionnaire. As hypothesized, the 

tool demonstrated a moderate positive correlation with the Bodily Pain (Rho=0.51, p<0.01) and 

the General Health Perception (Rho=0.40, p<0.01) subscales of the SF-36-Am among the whole 

sample (n=239). PSEQ-Am also showed positive but weak correlations with the remaining SF-36-

Am subscales (see Table 12). Considering >75% of a priori hypotheses were met, PSEQ-Am is 

considered to have high convergent construct validity (Table 13).  

The subgroup analysis by the duration of pain indicated that the PSEQ-Am demonstrated 

a positive, moderate correlation with four subscales of the SF-36-Am among people with chronic 

LBP (n=187): Bodily Pain (Rho=0.46, p<0.01), Physical Functioning (Rho=0.44, p<0.01), 

Emotional Well-being (Rho=0.42, p<0.01), and General Health Perception (Rho=0.45, p<0.01). 

For people with acute low back pain (n=52), there was a moderate correlation between the PSEQ-

Am and three of the SF-36 subscales: Bodily Pain (Rho=0.67, p<0.01), Role Functioning Physical 

(Rho=0.52, p<0.01), and Social Functioning (Rho=0.45, p<0.01). Table 12 presents the convergent 

validity of the Amharic version PSEQ as compared to the summary scores of SF-36 by the duration 

of pain. 
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A further disaggregate analysis by sex shows that PSEQ-Am demonstrated a moderate 

positive correlation with the Bodily Pain sub-scale of SF-36-Am in both Male (Rho=0.55, p<0.01) 

and Female (Rho=0.47, p<0.01) participants (See table 12).  
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Table 12: Spearman’s rho correlation coefficient of the sum score of PSEQ-Am with the sub-scale of the SF-36 (N=239) 

SF-36 Correlation with 

total score of 

PSEQ-Am (95% 

CI) (n=239) 

Correlation by duration of pain (95% 

CI) 

Correlation by sex of the participants (95% 

CI) 

Acute LBP (n=52) Chronic LBP 

(n=187) 

Male (n=97) Female (n=142) 

Physical functioning (PF) 0.38 (0.26-0.48) ** 0.22 (-0.10-0.52) 0.44 (0.30-0.56) ** 0.48 (0.30-0.63) ** 0.32 (0.14-0.48) ** 

Role Functioning Physical 

(RP) 

0.32 (0.19-0.43) ** 0.52 (0.28-0.70) ** 0.24 (0.13-0.40) ** 0.37 (0.18-0.54) ** 0.27 (0.09-0.42) ** 

Social Functioning (SF) 0.36 (0.25-0.47) ** 0.45 (0.21-0.65**) 0.35 (0.21-0.50) ** 0.46 (0.23-0.62) ** 0.28 (0.13-0.44) ** 

Bodily pain (BP) 0.51 (0.40-0.61) ** 0.67 (0.47-0.80) ** 0.46 (0.33-0.56) ** 0.55 (0.37-0.68) ** 0.47 (0.32-0.60) ** 

Role Functioning Emotional 

(RE) 

0.28 (0.17-0.4) ** 0.22 (-0.02-0.43) 0.29 (0.15-0.42) ** 0.36 (0.16-0.53) ** 0.21 (0.05-0.36) ** 

Emotional Well-Being (EW) 0.36** (0.23-0.47) 0.23 (0.16-0.67) 0.42**(0.23-0.53) 0.55 (0.40-0.68) ** 0.24 (0.08-0.40) ** 

Energy /Vitality (VT) 0.31** (0.20-0.42) 0.17 (-0.07-0.44) 0.36 (0.22-0.49) **  0.39 (0.18-0.57) ** 0.24 (0.06-0.40) ** 

General health perception 

(GH) 

0.40** (0.28-0.52) 0.36 (0.10-0.58) **  0.45 (0.32-0.56) ** 0.44 (0.23-0.60) ** 0.37 (0.20-0.51) ** 

PSEQ=Pain Self-Efficacy Questionnaire, SF-36= short form Medical outcome survey, LBP=Low back pain 

**Correlation is significant at 0.01 significant level (2-tailed), CI: Confidence Interval  
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Table 13: A priori hypothesis to assess convergent construct validity between PSEQ-Am and 

SF-36-Am subscales in Ethiopian patients with low back pain based on COSMIN guideline 

(n=239). 

 

 

Outcomes 

Hypothesized 

correlations# 

Estimated 

correlations# 

Hypothesis acceptance 

(Yes or No) 

SF-36-Am subscales     

 Physical functioning (PF) 0.00-0.69 0.38  Yes 

 Role Functioning Physical (RP) 0.00-0.69 0.32  Yes 

 Social Functioning (SF) 0.00-0.69 0.36  Yes 

 Bodily pain (BP) 0.40-0.69 0.51  Yes 

 Role Functioning Emotional 

(RE) 

0.00-0.69 0.28  Yes 

 Emotional Well-Being (EW) 0.00-0.69 0.36  Yes 

 Energy /Vitality (VT) 0.00-0.69 0.31  Yes 

 General health perception (GH) 0.00-0.69 0.40  Yes 

Number of met hypotheses (%) 8/8 (100) 
# positive correlation, SF-36-Am= Amharic version of the short form health survey, PSEQ-Am= 

Amharic version of the Pain Self-efficacy Questionnaire.  
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Factor analysis  

The initial CFA and further analysis with modification of indices fail to support a 

previously hypothesized one-factor model of PSEQ-Am (15,25) (see Table 14 and Figure 5). 

Therefore, Exploratory Factor Analysis (EFA) was performed to determine the dimensionality of 

PSEQ-Am. The Kaiser Meyer Olkin (KMO) and Bartlett’s criteria with a retention rule of an 

eigenvalue > 1 were employed to determine the dimensionality of the tool (59). Besides, a Scree 

plot was visually inspected. The EFA was conducted using a Maximum Likelihood with an oblique 

rotation (direct oblimin), and extraction was done using a 0.4-factor loading principle (60,61).     
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Table 14: A model quality of fitness test for PSEQ-Am using a Confirmatory Factor Analysis 

 Chi-Square/ 

degree of freedom 

(X2/df) 

Comparative 

Fit Index 

(CFI) 

Parsimony 

Comparative Fit 

Index (PCFI) 

Goodness of 

Fit Index (GFI) 

Parsimony 

Goodness of Fit 

Index (PGFI) 

Root mean Square 

Error of 

Approximation 

(RMSEA 

Initial analysis 288.45/35 0.81 0.63 0.78 0.5 0.17 
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Figure 5: Initial model for one factor solution of PSEQ-Am 

Initial Model [(X2 (35) =288.45 (p<0.001); X2/df=8.24; CFI=0.813; PCFI=0.63; GFI=0.78; 

PGFI=0.5; RMSEA=0.17].  

EFA was conducted as follows. The initial step of EFA with a maximum likelihood using 

oblique rotation resulted in a two-factor structure (KMO=0.88 and Chi-square =1377.02, p<0.001). 

However, item #4 (“I can cope with my pain in most situations”) cross-loaded in both factors (i.e., 

0.383 in factor 1 and 0.378 in factor 2). In the next step, we removed item #4 and repeated the 

analysis using the same procedure, which resulted in KMO=0.86, Chi-square =1214.87, degree of 

freedom = 36, p<0.001. As shown in Table 15 and Figure 6, PSEQ-Am is predominantly a one-

factor and a secondary two-factor structure. The first factor explained the variance of 58.88 with 

an eigenvalue of 4.939. The two factors explained a total variance of 67.53.  
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Table 15: Factor loading based on Maximum Likelihood with oblimin rotation for 9 items of the 

PSEQ-Am. 

Pattern Matrix 

 Factors 

1 2 

PSEQ2 .907  

PSEQ5 .888  

PSEQ3 .654  

PSEQ6 .546  

PSEQ1 .434  

PSEQ9  -.934 

PSEQ10  -.797 

PSEQ8  -.785 

PSEQ7  -.486 

The eigenvalue of each factor   

% explained Variance of each factor   

KMO=0.86 

X2= 1214.87*** 

Only factor loading >0.3 is indicated, KMO: Kaiser-Meyer-Olkin 

measure of sampling adequacy; X2: Bartlett’s test of sphericity tested 

with Chi-square; ***p<0.001; Extraction method: Maximum 

Likelihood; Rotation Method: Oblimin with Kaiser Normalization. 

a. Rotation converged in 8 iterations. 
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Figure 6: Scree plot indicating factor loading for PSEQ-Am. 

 

5.6. Discussion   

This is the first study that cross-culturally translated, adapted, and examined the reliability 

and validity of the PSEQ in an Ethiopian sample of individuals with LBP.  

The results of this study demonstrate that the PSEQ-Am has excellent internal consistency 

(α=0.90) and test-retest reliability (ICC=0.93) (95% Confidence Interval: 0.87-0.95). Our finding 

is consistent with the results of the original tool for its internal consistency (α=0.92) (62). The test-

retest reliability is consistent with previous studies of the reliability of the original tool conducted 
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in different settings among people with LBP (63) and people with various pain conditions 

(8,15,24). However, the finding from the present study is slightly higher than what was reported 

in the original tool (ICC=0.79) (62). The high test-retest reliability among our sample might be 

related to a possible recall bias as a result of the short time interval between the two tests (3-5 

days). In general, the Bland-Altman plot and an excellent ICC value in our study suggest the high 

test-retest reliability of the Amharic version of PSEQ (21,23,64).  

The validity of PSEQ-Am was established in two ways. Firstly, we conducted a qualitative 

cognitive debriefing with a sample of 20 people with LBP to establish the content validity of the 

tool (65,66). Cognitive debriefings were used to assess if the PSEQ-AM captures the important 

concepts of the construct of interest (pain self-efficacy) and whether the participants understand 

the concept being measured, the meaning of each item in the tool, and the ease of tool 

administration (67). The findings of the cognitive interviews suggest the tool assesses one’s 

confidence in the ability to perform specific tasks of daily living despite their pain.   

Secondly, the construct convergent validity of the tool was assessed by performing a 

correlation test. As hypothesized, the validity of PSEQ-Am is reflected in its significant moderate 

correlation (in the expected direction) with the Bodily Pain subscale of the SF-36 tool (Rho=0.51). 

Similar to our study, a significant moderate correlation was recorded between PSEQ and Bodily 

Pain subscale of the SF-36 in previous Japanese study (r=0.45) (6), and Chinese studies (r=0.40(8) 

and r=0.56(22)). The positive correlation between PSEQ-Am and SF-36 Bodily Pain may be 

explained by a relationship between self-efficacy and other pain-related outcomes such as activity 

limitations in people with pain conditions (8,24,68). Overall, PSEQ-Am demonstrated an 

acceptable level of construct validity, as all of our priori hypotheses were met based on criteria 
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suggested in the COSMIN (Consensus-based Standards for the Selection of health status 

Measurement Instruments) reporting guideline (46,69).  

The PSEQ-Am also showed a significant moderate correlation with the General Health 

perception of the SF-36. A positive correlation between PSEQ and General Health perception is 

unsurprising as the total score of pain self-efficacy has positively correlated with higher health-

related quality of life in a previous study (25). For instance, an Iranian study showed the presence 

of a significant moderate correlation (r=0.52) between General Health and Bodily Pain SF-36 (25).  

As can be seen in Table 12, our findings suggested the presence of positive but weak 

correlations between PSEQ-Am and the Physical Functioning, Role Functioning Physical, Social 

Functioning, Role Functioning Emotional, Emotional Well-being, and Energy/Vitality subscales 

of SF-36-Am (Rho<0.4). The strength of correlation between PSEQ and these subscales varied 

(weak to moderate) in previous studies among people with different pain conditions (6,22,25,63). 

Such variability in the magnitude of correlation may be attributed to the socio-demographic and 

clinical differences between the study participants. Regardless, as hypothesized, our findings 

suggest the presence of a significant positive correlation (weak to moderate) between the total 

score of PSEQ-Am and SF-36-Am subscales.   

The moderate positive correlation between PSEQ-Am and the other sub-scales of SF-36: 

Physical functioning, Bodily Pain, Emotional Wellbeing, and General Health in the disaggregate 

analysis by the duration of pain provide additional support for the validity of the tool. This finding 

aligns with previous assumptions that self-efficacy is associated with not only the physical health 

of an individual living with chronic pain but also their adjustment to the pain (19).  
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Regardless, the presence of a moderate correlation between PSEQ-Am and SF-36-Am 

Bodily Pain in both acute (Rho=0.46) and chronic (Rho=0.67) samples in our study may indicate 

that people with higher self-efficacy beliefs can execute activities of daily living despite the pain 

(8), which confirms our initial hypothesis of the presence of a moderate correlation between PSEQ 

and Bodily Pain of the SF-36-Am tool. The positive correlation between these two measures may 

also mean that people with a higher score of bodily pain sub-scale on SF-36-Am have higher pain 

self-efficacy; as a higher score of Bodily Pain sub-scale on SF-36 indicates lower pain severity 

and pain interference with activities of daily living. The SF-36 Bodily Pain has two items. The 

first item assesses pain severity, while the second item assesses the degree to which pain interferes 

with activities of daily livings (70).  

Evidence suggests that there are important clinical and experiential pain differences 

attributed to sex and gender (68,71). While the reliability estimates were high in both men and 

women, a disaggregated analysis by sex shows that Physical Functioning, Social Functioning, 

Bodily Pain, Emotional Wellbeing, and General Health Perception of the SF-36 subscales were 

moderately correlated with PSEQ-Am among men with LBP. However, only Bodily Pain was 

moderately correlated with PSEQ-Am in women, while the other subscales were only weakly 

correlated. The mechanism underlying this difference between men and women is unclear. Such a 

difference in the correlation between PSEQ-Am and SF-36 subscales could be related to sex or 

gender role differences in pain perception and expression  (68,71). Future studies involving Rasch 

analysis to look at differential item functioning (DIF) of the tool based on sex of the participants 

in the Ethiopian sample of LBP may help to understand these sex or gender differences. Qualitative 

research may also provide valuable evidence on gender differences in pain self-efficacy in 

Ethiopia.   



179 

 

The present study did not support a previously suggested unidimensionality of the PSEQ 

(15,19,23,25). The result shows that explained variance of the first structure is four times that of 

the second factor, although both factors demonstrated eigenvalues >1. Furthermore, a visual 

inspection of the scree plot suggests of a dominant one-factor structure of the tool with the addition 

of a second factor. The reason why PSEQ-Am failed to conform to a previously hypothesized one-

factor structure is unclear. However, PSEQ-Am may measure pain self-efficacy with other 

underlying constructs among people with LBP in Ethiopia, requiring further investigation. As 

discussed in previous literature, several psychosocial and cultural factors may affect one’s 

perception of abstract concepts such as pain (72) and self-efficacy (68). Future studies are needed 

to evaluate psychosocial and cultural factors which may influence pain self-efficacy constructs 

among people with LBP in Ethiopia.   

The floor and ceiling effects occurred when more than 15% of participants reported the 

highest or lowest possible score on a survey tool (45). Our finding suggests that PSEQ-Am does 

not have either floor or ceiling effect, which is in line with a previous study (21). The lack of floor 

or ceiling effects in PSEQ-Am shows that the tool may measure the entire spectrum of self-efficacy 

among Amharic speaking people with LBP in Ethiopia.   

In general, the findings from our study suggest that the Amharic version of the Pain Self-

Efficacy Questionnaire has adequate validity and reliability and warrants its use in clinical settings 

to assess the level of pain self-efficacy among people with LBP and the outcome of pain 

management among Ethiopian people with LBP. In addition, the availability of a validated PSEQ-

Am is useful for research evaluating pain self-efficacy studies among people with LBP in Ethiopia. 

Furthermore, the tool can also be beneficial in understanding cross-cultural similarities and 
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differences in the role of pain self-efficacy in the rehabilitation of Ethiopian low back pain patients 

and similar patient populations across other settings. 

This study has a few limitations. Due to the absence of other validated pain measures, such 

as the Brief Pain Inventory pain interference scale (19,73) in Ethiopian settings, we used the SF-

36-Am tool to validate PSEQ-Am. Hence, we were not able to do every possible type of validity 

(e.g., discriminant validity), suggesting a need for further psychometric tests of this tool in future 

studies by comparing it with self-efficacy scales. Furthermore, due to the absence of other 

validated measures such as Global Rating of Change Scales (GRCS) which serves as anchor 

(74,75) in the Ethiopian context, we were not able to differentiate improved and stable group of 

people with LBP as a result of the intervention they were receiving or clinical course of the 

condition during data collection. Additionally, this study did not assess the degree to which PSEQ-

Am is sensitive to pain management changes in our sample population.  Future research is needed 

to assess whether the measure of pain self-efficacy changes in response to LBP treatment in 

Ethiopia.  

Conclusion 

The Amharic version Pain Self-efficacy Questionnaire has strong psychometric properties 

among a sample of people with LBP in Ethiopia. PSEQ-Am demonstrated an excellent test-retest 

reliability and internal consistency and convergent construct validity with Bodily Pain of SF-36-

Am. The translation, adaptation, and validation of this tool in Amharic provide a tool for assessing 

self-efficacy in clinical practice or research with people with LBP in Ethiopia.  
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CHAPTER 6 

Discussion 

6.1. Introduction 

The growing burden and lack of effective management for chronic low back pain (CLBP) 

in Ethiopia is the genesis of this dissertation study. As a physiotherapist working with 

individuals with CLBP, I witnessed the unmet health care needs of people living with the 

condition, including lack of access to quality and evidence-based care in Ethiopia. Evidence also 

show that CLBP pain is a growing and significant public health challenge in Ethiopia, and people 

with the condition continue to experience unmet health care needs (Beyera, O’Brien, & 

Campbell, 2020). There are several challenges related to CLBP management in Ethiopia. First, 

similar to many countries in the world, CLBP management in Ethiopia primarily adopts a 

biomedical approach (Beyera et al., 2020; Buchbinder, Underwood, Hartvigsen, & Maher, 2020). 

The literature suggests a biomedical approach, which includes high rates of imaging and 

medication prescriptions, provides low value with no long term benefits for people living with 

the condition (Buchbinder et al., 2020). The second major problem is related to access to 

services. In Ethiopia, access to care for people with CLBP is hindered by shortages of health care 

providers (e.g., low number of rehabilitation professionals) (Agho & John, 2017; Footer et al., 

2017), the absence of health facilities to support the care of people with CLBP, and financial 

barriers, especially for people with low income and those from rural areas (Beyera et al., 2020). 

For example, the existing health services for people with CLBP in Ethiopia are located in major 

cities and inaccessible for people living in rural areas. The third challenge is related to the 

knowledge and research gaps to inform CLBP management support in Ethiopia. There is scarcity 
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of studies which support evidence-based practice and policy decisions related to the prevention 

and management of chronic low back pain.   

These service and research gaps highlight the urgent need to address the health care needs 

of people with CLBP in Ethiopia through a systematic approach to developing, implementing, 

and evaluating pain-related health services. Clinical practice guidelines recommend self-

management supports as a core component of CLBP-related health services (Chenot et al., 2017; 

Koes, van Tulder, Ostelo, Kim Burton, & Waddell, 2001; NICE guideline, 2016); however, there 

are foundational gaps in knowledge necessary for the development, implementation, and 

evaluation of tailored CLBP pain self-management supports in Ethiopia. This thesis includes 

four manuscripts that together build a critical foundation for research on CLBP self-management 

in Ethiopia. The overall findings from each manuscript offer practice, research, and policy 

implications that lay the groundwork to design CLBP self-management supports in Ethiopia.     

6.2. Summary of key findings from each chapter     

Chapter 2: An interpretative phenomenological analysis of living with chronic low back pain in 

Ethiopia 

The purpose of this study was to understand the lived experience of people living with 

CLBP in Ethiopia. This phenomenological study included fifteen people with CLBP attending 

care at the University of Gondar hospital in Ethiopia. Five main themes were identified that 

represented the participants’ lived experience with CLBP. The findings suggest that people with 

CLBP experienced daily physical, social, and psychological impacts. While pain impacted all 

areas of their lives, the biomedical perspective in which pain was understood resulted in health 

services that were directed towards addressing the physical symptoms and not the diverse 
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impacts that pain had on people’s lives. The findings from this study will contribute to the 

development of self-management supports by providing an in-depth understanding of a) the 

impact of CLBP on the daily lives of people with the condition, b) how the invisibility of pain 

results in misunderstanding, misjudgment, and loneliness, c) the perceived causes of LBP, d) 

health care needs of people with the condition, and e) personal and societal beliefs that 

influenced the participants’ lived experiences and the choice of pain management and coping 

strategies (e.g., reliance on spiritual coping mechanisms including bathing in holy water). 

Furthermore, the findings from this study offer insights into contextual factors (e.g., beliefs 

related to the cause of back pain, social support) to consider during the design and 

implementation of self-management support for people with CLBP. This study also highlights 

the need for future research to further explore the psychosocial implications of chronic low back 

pain in Ethiopia.  

Chapter 3: Health care providers’ understanding of self-management support for people with 

chronic low back pain in Ethiopia: an interpretive description   

The purpose of this interpretive descriptive study was to explore how health care 

providers in Ethiopia a) understand and conceptualize self-management and b) provide self-

management support for people with CLBP in Ethiopia. The findings from twenty-four 

healthcare providers interviews revealed that self-management is a new concept for health care 

providers in Ethiopia. The lack of conceptual clarity related to self-management influenced the 

types of health care providers described when asked how they support self-management for 

people with CLBP. The findings also highlight the perceived competency gaps among the 

providers to facilitate self-management supports for people with CLBP. As a result, there is a 
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clear need to build capacity for self-management by supporting the development of self-

management related competencies amongst health care providers in Ethiopia.  

Chapter 4: Cross-cultural adaptation and validation of the Amharic version of Roland Morris 

Disability Questionnaire for individuals with low back pain in Ethiopia  

This study aimed to cross-culturally translate and adapt the Roland Morris Disability 

Questionnaire into Amharic in an Ethiopian context. The study also evaluated the psychometric 

properties of the Amharic version of the tool on Amharic-speaking people with low back pain in 

Ethiopia. The results supported the Amharic version of the Roland Morris Disability 

Questionnaire (RMDQ-Am) as a reliable and valid tool among people with low back pain in 

Ethiopia. The RMDQ-Am showed a significant moderate correlation with the Physical 

Functioning subscale of the Short Form Health Survey (SF-36) in both people with acute and 

CLBP.  

RMDQ is designed to capture the day-to-day impacts of low back pain on the physical 

functioning of people living with the condition (Burbridge, Randall, Abraham, & Bush, 2020). 

The lived experiences of people with CLBP in the interpretative phenomenological analysis 

(Chapter 2) show that CLBP has impacted several aspects of their physical functioning, 

including limitation in mobility and other activities of daily living that require physical 

performance. The items indicated in the RMDQ-Am reflect the themes that emerged from the 

lived experience of people with CLBP, indicating the importance of using the RMDQ-Am in 

assessing low back pain-related disability among people with the condition in Ethiopia.The 

availability of a psychometrically tested RMDQ-Am will provide clinicians and researchers with 

access to an assessment to measure CLBP-related disability to inform and evaluate CLBP-related 

self-management outcomes in Ethiopia. 
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Chapter 5: Cross-cultural translation, adaptation, and validation of the Amharic version Pain 

Self-Efficacy Questionnaire in people with low back pain in Ethiopia   

The purpose of this research was to translate and adapt the Pain Self-efficacy 

Questionnaire into Amharic and to evaluate its psychometric properties among Ethiopian people 

with low back pain. The results demonstrate that the Amharic version of the Pain Self-efficacy 

Questionnaire had excellent test-retest reliability and internal consistency. The translated and 

adapted tool also demonstrated a significant moderate correlation with the Bodily Pain subscale 

of the Short Form Health Survey (SF-36) in both people with acute and CLBP. Given the impact 

of pain on daily function, the confidence to manage the day-to-day impact of pain is an important 

self-management outcome for people living with CLBP. The availability of a psychometrically 

tested Pain Self-efficacy Questionnaire in Amharic will assist clinicians and researchers in 

evaluating pain-related self-efficacy among people with CLBP and target enhancing self-efficacy 

skills through self-management support.  

Overall findings 

Together, these four studies have established valuable foundations to address the 

overarching aim of building foundational knowledge and research for chronic low back pain self-

management in Ethiopia. Self-management is a theory-based behavioural intervention that has 

been found to result in better patient outcomes than a biomedical approach to care (Du et al., 

2017).  

Bandura’s social cognitive theory is an overarching theoretical framework that can 

integrate the findings of each study to inform future design, implementation, and evaluation of 

CLBP self-management supports in Ethiopia. Social cognitive theory has been widely used in 

planning behavior change and self-management supports (Richardson et al., 2014).  Social 
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cognitive theory describes reciprocal relationships between personal, behavioural, and 

environmental factors (Bandura, 2004), which can provide valuable considerations for designing 

and evaluating self-management supports for people with CLBP. The theory describes how 

personal, behavioural, and environmental factors can be facilitators or barriers to initiating and 

maintaining the self-management process among people with CLBP (Richardson et al. 2014; Sell 

et al. 2016). 

Study one sought to examine the lived experiences of people with CLBP and study two 

sought to examine healthcare providers’ understanding of self-management supports. Both 

studies offer insights to improve our understanding of the triadic relationships between the 

domains of social cognitive theory; personal, environmental, and behavioural factors, which may 

inform CLBP self-management support in the Ethiopian context. 

The interpretative phenomenological analysis study provided insights into participants 

beliefs, emotions, and cognitions related to the lived experiences of chronic low back pain. For 

instance, participant’s accounts show that people with CLBP held a dominant biomedical belief 

related to the causes of CLBP (e.g., damaged back), health-seeking behaviour (e.g., searching for 

the right doctor for a cure), and specific coping mechanisms (e.g., rest and refraining from 

engaging in any activities of daily living). These beliefs and behaviours may become barriers 

engage people with CLBP in their self-management process. 

 According to Bandura, environmental factors influence and determine patient’s 

behaviours to engage in certain activities (Bandura, 2004). Health care providers are part of the 

environment that can influence patient’s cognition and behaviours related to pain (Stenner et al., 

2015). The findings from study two show that a few providers suggested using a biomedical 

approach (e.g., prescription of pain killers and passive modalities including electrical 
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stimulations), which may influence patient’s self-management behaviours. The findings also 

indicated that the providers lacked conceptual clarity on self-management support for people 

with CLBP. The absence of conceptual clarity among the providers could influence their roles in 

facilitating self-management support for people with CLBP, which further influences patient’s 

ability to engage in their self-management process.  

In general, the findings from the two qualitative studies help in revealing potential 

personal, behavioural, and environmental factors that should be considered in the future design 

and implementation of CLBP self-management support in the Ethiopian context.   

The findings from the cross-cultural translation, adaptation, and validation of the RMDQ 

and PSEQ (studies 3& 4) play a significant role in supporting patient’s self-management process. 

These tools can be used to facilitate communication between people with CLBP and their 

providers, facilitating communication among healthcare providers, and monitoring patient's 

progress and changes as a result of the self-management support process.  

Self-efficacy, a central construct of the social cognitive theory, assumes that people with 

CLBP require a higher level of confidence to overcome barriers and engage in health-promoting 

behaviours (e.g., exercises) to self-manage (Ferrari et al., 2019; Keedy, Keffala, Altmaier, & 

Chen, 2014). Therefore, the availability of the Amharic version of PSEQ could help to evaluate 

whether the targeted self-management support has resulted in the desired self-management 

outcome (e.g., the efficacy to self-manage) among people with CLBP in Ethiopia. 

CLBP related disability is conceptualized as an interaction between an individual and the 

environment (Alhowimel et al., 2018; Fisker et al., 2018), which aligns with the environmental, 

personal, and behavoiural domains of the social cognitive theory. The availability of a validated 
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Amharic version of RMDQ could help clinicians and researchers to evaluate the magnitude of 

chronic low back pain-related disability in Ethiopia.  

Overall, the social cognitive theoretical framework has been used to understand the 

contextual factors (personal, environmental, and behavioural), which may inform the design, 

implementation, and evaluation of theory-driven self-management support for people with 

chronic low back pain in the Ethiopian context.  

Ethiopian health tier system  

Ethiopia structured its health service delivery into a three-tier system: primary, 

secondary, and tertiary (The Federal Democratic Republic of Ethiopia Ministry of Health, 2015). 

See figure 7 below for the tier system. The primary level of care consists of a primary hospital, 

health posts, and health centers. The primary hospital, which serves approximately 100,000 

population, operates as a referral for health centers. A secondary level of care serves as a referral 

for primary hospitals and provides acute care services. Lastly, tertiary and referral hospitals are 

staffed with interdisciplinary teams, including rehabilitation professionals (e.g., physiotherapists) 

and specialists (e.g., neurologists), and serve as referral centers for general hospitals.  

The lack of interdisciplinary teams in the primary and secondary tier system means that 

most people with chronic health conditions, including chronic low back pain, receive care at 

tertiary and referral hospitals (Footer et al., 2017; Mamo et al., 2019). This pragmatic challenge 

influenced the decision to conduct this thesis at the three tertiary level hospitals (Black lion, 

University of Gondar, and Bahirdar Felege Hiwot hospitals) instead of the secondary or primary 

care levels.  
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6.3. Thesis limitation and future research  

There are a few limitations to this thesis. First, the qualitative research in chapters 2 and 

3 aimed to explore the in-depth experience of people living with CLBP and the perceptions of 

healthcare providers on the provision of self-management supports. The decision to focus on 

qualitative methods that explore the experiences and perspectives of participants in-depth, rather 

than empirical methods that aim to identify generalizable results, may limit the transferability of 

the findings. As part of developing and evaluating self-management supports for widescale 

implementation, additional knowledge users (people with CLBP and HCPs) should be engaged 

to determine whether the experiences and perspectives identified in these studies are 

representative of these populations more broadly.  

Second, participants in this study were recruited from three specific sites in Ethiopia (i.e., 

Gondar, Bahirdar, and Addis Ababa). Ethiopia has ten regions and two city-states. Given 

cultural, linguistic, and other socio-economic differences between regions, the studies would be 

strengthened by including additional information from other regions in Ethiopia. Data from a 

population with diverse socio-economic and cultural backgrounds could help to design a tailored 

CLBP self-management in Ethiopia.  

The third limitation is related to the absence of a “gold standard” to conduct all types of 

validity (e.g., discriminant validity, concurrent validity, predictive validity) during the 

psychometric evaluations of both RMDQ-Am and PSEQ-Am. It would be ideal to test all aspects 

of PROMs validities using condition-specific measures (e.g., Brief Pain Inventory, Quebec Back 

Pain Disability Scale, Oswestry Disability Index). However, due to the lack of validated LBP-

specific outcome measures in Ethiopia, we used a Short Form Health Survey (SF-36), which is a 

generic tool to assess health-related quality of life of people with health conditions (Jordan, 
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Dunn, Lewis, & Croft, 2006). Future research could further evaluate additional criterion-related 

validity of these two tools among people with LBP in Ethiopia.  

6.4. Implications and future directions  

The findings from this dissertation have multiple practice, research, and policy 

implications related to the future development, implementation, and evaluation of CLBP self-

management in the Ethiopian context. I will discuss these implications and offer further 

recommendations needed to build context-specific CLBP self-management support in Ethiopia.  

Implication for clinical practice 

 

1. There is a need to conceptualize self-management and self-management support in the 

Ethiopian context.  

The findings from the interpretive descriptive study with the health care providers (chapter 

3) clearly show that the term self-management lacks both linguistic and conceptual clarity in 

Amharic. The lack of conceptual clarity of the term self-management in Amharic affects its 

usability in clinical settings to support people with CLBP (Chodosh et al., 2005; Kralik, Koch, 

Price, & Howard, 2004; Mcgowan, 2005; Stenner et al., 2015; Udlis, 2011). A clear and shared 

conceptualization of self-management in Amharic is fundamental to designing tailored self-

management supports and promoting shared decision making and collaboration between people 

with CLBP and their providers (Bodenheimer, Lorig, Holman, & Grumbach, 2002; 

Bodenheimer, MacGregor, Claire Sharifi, & Kate MacGregor, 2005; Huffman, 2005; Koch, 

Jenkin, & Kralik, 2004; Stenner et al., 2015; Udlis, 2011).  

As stated in the literature, “self-management is a socially constructed concept that varies 

according to perspective and contexts” (Udlis, 2011, p. p.137). There are several ways to build 



199 

 

conceptual clarity of self-management support for people with CLBP and their care providers in 

the local context. Conceptual mapping on self-management and self-management support with 

multiple stakeholders, such as people with CLBP, health care providers, and administrators, can 

be one strategy to conceptualize the concept in the Ethiopian context (Martin, Turner, Wallace, 

& Bradbury, 2013).  

Additionally, a combined practice and clinical implication to conceptualize self-management 

could be by using a modified Delphi method (Banerjee, Hendrick, Bhattacharjee, & Blake, 2018) 

and a critical review of relevant literature from settings similar to Ethiopia (e.g., socio-economic 

and cultural background) can also be conducted to increase conceptual clarity (Fisher et al., 

2005; Hughes, 2010). Conceptualizing self-management is crucial and will be fundamental in 

bringing in a strong self-management perspective in the Ethiopian context.  

2. Ethiopian health care providers require training to build capacity for providing self-

management support.   

The success of CLBP self-management in Ethiopia is contingent upon the health care 

providers’ competencies to facilitate self-management support. The general view expressed by 

health care providers in chapter 3 shows the lack of perceived competence to provide self-

management support for people with CLBP. The findings also show a notable gap in the self-

management strategies the providers used to facilitate self-management support, which lacks 

alignment with the existing self-management literature (Diener, 2021; Du et al., 2017). For 

example, none of the strategies identified as self-management support targeted enhancing self-

efficacy of people with CLBP to self-manage. These gaps are evident that Ethiopian health care 

providers lack training on self-management support, which can become obstacles to facilitate 

self-management of people with CLBP. Therefore, there is a critical need for self-management 
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support training for the providers on the concept to enhance their confidence to provide self-

management support for people with CLBP. The Lancet Low Back Pain working group, 2018, 

supports this recommendation and has suggested the need to equip health care providers with the 

competencies through targeted training to deliver evidence-based care for people with low back 

pain (Buchbinder et al., 2018). 

The literature identifies a range of specific competencies health care providers require to 

facilitate self-management for individuals with CLBP in a clinical setting. These include general 

skills to facilitate a person-centered approach (e.g., communication skills, collaborative care 

planning), specific skills required to elicit behavioural change (e.g., understanding of self-

efficacy, motivation, goal setting, stage of change), and health system organizational skills 

(working in a multidisciplinary team, use of the evidence-based practice, awareness of 

community resources) (Kennedy et al., 2010; Lawn et al., 2009; NHS Education for Scotland, 

2012). Ethiopian health care providers can be trained on these competencies to be able to 

facilitate self-management support for people with CLBP. Furthermore, the complexity of CLBP 

also requires the providers to possess specific skills to provide person-centered self-management 

support that is in alignment with the patient’s values (e.g., cultural and religious values) in the 

Ethiopian context.  

One strategy to build the capacity of the providers to facilitate self-management support is 

through continuing education. Continuous professional development is central to health care 

provider’s lifelong learning (Mlambo, Silén, & McGrath, 2021). It facilitates building up-to-date 

knowledge and skills outside formal classroom-based learning (Institute of Medicine (US) 

Committee on Planning a Continuing Health Professional Education, 2010). There is an 

opportunity to engage health care providers in continuous professional learning to enhance their 
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competence related to self-management support in Ethiopia. Chronic low back pain self-

management support-related modules can be prepared, accredited, and endorsed by the Ethiopian 

Food, Medicine, Health Care Administration and Control Authority (Federal Ministry of Health 

Ethiopia, 2018). Professional associations and government organizations, including the Ministry 

of Health, could provide funding support for developing and delivering continuous professional 

development related to self-management support training for health care providers. 

Include self-management contents in entry-level medical and interdisciplinary health 

curricula 

Ethiopia is making strides in health care workforce development to achieve universal access 

to primary health care (The Federal Democratic Republic of Ethiopia Ministry of Health, 2015).  

However, the medical and interdisciplinary health curricula lack focus on the management of 

chronic health conditions (Federal Democratic Republic of Ethiopia Ministry of Health, 2016; 

Shiferaw et al., 2018).  Management of chronic health conditions requires health care providers 

to have the competency to deliver evidence-based chronic care delivery such as self-management 

(Bogetz et al., 2015). Developing health care professionals who are able to successfully facilitate 

self-management supports provide an opportunity to improve care for people with chronic 

conditions. Including evidence-based self-management content in the entry-level health care 

professionals curricula is essential to equip health professional students with self-management 

support competencies before they embark on their professional journey (Lawn et al., 2009; Smith 

et al., 2013). Training and equipping health care trainees with self-management support 

competencies would support the government's strategic initiatives to produce competent health 

care providers to improve access to health services and health outcomes in Ethiopia (Alebachew 

& Waddington, 2015; The Federal Democratic Republic of Ethiopia Ministry of Health, 2015). 
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Integrating similar and consistent self-management content in curricula across disciplines would 

also provide an opportunity for interprofessional education and potentially result in enhanced 

interprofessional collaboration during the self-management support process.  

3. Design and implement patient-centered and culturally sensitive chronic low back pain 

self-management support in Ethiopia   

The findings from the lived experience of people with CLBP (chapter 2) and health care 

providers’ perspectives on self-management for people with CLBP (chapter 3) indicate several 

contextual factors that may influence the development of self-management supports for people 

with CLBP. The findings suggest that there are unique aspects of living with CLBP and 

providing and receiving self-management support in the Ethiopian context. These would present 

a challenge if one were to implement existing self-management supports in the Ethiopian 

context. One way to address this challenge is by designing tailored self-management supports for 

people living with the condition. Individually tailored self-management support that best meets 

the need of people with CLBP results in better adherence and outcome (Townley et al., 2010). 

This could be achieved through the active involvement and engagement of people with CLBP 

and their families in the co-design process of contextualized CLBP self-management in the 

Ethiopian context.  

a) Experiential co-design of CLBP self-management support: Experiential co-design is 

regarded as the best approach to designing a context-specific model of service delivery 

(Bate & Robert, 2006) and mirrors the philosophical underpinnings of self-management 

(i.e., empowerment) (Elbers et al., 2021). Specifically, a co-designed CLBP self-

management empowers people living with the condition; best meets their health care needs; 

results in better satisfaction; and adherence to self-management support (Townley et al., 
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2010). The findings from the lived experience of people with CLBP (chapter 2) and health 

care providers' experience of self-management support (chapter 3) provide a valuable basis 

for collaborative co-design of self-management between people with CLBP and their health 

care providers. In chapter 2, the beliefs and perceptions of people with CLBP regarding the 

experience of living with, managing, and coping with their pain provides valuable 

information for the inclusion of patient’s perspectives and experiences in the co-design of 

self-management support in the Ethiopian context. Likewise, the viewpoints raised by the 

providers on patient-centeredness of self-management support suggest the openness of the 

health care providers for the inclusion of perspectives of people with CLBP in the design 

and implementation of the self-management support process in Ethiopia.   

b) Family and community support: Self-management of CLBP does not happen in a vacuum. 

It occurs in a context in which the person lives. Successful self-management of one’s illness 

requires a supportive environment (Van De Velde et al., 2019). Family, friends, peers, and 

community support are valuable assets for successful self-management supports for people 

with a chronic health condition (Audulv, 2013; Franklin, Lewis, Willis, Bourke-Taylor, & 

Smith, 2018; Udlis, 2011; Van De Velde et al., 2019). The literature also shows that family 

and social support can enhance the psychological and social wellbeing of people with CLBP 

(Oraison & Kennedy, 2019). The finding in chapter 2 that people with CLBP perceive 

family and social support as an important part of their management and coping with CLBP, 

suggests there are already cultural beliefs and practices that may serve as important 

facilitators to implementation of self-management supports that involved social supports. In 

chapter 3, the providers have indicated the importance of family, peer, and social support in 

the process of self-management support for people with CLBP. These findings reinforce the 
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importance of considering family and social support systems during the design and 

implementation of self-management support for people with CLBP in Ethiopia. 

Additionally, consideration should be given to cultural and social factors that could 

negatively influence people with CLBP in their self-management process (e.g., 

misunderstanding, judgment, and stereotype against people with CLBP). 

c) Health literacy sensitive CLBP self-management support: In chapter 3, health care 

providers identified lower literacy levels as barriers to providing self-management support, 

mainly when providing self-management-related resources in print. Health literacy, defined 

as “the degree to which individuals have the capacity to obtain, process, and understand 

basic health information and services needed to make appropriate health decisions” (US 

Department of Health and Human Servises, 2000), is considered a vital antecedent and 

consequence of one’s self-management (Van De Velde et al., 2019). There is evidence of a 

correlation between health literacy and self-management skills (Ehde, Dillworth, & Turner, 

2014; MacKey, Doody, Werner, & Fullen, 2016). People with CLBP with a low health 

literacy level may find it challenging to apply the essential skills related to self-management 

(e.g., decision making, goal setting, and action planning, self-tailoring) (Kate R Lorig & 

Holman, 2003). Therefore, the design and implementation of self-management support for 

people with CLBP in Ethiopia must consider the health literacy level of people with the 

condition. There are several strategies to provide self-management support for people with 

CLBP with low literacy levels in Ethiopia.  

- Patient-centered communication: Conceptualizing self-management support and its 

process in a local context and communicating people with CLBP in simple plain 

language that matches their vocabulary is essential.  
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- Providing self-management resources using visual aids: Providing culturally-tailored 

self-management resources using visual aids (e.g., pictures and videos) can be beneficial 

to facilitate self-management support for people with CLBP with low literacy levels 

(Igwesi-Chidobe, Kitchen, Sorinola, & Godfrey, 2020).  

- Target enhancing problem-solving skills: Evidence shows that self-management support 

that focuses on patient’s problem-solving skills results in better outcomes among people 

with low health literacy levels (Schaffler et al., 2018).  

-  Using behavioural techniques:  Behavioural techniques such as cognitive-behavioural 

therapy and motivational interviewing have been used in the delivery of community-

based self-management support among people with CLBP in rural Nigeria (Igwesi-

Chidobe et al., 2020). In particular, motivational interviewing was used as a means to 

ensure patient's understanding of health information provided by the health care providers 

(Igwesi-Chidobe, Godfrey, Kitchen, Onwasigwe, & Sorinola, 2019; Igwesi-Chidobe et 

al., 2020). These techniques and approaches may be helpful to facilitate self-management 

support for adults with CLBP who have low literacy level in the Ethiopian context.  

d) Theory-driven CLBP self-management support:  The findings from the health care 

providers’ interviews highlight that the providers lack awareness of theories underlying self-

management. For example, none of the self-management support strategies suggested were 

theory-driven, targeting self-management behaviours. Conversely, most of the self-

management support strategies used were directed at managing pain using a biomedical 

framework (e.g., pain killers and modalities). The lack of theory-driven self-management 

support strategies may partly be explained by the newness of the concept of self-

management in the Ethiopian practice settings. The findings from the lived experience of 
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people with CLBP in chapter 2 also show the predominant biomedical beliefs related to 

CLBP, which promoted maladaptive pain behaviour (e.g., reliance on imaging, avoidance of 

activities, and rest as pain management strategies). These findings warrant the need to 

design theory-informed CLBP self-management in the Ethiopian context that target active 

engagement in self-management behaviours and enhancing self-efficacy to implement these 

active strategies.    

Evidence suggests that applying theory in the design of complex interventions results in 

behavioural change and adherence to the intervention, leading to improved health outcomes 

(Carnes et al., 2012; Davis, Campbell, Hildon, Hobbs, & Michie, 2015; Keogh, Tully, Matthews, 

& Hurley, 2015). While multiple behavioural change theories exist for health-related behavioural 

intervention (Davis et al., 2015), the social cognitive theory is the most frequently used 

behavioural change theory in the development of self-management behaviours (Du et al., 2017; 

Jang & Yoo, 2014; Newman, Steed, & Mulligan, 2008; Richardson et al., 2014; Tougas, Hayden, 

McGrath, Huguet, & Rozario, 2015). In particular, self-efficacy – a construct of social cognitive 

theory has been used in the self-management supports of people with CLBP (Du et al., 2017; 

Keogh et al., 2015). It is only through improved self-efficacy that patients achieve mastery of 

self-management skills (Kate R Lorig & Holman, 2003).  

Given the presence of various contextual factors that can influence pain beliefs and 

behaviours in Ethiopia, it is important to design a contextualized and theory-driven CLBP self-

management supports in the Ethiopian context. The findings from the lived experiences of 

people with CLBP show several contextual factors which may influence one’s ability to self-

manage. These include a) personal and socio-cultural influence of the lived experience of pain, 
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b) environmental factors including resources (e.g., health care providers and social support), c) 

psychological impacts of pain, which may influence one’s ability to self-manage.  

Implication for research 

 

1. Feasibility studies on specific chronic low back pain self-management models in 

Ethiopia 

There are several CLBP self-management models that have been proven effective in other 

cultures and settings (Du et al., 2017; Mann, LeFort, & VanDenKerkhof, 2013). However, it is 

unknown which model of CLBP self-management support is effective in improving the health 

outcomes of people with CLBP in Ethiopia. Several lessons were learned from interviews with 

people with CLBP (chapter 2) and the health care providers (chapter 3) that necessitate research 

on a specific self-management model in the Ethiopian context.  

In chapter 2 of this study, participants’ accounts show that people with CLBP need their 

health concerns addressed beyond symptom management. Participants identified current 

strategies, such as spiritual and cultural traditions, to cope with pain that provide opportunities to 

support people in ways extending beyond medications and imaging. In chapter 3, the providers 

also discussed the importance of respecting patient’s religious and cultural values in the self-

management process. Given the importance of cultural, religious, and spiritual beliefs in shaping 

people’s pain experience (Rodrigues-De-Souza et al., 2016), it can be beneficial to support the 

inclusion of cultural and spiritual dimensions as components of self-management support. The 

providers in this study also identified low literacy levels and settings (being from the rural area) 

as potential barriers to facilitating self-management support in the Ethiopian context. These 

findings provide a rationale for the design and feasibility testing of specific CLBP self-
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management support that takes the socio-demographic variables of people with CLBP such as 

educational status, residence, income, culture, and religious affiliations into consideration.  

Evaluation of specific CLBP self-management model through systematic and rigorous 

research is needed to contribute to the Ethiopian national health system, including designs such 

as pragmatic multi-center randomized clinical trials. Pragmatic randomized control trials are 

particularly valuable as they have applicability in real-world settings and can be used to inform 

health policy and decision-making (Chalkidou, Tunis, Whicher, Fowler, & Zwarenstein, 2012; 

Schwartz & Lellouch, 1967). Results from pragmatic randomized control trials  “mirrors the real 

world and provide a better sense of what is actually happening, what is feasible, and whether an 

intervention will be useful and successful in other practice settings ” (Agency for Healthcare 

Research, 2013).  

2. Research on the implementation and evaluation of chronic low back pain self-

management support in Ethiopia 

The design and implementation of CLBP self-management support in Ethiopia require the 

understanding of factors that can be barriers or facilitators to the process. The findings from 

chapter 3 show several providers’ and health system-level barriers to facilitating self-

management support for people with CLBP in Ethiopian clinical settings. Notably, the providers 

discussed the absence of a culture of self-management support (e.g., attitudinal barriers by the 

providers) and lack of care coordination, including patient referrals between care providers. The 

complexity of CLBP and the interdisciplinary nature of self-management means substantial 

organizational and behavioural changes would require to carry out CLBP and self-management 

research in Ethiopia (Meng, Peters, & Faller, 2017). Therefore, research is needed to generate 
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locally relevant data to inform the design, implementation, and evaluation of self-management 

support in routine care of people with CLBP in Ethiopia.  

Emerging evidence shows that embedding research into clinical practice is challenging 

without an overall change in the organizational culture (Durlak & DuPre, 2008; Kennedy et al., 

2014). As Kennedy et al. 2014 suggested, “Practices become routinely embedded – or 

normalized as the result of people working individually or collectively, to enact them” (p.4) 

(Kennedy et al., 2014). A systematic approach is needed to change the usual practice behaviour 

and successfully implement complex models of care such as self-management in a practice 

setting (Craig et al., 2008; Hurley et al., 2016). Further research is needed to explore and address 

barriers and facilitators related to patients, health care providers, and health care organizations to 

successfully implement self-management in the Ethiopian context (French et al., 2012; Hurley et 

al., 2016). Hurley et al. (2016) used a six-step intervention mapping process to develop a theory-

based self-management support for people with low back pain (Hurley et al., 2016). This 

includes needs assessment; identification of outcomes, performance objectives and change 

objectives; selecting methods and practical applications; creating an organized program plan; 

adoption and implementation plan; creating an evaluation plan (Hurley et al., 2016). A similar 

research approach can be used to develop, implement, and evaluate context specific CLBP self-

management in Ethiopia.  

It is also critical to conduct an economic analysis to understand the cost-benefit of 

adopting self-management for people with CLBP in Ethiopia. One notable finding from the 

health care providers’ interviews was their perceptions regarding the financial aspect of self-

management supports. The providers discussed in great length about the potential of self-

management reducing the burden on the health system by reducing patients’ visits to the 
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hospitals and overall dependence on the health system. This view is pertinent to countries such as 

Ethiopia, which has fewer resources to support its health system. Evidence indicate that self-

management support can improve patient’s health status and reduces rate of hospital visits, 

which has direct implication on the health system (Grady et al., 2018). 

Ethiopia's health system is overstretched due to the double burden of communicable and non-

communicable diseases (Mamo et al., 2019; Misganaw, Mariam, Ali, & Araya, 2014). Most 

Ethiopian health system spending (about 73%) comes from external funders and donors 

(Berman, Mann, & Ricculli, 2018). However, the country is experiencing a decline in external 

support for its health system (Berman et al., 2018). This decrease will make it difficult to achieve 

its health goals, especially with an increasing burden of chronic non-communicable diseases, 

including CLBP, on the health system. It is unlikely that the country can address the health care 

needs of people with CLBP through “business as usual.”  Evidence shows that self-management 

support for people with chronic health conditions has proven effective in reducing costs of care 

(Kennedy et al., 2014; Nøst, Steinsbekk, Bratås, & Grønning, 2018). Research on 

implementation and evaluation of self-management support for people with CLBP on the whole 

health care system has profound importance in Ethiopia. In particular, empirical research is 

needed to investigate if providing self-management support for people with CLBP has economic 

benefits for the health care system in the country.  

3. Research on development, cross-cultural translation, adaptation, and validation of 

additional outcome measures to support self-management of people with chronic low 

back pain.  

Psychometrically tested outcome measures serve multiple purposes. More specifically, 

patient-reported outcome measures (PROMs) are unique outcome measures that are considered 
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essential communication tools between patients and their health care providers (Boyce & 

Browne, 2013). PROMs also serve to guide the delivery of evidence-based care and evaluate the 

effectiveness of CLBP management (Stamm et al., 2019). Documentation of the self-

management support using reliable and valid PROMs can also help generate empirical evidence 

to assist policymakers and implementers.  

In this study, we have cross-culturally translated, adapted, and validated two of the widely 

used PROMs in the self-management support process of people with CLBP: the Roland Morris 

Disability Questionnaire (chapter 4) and the Pain Self-efficacy Questionnaire (chapter 5). 

However, self-management supports are complex interventions covering multiple constructs 

(Banerjee et al., 2018; Kate R Lorig & Holman, 2003), which requires the use of several other 

psychometrically tested PROMs. The findings from the lived experience of people with CLBP in 

this study also indicated multitudinous impact of pain on their lives. All these together warrant 

the need for more psychometrically tested outcome measures to guide the self-management 

supports of people with CLBP in the Ethiopian context.  

Multidimensional tools such as Brief Pain Inventory (BPI) (Song et al., 2016) and Pain 

Disability Index (PDI) (Du et al., 2017; McKillop, Carroll, Dick, & Battié, 2018) can be cross-

culturally translated, adapted, and validated to measure pain intensity and interference are among 

people with CLBP in Ethiopia. A noteworthy finding from the lived experience of people with 

CLBP in this study was also the psychological (e.g., loss of valued sense of self) and social (e.g., 

loss of maintaining social roles) impacts of pain in their lives. Hence, it is important to cross-

culturally translate, adapt and validate outcome measures that address the psychosocial 

dimensions of CLBP during the self-management process. Some of the commonly used 

psychosocial PROMs in people with CLBP include Tampa Scale of Kinesiophobia (TSK) 
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(Chapman et al., 2011; George & Beneciuk, 2015), Fear Avoidance Beliefs Questionnaire 

(FABQ) (Fujii et al., 2019; Wertli, Rasmussen-Barr, Weiser, Bachmann, & Brunner, 2014), Beck 

Depression Inventory (BDI) (Chapman et al., 2011), and Pain Catastrophizing Scale (PCS) 

(Ibrahim, Akindele, Kaka, & Mukhtar, 2021; Lavudiya, Bansal, Ghai, & Gudala, 2015).  

Self-management is about patient engagement in their care process. It may also be necessary 

to cross-culturally adapt and validate Patient Assessment of Chronic Illness Care to measure the 

patient's perspective on self-management support received from their providers (e.g., goal 

setting, problem-solving) (Glasgow et al., 2005; Kawi, 2014). Finally, it is also necessary to 

develop and validate measures that can be used in the broader economic evaluation of self-

management supports for people with CLBP, such as return to work, cost of care, and rate of 

hospital visits, and service utilization (K R Lorig, Sobel, Ritter, Laurent, & Hobbs, 2001). 

4. Research on perception and experience of self-management among people with CLBP is 

needed in Ethiopia.  

Even though we have an understanding of how health care providers support people with 

CLBP to self-manage (chapter 3), we did not explore the perception and experience of self-

management support from the perspective of people with the condition. The interpretative 

phenomenological study (chapter 2) provided some insight into how people with CLBP manage 

and cope with their pain in Ethiopia. However, it is essential to explore the perception, 

understanding, and self-management needs of people with CLBP. Research is also needed to 

study how people with CLBP view their roles and responsibilities during the self-management 

process and their attitude towards this approach to care. Attention should also be given to 

ascertaining patient's related barriers (e.g., unhelpful biomedical beliefs related to the cause and 
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management of CLBP) and facilitators to implement CLBP self-management support in Ethiopia 

(e.g., perceptions of social supports as valuable self-management supports).   

Policy implication 

 

Ethiopia needs national policies and strategies to prepare its health system to prevent and 

manage CLBP. Based on the findings from this thesis, I propose two policy recommendations 

below, which are fundamental to the design and implementation of self-management supports to 

address the health care needs of people with CLBP.   

Policies and strategies on human resource development: The development and 

implementation of CLBP self-management cannot happen without the availability of highly 

trained and skilled health care professionals who can deliver it. Ethiopia requires national 

policies and strategies to equip health care professionals with the necessary competency to 

manage people with CLBP. Policies and legislations influence human resource development 

(e.g., the number and qualifications of health care providers' training). In Ethiopia,  a large 

portion of health policy, including health care workforce training, is geared towards addressing 

public health challenges related to infectious diseases (Shiferaw et al., 2018). As suggested in the 

literature, health care providers trained in a paradigm designed to manage acute illness often lack 

formal training on skills to manage chronic health conditions using a biopsychosocial approach, 

including self-management (Hibbard, Collins, Mahoney, & Baker, 2010; Lawn et al., 2009; 

System, Adams, Greiner, & Corrigan, 2004).  

The findings from the lived experiences of people with CLBP (chapter 2) and health care 

providers’ understanding of self-management support (chapter 3) in this study highlighted the 

presence of dominant biomedical beliefs related to CLBP, showing gaps between practice and 
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evidence in the management of CLBP. For instance, the interviews with people with CLBP show 

that patients continue to live with the impact of the pain (physical, social, and psychological) 

despite the management they received at health care institutions. There is a tendency to continue 

to search for a cure, even when a cure is not possible at the chronic stage. A recent population-

based study in South-West Shewa zone, Oromia Regional State in Ethiopia, has also shown 

evidence of overutilization of biomedical care such as injection, surgery, bed-rest as the first line 

of management for people with low back pain (Beyera et al., 2020). These gaps between 

evidence and practice in managing low back pain in Ethiopia are mainly related to the lack of 

health care professionals training in a biopsychosocial model of care. The biomedical beliefs 

related to LBP have promoted low-value care (Buchbinder et al. 2018, 2020), which needs to be 

avoided in Ethiopia. Therefore, Ethiopia needs policies and strategies to prepare its health care 

providers to deliver guideline-concordant biopsychosocial care for people with CLBP.  

Furthermore, as stated in chapter 3 of this thesis, only medical doctors and 

physiotherapists were included in the study as they are the primary care providers for people 

with CLBP in tertiary care settings in Ethiopia. However, interprofessional health care providers, 

including nurses, occupational therapists, psychologists, social workers, can play significant 

roles in providing self-management support for people with chronic health conditions (Bhattarai, 

Newton-John, & Phillips, 2020; Kawi, 2014). Nurses and interprofessional health care providers 

in Ethiopia can be trained to provide self-management support for people with CLBP in 

Ethiopia. Enhancing the capacity of interprofessional health care providers to provide self-

management support could promote an interdisciplinary team approach to facilitating self-

management support for people with CLBP in Ethiopia. This approach empowers the individual 

to manage their own care and enhances the capacity of health care providers to support a greater 
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number of Ethiopians. With targeted training and capacity building, interprofessional health care 

providers can deliver evidence-based care, including self-management supports for people with 

CLBP (Buchbinder et al., 2018; Christe, Darlow, & Pichonnaz, 2021; Traeger, Buchbinder, 

Elshaug, Croft, & Maher, 2019).  

Preparing health system to meet the needs of people with CLBP: Chronic low back pain 

is a growing health problem in Ethiopia. However, the health system is not designed to meet the 

health needs of people living with the condition (Beyera et al., 2020). The country also lacks 

policies and strategies to prevent and manage the condition (Federal Democratic Republic of 

Ethiopia Ministry of Health, 2010). This research identified several practice-related gaps that 

require policy attention.  

First, the interviews with the health care providers revealed several barriers to provide self-

management support for people with CLBP. These include lack of self-management support 

culture, disorganization of care, patient overload, and lack of proper referral system between 

providers. These barriers could become impediments to providing optimal care to meet the health 

needs of people with CLBP. This indicates the need for the health system organization to support 

the delivery of evidence-based care to meet the needs of people with CLBP. Without policy 

support, very little progress would be made to design and integrate CLBP self-management 

supports in routine clinical care in Ethiopia. The literature also shows that implementing 

evidence-based care, including self-management supports, requires health system changes 

(Traeger et al., 2019). 

Second, a common phenomenon to both people with CLBP and the health care providers 

in this study was the widespread belief in the biomedical model of CLBP. As the findings 

indicate, there are practices of providing and receiving low-value and wasteful pain management 
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strategies such as the use of imaging, reliance on medications, use of back supports, and rest and 

avoidance of activities. Such evidence to practice gap was also documented in a population-

based survey of 1812 people living with LBP, where the majority of respondents (77.2%) 

reported receiving an injection for their back pain (Beyera et al., 2020). These gaps show the 

urgent need to adopt policies and strategies to avoid the use of harmful and unhelpful pain 

management strategies and promote the use of biopsychosocial approaches to CLBP 

management in Ethiopian clinical settings. The literature identified the use of harmful and 

wasteful practices to manage low back pain among priority global challenges (Buchbinder et al., 

2018). 

Third, in this study, the health care providers (chapter 3) discussed the challenges of 

meeting the needs of people with CLBP living in rural settings. As explained by the providers, 

people with CLBP from rural settings often have financial challenges to access care in cities or 

adhere to the care plans (e.g., follow-up), mainly due to financial limitations to pay for 

transportation and hotel stays in cities where the hospitals are located. This indicates an 

important gap in delivering equitable and accessible care to address the health needs of people 

with CLBP in Ethiopia. Similar to what is described in the literature (Traeger et al., 2019), most 

multidisciplinary care for people with CLBP in Ethiopia is offered in hospitals located in cities. 

It is impossible for Ethiopia to address the health needs of people with CLBP living in rural 

settings without putting a new system and strategies in place. I argue that with a policy in place 

including human resource development (e.g., enhancing health care providers competencies to 

deliver evidence-based care) and considerable funding, the country can build on existing 

infrastructure to address the health needs of people with CLBP living in rural settings.  
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Ethiopia is making a considerable investment to expand its primary care unit and 

achieved most of its millennium development goals by expanding primary care services 

(Alebachew & Waddington, 2015). Adoption and integration of self-management supports at the 

primary care level provide an opportunity to serve a great majority of the population closer to 

their home. Furthermore, it eases the pressure of the secondary and tertiary referral hospitals 

from patient overload. Future studies could assess the state of CLBP self-management at the 

primary and secondary tier levels.  Research is also needed to understand the perspectives of 

people with CLBP who experience barriers to accessing tertiary care hospitals. Together, 

interprofessional care providers’ perspectives and people with CLBP who experience receiving 

care at the primary and secondary tier level may provide the richest information for informing 

the development of self-management supports that could be offered in the community closer to 

their home. 

 

Figure 7: Ethiopian Health Tier System 
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6.5. Methodological reflection and lessons learned  

Finally, it is essential to look back and reflect on the lessons learned while working on this 

thesis. In this last section, I will share three lessons that I have learned from this project that may 

have importance for graduate students/ researchers who conduct their research in developing 

countries.   

Real-world practice problems requiring pragmatic solutions: This research project was 

designed based on the practical gaps I witnessed in the Ethiopian health care system. My clinical 

experiences helped me identify the unmet health care needs of people with CLPB, including the 

lack of access to evidence-based care in Ethiopia. The heavy reliance on the biomedical 

approach to care also shaped healthcare providers' attitudes and beliefs related to CLBP 

management in Ethiopia. These observations ultimately led to the design of this research project, 

where I chose to employ a multiple-methods approach with a pragmatic worldview. Building 

foundational knowledge that can have a tangible impact on the health care system requires a 

researcher to choose methodologies suitable to address the research question as well as providing 

results that can influence practice. A pragmatic approach allowed me to recognize the unique 

socio-cultural and political values in which the study was conducted. In this sense, approaching 

this thesis using a pragmatist worldview helped me carefully define a research question grounded 

in the Ethiopian clinical context, collect and analyze the necessary data, and generate 

foundational knowledge for CLBP self-management support in Ethiopia.  

Cross-language qualitative research is insightful but methodologically challenging:  

Interpretation of meaning is central to qualitative research, and meaning can be lost during 

translation from source to other languages. As discussed in both qualitative studies (chapter 2 & 

3), data analysis was conducted in Amharic. This helped me and my fellow research colleague to 
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stay close to the language of the interview and retain participants’ experiences and meanings. 

However, as most of my supervisory committee did not speak Amharic, we needed to translate 

the codes and participants' quotes into English to further analyze and refine the themes. 

Translating metaphors and narratives from Amharic to English was particularly challenging 

because language carries social and cultural connotations. It is possible that some meanings may 

be lost in the process. To overcome this challenge, double coding a portion of the transcripts and 

debriefing with a colleague who could also speak Amharic was done. In addition, peer debriefing 

and a series of meetings with the whole research team during the coding process were conducted 

in English. Doing so was an ‘analysis in itself,’ which enhanced rigor in the analytic process. 

The steps and strategies to maintain rigor were discussed in both qualitative studies. Further 

research is needed to develop the best methods to avoid meaning loss while conducting cross-

language qualitative research that involves researchers from diverse language and cultural 

backgrounds. Presentation of study findings, including manuscript preparation and publication in 

the source language, may also be beneficial. 

Rethinking written informed consent in Ethiopia: Obtaining informed consent is crucial 

and routine in research involving human participants. In this thesis project, I obtained written 

informed consent from every participant in the interpretative phenomenological analysis 

(chapter 2). However, a few participants did not have reading literacy and required that I read 

the information and consent form to the participants before asking them to sign on the forms. In 

the effort to ensure clarity and comprehension of the research process, I asked the participants to 

restate in their own words what they understood from the information and consent process. 

However, I also recognize this may not be the optimal way of obtaining informed consent from 

the less literate participants. Evidence shows that it is challenging to transfer generic 
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international ethical standards into developing countries (Abay, Addissie, Davey, Farsides, & 

Addissie, 2016; Koita et al., 2010; Krogstad et al., 2010). As described by Krogstad et al., 

“…informed consent transaction rests on culturally determined factors such as the autonomy of 

the individual, written documents that require signatures, and experience with Western medicine 

and legal disclaimers to limit liability—none of which are broadly acceptable in developing 

countries” (Krogstad et al., 2010, p. p.743). Previous studies in Ethiopia also showed that 

participants were hesitant to sign on a consent form because signing on a document is often 

associated with legal accountability, such as signing away rights (Abay et al., 2016; Tekola et al., 

2009). Obtaining genuine consent from participants must go beyond providing a letter of 

information and asking them to sign a consent form. For example, researchers have previously 

used Rapid Ethical Assessment as an alternative to written consent during the research process 

(Abay et al., 2016; Tekola et al., 2009). Further research is needed to find the most practical 

ways to obtain legitimate consent from a community with diverse cultural background and with 

low literacy level.    

6.6. Conclusion  

Designing and implementing context-specific self-management support for people with 

CLBP requires foundational knowledge and the tools to evaluate the self-management support. 

The results from this thesis provide the groundwork for CLBP self-management practice and 

research in Ethiopia.  

The lived experience of people with CLBP shows the day-to-day challenges of living 

with pain. The findings also show that there are dominant biomedical beliefs related to CLBP, 

which influenced their decisions for care. It is also important to note that each person with CLBP 

had unique ways to manage and cope with pain using several methods, including turning into 
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spiritual or cultural traditions. These findings offer insight into what factors to consider during 

the design of a tailored self-management support for people with the condition.  

The findings from health care providers’ understanding of self-management and self-

management support indicated perceived competency gaps of the providers to support people 

with CLBP to self-manage, suggesting the need for health care providers training on the concept. 

The HCPs also highlighted several other barriers and facilitators that could be used to inform 

future self-management supports for people with CLBP in Ethiopia.  

Finally, this research cross-culturally translated and adapted and tested the psychometric 

properties of the Roland Morris Disability Questionnaire and Pain Self-efficacy Questionnaire in 

Amharic. The availability of these tools will help to evaluate the self-management support needs 

and outcomes in people with CLBP in Ethiopia. These foundations will support future research 

to develop and evaluate context-specific chronic low back pain self-management in Ethiopia.  
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APPENDIX A: Queen’s University Ethical clearance letter   

 

QUEEN'S UNIVERSITY HEALTH SCIENCES & AFFILIATED TEACHING 

HOSPITALS RESEARCH ETHICS BOARD (HSREB) 

 

 

HSREB Initial Ethics Clearance 

January 25, 2019 

Mr. Mulugeta Chala 

Department of Physical Medicine & Rehabilitation 

Queen's University 

TRAQ #: 6025614 

Department Code: RMED-079-19 

Study Title: "Building foundations for research on self-management for chronic 

low back pain in Ethiopia" Review Type: Delegated 

Date Ethics Clearance 

Issued: January 25, 2019 

Ethics Clearance Expiry 

Date: January 25, 2020 

 

Dear Mr. Chala: 

 

The Queen's University Health Sciences & Affiliated Teaching Hospitals Research Ethics 

Board (HSREB) has reviewed the application and granted ethics clearance for the documents 

listed below. Ethics clearance is granted until the expiration date noted above. 

 

- Main Proposal (Version 2) v.2019JAN25 

- Letter of Information/Consent Forms (Version 2) v.2019JAN25 

- Interview guides for study 1 and 2 v.2018DEC21 

- Participants demographic information v.2018DEC21 
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- Contact information and recruitment procedure for study 1 v.2018DEC21 

- Questionnaire for study 3 v.2018DEC21 

- Permission and recruitment letters v.2018DEC21 

 

Documents Acknowledged: 

 

 

- CORE training certificate M. Chala v.2017SEP22 

- Confidentiality agreement for data transcription v.2018DEC21 

 

Amendments: No deviation from, or changes to the protocol should be initiated without 

prior written clearance or an appropriate amendment from the HSREB, except when 

necessary to eliminate immediate hazard(s) to study participants or when the change(s) 

involves only administrative or logistical aspects of the trial. 

 

Renewals: Prior to the expiration of your ethics clearance you will be reminded to 

submit your renewal report through TRAQ. Any lapses in ethical clearance will be 

documented on the renewal form. 

 

Completion/Termination: The HSREB must be notified of the completion or termination 

of this study through the completion of a renewal report in TRAQ. 

 

Reporting of Serious Adverse Events: Any unexpected serious adverse events occurring 

locally must be reported within 2 working days or earlier if required by the study sponsor. 

All other serious adverse events must be reported within 15 days after becoming aware of the 

information. 

 

Reporting of Complaints: Any complaints made by participants or persons acting on behalf of 

participants must be reported to the Research Ethics Board within 7 days of becoming aware of 

the complaint.  

 

Note: All documents supplied to participants must have the contact information for the 

Research Ethics Board. 

 

Investigators please note that if your trial is registered by the sponsor, you must take 

responsibility to ensure that the registration information is accurate and complete. 

Yours sincerely, 

Albert F. Clark, PhD 

Chair, Queen's University Health Sciences and Affiliated Teaching Hospitals Ethics Board 
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The HSREB operates in compliance with, and is constituted in accordance with, he 

requirements of the Tri-Council Policy Statement: Ethical Conduct for Research Involving 

Humans (TCPS 2); the international Conference on Harmonisation Good Clinical Practice 

Consolidated Guideline (ICH GCP); Part C, Division 5 of the Food and Drug Regulations; 

Part 4 of the Natural Health Product Regulations; Part 3 of the Medical Devices Regulations, 

and the provisions of the Ontario Personal Health Information Protection Act (PHIPA 2004) 

and its applicable regulations. The HSREB is qualified through the CTO REB Qualification 

Program and is registered with the U.S. Department of Health and Human Services (DHHS) 

Office for Human Research Protection (OHRP). Federalwide Assurance Number: FWA#: 

00004184, IRB#: 00001173 
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APPENDIX B: University of Gondar ethical clearance letter & permission 

letter to recruit participants at University of Gondar hospital for study 

I,II & III 
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APPENDIX C: Permission letter to recruit participants for study II & III: 

Felege Hiwot Hospital 
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APPENDIX D: Permission letter to recruit participants for study II & III: 

Black Lion Hospital  
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APPENDIX E:  Combined letter of information and consent form study I 

(English version) 

 

Study Title:  What is the lived experience of adults with chronic low back pain in Ethiopia? 

Name of the Researcher: Mulugeta Chala, School of Rehabilitation Therapy, Queen’s University  

Name of Supervisor: Dr. Jordan Miller & Dr. Catherine Donnelly, School of Rehabilitation 

Therapy, Queen’s University  

I am asking low back pain patients who are receiving their treatment at the University of Gondar 

hospital, Ethiopia, to take part in research to explore their experience of living with the pain. If 

you agree to take part in this study, you will be asked to complete a questionnaire containing your 

demographics and information related to your back pain. The questionnaire will take 

approximately 10 minutes to complete. You can skip answering any question if you wish not to 

answer. In addition, I will use your medical chart to extract some information on your low back 

pain such as a diagnosis made by your physician, current managements and its outcomes.   

There is no obligation for you to participate in this study and your participation is entirely 

voluntary. You can withdraw or stop from participating in the study at any time, and there is no 

penalty for doing so. Regardless of your participation in this study, you will continue to receive 

care you have been receiving or about to receive for your low back pain at the hospital 

Following the completion of the questionnaire, you will engage in a 1-on-1 interview with the 

researcher to discuss on your experience of living with low back pain. The interview may last up 

to 90 minutes, and the whole process will be audio-recorded. However, if the interview reaches 90 

minutes and you would like to share more on your experience, you are allowed to continue. The 

interview time, date and place will be scheduled based on your and the researcher's convenience. 
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The interview can take place in one of the offices at the department of physiotherapy in University 

of Gondar hospital or at your home depending on your preference.    

There are no known risks for taking part in this study. However, if you experience emotional and 

psychological disturbance as a result of sharing your story during the interview, the researcher will 

connect you with a social worker or a psychologist who is working in the hospital you are recruited 

from. You will not receive any gift (such as money) as a result of participating in this study. 

However, you may benefit from talking about your pain experience in a safe environment and with 

a person who will listen to you non-judgmentally.  

Your information will be kept securely and safely. Your confidentiality will be protected, and none 

of your identifiers will be published. When necessary, your name will be replaced with numbers 

and will be stored separately and securely from your other information. Audio-recording, 

transcripts, and information sheet containing your identifiers will be stored separately and securely 

to protect your privacy.  Also, only the researcher and the supervisors will have access to your 

data.  

I hope to publish the findings of this study in academic journals and present them at conferences 

as soon as we analyze the data. However, I will never include any of your personal identifiers or 

names at any time during the presentations.  

If you have any ethics concerns, please contact Queen’s University Health Sciences Affiliated 

Teaching Hospitals Research Ethics Board (HRSB) director Dr. Andrew Winterborn at 

andrew.winterborn@queensu.ca or call at +16135333047 or the Ethical Review Committee of 

School of Medicine, University of Gondar at +251-913192955 or email Nigussie Yigzaw at 

neglideta@yahoo.com.  

If you have any questions about the research, please contact me at +251913365882, or email me 

at 17mbc@queensu.ca 

Thank you for considering to participate in this study. By choosing to proceed with the study 

procedure, you are consenting to be a participant in this study.  If you choose to participate in the 

study, please sign below.  

mailto:andrew.winterborn@queensu.ca
mailto:neglideta@yahoo.com
mailto:17mbc@queensu.ca
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This Letter of Information provides you with the details to help you make an informed choice.  All 

your questions should be answered to your satisfaction before you decide whether or not to 

participate in this research study. 

Keep one copy of the Letter of Information for your records and return one copy to the researcher, 

Mulugeta Chala.  

By signing below, I am verifying that: I have read the Letter of Information and all of my questions 

have been answered.  

Name of Participant: ___________________________________ 

Signature: ____________________________________________ 

Date: ________________________________________________ 

 

APPENDIX F:  Combined letter of information and consent form for study I 

(Amharic version) 

 

የምርመሩ ማብራሪያና የፈቃደኝነት መጠየቂያ ቅጽ 

የምርምሩ ርዕስ፡- ከቆየ የጀርባ ህመም ጋር የመኖር ልምድዎ ምን ይመስላል? 

ዋና ተመራማሪ፡- አቶ ሙሉጌታ ባይሳ በኩዊንስ ዩኒቨርሲቲ የሪሀብሊቴሽን ሳይንስ የ3ኛ ዲግሪ ተማሪ  

ስ.ቁ 0991743021.  

የምርምሩ አማካሪዎች፡- ዶ/ር ጆርዳን ሚለር፣ ዶ/ር ካትሪን ዶንሌይ፣ ዶ/ር ሰተራህ ገሃሪ እና ዶ/ር የማታው ወንዴ:: 
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በዚህ ጥናት ተሳታፊ እንዲሆኑ በአክብሮት ተጋብዘዋል፡፡ እባክዎ የሚከተሉትን መረጃዎች ጊዜ ሰጥተው ያንብቡት 

በዚህ ጥናት ምርምር ከመሳተፍዎ በፊት ጥናቱ ለምንና እንዴት እንደሚካሄድ መረዳት አስፈላጊ ነው፡፡ በዚህ ጥናት 

አለመሳተፍም ሆነ በፈለጉት ሰዓት ማቋረጥ ይችላሉ፡፡ ግልፅ ያልሆነ መረጃ ወይም ጥያቄ ካልዎት በማንኛውም ጊዜ መጠየቅ 

ይችላሉ፡፡  

የጥናቱ ዓላማ፡- የዚህ ጥናት ዋና አላማ በጎንደር ዩኒቨርሲቲ ሪፈራል ሆስፒታል ውስጥ ህክምናቸው የሚከታተሉ የቆየ የጀርባ 

ህመም ያለባቸውን ህመምተኞች ስለ ጀርባ ህመማቸውና ከህመማቸው ጋር ተያያዥነት ያላቸው የሕይወት ልምዳቸውን 

መጠየቅና ማወቅ እፈልጋለሁ፡፡ ከጀርባ ህመም ጋር የሚኖርትን ሰዎች የሕይወት ልምዳቸውን ማወቅ ወደ ፊት በኢትዮጵያ 

ውስጥ የጤና ሙያተኞች ለጀርባ ህመምተኞች ህክምና ወይም የጤና አገልግሎት ሲሰጡ ትኩረታቸውን ምን ላይ ማተኮር 

እንዳለባቸው የሚያመላክት ይሆናል፡፡  

የጥናቱ ሂደት፡- በመጀመሪያ ስለጥናቱ ዝርዝር ሁኔታ በጥናቱ ቡድን አባል (አባላት) ሙሉ ገለፃ ይደረግለታል፡፡ በጥናቱ ውስጥ 

ለመሳተፍ ፈቃደኝነትዎ ይጠየቃሉ፡፡ ፍቃደኛ ከሆኑ በስምምነት ቅጽ ላይ እንዲፈርሙ ይጠየቃሉ፡፡ ቀጥሎም ስለ ሕዝባዊና 

ማህበራዊ ጥያቄዎች ይጠየቃሉ፡፡ ይህም ለአስር ደቂቃ ያልበለጠ ጊዜ ይሆናል፡፡ ለጥያቄዎቹ የሚሰጡትን መልስ በተዘጋጀ 

መጠየቅ ላይ ይሞላል፡፡ እንዲሁም ከጀርባ ህመምዎ ጋር ተያዥነት ያላቸውን መረጃዎች ከቻርቶ በዋና ተመራማሪ ይወሰዳሉ 

መረጃዎቹም የሚከተሉት ይሆናሉ፡፡ ከህመምዎ ጋር የቆዩት ጊዜ በሀኪምዎ የተሰጠ የህመምዎ ምንነት ለህመምዎ የተሰጠወት 

ህክምና፣ ከዚህ እና ከዚህ በፊት የተሰጠዎት ህክምናና ውጤቱ ይሆናል፡፡ በመቀጠልም ከዋና ተመራማሪው ጋር እስከ 90 ደቂቃ 

የሚፈጅ የአንድ ለአንድ ቃለ መጠየቅ ይደረግለዎታል፡፡ በመጠየቁም ወቅት ስለ ጀርባ ህመምዎና ተያዥነት ያላቸውን ጉዳዮች 

እና ከህመምዎ ጋር እንዲት እንደሚኖሩ ለዋና ተመራማሪ እንዲያካፍሉ ይጠየቃሉ፡፡ ሙሉን ቃለ መጠየቁም በመቅረፀ ድምፅ 

የሚቀዳ ይሆናል፡፡  

የተሳታፊነት በጎ ፈቃደኝነት፡- በጥናቱ ውስጥ መሳተፍ በበጎ ፈቃደኝነተዎ ላይ የተመሰረ ነው፡፡ በተጨማሪም በጥናቱ ውስጥ 

ያለመሳተፍም ሆነ ተሳትፎዎም የማቋረጥ መብትዎ የተጠበቀ ነው፡፡ ያለመሳተፍም ሆነ ተሳትፎም በማንኛውም ጊዜ ማቋረጥ 

ቢፈልጉ ውሳኔዎት በማንኛውም ጊዜ የሚያመጣብዎት ተፅዕኖ አይኖርም፡፡  

የጎንዮሽ ጉዳትና አለመመቸት፡- በዚህ ጥናት መሳተፍ የሚያመጣብዎት የጎንዮሽ ጉዳት የለም፡፡ ሆኖም ግን በቃለ መጠይቁ ወቅት 

የስነ ልቦና መረበሽ የሚያጋጥሞዎት ከሆነ በሆስፒታል ውስጥ ከሚሰሩ የስነ ልቦና ባለሙያዎች ጋር እንዲገናኙ 

ይመቻችለዎታል፡፡  

የጥናቱ ጥቅሞች፡- በዚህ ጥናት በመሳተፍዎ በቀጥታ የሚያገኙት ጥቅም የለም፡፡ ነገር ግን የዚህ ጥናት ውጤት ወደ ፊት 

በኢትዮጵያ ውስጥ ለጀርባ ህሙማን ምን አይነት ህክምና ወይም እንክብካቤ ሊሰጣቸው ወይም ሊደረግላቸው እንደሚገባ 

የሚያመላክት ይሆናል፡፡  

ሚስጥራዊነት፡- በማንኛውም ወቅት ሚስጥርዎ የሚጠበቅ ይሆናል፡፡ በመጀመሪያ መጠየቁ በጎንደር ዩኒቨርሲቲ የፊዚዮቴራፒ 

ህክምና ውስጥ ሰው በሌለበት እና የግል ሚስጥርዎ በሚጠበቅበት ክፍል ውስጥ የሚካሄድ ሲሆን ከዚህ ጥናት የሚገኘው 

ውጤት ለጥናቱ አለማ ብቻ እንዲውል ይደረጋል፡፡ በመረጃ መሰብሰቢያ ቅጽ ላይ ስምዎ እንዲሰፍር አይደረግም፡፡ አስፈላጊ 

ከሆነ ስም ወይም እርስዎን የሚገልፅ ማንኛውም መረጃ በቁጥር እንዲተካ ይደረጋል፡፡ በመጨረሻም የእርስዎ መረጃ ማየትና 
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መጠቀም የሚችለው ዋናው ተመራማሪ እና የምርምሩ አማካሪዎች ብቻ ይሆናሉ፡፡ የዚህ ጥናት ውጤት በታዋቂ የምርምር 

መፅሔቶች ሲታተም እርስዎን የሚገል ምንም አይነት መለያ አልጠቀምም፡፡  

ጥናቱ በማን ተገምግሟል? ይህ ጥናት በኩዊንስ ዩኒቨርሲቲ የስነ ምግባር ኮሚቴዎች (Queen’s University Health 

Sciences Affiliated Teaching Hospitals Research Ethics Board (HRSB))እና በጎንደር ዩኒቨርሲቲ የስነ 

ምግባር ኮሚቴዎች (Institutional Review Board) ተገምግሞ የፀደቀ ነው፡፡ 

ስለ ጥናቱ ጥያቅ ካልዎት የሚከተሉትን አካላት በሚቀጥለው ስልክ ቁጥሮች ማነጋገር ይችላሉ፡፡  

1. የጥናቱ ዋና ተመራማሪ አቶ ሙሉጌታ ባይሳ ስ.ቁ 0991743021 

2. የኩዊንስ ዩኒቨርሲቲ የስነ ምግባር ኮሚቴ ዋና ሰብሳቢ ዶ/ር አንድሪው ዊንተርቦርን ስ.ቁ +16135333047 

3. የጎንደር ዩኒቨርሲቲ የስነ ምግባር ኮሚቴ ዋና ሰብሳቢ አቶ ንጉሴ ይግዛው ስ.ቁ +251913365882 

በዚህ ጥናት ውስጥ ለመሳተፍ በመፈልግዎ ከልብ አመሰግናለሁ፡፡ በዚህ ጥናት ለመሳተፍ ከፈለጉ ከዚህ ቀጥሎ ባለ ቅጽ ላይ 

ይፈርሙ፡፡  

 ይህም የምርምር ማብራሪያ ቅጽ በቂ ማብራሪያ እንደሰጥዎት እተማመናለሁ፡፡ በጥናቱ ከመሳተፍዎት በፊት ጥያቄዎ 

በበቂ ሁኔታና በሚፈልጉት መልኩ እንደተመለሰልዎት እተማመናለሁ፡፡  

የዚህን ፍቃደኝነት መጠየቂያ ቅጽ ዋናውን ለርስዎ ያስቀሩና ቅጅውን ለዋና ተመራማሪ ይመልሱለት፡፡  

የዚህ ጥናት አላማ መረዳቴንና በጥናቱ ለመሳተፍ መወሰኔን በፊርማየ አረጋግጣለሁ፡፡  

የጥናት ተሳታፊ ስም      

ፊርማ       

  ቀን       

ይህም የምርምር ማብራሪያ ቅጽ በቂ ማብራሪያ እንደሰጥዎት እተማመናለሁ፡፡ በጥናቱ ከመሳተፍዎት በፊት ጥያቄዎ በበቂ 

ሁኔታና በሚፈልጉት መልኩ እንደተመለሰልዎት እተማመናለሁ፡፡  

የዚህን ፍቃደኝነት መጠየቂያ ቅጽ ዋናውን ለርስዎ ያስቀሩና ቅጅውን ለዋና ተመራማሪ ይመልሱለት፡፡  

የዚህ ጥናት አላማ መረዳቴንና በጥናቱ ለመሳተፍ መወሰኔን በፊርማየ አረጋግጣለሁ፡፡  

የጥናት ተሳታፊ ስም      

ፊርማ       

  ቀን       
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APPENDIX G: Details on participant recruitment and interview processes for 

study I 

The following procedure was employed to approach, recruit, and interview the participants.  

 The researcher provided out-patient department (OPD) staff with the necessary information 

regarding the nature of the study  

 The OPD staff screened patients with a) low back pain, b) pain ≥ 3 months, c) adults whose 

age ≥18 years old, d) able to communicate in Amharic language, and e) willing to 

participate in the study  

 The staff provided contact information of the participants who were willing to participate 

in the study to the lead researcher  

 The lead researcher provided details of the study, including its aim, scope, data collection 

procedure, consent, and others, to the participants  

 An interview date, time, and place was established based on the agreement between the 

participants and the lead researcher  

 The researcher provided an information sheet and consent form to the participants. The 

lead researcher read both the information sheet and consent form to the participants who 

were not able to read and asked them to sign on the sheets.  

 The lead research thanked those who were unwilling to give consent and moved to the next 

participant  

 The interview began following the completion of demographic information for participants 

who consented to participate in the study.  

 The researcher thanked the participants for their time at the end of the interviews.  

 

 

 

 

 

 



243 

 

APPENDIX H: Interview guide for study I (English version) 

Study title: what are the experiences of adults living with chronic low back pain in Ethiopia? 

1. How would you describe in your own words what it means to live with chronic low back 

pain? 

Possible probing questions:  

- What is your experience with low back pain? 

- What happens when your back is hurting? How would you describe it?  

- How has the pain altered the way you view yourself as a person? 

- How does your world change as a result of your pain?  

- How has your outlook on life changed since having this pain?  

2. How does your pain affect your daily life? 

Possible probing questions:  

- Think of a time when your back was hurting. Would you be able to describe that 

moment? What did you do in that situation?  

- Did you have to modify any activities of daily living because of your pain? If so, how?  

3. How does your pain affect your relationships with other people?  

Possible probing questions:  

- How would you describe the relationship with your partner and / or family since your 

pain begins? 

- What does your relationship with your friends, colleagues, and neighbours look like 

since your pain started? 

4. If your life changed as a result of your pain, can you tell me a story about this change? 

5. Have you used or currently using any strategy to control your pain? 

Possible probing questions: 

- On a daily basis, how would you manage your pain?  

- Where did your management strategies come from? Did you come-up with them 

yourself? A therapist? A friend or family? How did it work for you? 

6. Is there anything you would like to share with me about your back pain that we have not 

yet discussed?  
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APPENDIX I: Interview guide for study I (Amharic version) 

የቆየ የጀርባ ህመም ያለባቸው ህመምተኞች የቃለ መጠይቅ መሪ (Interview guide) 

የምርምር ርዕስ ፡- ከቆየ የጀርባ ህመም ጋር የመኖር ልምድዎ ምን ይመስላል? 

1. የቆየ የጀርባ ሕመም ታማሚ መሆን / ወይም ከቆየ የጀርባ ህመም ጋር መኖርን በራስዎ ቃል እንዴት ይገልፁታል?  

- ከቆየ የጀርባ ህመም ጋር የመኖር ልምድዎ ምን ይመስላል? 

- ጀርባዎን  ሕመም ሲያምዎት እንዴት ነው የሚሆኑት? እንዴት ይገልፁታል? 

- ሕመምዎ ለራስዎ ያለዎትን እይታ (አመለካከት) እንዴት ቀይሮታል ብለው ያስባሉ? 

- በሕመሜ ምክንያት ለሕይወት ያለኝ እይታ/ አመለካከት ተቀይሯል (ተዛብቷል) ብሎ ያስባሉ? ከሆነ እንዴት?  

- ሕመሜ እያሰቃየኝ ነው ብለ ያስባሉ? ይህን የህመም ስቅይ ከሰዎች ጋር አዉርተሽ ወይም አጋርተሽ ታውቅያለሽ?  

2. ህመምዎ በቀን ተቀን ኑሮ (ሕይወትዎ) ላይ ያደረሰ ተፅኖ ምንድን ነው? 

- በአይነ ሕሊናዎ ወደ ኋላ ይመለሱና የጀርባ ህመምዎ ከፍተኛ የሆነበት ጊዜን ያስቡ፡፡ በወቅቱ ምን እየሰሩ ነበር? ያንን 

ጊዜ እንዴት ያስታውሱታል? ምንስ አደረጉ (ህመምዎን ለማስታገስ ወይም ለማሸነፍ)  

- በህመምዎ  ምክንያት ኣንዳንድ የቀን ተቀን ስራዎትን ማሻሻል ግድ ሆኖበት ነበር? እንዴትስ አሻሻሉ?  

- በሕመምዎ ምክንያት በወደፊት ሕይወዎ ስጋት ኣለኝ ብለው ያምናሉ? ካለ ቢገልጹልኝ፡፡ 

3. ህመምዎ ከሌሎች ሰዎች ጋር ያለዎትን ግንኙነት  ቀይሮት ነበር?  

- የጀርባ ህመምዎ ከጀመረዎት በኋላ ከቤተሰብዎ ጋር ያለውን ግንኙነት እንዴት ይገልፁታል? 

- የጀርባ ህመምዎ ከጀመረዎት በኋላ ከጓደኞቻ፣ ከጎረቤትዎ እና ከስራ ባልደረባዎ ጋር ያለውን ግንኙነት እንዴት 

ይገልፁታል? 

- የጀርባ ሕመምሽ በትዳር (የፍቅር ግኑኝነት) ላይ ያለው ተጽኖ ምንድነው? የቤተሰብ ሀላፊነት፡ ልጅ መዉለድ ወይም 

ማሳደግ? ስራ ላይ ? 

4. በህመሜ ምክንያት ሕይወቴ ተቀይሯል ብለው ካሰቡ እስቲ ሕይወትዎ ከህመምዎ በፊት እና በኋላ ምን እንደሚመስል 

አነፃፅሮ ይንገሩኝ? የ አሁን ሕይውትዎ ምን ይመስላል?  

- በሕመምዎ ምክንያት ማንነቴ ተቀይሯል ብለው ያምናሉ? ለምሳሌ ሕመምዎን (የታመመ ጀርባዎን) ከራስዎ ነጥለው 

ያያሉ? አሁን ያለው ጀርባ የኔ አደለም ብለው ያምናሉ?  

5. ሕመምዎን ለመቆጣጠር ከዚህ በፊት ወይም አሁን የሚጠቀሙት መላ አለዎት? (ህመምዎን እንዴት ይቆጣጠራሉ?) 

- ሕመምዎትን በእለት ከእለት እንዴት ይቆጣጠራሉ? 

- ህመምዎን የሚቆጣጠሩበት መላ ወይም መንገድ በመጀመሪያ እንዴት አወቁት? ከማን ነው ለመጀመሪያ ጊዜ 

የሰሙት? ከፊዝዮቴራፒስት፣ ከህክምና ባለሙያዎች፣ በራስዎ ፣ ከቤተሰብዎ ወይንሰ ከጓደኞዎ?  

6.  ከጀርባ ህመምዎ ጋር የተገናኘ ያልተነሳ ሀሳብ/ ወይም ነገር ካለ ሊነግሩኝ የሚፈልጉት ካለ 

7. የሕመም መነሻ ኣለማወቅ በስነ ልቦናሽ ላይ ያደረሰው ነገር ኣለ? 
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8. ሕመም ሲኖርና ሳይኖር ሲያነጻጽሩ ሁለት የተለያየሁ ሰው ነኝ ብለው ያስባሉ? ከሕመም በፊት ያለው ማንነቴ ተመልሶ 

ቢመጣ ብለው ያስባሉ?ሕመምሽን ከራስሽ ነጥለሽ አይተሽ ታውቅያለሽ?  

9. ከሕመም ጋር መኖርና መንፈሳዊ ሕይወትን እንዴት ነው የሚታየው?  

ኣመሰግናለሁ! 
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APPENDIX J: Major themes, sub-themes and participants quotes for study I 

 

The lived experience of people with CLBP in Ethiopia 

Sub-themes Quotations from participants with CLBP 

Loss of mobility means ‘being disabled’  

 

“I can’t walk to the church. Also, when you go to the church, you have to stand and pray. I cannot do that-

I cannot sit or stand for long time. So, I go to the church less...my pain has impacted me in that 

sense.” (Asnaku, 32 years old woman) 

Psychological impact- a struggle to 

maintain a ‘valued self’  

“I used to push and move a tank full of water around alone... I used to wash lots of clothes without any 

problem. Now I feel hollow and empty. I never expected that this would happen to me.” (Asnaku, 32-

year-old woman. 

Misunderstood and judged “It is very difficult. You know if people see you at church but realized that you haven’t been to their 

funeral, they may not be happy. It is better to have other illnesses that can be visible to others, so that they 

can see it.” (Tadese, 37-year-old-man). 

You just don’t tell everyone about your 

pain  

“I have friends who always invite me to go on a trip with them...but I make excuses not to tell them about 

my situation. I share about my back problem only with those who I trust and know them very well.” 

(Tadese, 37-year-old-man). 

Self-diagnosing  “I brought this [back pain] to myself...it is my fault. You know you must live according to your ability. If 

you work harder than your ability, you bring this to yourself.” (Tizita-40-year-old, man) 

“It was sudden...you know what happens when you take off your clothes in a cold? It is just like that that 

when I first had the pain. It [a wind/ cold weather] hit me at a workplace.” (Askal-42-year-old, woman) 

 “We always say ‘we have pain in our back’ but we do not know what causes it. They first said my joints 

are dry. The second time they saw me with an ultrasound, they said it is thinning of the bones. Recently 

I had MRI and they said it is slipping of something....” (Adanech-46-year-old, woman) 
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Societal influence on the perception of 

people with CLBP on the cause of the pain  

“There are so many people with back pain who say ‘vegetable oil is bad’...it affected many people. I 

personally do not eat that. I buy a different kind of oil. But you don’t know-may be the merchants are 

secretly mixing that oil [vegetable oil] with the one I am using. They even say it could be from the 

fertilizers the farmers use to grow their crop.” (Girma-55-year-old, man) 

Searching for the right doctor   “One of the doctors scared me that I am in danger and I must have surgery for my back problem. He even 

asked me whether I have children or not, as if I will not be able to have kids after surgery. It was 

worrying. I never went back to see him again.” (Tadese-37-year-old, man) 

“Some of them do not take you seriously...they just tell you ‘you would get better’ without doing 

something for you. You sense that they are tired of seeing you.” (Kebede-66-year-old, man) 

Rest, avoid activities, or protect the back   

 

“I do not lift heavy things. If I need to lift anything, I do so by correcting my back. The only time I bend 

my body forward and do something is when I wash clothes. Even then, I put a laundry bucket on a table to 

wash my clothes.” (Bekelech-24-year-old, woman) 

 

“If I stop any activity, I feel like I am cured from my pain. I feel like I am completely cured when I lay in 

bed the whole day. When I lay down on my back, the pain goes away gradually. I can even stay laying on 

my back the whole night.” (Pt 4: Asnaku-32 years-old, female) 

Taking pain killers  “I take my medicine. The doctors gave me pain killers and told me that if take it [pain killer], my pain 

would disappear. I take it and my pain would be fine for a week or so.”  (Birtukan- 19-year-old, woman) 

 

Cultivating inner strength and adapting to 

pain  

“I thought I would slowly get better. It isn’t a fracture. Isn’t it? Had it been a fracture, I would not have 

been walking around. Since I didn’t think it is a fracture, I thought the pain would slowly go away on its 

own and I tolerated it. That is why I did not seek a treatment until this time.” (Asnaku-32 years-old, 

woman) 

Submit to God, pray, and ask for mercy “You know I went to that women [traditional healer] believing that she would cure me, let alone the holy 

water. I go and seek treatment wherever I think will cure me including the holy water.”  (Tadese-37-year-

old, man) 
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“This is God’s gift. What else can you do other than accepting it? I pray to him to send me his good will 

and let me be like my friends.” (Adanech-46-year-old, woman) 

 

Maintaining positive social connection 

 

“Talking to people is good- you forget about your pain. That is why I feel ok during the daytime. The 

problem is during the nighttime because I am alone in the night.” (Girma-55-year-old, man) 

 

“If they [neighbors] come to help you when you are in pain, it is a testimony that people care about you 

and you are not alone. It is so significant.” (Adanech-46-year-old, woman) 

 

“When I stay at home, I do nothing but listen to my pain. But if I stay the whole day with my colleagues 

at work, I do not listen to my pain. They do not even want me to do anything-they would let me rest.” 

(Asnaku, 32 years old woman) 

 

N.B: All participants’ quotes were not translated to English. The quotes presented under each themes represent only those translated 

into English. 
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APPENDIX K: COREQ (COnsolidated criteria for REporting Qualitative research) Checklist for study I 

  

  

Topic  

  

Item 

No.  

  

Guide Questions/Description  Reported on Page No.  

Domain 1: Research 

team and reflexivity   

      

Personal 

characteristics   

      

Interviewer/facilitator  1  Which author/s conducted the interview or focus group?    MBC 

Credentials  2  What were the researcher’s credentials? E.g. PhD, MD    MSc in Physiotherapy 

Occupation  3  What was their occupation at the time of the study?    PhD candidate in rehabilitation science  

Gender  4  Was the researcher male or female?    M 

Experience and training  5  What experience or training did the researcher have?    Graduate degree 

Relationship with 

participants   

      

Relationship 

established  

6  Was a relationship established prior to study commencement?    No 

Participant knowledge 

of the interviewer   

7  What did the participants know about the researcher? e.g. 

personal goals, reasons for doing the research   

 Reason for doing research 

Interviewer 

characteristics  

8  What characteristics were reported about the inter 

viewer/facilitator? e.g. Bias, assumptions, reasons and 

interests in the research topic   

 Reasons and interests in the research 

topic 

Domain 2: Study 

design   

      

Theoretical framework         
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Methodological 

orientation and Theory   

9  What methodological orientation was stated to underpin the 

study? e.g.  

grounded theory, discourse analysis, ethnography, 

phenomenology, content analysis   

 Interpretative Phenomenological 

analysis 

Participant selection         

Sampling  10  How were participants selected? e.g. purposive, convenience, 

consecutive, snowball   

 Purposive 

Method of approach  11  How were participants approached? e.g. face-to-face, 

telephone, mail, email   

 Face-to-face  

Sample size  12  How many participants were in the study?    15 

Non-participation  13  How many people refused to participate or dropped out? 

Reasons?   

 1 (they declined to provide written 

consent) 

Setting        

Setting of data 

collection  

14  Where was the data collected? e.g. home, clinic, workplace   One of the offices located inside a 

hospital 

Presence of 

nonparticipants  

15  Was anyone else present besides the participants and 

researchers?   

 No 

Description of sample  16  What are the important characteristics of the sample? e.g. 

demographic data, date   

 Socio-demographic status (age, level 

of education, etc) 

Data collection         

Interview guide  17  Were questions, prompts, guides provided by the authors? 

Was it pilot tested?   

 Yes 

Repeat interviews  18  Were repeat inter views carried out? If yes, how many?    No 

Audio/visual recording  19  Did the research use audio or visual recording to collect the 

data?   

 Yes 

Field notes  20  Were field notes made during and/or after the inter view or 

focus group?  

 After the interviews 

Duration  21  What was the duration of the inter views or focus group?    50 minutes 

Data saturation  22  Was data saturation discussed?    Yes 
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Transcripts returned  23  Were transcripts returned to participants for comment and/or 

corrections   

 No 

Topic  

  

Item 

No.  

Guide Questions/Description  Reported on Page No.  

Domain 3: analysis 

and findings   

      

Data analysis         

Number of data coders  24  How many data coders coded the data?    2 

Description of the 

coding tree  

25  Did authors provide a description of the coding tree?    N/A 

Derivation of themes  26  Were themes identified in advance or derived from the data?    Derived from the data 

Software  27  What software, if applicable, was used to manage the data?    NVivo 

Participant checking  28  Did participants provide feedback on the findings?     

Reporting         

Quotations presented  29  Were participant quotations presented to illustrate the 

themes/findings?  

Was each quotation identified? e.g. participant number   

 No 

Data and findings 

consistent  

30  Was there consistency between the data presented and the 

findings?   

 Yes 

Clarity of major themes  31  Were major themes clearly presented in the findings?    Yes 

Clarity of minor themes  32  Is there a description of diverse cases or discussion of minor 

themes?        

 Discussion of minor themes 
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APPENDIX L: Combined letter of information and consent form for study II 

(English version) 

 

Study Title:  Exploring the understanding, perspectives, and experiences of healthcare providers 

in relation to supporting self-management for adults with chronic low back pain in Ethiopia.  

Name of the Researcher: Mulugeta Chala, School of Rehabilitation Therapy, Queen’s University  

Name of Supervisor: Dr. Jordan Miller & Dr. Catherine Donnelly, School of Rehabilitation 

Therapy, Queen’s University  

I am asking healthcare professionals working at ______________ hospital, to take part in a study 

to explore their perspective, understanding, and experience of providing self-management support 

for people with chronic low back pain in Ethiopia. 

If you agree to take part in this study, I will confirm the time, date, and venue where the interview 

will take place. Prior to the beginning of the interview, you will be asked to complete a 

questionnaire about your demographics and clinical background. The questionnaire can be 

completed in less than 10 minutes. You can skip answering any question if you wish not to answer. 

There is no obligation for you to participate in this study and your participation is entirely 

voluntary. You can withdraw or stop from participating in the study at any time, and there is no 

penalty for doing so.  

Once your demographic information is completed, you will engage in a 1-on-1 interview with the 

researcher to share your thoughts, knowledge, and experience of supporting self-management of 

people with chronic low back pain in your clinical practice. The interview may take place in your 

office or at one of the offices at University of Gondar referral hospital physiotherapy department. 

The whole interview may take up to a maximum of 60 minutes.  
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Except for the time you devote to participate in this study, there are no known risks for taking part 

in this study. There are no benefits such as getting gifts or money for taking part in this study. 

However, participation in this study will be beneficial to advance knowledge on the topic and lay 

foundations to conduct training and support for healthcare providers in Ethiopia with regards to 

chronic low back pain self-management support in Ethiopia.   

Your information will be kept securely and safely. Your confidentiality will be protected, and none 

of your identifiers will be published. When necessary, your name will be replaced with numbers 

and will be stored separately and securely from your other information. Also, only the researcher 

and the supervisors will have access to your data.  

I hope to publish the findings of this study in academic journals and present them at conferences 

as soon as we analyze the data. However, I will never include any of your personal identifiers or 

names at any time during the presentations. Also, neither any of your personal identifiers or names 

will be published. 

If you have any ethics concerns, please contact Queen’s University Health Sciences Affiliated 

Teaching Hospitals Research Ethics Board (HRSB) director Dr. Andrew Winterborn at 

andrew.winterborn@queensu.ca or call at +16135333047 or the Ethical Review Committee of 

School of Medicine, University of Gondar at +251-913192955 or email Nigussie Yigzaw at 

neglideta@yahoo.com. If you have any questions about the research, please contact me at 

+251913365882, or email me at 17mbc@queensu.ca 

Thank you for considering to participate in this study. By choosing to proceed with the study 

procedure, you are consenting to be a participant in this study.  If you choose to participate in the 

study, please sign below.  

 

 

 

 

mailto:andrew.winterborn@queensu.ca
mailto:neglideta@yahoo.com
mailto:17mbc@queensu.ca
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This Letter of Information provides you with the details to help you make an informed choice.  All 

your questions should be answered to your satisfaction before you decide whether or not to 

participate in this research study. 

Keep one copy of the Letter of Information for your records and return one copy to the researcher, 

Mulugeta Chala.  

By signing below, I am verifying that: I have read the Letter of Information, and all of my questions 

have been answered.  

Name of Participant: ___________________________________ 

Signature: ____________________________________________ 

Date: ________________________________________________ 

 

APPENDIX M: Combined letter of information and consent form for study II 

(Amharic version) 

የምርምሩ ማብራሪያና የፈቃደኝነት መጠየቂያ ቅጽ 

የምርምሩ ርዕስ፡- የጤና ሙያተኞች ስለ ህመምን በራስ ማከም ወይም ማስታመም (Self-management) ያላቸው ግንዛቤ፣ 

እይታና የቆየ የጀርባ ህመም ያለባቸው ህመምተኞች ራሳቸውን እንዲያክሙ (እንዲያስታምሙ) ስለሚያደርጉላቸው ድጋፍና 

ልምዳቸው ማወቅን ይመለከታል፡፡ 

ዋና ተመራማሪ:-አቶ ሙሉጌታ ባይሳ በኩዊንስ ዩኒቨርሲቲ የሪሀብሊቴሽን ሳይንስ የ3ኛ ዲግሪ ተማሪ  

ስ.ቁ 0991743021 

የምርምሩ አማካሪዎች:-ዶ/ር ጆርዳን ሚለር፣ ዶ/ር ካትሪን ዶንሌይ፣ ዶ/ር ሰተራህ ገሃሪ እና ዶ/ር የማታው ወንዴ 

የጥናቱ ዋና አላማ፡- የዚህ ጥናት ዋና አላማ በጎንደር ዩኑቨርሲቲ ሪፈራል ሆስፒታል፣ በባህርዳር ፈለገ ሕይወት ሪፈራል 

ሆስፒታል እና በጥቁር አንበሳ ሪፈራል ሆስፒታል ውስጥ ያሉት የጤና ሙያተኞች ስለ ህመምን በራስ ማከም (ማስታመምን) 

(pain self-management) ያላቸውን ግንዛቤ እና እይታ ማወቅ ነው፡፡ በተጨማሪም ባለ ሙያተኞቹ የቆየ የጀርባ ህመም 

ላለባቸው ህሙማን ራሳቸውን ህመማቸውን እንዲያስታምሙ የሚያደርጉላቸውን ድጋፍና ልምዳቸውን መዳሰስ ነው፡፡  
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የጥናቱ ሂደት፡- በመጀመሪያ ስለጥናቱ ዝርዝር ሁኔታ በጥናቱ ዋና ተመራማሪ ሙሉ ገለፃ ይደረግለዎታል፡፡ በጥናቱ ውስጥ 

ለመሳተፍ ፍቃደኝነትዎ ይጠየቃሉ፡፡ ፈቃደኛ ከሆኑ በስምምነት ቅጽ ላይ እንዲፈርሙ ይጠየቃሉ፡፡ ቀጥሎም ስለ ሕዝባዊና 

ማህበራዊ ጥያቄዎች ይጠየቃሉ፡፡ ለጥያቄው የሚሰጡት መልስ በተዘጋጀ መጠየቅ ላይ ይሞላል፡፡ ይህም ለ10 ደቂቃ ያልበለጠ 

ይሆናል፡፡ ቀጥሎም ከዋናው ተመራማሪ ጋር ከ90 ደቂቃ ያልበለጠ ጊዜ የሚወስድ የአንድ ለአንድ ቃለ መጠየቅ 

ይደረግለዎታል፡፡ በቃለ መጠይቁ ወቀት ስለ ራስን በራስ ማስታመም ወይም ህመምን በራስ ማከም ያለዎት ግንዛቤና የቆየ 

የጀርባ ህመም ያለባቸውን ህሙማን ራሳቸውን ህመማቸውን እንዲቆጣጠሩና እንዲያስታምሙ ምን አይነት ድጋፍ 

እንደሚያደርጉላቸው ያለዎትን ልምድ ለዋና ተመራማሪ ያካፍላሉ፡፡ ቃለ መጠይቁ እርሶ በሚመቸዎትና በሚፈልጉት ቦታ 

(በቢሮ ውስጥ፣ በሆስፒታል ሻሂ ቤት እና በመሳሰሉት ቦታ) ሊካሄዱ ይችላል፡፡ ሙሉ ቃለ መጠይቁ በመቅረፅ ድምፅ የሚቀዳ 

ይሆናል፡፡  

የተሳታፊነት በጎ ፍቃደኝነት: በጥናቱ ውስጥ መሳተፍ በበጎ ፈቃደኝነተዎ ላይ የተመሰረ ነው፡፡ በተጨማሪም በጥናቱ ውስጥ 

ያለመሳተፍም ሆነ ተሳትፎዎም የማቋረጥ መብትዎ የተጠበቀ ነው፡፡ ያለመሳተፍም ሆነ ተሳትፎም በማንኛውም ጊዜ ማቋረጥ 

ቢፈልጉ ውሳኔዎት በማንኛውም ጊዜ የሚያመጣብዎት ተፅዕኖ አይኖርም፡፡  

የጎንዮሽ ጉዳትና አለመመቻቸት፡- በቃለ መጠይቁ ወቅት ከሚያባክኑት ሰዓት ውጭ በዚህ ጥናት መሳተፍ የሚያመጣብዎት 

የጎንዮሽ ጉዳት የለም፡፡  

የጥናቱ ጥቅሞች፡- በዚህ ጥናት በመሳተፍም በቀጥታ የሚያገኙት ጥቅም የለም፡፡ ነገር ግን ከጥናቱ የሚገኘው ውጤት ወደፊት 

በሀገራችን የቆየ የጀርባ ሕመም ያላቸውን ሕመምተኞች በምን መልኩ ራሳቸውን በራሳቸው ሕመማቸውን እንደሚያክሙና 

እንደሚስታምሙ የጤና ባለሙያተኞች በምን መልኩ እንደሚያግዛቸው አመላካች ይሆናል፡፡ በተጨማሪም በጥናቱ ውጤት 

መሰረት ለጤና ሙያተኞች ስለ ራስን ማከም (ራስን ማስታመም) (self-management) ዙሪያ ስልጠናዎች እንዲዘጋጁ መንገድ 

ሊያሳይ ይችላል፡፡  

ሚስጥራዊነት፡-በማንኛውም ወቅት ሚስጥርዎ የሚጠበቅ ይሆናል፡፡ በመጀመሪያ ቃለ መጠይቁ እርሶ በሚመቸዎትና 

በሚፈልጉት ቦታ እና የግል ሚስጥርዎ በሚጠበቅበት ክፍል ውስጥ የሚካሄድ ሲሆን ከዚህ ጥናት የሚገኘው ውጤት ለጥናቱ 

አለማ ብቻ እንዲውል ይደረጋል፡፡ በመረጃ መሰብሰቢያ ቅጽ ላይ ስምዎ እንዲሰፍር አይደረግም፡፡ አስፈላጊ ከሆነ ስም ወይም 

እርስዎን የሚገልፅ ማንኛውም መረጃ በቁጥር እንዲተካ ይደረጋል፡፡ በመጨረሻም የእርስዎ መረጃ ማየትና መጠቀም የሚችለው 

ዋናው ተመራማሪ እና የምርምሩ አማካሪዎች ብቻ ይሆናሉ፡፡ የዚህ ጥናት ውጤት በታዋቂ የምርምር መፅሔቶች ሲታተም 

እርስዎን የሚገል ምንም አይነት መለያ አልጠቀምም፡፡ 

ጥናቱ በማን ተገምግሟል? ይህ ጥናት በኩዊንስ ዩኒቨርሲቲ የስነ ምግባር ኮሚቴዎች (Queen’s University Health Sciences 

Affiliated Teaching Hospitals Research Ethics Board (HRSB))እና በጎንደር ዩኒቨርሲቲ የስነ ምግባር ኮሚቴዎች 

(Institutional Review Board) ተገምግሞ የፀደቀ ነው፡፡  

ስለ ጥናቱ ጥያቅ ካልዎት የሚከተሉትን አካላት በሚቀጥለው ስልክ ቁጥሮች ማነጋገር ይችላሉ፡፡  

4. የጥናቱ ዋና ተመራማሪ አቶ ሙሉጌታ ባይሳ ስ.ቁ 0991743021 

5. የኩዊንስ ዩኒቨርሲቲ የስነ ምግባር ኮሚቴ ዋና ሰብሳቢ ዶ/ር አንድሪው ዊንተርቦርን ስ.ቁ +16135333047 
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6. የጎንደር ዩኒቨርሲቲ የስነ ምግባር ኮሚቴ ዋና ሰብሳቢ አቶ ንጉሴ ይግዛው ስ.ቁ +251913365882 

በዚህ ጥናት ውስጥ ለመሳተፍ በመፈልግዎ ከልብ አመሰግናለሁ፡፡ በዚህ ጥናት ለመሳተፍ ከፈለጉ ከዚህ ቀጥሎ ባለ ቅጽ ላይ 

ይፈርሙ፡፡  

 ይህም የምርምር ማብራሪያ ቅጽ በቂ ማብራሪያ እንደሰጥዎት እተማመናለሁ፡፡ በጥናቱ ከመሳተፍዎት በፊት ጥያቄዎ 

በበቂ ሁኔታና በሚፈልጉት መልኩ እንደተመለሰልዎት እተማመናለሁ፡፡  

የዚህን ፍቃደኝነት መጠየቂያ ቅጽ ዋናውን ለርስዎ ያስቀሩና ቅጅውን ለዋና ተመራማሪ ይመልሱለት፡፡  

የዚህ ጥናት አላማ መረዳቴንና በጥናቱ ለመሳተፍ መወሰኔን በፊርማየ አረጋግጣለሁ፡፡  

የጥናት ተሳታፊ ስም      

ፊርማ       

  ቀን       

 

የጤና ሙያተኞች ስለ ህመምን በራስ ማከም ወይም ማስታመም (Self-management) ያላቸው ግንዛቤ፣ እይታና የቆየ የጀርባ 

ህመም ያለባቸው ህመምተኞች ራሳቸውን እንዲያክሙ (እንዲያስታምሙ) ስለሚያደርጉላቸው ድጋፍና ልምዳቸው ማወቅን 

ይመለከታል፡፡ 

 

በዚህ ጥናት ውስጥ ለመሳተፍ በመፈልግዎ ከልብ አመሰግናለሁ፡፡ በዚህ ጥናት ለመሳተፍ ከፈለጉ ከዚህ ቀጥሎ ባለ ቅጽ ላይ 

ይፈርሙ፡፡  

 ይህም የምርምር ማብራሪያ ቅጽ በቂ ማብራሪያ እንደሰጥዎት እተማመናለሁ፡፡ በጥናቱ ከመሳተፍዎት በፊት ጥያቄዎ 

በበቂ ሁኔታና በሚፈልጉት መልኩ እንደተመለሰልዎት እተማመናለሁ፡፡  

የዚህን ፍቃደኝነት መጠየቂያ ቅጽ ዋናውን ለርስዎ ያስቀሩና ቅጅውን ለዋና ተመራማሪ ይመልሱለት፡፡  

የዚህ ጥናት አላማ መረዳቴንና በጥናቱ ለመሳተፍ መወሰኔን በፊርማየ አረጋግጣለሁ፡፡  

የጥናት ተሳታፊ ስም      

ፊርማ       

  ቀን       
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APPENDIX N: Interview guide for health care providers for study II (English 

version)   

Study title: exploring the understanding, perspectives, and experiences of healthcare providers in 

Ethiopia on self-management for adults with chronic low back pain 

1. What comes to your mind when you hear the phrase self-management? 

Probing questions: what is self-management from your perspective?  

2. How do you define the term “Self-management?” 

3. When you think about chronic low back pain self-management interventions, what are your 

perceptions of them?  

Probing questions:  

- What makes self-management interventions different from other forms of interventions 

for people with chronic low back pain? 

- what is the ultimate goal of chronic low back pain self-management interventions?  

- In what ways do you think is self-management is important for people with chronic low 

back pain?   

- What roles should patients with CLBP play to self-manage their condition?   

4. What is your role in helping people with chronic low back pain self-manage their condition?   

Probing questions:  

- How well do you think you currently help people with chronic low back pain to self-

manage their condition? Is teaching self-management part of your usual involvement 

with a patient?  

-  What strategies do you use to support patients with chronic low back pain self-manage 

their condition?  

- How do you do that? 

5. What knowledge and skills do healthcare professionals need to facilitate chronic low back pain 

self-management? 

Probing questions: what competencies do healthcare professionals need to deliver/ 

facilitate CLBP SM intervention?  

6. Can you tell me the most exciting and challenging part of facilitating self-management for 

people with chronic low back pain in your institution?  
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7. Is there anything related to chronic low back pain self-management that we haven’t discussed 

today that you would like to share with us? 

 

APPENDIX O: Interview guide for health care providers for study II 

(Amharic version)   

የመምህሩ ርዕስ:- የጤና ሙያተኞች ስለ ህመምን በራስ ማከም ወይም ማስታመም (self-management) ያላቸው ግንዛቤ፣ 

እይታና የቆየ የጀርባ ህመም ያለባቸው ህመምተኞች ራሳቸውን እንዲያክሙ (እንዲያስታምሙ) ስለሚያደርጉላቸው ድጋፍና 
ልምዳቸው  

1. ራስን ማከም (ራስን ማስታመም) self-management የሚል ሐረግ ለመጀመሪያ ጊዜ ሲሰሙ አዕምሮ ላይ የሚመጣው 
ነገር ምንድን ነው፡፡  

- በርስዎ አመለካከት ራስን ማከም (ራስን ማስታመም) ምንድን ነው? እንዴት ይገልፁታል? 

2. ራስን ማከምን (ማስታመምን) (self-management) ፍቺ ምንድን ነው? እንዴት ይተነትኑታል?  

3. የቆየ የጀርባ ህመምን በራስ ማከም (ማስታመምን) (chronic low back pain self-management) እንዴት 

ይገልፁታል? (ግንዛቤው ምንድን ነው?) 

- የቆየ የጀርባ ሕመምን በራስ ማከም / ማስታመም ከሌሎች አይነት የጀርባ ሕመም ማከም እንዴት ይለያል ብለው 

ያስባሉ? 

- ለቆየ የጀርባ ህመም ራስን በራስ ማከም ማስታመም ግብ ምንድን ነው? እንዴት ይገልፁታል? 

- ለቆየ የጀርባ ህመም ራስን በራስ ማከም ወይም ማስታመም ያለውን ፋይዳ ቢገልፁልኝ? 

- የቆየ የጀርባ ህመማቸውን በራስ ማከም ማስታመም የህመምተኞቹ ሚና ምን መሆን ይኖርበታል ብለው ያስባሉ?  

(ታማሚዎች ምን አይነት ሚና መጫወት አለባቸው)  

4. የቆየ የጀርባ ህመም ያለባቸው ህመምተኞች ራሳቸውን በራሳቸው እንዲያክሙ (እምዲያስታምሙ) የጤና ባለሙያተኞች 

(የርስዎ) ሚና ምን መሆን አለበት ብለው ያምናሉ?  

- በአሁኑ ወቅት የቆየ የጀርባ ህመም ያለባቸው ህመምተኞች ራሳቸውን ለማከም (ለማስታመም) በሚያደርጉት ጥረት 

ርስዎን ምን ያክል እያገዝኩ ነው ብለው ያስባሉ? በዕለት ከዕለት በሚሰጡት ህክምና ውስጥ ታማሚዎች ራሳቸውን 

እንዲያክሙ ታማሚዎችን እያስተማሩ ነው? ከሆነስ በምን መልኩ ነው የሚያግዟቸው? 

- ታማሚዎች ህመማቸውን በራሳቸው እንዲያክሙ ለመደገፍ ምን አይነት መንገዶችን ይከተላሉ? (your 

strategies?) 

- በምንም መልኩ? እስቲ ያብራሩልኝ   

5. የጤና ሙያተኞች የቆየ የጀርባ ህመም ያለባቸውን ሰዎች ራሳቸውን እንዲያክሙ ለማመቻቸትና ለመደገፍ ምን አይነት 

እውቀትና ክህሎት ያስፈልጋቸዋል ብለው ያስባሉ? 

- የቆየ የጀርባ ህመምን ታማሚዎች በራሳቸው ለማስታመም (ለማከም) ለመደገፍ የጤና ሙያተኞች ምን አይነት ብቁነት 

(competence) ያስፈልጋቸዋል?  

6. በሚሰሩት የጤና ተቋም ውስጥ የቆየ የጀርባ ህመም ያለባቸው ሰዎች እራሳቸውን በራሳቸው እንዲያክሙ እንዲያስታምሙ 

ለመደገፍ ወይም ማበረታታት ያለው ምቹ ነገሮች እና ተግዳራቶች ይግለፁልኝ? 

7. በመጨረሻ የቆየ የጀርባ ህመምን በራስ ለማከም ወይም ለማስታመም ዙሪያ ያላነሳነው እና ማንሳት የሚፈልጉት ነገር ካለ 

ብንወያይ? 

አመሰናለሁ! 
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APPENDIX P: Health care provider’s demographic information form for 

study II  

Item  Remark  

Name of the healthcare institution  

Professional discipline   

Your age (in years)  

Highest level of education   

Years in clinical service  

How long have you been involved in the care 

of people with low back pain?  
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APPENDIX Q: Themes, sub-themes, and quotes for study II 

Themes related to self-management 

and self-management support 

Participants’ quotes 

Self-management is a new concept  “Self-management may have various meanings when used in different sentences. But 

when we translate it directly [from English to Amharic], it may mean self-treatment 

or  self-care.” [HCP 009; Physiotherapist] 

Self-management has potential benefits  “The patient won’t make frequent visits every time they have pain- they manage it 

themselves when their pain comes back. They won’t be absent from work too.” [HCP 002; 

Physiotherapist] 

 

Patient-centeredness is key to facilitating 

self-management support 

 

“It is self-management! Patients manage their pain by themselves based on the advice they 

get from medical professionals. Controlling their pain is ultimately their role. Isn’t that what 

the phrase suggests? It is a hundred percent their role. In a hospital setting, the patient’s 

roles are limited.  However, if it is self-management, patients take the role of managing 

their pain.” [HCP 007; Neurologist] 

 

There are barriers to providing self-

management support  

 

“There is also a limitation from the physician’s side. Hmm, we use all our experiences and 

read books on this concept [self-management]. But applying that in practice on a patient is 

our limitation. So, lack of knowledge is the first thing. And then how to apply self-

management is the next.” [HCP 012; Orthopedic surgeon] 

“As I said, … history taking, conducting a physical examination and giving patients advice 

and so on require lots of time. You do not have the luxury of time to allocate that much 

time and bond with them [patients]. That is a challenge.” [HCP 006; Orthopedic surgeon] 
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Participants have diverse views on self-

management support  

 

“Women use a very big ‘meqenet’ [traditional belt made of clothes] to comfort their back. 

To me, it is like a brace to support their back. They may need to use it mostly when they 

work, sometimes even when they sleep.” [HCP 008; Orthopedic surgeon] 

“At a chronic stage, patients have already adapted to their pain, so what they need from you 

is more reassurance. So, you tell them that they are fine and continue whatever self-

management intervention is given to them.” [HCP 012; Orthopedic surgeon] 

“No- it has to be patient-centered. You have to always take the patient’s history, quality of 

life, income level, and other factors into consideration. Otherwise, you can’t just design 

management for them before you consider those things.” [HCP 001; Physiotherapist] 

Competent HCPs are required to facilitate 

self-management support 

 

“You must be able to diagnose the cause of the pain...different causes of back pain may 

need different self-management...so it requires a competency to be able to say what the 

cause of the pain is.” [HCP 006; Orthopedic surgeon] 
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There are lots of opportunities to design 

self-management support for people with 

CLBP 

 

“Other than that, I see most patients come with family or friends. They don’t come alone. I 

think it is good- they [family and friends] can remind the patients to follow the advice we 

give them.” [HCP 012; Orthopedic surgeon] 

“Other than that, I think it is possible to engage the patient’s close family members to 

support them in the process.” [HCP 023; Physiotherapist] 

“Now there are good things- we have an increasing number of specialist and subspecialist 

doctors in the country.” [HCP 018; Neurologist] 

“I see a flare-up in the number of physicians. There is an increasing number of graduating 

physicians. I see it as an advantage to train more people with this skill in the country.” [HCP 

016; Neurosurgeon]. 

 “…the educated ones, those who can read and write can at least go on the internet, find 

some resources, download and use it when you tell them about self-

management” [HCP 021; Physiotherapist]. 

“You do not need lots of equipment to manage low back pain. What you need is a floor and 

maybe one wall. Material is not a limitation. Patients can use their body weight to 

exercise.” [HCP 019; Physiotherapist] 

 

N.B: All participants’ quotes were not translated to English. The quotes presented under each themes represent only those translated 

into English. 
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APPENDIX R: COREQ (COnsolidated criteria for REporting Qualitative research) Checklist for study II 

 

Topic  

  

Item 

No.  

  

Guide Questions/Description  Reported on Page No.  

Domain 1: Research 

team and reflexivity   

      

Personal 

characteristics   

      

Interviewer/facilitator  1  Which author/s conducted the interview or focus group?    MBC 

Credentials  2  What were the researcher’s credentials? E.g. PhD, MD    MSc in Physiotherapy 

Occupation  3  What was their occupation at the time of the study?    PhD candidate in Rehabilitation Science  

Gender  4  Was the researcher male or female?    Male  

Experience and training  5  What experience or training did the researcher have?    Graduate degree level 

Relationship with 

participants   

      

Relationship established  6  Was a relationship established prior to study commencement?    Yes 

Participant knowledge 

of the interviewer   

7  What did the participants know about the researcher? e.g. 

personal goals, reasons for doing the research   

 A few participants are colleagues with the 

researcher. A few others know the 

researchers disciplinary background and 

research interests 

Interviewer 

characteristics  

8  What characteristics were reported about the inter 

viewer/facilitator? e.g. Bias, assumptions, reasons and 

interests in the research topic   

 Reasons and interests in the research topic 

Domain 2: Study 

design   

      

Theoretical framework         
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Methodological 

orientation and Theory   

9  What methodological orientation was stated to underpin the 

study? e.g.  

grounded theory, discourse analysis, ethnography, 

phenomenology, content analysis   

 Interpretive description 

Participant selection         

Sampling  10  How were participants selected? e.g. purposive, convenience, 

consecutive, snowball   

 Purposive sampling 

Method of approach  11  How were participants approached? e.g. face-to-face, 

telephone, mail, email   

 Face-to-Face 

Sample size  12  How many participants were in the study?    24 

Non-participation  13  How many people refused to participate or dropped out? 

Reasons?   

 None 

Setting        

Setting of data 

collection  

14  Where was the data collected? e.g. home, clinic, workplace    At work place  

Presence of 

nonparticipants  

15  Was anyone else present besides the participants and 

researchers?   

 No 

Description of sample  16  What are the important characteristics of the sample? e.g. 

demographic data, date   

 Socio-demographic status (e.g., 

disciplinary background, sex...etc)  

Data collection         

Interview guide  17  Were questions, prompts, guides provided by the authors? 

Was it pilot tested?   

 Yes 

Repeat interviews  18  Were repeat inter views carried out? If yes, how many?    No 

Audio/visual recording  19  Did the research use audio or visual recording to collect the 

data?   

 Yes (audio recording) 

Field notes  20  Were field notes made during and/or after the inter view or 

focus group?  

 After each interview 

Duration  21  What was the duration of the inter views or focus group?    45 minutes (median) 

Data saturation  22  Was data saturation discussed?    Yes 
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Transcripts returned  23  Were transcripts returned to participants for comment and/or 

corrections? 

 No 

Topic  Item 

No.  

 

Guide Questions/Description  Reported on Page No.  

Domain 3: analysis 

and findings   

      

Data analysis         

Number of data coders  24  How many data coders coded the data?    2 

Description of the 

coding tree  

25  Did authors provide a description of the coding tree?    N/A 

Derivation of themes  26  Were themes identified in advance or derived from the data?    Derived from the data 

Software  27  What software, if applicable, was used to manage the data?    NVivo 

Participant checking  28  Did participants provide feedback on the findings?    No 

Reporting         

Quotations presented  29  Were participant quotations presented to illustrate the 

themes/findings?  

Was each quotation identified? e.g. participant number   

 Yes 

Data and findings 

consistent  

30  Was there consistency between the data presented and the 

findings?   

 Yes 

Clarity of major themes  31  Were major themes clearly presented in the findings?    Yes 

Clarity of minor themes  32  Is there a description of diverse cases or discussion of minor 

themes?        

 Yes 
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APPENDIX S: Combined letter of information and consent form for study III 

& IV (English version) 

Study Title:  Cross-cultural translation, adaptation, and validation of the Roland-Morris Disability 

Questionnaire (RMDQ) and Pain Self-Efficacy Questionnaire (PSEQ) in Ethiopia. 

Name of the Researcher: Mulugeta Chala, School of Rehabilitation Therapy, Queen’s University  

Name of Supervisor: Dr. Jordan Miller & Dr. Catherine Donnelly, School of Rehabilitation 

Therapy, Queen’s University  

I am asking low back pain patients who are following their treatment at the ______________ 

hospital, Ethiopia to take part in research to cross-culturally adapt and validate low back pain 

outcome measures. If you agree to take part in this study, you will be asked to complete a 

questionnaire about your demographics and information about your back pain. You can skip 

answering any question if you wish not to answer. In addition, I will use your medical chart to 

extract some information on your low back pain such as a diagnosis made by your physician, 

current managements and its outcomes. 

There is no obligation for you to participate in this study and your participation is entirely 

voluntary. You can withdraw or stop from participating in the study at any time, and there is no 

penalty for doing so. Regardless of your participation in this study, you will continue to receive 

care you have been receiving or about to receive for your low back pain at the hospital 

Following the completion of the demographic questionnaire, you will be interviewed by a data 

collector to complete three questionnaires (Roland-Morris Disability Questionnaire, Pain Self-

Efficacy Questionnaire, and Medical Outcome Study Short Form (SF-36) Questionnaire) in the 

clinic where you are getting your treatment. The interview may last up to 40 minutes.  

Except for the time you devote to answer the questions, there are no known risks for taking part in 

this study. Similarly, there are no benefits such as getting gifts or money for taking part in this 

study. However, the result of this study will help in validating the tools in Amharic language which 

can benefit in the rehabilitation of people with low back pain.  
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Your information will be kept securely and safely. Your confidentiality will be protected, and none 

of your identifiers will be published. When necessary, your name will be replaced with numbers 

and will be stored separately and securely from your other information.  Also, only the researcher 

and the supervisors will have access to your data.  

I hope to publish the findings of this study in academic journals and present them at conferences 

as soon as we analyze the data. However, I will never include any of your personal identifiers or 

names at any time during the presentations.  

If you have any ethics concerns, please contact Queen’s University Health Sciences Affiliated 

Teaching Hospitals Research Ethics Board (HRSB) director Dr. Andrew Winterborn at 

andrew.winterborn@queensu.ca or call at +16135333047 or the Ethical Review Committee of 

School of Medicine, University of Gondar at +251-913192955 or email Nigussie Yigzaw at 

neglideta@yahoo.com.  

If you have any questions about the research, please contact me at +251913365882, or email me 

at 17mbc@queensu.ca 

Thank you for considering to participate in this study. By choosing to proceed with the study 

procedure, you are consenting to be a participant in this study.  If you choose to participate in the 

study, please sign below.  

This letter of information provides you with the details to help you make an informed choice.  All 

your questions should be answered to your satisfaction before you decide whether or not to 

participate in this research study. 

Keep one copy of the Letter of Information for your records and return one copy to the researcher, 

Mulugeta Chala.  

By signing below, I am verifying that: I have read the Letter of Information, and all of my questions 

have been answered.  

Name of Participant: ___________________________________ 

Signature: ____________________________________________ 

mailto:andrew.winterborn@queensu.ca
mailto:neglideta@yahoo.com
mailto:17mbc@queensu.ca
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Date: ________________________________________________ 

 

APPENDIX T: Combined letter of information and consent form for study III 

& IV (Amharic version) 

የምርምሩ ማብራሪያና የፈቃደኝነት መጠየቂያ ቅጽ 

የምርምሩ ርዕስ፡- የ “ሮናልድ ሞሪስ ደስቢሊቲ መጠይቅ” (Roland Morris Disability Questionnaire) እና “የፔይን 

ሰልፍ ኤፊከሲ” (Pain Self-efficacy Questionnaire) መጠይቆችን ወደ አማርኛ ቋንቋ መተርጎም ማስማማትና 

ለኢትዮጵያ ተስማሚነቱን ማረጋገጥ፡፡ 

ዋና ተመራማሪ፡- አቶ ሙሉጌታ ባይሳ በኩዊንስ ዩኒቨርሲቲ የሪሀብሊቴሽን ሳይንስ የ3ኛ ዲግሪ ተማሪ  

ስ.ቁ 0991743021 

የምርምሩ አማካሪዎች፡- ዶ/ር ጆርዳን ሚለር፣ ዶ/ር ካትሪን ዶንሌይ፣ ዶ/ር ሰተራህ ገሃሪ እና ዶ/ር የማታው ወንዴ 

በዚህ ጥናት ተሳታፊ እንዲሆኑ በአክብሮት ተጋብዘዋል፡፡ እባክዎ የሚከተሉትን መረጃዎች ጊዜ ሰጥተው ያንብቡት 

በዚህ ጥናት ምርምር ከመሳተፍዎ በፊት ጥናቱ ለምንና እንዴት እንደሚካሄድ መረዳት አስፈላጊ ነው፡፡ በዚህ ጥናት 

አለመሳተፍም ሆነ በፈለጉት ሰዓት ማቋረጥ ይችላሉ፡፡ ግልፅ ያልሆነ መረጃ ወይም ጥያቆ ካልዎት በማንኛውም ጊዜ መጠየቅ 

ይችላሉ፡፡  

የጥናቱ ዋና አላማ፡- የዚህ ጥናት ዋና አላማ የ “ሮናልድ ሞሪስ ደስቢሊቲ መጠይቅ” (Roland Morris Disability 

Questionnaire) እና “የፔይን ሰልፍ ኤፊከሲ መጠይቅ” (Pain Self-efficacy Questionnaire) መጠይቆችን ወደ 

አማርኛ መተርጎምና በኢትዮጵያ ነባራዊ ሁኔታ በሚስማማ መልኩ ማስማማትና ማረጋገጥ ነው፡፡ ጥናቱም የሚካሄደው በ3 

የዩኒቨርሲቲ ሪፈራል ሆስፒታሎች (በጎንደር ፣ በባህርዳር ፈለገ ሕይወት እና በጥቁር አንበሳ ሆስፒታሎች) ሕክምናቸውን 

እየተከታተሉ ያሉት የጀርባ ህመም ያለባቸው ህሙማን ላይ ነው፡፡  

የጥናቱ ሂደት:- በመጀመሪያ ስለጥናቱ ዝርዝር ሁኔታ በጥናቱ ቡድን አባል (አባላት) ሙሉ ገለፃ ይደረግለታል፡፡ በጥናቱ ውስጥ 

ለመሳተፍ ፈቃደኝነትዎ ይጠየቃሉ፡፡ ፍቃደኛ ከሆኑ በስምምነት ቅጽ ላይ እንዲፈርሙ ይጠየቃሉ፡፡ ቀጥሎም ስለ ሕዝባዊና 

ማህበራዊ ጥያቄዎች ይጠየቃሉ፡፡ ይህም ለአስር ደቂቃ ያልበለጠ ጊዜ ይሆናል፡፡ ለጥያቄዎቹ የሚሰጡትን መልስ በተዘጋጀ 

መጠየቅ ላይ ይሞላል፡፡ እንዲሁም ከጀርባ ህመምዎ ጋር ተያዥነት ያላቸውን መረጃዎች ከቻርቶ በዋና ተመራማሪ ይወሰዳሉ:: 

መረጃዎቹም የሚከተሉት ይሆናሉ: ከህመምዎ ጋር የቆዩት ጊዜ፣ በሀኪምዎ የተሰጠ የህመምዎ ምንነት፣ ለህመምዎ የተሰጠወት 

ህክምና፣ ከዚህ እና ከዚህ በፊት የተሰጠዎት ህክምናና ውጤቱ ይሆናል፡፡ በመቀጠልም በጥናቱ ሰብሳቢ 3 መጠይቆችን የሮናልድ 

ሞሪስ ደስቢሊቲ ፣የፔይን ሰልፍ ኤፊከሲ እና የኤስ ኤስ ኤፍ 36 (SF-36) መጠይቆችን እንዲሞሉ ይጠየቃሉ፡፡ ጥያቄዎችን 
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ወይም መጠይቆችን ሞልቶ ለመጨረስ እስከ 40 ደቂቃ ሊወስድ ይችላል፡፡ ጥናቱም የሚሰበሰበው ስልጠና በወሰዱ የጤና 

ሙያተኞች ነው፡፡  

የተሳታፊነት በጎ ፈቃደኝነት:- በጥናቱ ውስጥ መሳተፍ በበጎ ፈቃደኝነተዎ ላይ የተመሰረ ነው፡፡ በተጨማሪም በጥናቱ ውስጥ 

ያለመሳተፍም ሆነ ተሳትፎዎም የማቋረጥ መብትዎ የተጠበቀ ነው፡፡ ያለመሳተፍም ሆነ ተሳትፎም በማንኛውም ጊዜ ማቋረጥ 

ቢፈልጉ ውሳኔዎት በማንኛውም ጊዜ የሚያመጣብዎት ተፅዕኖ አይኖርም፡፡ 

የጎንዮሽ ጉዳትና አለመመቸት፡- ቃለ መጠይቆችን በሚሞሉበት ወቅት ከሚያባክኑት ጊዜ ውጭ በጥናቱ መሳተፍ 

የሚያመጣብዎት የጎንዮሽ ጉዳት የለም፡፡  

የጥናቱ ጥቅሞች፡- በዚህ ጥናት መሳተፍ በቀጥታ የሚያገኙት ጥቅም የለም፡፡ ነገር ግን ከጥናቱ የሚገኘው ውጤት ወደ ፊት 

በሀገራችን የጀርባ ህመም ያለባቸውን ሰዎች በህመማቸው ምክንያት የሚያጋጥማቸው ችግሮች ለመለየትና መፍትሔ ለማምጣት 

ግብዓት ይሆናል፡፡ በተለይም የሮናልድ ሞሪስ ደስቡሊቲ መጠይቅ ወደ አማርኛ መተርጎም በኢትዮጵያ ውስጥ ከጀርባ ህመም 

ጋር ተገናኝቶ የማከሰተውን የአካል ጉዳት መጠንን ለመለካት የሚያገለግል ሲሆን የፔይን ሰልፍ ኤፈከሲ መጠይቅ ደግሞ የጀርባ 

ህመም ያለባቸውን ሰዎች ህመማቸውን በራሳቸው የማከም (ማስታመም) በራስ መተማመንን ለመፍጠር (ለማሳደግ) 

አገልግሎት ላይ ይውላል፡፡  

ሚስጥራዊነት:  በማንኛውም ወቅት ሚስጥርዎ የሚጠበቅ ይሆናል፡፡ በመጀመሪያ መጠየቁ በ የፊዚዮቴራፒ ህክምና ውስጥ ሰው 

በሌለበት እና የግል ሚስጥርዎ በሚጠበቅበት ክፍል ውስጥ የሚካሄድ ሲሆን ከዚህ ጥናት የሚገኘው ውጤት ለጥናቱ አለማ 

ብቻ እንዲውል ይደረጋል፡፡ በመረጃ መሰብሰቢያ ቅጽ ላይ ስምዎ እንዲሰፍር አይደረግም፡፡ አስፈላጊ ከሆነ ስም ወይም እርስዎን 

የሚገልፅ ማንኛውም መረጃ በቁጥር እንዲተካ ይደረጋል፡፡ በመጨረሻም የእርስዎ መረጃ ማየትና መጠቀም የሚችለው ዋናው 

ተመራማሪ እና የምርምሩ አማካሪዎች ብቻ ይሆናሉ፡፡ የዚህ ጥናት ውጤት በታዋቂ የምርምር መፅሔቶች ሲታተም እርስዎን 

የሚገል ምንም አይነት መለያ አልጠቀምም፡፡  

ጥናቱ በማን ተገምግሟል? ይህ ጥናት በኩዊንስ ዩኒቨርሲቲ የስነ ምግባር ኮሚቴዎች (Queen’s University Health 

Sciences Affiliated Teaching Hospitals Research Ethics Board (HRSB)) እና በጎንደር ዩኒቨርሲቲ የስነ 

ምግባር ኮሚቴዎች (Institutional Review Board) ተገምግሞ የፀደቀ ነው፡፡ 

ስለ ጥናቱ ጥያቅ ካልዎት የሚከተሉትን አካላት በሚቀጥለው ስልክ ቁጥሮች ማነጋገር ይችላሉ፡፡  

7. የጥናቱ ዋና ተመራማሪ አቶ ሙሉጌታ ባይሳ ስ.ቁ 0991743021 

8. የኩዊንስ ዩኒቨርሲቲ የስነ ምግባር ኮሚቴ ዋና ሰብሳቢ ዶ/ር አንድሪው ዊንተርቦርን ስ.ቁ +16135333047 

9. የጎንደር ዩኒቨርሲቲ የስነ ምግባር ኮሚቴ ዋና ሰብሳቢ አቶ ንጉሴ ይግዛው ስ.ቁ +251913365882 

በዚህ ጥናት ውስጥ ለመሳተፍ በመፈልግዎ ከልብ አመሰግናለሁ፡፡ በዚህ ጥናት ለመሳተፍ ከፈለጉ ከዚህ ቀጥሎ ባለ ቅጽ ላይ 

ይፈርሙ፡፡  
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 ይህም የምርምር ማብራሪያ ቅጽ በቂ ማብራሪያ እንደሰጥዎት እተማመናለሁ፡፡ በጥናቱ ከመሳተፍዎት በፊት ጥያቄዎ 

በበቂ ሁኔታና በሚፈልጉት መልኩ እንደተመለሰልዎት እተማመናለሁ፡፡  

የዚህን ፍቃደኝነት መጠየቂያ ቅጽ ዋናውን ለርስዎ ያስቀሩና ቅጅውን ለዋና ተመራማሪ ይመልሱለት፡፡  

የዚህ ጥናት አላማ መረዳቴንና በጥናቱ ለመሳተፍ መወሰኔን በፊርማየ አረጋግጣለሁ፡፡  

የጥናት ተሳታፊ ስም      

ፊርማ       

  ቀን      

 

APPENDIX U: Socio-demographic and clinical characteristics for study III & 

IV (English version) 

Please answer the following questions. Leave the questions you wish not to answer.  

Variables  Response  Remark  

Age (years) _______  

Sex    

▪ Female  ☐  

▪ Male  ☐  

Marital status     

▪ Single  ☐  

▪ Married ☐  

▪ Cohabited  ☐  

▪ Divorced ☐  
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▪ Widowed ☐  

Level of education   

▪ Uneducated ☐  

▪ Primary education ☐  

▪ Secondary education  ☐  

▪ Tertiary education (College or 

University) 

☐  

Residence   

▪ Rural  ☐  

▪ Urban  ☐  

Employment status (check all that applies to 

you) 

  

▪ Employed (government or private) ☐  

▪ Farmer  ☐  

▪ Housewife  ☐  

▪ Student  ☐  

▪ Retired  ☐  

▪ Other  ☐  
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APPENDIX V: Socio-demographic and clinical characteristics for study III & 

IV (English version) 

የጥናቱ ተሳታፊ መለያ ቁጥር_______________________________________የጥናቱ ዙር___________________________ 

ስነ ህዝባዊና ማህበራዊ መረጃ መሰብሰብያ ቅጽ 

Variables  ምልስ ምርመራ 

እድሜ (በአመት)   

ጾታ  1) ወንድ       2) ሴት   

የጋብቻ ሁኔታ 1) ያላገባ/ች       

2) ያገባ/ች 

3) ኣብሮ የሚኖር/የምትኖር  

4) የፈታ/ች  

5) የሞተበት/ችበት 

 

የትምህርት ደረጃ  1) ያልተማረ/ች (ፊደል ያልቆጠረ/ች) 

2) 1ኛ ደረጃ ትምህርት 

3) 2ኛደረጃ ትምህርት  

4) 3ኛ ደረጃ ትምህርት (ኮሌጅ ወይም ዩኒቨርሲቲ) 

 

የመኖርያ ቦታ  1) ገጠር  

2) ከተማ 

 

ሀይማኖት  1) ኦርቶዶክስ ክርስትና ተከታይ  

2) የ እስልምና እምነት ተከታይ  

3) የ ፕሮቴስታንት እምነት ተከታይ  

4) ካቶሊክ  

5) ሀይማኖት የሌለው/ የሌላት 

6) ሌላ______________________________________________ 

 

የስራ (ቅጥር ሁኔታ) 

እርስዎን የሚገልጹትን ላይ 

ያክብቡ 

1) ሥራ የተቀጠረ/ች (የመንግስት ወይም የግል)  

2) ገበሬ 

3) የቤት እመቤት  

4) ተማሪ  

5) ጡረታ የወጣ 

6) ሌላ __________________________________________ 

 

 

የህክምና መረጃዎች 

 

ከጀርባ ህመምዎ ጋር የቆዩት ጊዜ (በወር ውይም በአመት) _________________________ወር 

_________________________አመት  

በሀኪም የተረጋገጠ የህመሙ ምንነት (diagnosis)  

ለህመምዎ የተሰጠዎት ህክምና  

ከዚህ በፊት የወሰዱት ህክምናና ውጤቱ  
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APPENDIX W: The Roland Morris Disability Questionnaire (English 

version)  

When your back hurts, you may find it difficult to do some of the things you normally do. 

This list contains sentences that people have used to describe themselves when they have back 

pain.  When you read them, you may find that some stand out because they describe you today.   

As you read the list, think of yourself today.  When you read a sentence that describes you today, 

put a tick against it.  If the sentence does not describe you, then leave the space blank and go on 

to the next one.  Remember, only tick the sentence if you are sure it describes you today. 

 

1. I stay at home most of the time because of my back.      

 

2. I change position frequently to try and get my back comfortable.    

 

3. I walk more slowly than usual because of my back. 

 

4. Because of my back I am not doing any of the jobs that I usually do around the house. 

 

5. Because of my back, I use a handrail to get upstairs. 

 

6. Because of my back, I lie down to rest more often. 

 

7. Because of my back, I have to hold on to something to get out of an easy chair. 

 

8. Because of my back, I try to get other people to do things for me. 

 

9. I get dressed more slowly then usual because of my back. 

 

10. I only stand for short periods of time because of my back. 

 

11. Because of my back, I try not to bend or kneel down. 

 

12. I find it difficult to get out of a chair because of my back. 

 

13. My back is painful almost all the time. 

 

14. I find it difficult to turn over in bed because of my back. 

 

15. My appetite is not very good because of my back pain. 

 

16. I have trouble putting on my socks (or stockings) because of the pain in my back. 

 

17. I only walk short distances because of my back. 

 

18. I sleep less well because of my back. 
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19. Because of my back pain, I get dressed with help from someone else. 

 

20. I sit down for most of the day because of my back. 

 

21. I avoid heavy jobs around the house because of my back. 

 

22. Because of my back pain, I am more irritable and bad tempered with people than usual. 

 

23. Because of my back, I go upstairs more slowly than usual. 

 

24. I stay in bed most of the time because of my back. 

 

Instructions: 

1. The patient is instructed to put a mark next to each appropriate statement. 

2. The total number of marked statements are added by the clinician. Unlike the authors of the 

Oswestry Disability Questionnaire,Roland and Morris did not provide descriptions of the 

varying degrees of disability (e.g., 40%-60% is severe disability). 

3. Clinical improvement over time can be graded based on the analysis of serial questionnaire 

scores. If, for example, at the beginningof treatment, a patient’s score was 12 and, at the 

conclusion of treatment, her score was 2 (10 points of improvement), we would calculate an 83% 

(10/12 x 100) improvement. 

 

APPENDIX X: The Roland Morris Disability Questionnaire (Amharic 

version)  

የጥናቱ ተሳታፊ መለያ ቁጥር_______________________________________የጥናቱ ዙር___________________________ 

የሮላንድ ሞሪስ ዲሰቢሊቲ መጠየቅ 

እባክዎ መመሪያውን ያንብቡ፡፡ 

 የጀርባ ህመም በሚኖርቦት ወቅት  ከዚህ በፊት በተለምዶ ማከናወን የሚችሏቸውን ነገሮች ለማከናወን 

ይቸገሩ ይሆናል፡፡ በአሁኑ ጊዜ እርስዎን ሊገልጹ የሚችሉትን ዐረፍተ ነገሮች ላይ ምልክት ያድርጉ፡፡      

 

☐ በጀርባየ ምክንያት አብዛኛውን ጊዜ ቤት ውስጥ ኣሳልፋለሁ፡፡  

☐ ለጀርባየ ምቾት ስል በተደጋጋሚ የሰውነቴን አኳኋኔን (ለምሳሌ አቀማመጤን) እቀይራለሁ፡፡ 
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☐ በጀርባየ የተነሳ በተለምዶ ከምራመድበት ፍጥነት ቀንሼ እራመዳለሁ፡፡ 

☐ በጀርባየ ምክንያት በፊት የማከናውናቸውን የቤት ውስጥ ተግባራትን  አሁን ሙሉ በሙሉ እየሰራሁ አይደለሁም፡፡ 

☐ በጀርባየ ምክንያት ደረጃ ወይም ዳገት ስወጣ የእጅ ድጋፍ በመጠቀም ነው፡፡  

☐ በጀርባየ ምክንያት እረፍት ለማግኝኘት ብዙ ጊዜ ጋደም እላለሁ፡፡  

☐ በጀርባየ ምክንያት ከወንበር ወይም ከመደብ ለመነሳት የሆነ ነገር በእጅ መያዝ ወይም መደገፍ ይኖርብኛል፡፡ 

☐ በጀርባየ ምክንያት አንዳንድ ነገሮችን ሰዎች እንዲያከናውኑልኝ አደርጋለሁ፡፡ 

☐ በጀርባየ ምክንያት ልብስ መልበስ የምችለው ከወትሮ በዘገየ ሁኔታ ነው፡፡ 

☐ በጀርባየ ምክንያት ቆሜ መቆየት የምችለው ለአጭር ጊዜ ብቻ ነው፡፡  

☐ በጀርባየ ምክንያት ላለመጎንበስ ወይም ላለመበርከክ እሞክራለሁ፡፡ 

☐ በጀርባየ ምክንያት ከወንበር ወይም ከመደብ መነሳት ያስቸግረኛል፡፡ 

☐ አብዛኛው ጊዜ ጀርባዬን ህመም ይሰማኛል፡፡ 

☐ በጀርባየ ምክንያት መኝታ ላይ መገላበጥ ያስቸግረኛል፡፡ 

☐ በጀርባየ ምክንያት የምግብ ፍላጎቴ ቀንሷል፡፡  

☐ በጀርባ ህመሜ ምክንያት ካልሲ (ወይም ስቶኪንግ ወይም ጫማ) ማድረግ ያስቸግረኛል፡፡ 

☐ በጀርባዬ ህመም ምክንያት መራመድ የምችለው አጭር እርቀት ብቻ ነው፡፡ 

☐ በጀርባየ ምክንያት ጥሩ እንቅልፍ  ኣልተኛም፡፡  

☐ በጀርባየ ህመም ምክንያት ልብስ የምለብሰው በሰዎች እገዛ ነው፡፡   

☐ በጀርባየ ምክንያት በቀን ውስጥ አብዛኛውን ጊዜ ተቀምጨ ኣሳልፋለሁ፡ 

☐ በጀርባየ ምክንያት ከበድ ያሉ የቤት ውስጥ ተግባራትን መስራት ትቻለሁ፡፡  

☐ በጀርባየ ህመም ምክንያት ከወትሮው በተለየ ከሰዎች ጋር ባለኝ ግኑኝነት ቶሎ ተቆጭ ወይም ብስጩ ሆኛለሁ፡፡ 

☐ በጀርባየ ምክንያት ከወትሮው በተለየ ሁኔታ ደረጃ ወይም ከፍታ ቦታ የምወጣው በዝግታ ነው፡፡ 

☐በጀርባየ ምክንያት አብዛኛው ጊዜየን አልጋ ላይ እዉላለሁ፡፡ 

መመሪያዎች 

1. ታማሚው በተገቢው ዓረፍተ ነገር ላይ ምልክት እንዲያደርግ (እንድታደርግ) መመሪያ ይስጧቸው፡፡ 

2. የጤና ሙያተኛው ምልክት የተደረገበት የዓረፍተ ነገር ብዛት ይቆጥርና አንድ ላይ ይደምራል፡፡ 

ከኦስዌስትሪ ዲሰብሊቲ መጠየቅ ደራሲ በተቃራኒ ሮናልድ እና ሞሪስ የጉዳት መጠንን መግለጫ 

አልሰጡም (ለምሳሌ፡- 40%-60% ማለት ከፍተኛ ጉዳት ነው)፡፡  
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3. የጤና መሻሻል የሚወሰነው በየጊዜው የሚደረገው የድምር ውጤት ነው፡፡ ለምሳሌ፡- ታካሚው 

ህክምናውን ሲጀምር ጠቅላላ ድምሩ 12 ቢሆን በስተመጨረሻ ህክምናውን ሲጨርስ ጠቅላላ ድምሩ 

2 ቢሆን (10.መሻሻል የ 83%) (10x100/12) መሻሻልን ያመለክታል፡፡    

 

APPENDIX Y: Pain Self-Efficacy Questionnaire (PSEQ) (English version) 

Site______________Participant ID #_______Assessment #____________Date___________ 

 

Please rate how confident you are that you can do the following things at present, despite the 

pain. To indicate your answer circle one of the numbers on the scale under each item, where 0 

= not at all confident and 6 = completely confident. 

Remember, this questionnaire is not asking whether or not your have been doing these things, but 

rather how confident you are that you can do them at present, despite the pain. 

                Not at all   confident        completely confident   

1. I can enjoy things, despite the pain 0 1 2 3 4 5 6 

2. I can do most of the household 

chores (e.g. tidying -up, washing 

dishes, etc.), despite the pain 

0 1 2 3 4 5 6 

3. I can socialise with my friends or 

family members as often as I used to 

do, despite the pain. 

0 1 2 3 4 5 6 

4. I can cope with my pain in most 

situations 

0 1 2 

 

3 4 

 

5 

 

6 

 

5. I can do some form of work, despite 

the pain. ("work" includes 

housework, paid and unpaid) 

0 1 2 3 4 5 6 



277 

 

6. I can still do many of the things I 

enjoy doing, such as hobbies or 

leisure activities, despite the pain 

0 1 2 

 

3 4 

 

5 

 

6 

 

7. I can cope with my pain without 

medication. 

0  1 

 

2 

 

3 4 

 

5 

 

6 

 

8. I can still accomplish most of my 

goals in life, despite the pain 

0 1 2 3 4 5 6 

9. I can live a normal lifestyle, despite 

the pain 

 1 

 

2 3 4 5 6 

10. I can gradually become more active, 

despite the pain 

0 1 2 3 4 5 6 

 

APPENDIX Z: Pain Self-Efficacy Questionnaire (PSEQ) (Amharic version) 

እባክዎ ከዚህ በታች የተዘረዘሩትን ተግባራት ህመም ቢኖርም በምን ያህል በራስ መተማመን ማድረግ 

እንደሚችሉ ይግለጹ፡፡መልስዎን በእያንዳንዱ ተግባራት ትይዩ በተቀመጡት መመዘኛዎች ላይ ያክቡ፡፡ 

መልስዎን  ለመስጠት በቁጥር ከ ዜሮ እስከ ስድስት ካሉት ቁጥሮች ውስጥ ኣንዱን ብቻ በማክበብ ይግለጹ፡ 

ይሀዉም ዜሮ ማለት በፍጹም በራስ መተማመን የለኝም ሲሆን  ስድስት ማለት ደግሞ ሙሉ በሙሉ 

በራስ መተማመን ኣለኝ ማለት ነው፡፡    

ያስታውሱ፤ ከዚህ በታች የተዘረዘሩትን ነገሮች ከዚህ በፊት ማከናወን እንደሚችሉ እና እንደማይችሉ 

የሚጠይቅ ሳይሆን በአሁኑ ወቅት ምንም እንኳን ህመም ቢኖርም በምን ያህል የራስ መተማመን 

ማከናወን እንደሚችሉ ብቻ ነው፡፡   

 

 በጭራሽ 

ኣልተማመንም 

  በጣም 

እተማመናለሁ 

1. ህመም ቢኖርም እንኳን በነገሮች እደሰታለሁ  0 1 2 3 4 5 6 
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2. ሕመም ቢኖርም እንኳን አብዛኛውን የቤት ውስጥ ስራዎችን 

መስራት እችላለሁ (ለምሳሌ ቤት ማፅዳት፣ ዕቃ ማጠብ ፣ 

ኣልጋ ማንጠፍ ፣ እቃ ማንሳት፣ ምግብ ማብሰል፣ እንጨት 

መፍለጥ፤ ወዘተ)፡፡ 

0 1 2 3 4 5 6 

3. ሕመም ቢኖርብኝም እንኳን ሁልጊዜ እንደማደርገው 

ከጓደኞቼ ወይም ከቤተሰቤ ጋር ማህበራዊ ግኑኝነት ማድረግ 

እችላለሁ:: 

0 1 2 3 4 5 6 

4. በ ብዙ ሁኔታዎች ህመሜን መቋቋም እችላለሁ 0 1 2 3 4 5 6 

5. ህመም ቢኖርም አንዳንድ ስራዎችን መስራት እችላለሁ 

(“ስራዎቹ” የቤት ውስጥ ፣ ክፍያ ያለው እና የሌለውም 

ሊሆን ይችላል):: 

0 1 2 3 4 5 6 

6. ህመም ቢኖርብኝም  እንኳን ለመዝናናት ወይም በትርፍ 

ጊዜየ የማከናውናቸው በርካታ ተግባራት አሁንም 

ኣደርጋቸዋለሁ፡፡ 

0 1 2 3 4 5 6 

7. መድሃኒት ሣልወስድ ህመሜን መቋቋም እችላለሁ:: 0 1 2 3 4 5 6 

8. ህመም ቢኖርም እንኳን አብዛኛዎቹን  የህይወት  አላማዬን 

ማሳካት እችላለሁ፡፡ 

0 1 2 3 4 5 6 

9. ህም ቢኖርም እንኳን መደበኛ ህይወቴን መምራት 

እችላለሁ፡፡  

0 1 2 3 4 5 6 

10. ህመም ቢኖርም እንኳን ቀስ በቀስ የበለጠ  በአካል ንቁ 

መሆን እችላለሁ፡፡  

0 1 2 3 4 5 6 
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APPENDIX AA: Confidentiality agreement form for data transcription 

services  

Non-Disclosure Agreement 

(Declaration of Certified Transcripts) 

 

 

 

Non-Disclosure of Confidential Information of Mulugeta Chala, PhD Candidate, 

Queen’s University, School of Rehabilitation Therapy 

I understand that I will have access to the Confidential Information of Mulugeta Chala. Therefore, 

I agree that either during and after the transcription and or translation, I shall not, without the prior 

written approval of Mulugeta Chala, directly or indirectly (a) reveal, report, publish, disclose or 

transfer any Confidential Information of Mulugeta Chala to any person or entity, (b) use any 

Confidential Information of Mulugeta Chala for any purpose or for the benefit of any person or 

entity, and (c) all recordings will be discarded as soon as the project is completed.  

__________________________ (Name of the person or organization doing the transcription) 

declare that to the best of my (our) professional ability, skill, and knowledge, the following 

transcripts are true and accurate transcriptions or translation of the recordings submitted by 

Mulugeta Chala. 

 

I declare under penalty of perjury that the foregoing is true and correct and that this official 

declaration was executed on __________, in __________________ (city name), Ethiopia. 

 

_______________________ (signature) 

 

Name: _________________ 

Date: __________________ 

Name and contact 

information of the 

organization or a person 

doing the transcription  


