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Background: Among different psychological predictors of outcome in low back pain (LBP) adults, the negative influence of fear- 
avoidance beliefs in physical activity is an area of research attention. However, there is a lack of evidence on the burden of fear 
avoidance about physical activity among chronic LBP adults in Ethiopia.
Objective: To describe fear-avoidance beliefs about physical activity and explore its association with socio-demographic and clinical 
factors among low back pain patients attending physiotherapy treatment in 3 Amhara regional comprehensive hospitals.
Methods: A multi-center cross-sectional study was conducted and adults with chronic LBP (n = 263) participated. Data were 
collected by face-to-face interview using the modified Fear-Avoidance Belief Questionnaire about Physical Activity (mFABQ-PA) 
tool. Multivariable logistic regression at a p-value <0.05 significance level was used to identify predictors of fear-avoidance beliefs 
about physical activity.
Results: Among the 263 participants, 113 subjects (43%, 95% CI (36.9–49.0)) reported a higher cut-off (>15) mFABQ-PA. The 
logistic regression model demonstrated that LBP adults with a higher mFABQ-PA score were more likely to be urban residents 
(AOR 2.75, 95% CI (1.32, 5.88)), and ADL-related LBP (AOR 1.97 95% CI (1.18, 3.29)). The clinical-specific factor indicative 
of a higher cut-off score of mFABQ-PA was using analgesic medications (AOR 2.00, 95% CI (1.19, 3.37)). The model fit was 
0.21 and 0.11 (R2 = Nagelkerke’s, Cox & snell respectively).
Conclusion: High fear avoidance beliefs about physical activity in adults with low back pain were found and associated with 
residence, work, and medication intake. These findings might urge the researchers to explore further associations and assist clinicians 
in choosing subgroups to use behavioral therapy and graded exposure to physical activity.
Keywords: avoidance behavior, fear-avoidance beliefs, low back pain, physical activity

Background
LBP is rated as the number one cause of years lived with disability compared with all health conditions. In the past 3 
decades, Disability-adjusted Life Years (DALYs) caused by LBP have increased by 53% globally, with the greater 
fraction observed from low and middle-income countries.1,2 Even though most patients heal quickly, 10% of patients are 
at risk of acquiring chronic LBP and evidence suggests that LBP poses a considerable challenge, particularly in the 
chronic phase to the clinical and research agenda of LMICs.3 Hence, chronic LBP has become a major medical, social, 
and economic problem with frequent use of health services and long-term disability.4 Likewise, it has a negative impact 
on the relationships, job loss, depression, reduced quality of life, and reduced physical activity (PA) levels.5

Journal of Pain Research 2023:16 233–243                                                                     233
© 2023 Yihunie et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms. 
php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the 

work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Journal of Pain Research                                                                       Dovepress
open access to scientific and medical research

Open Access Full Text Article

Received: 1 November 2022
Accepted: 17 January 2023
Published: 26 January 2023

http://orcid.org/0000-0003-4551-4454
http://orcid.org/0000-0002-9901-1206
http://orcid.org/0000-0003-0899-919X
http://orcid.org/0000-0003-3866-9351
http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/3.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


Several factors like socio-demographic, psychological, clinical characteristics, and other risk factors are associated 
with the transition of Acute LBP to Chronic LBP in some individuals.6,7 Beyond biomedical factors, sometimes LBP is 
non-specific and cannot be attributed to recognizable pathology.8 Conversely, psychosocial factors are increasingly 
recognized to be frequently involved in the development of chronicity. Among the multi-facet psychosocial factors, fear- 
avoidance beliefs have received substantial research and clinical attention.9,10

The fear-avoidance model proposes that the experience of pain can negatively influence pain-related fear to produce 
an avoidance attitude leading to a decrease in physical activity, and then followed by disuse, disability, and chronification 
of pain.11 Studies report that the development of chronicity and disability after the incidence of LBP is strongly predicted 
by the presence of higher fear-avoidance beliefs,12,13 suggesting early identification of the levels of fear-avoidance beliefs 
which could direct appropriate management approach to reduce the risk of chronicity.

In a country with a larger proportion of economically productive age groups, where largely people work in informal 
employments with no or very limited job modification possibilities, low access work insurance, and a compensation 
system, it is worrisome that conditions like LBP are a common diagnosis and overburden to the healthcare system in 
Ethiopia.14,15 Based on the studies in the western liberal society, there is enough evidence to argue that the fear-avoidance 
model cannot be generalized to other cultures with different socio-cultural environments.16,17 Ethiopia is a low-income 
country, which has a diversity of cultures, low literacy rates, substandard occupational health structures, a unique social 
setting, and fast economic growth. The current health expenditure of Ethiopia as reported by 2019 World Bank data was 
estimated at 3.24% of the GDP.18,19 Western industrialized countries incur an enormous medical cost for musculoskeletal 
disorders and at the same time, the problem of highly prevalent chronic LBP in developing countries is not well 
understood.2 The fear avoidance beliefs questionnaire is an important screening tool in clinical practice for assessing the 
risk of disability due to fear-avoidance behavior. Conversely, there is compelling evidence that the fear-avoidance model 
should be utilized within the approach of biopsychosocial pain interventions in LBP.20,21 However, the magnitude of fear- 
avoidance beliefs among adults with chronic LBP and factors contributing to the avoidance attitude toward physical 
activity remains unexplored in the study area and in the country.

Due to the difference in cultural contexts, health-care systems, informal employment, lack of insurance coverage or 
health finance, and social structures, extrapolating the results of studies of this type from other nations to Ethiopia is 
challenging. Therefore, there is a definite need for context-specific data and unceasing research to understand the fear- 
avoidance beliefs in different musculoskeletal conditions in Ethiopia. Therefore, this study was set out to describe the 
fear-avoidance beliefs about physical activity (FABQ-PA) among patients with LBP attending the physiotherapy out- 
patient unit at the three governmental regional comprehensive hospitals in the Amhara region.

Methods and Materials
Study Design, Settings, and Population
This study was reported in compliance with the Strengthening the Reporting of Observational studies in Epidemiology22 

and conducted in accordance with the declaration of Helsinki. A multi-institutional-based cross-sectional study was 
carried out in the three physiotherapy centers at the University of Gondar comprehensive specialized hospital (UGCSH) 
which is the first teaching center for physiotherapy in Ethiopia, and Felege-Hiwot comprehensive specialized Hospital 
(FHCSH) and Tebebe Ghion comprehensive specialized hospital (TGCSH) from 1st March to 30th June 2021. The three 
big tertiary referral hospitals have equipped Physiotherapy centers with trained physical therapists. The teaching hospitals 
serve about 10 million people in their catchment area, and provide free diagnosis, consultation, medications, and physical 
rehabilitation for the needy patients. The city of Gondar is situated in Northwest Ethiopia at 724 km from Addis Ababa, 
about 175 km from the nearby Felege-Hiwot comprehensive specialized hospital in the city of Bahir Dar. The department 
of Physiotherapy in the study centers provides physical rehabilitation to a wide spectrum of conditions and age groups, 
for both in-patients, and out-patients. The outpatient units at the UOGCSH, Felege Hiwot hospital, and Tsebe Ghion 
deliver physical therapy services to 150, 110, and 50 patients, respectively, per month on average. Based on the 
previous year’s registry, an estimated 700 low back patients are expected to visit the OPD of the 3 centers during the 
study period.
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Study Population and Eligibility Criteria
Ethiopian citizens over 18 to 65 years, with LBP lasting more than 3 months duration attending physiotherapy out-patient 
unit. The subjects were informed about the study at their first appointment and subsequently screened for inclusion. 
Exclusion criteria were: cauda equina lesion, malignancy, infection, history of spinal surgeries, pregnancy, pain related to 
mensuration, and mental illness. All participants provided written informed consent before enrollment.

Sample Size and Sampling Technique
The sample size was determined based on the following assumptions using the single population proportion formula;23 

since there were no similar regional studies a proportion of 50% was taken, a confidence level of 95% (Zα/2 = 1.96), 
precision of 5%, and 10% contingencies and non-response.

So, the derived power calculated sample for an estimated population of 700 during the study period was n = 273. 
A systematic random sampling method was employed to recruit subjects with chronic low back pain from the outpatient 
units of the three tertiary referral hospitals. To improve sample representativeness, the participants were proportionally 
allocated from each study area, UGCSH 132, FHCSH 97, and TGCSH 44 subjects. Based on the number of patients 
expected to visit each of the centers during the study period the Kth number was calculated and the first subject of the day 
was selected by the clinician using the lottery method.

Operational Definition
Adult participants who had experienced and self-reported pain localized between the costal margin and the inferior 
gluteal line or folds lasting for at least 3 months that may be associated with leg pain or numbness is defined as LBP. In 
addition, a flashcard with a shaded area illustrating the area of pain was included in the questionnaire. Fear-avoidance 
beliefs were measured by the modified version of the FABQ (mFABQ). If the mFABQ-PA subscale score is >15 out of 24 
(based on the median score of the population studied)24 it is considered a high or elevated score or elevated fear 
avoidance belief about physical activity.

Data Collection Tool and Procedure
The data was collected using a face-to-face interview by 3 physiotherapists. The data collectors were trained for one day 
on the background knowledge of the study, questionnaire, and subject approach by the principal investigator. A structured 
face-to-face interviewer-administered questionnaire was used to collect data. The questionnaire contained three parts: 
socio-demographic (sex, age, marital status, education status, residence, religion, occupation), clinical factors (radiating 
pain, duration of low back pain, analgesic use, work-related low back pain, sport-related low back pain, regular exercise, 
advised resting, and sickness absence) and Fear-Avoidance Belief Questionnaire about Physical Activity (FABQ-PA) tool 
to measure the avoidance behavior or attitudes, and reduced physical activity in patients with LBP. The Fear-Avoidance 
Beliefs Questionnaire, developed by Waddell and colleagues, consists of two subscales; FABQ related to work and 
FABQ related to physical activity. This study used the four-item fear avoidance beliefs about physical activity subscale, 
score ranging from 0 to 24. Participants rated their beliefs about the activity from 0 (completely disagree) to 6 
(completely agree). Higher scores represent higher levels of fear-avoidance beliefs. High FABQ-PA was defined as 
scores ≥15.25,26 The questionnaire was translated from the original English version to the regional language (Amharic) 
and checked for discrepancies and completeness.

Data Analyses
Descriptive statistics such as frequencies, percentages, means, and standard deviation were calculated and the variables 
associated with reporting of higher fear avoidance belief on physical activity were identified. The association between 
high mFABQ-PA (mFABQ-PA score ≥15) and experiencing LBP at least for 3 months was determined using the logistic 
regression model. Bivariate logistic regression analysis was done to identify factors associated with high fear-avoidance 
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beliefs on physical activity (mFABQ-PA ≥15 vs, <15) with different independent variables. The independent variables 
included in the regression model were; age in years (categorized: 18–30, 31–40, above 40), gender, education (categor
ized: no formal schooling, primary, secondary, college and above), employment status (employed, unemployed, house
wife, student), residence (categorized: urban, rural), chronicity of LBP (categorized: >3 months, 6 to 12 months, and 
>1 year), radiating pain (categorized: yes or no), regular exercise (yes, no), sick leave (yes, no), and advised to take rest 
(yes, no). Variables that were significant at a p-value of <0.25 in the bivariate (crude model) were entered for the final 
multivariate regression (adjusted) model to control the possible confounders and examine the association between 
different independent variables. In multivariate analysis, variables with 95% confidence intervals, p-value of <0.05 
were considered statistically significant and factors that were associated with the outcome variables were included to 
control the potential confounders. The results of the final model were expressed in terms of adjusted odds ratio (AOR). 
Model fitness was checked by the Hosmer-Lemeshow goodness-of-fit test.27 Analyses were conducted using the IBM 
Statistical Package for Social Sciences (SPSS) software version 25.0 for Windows (IBM Corp, Armonk, NY, USA).

Results
Socio-Demographic, and Clinical Characteristics of Participants
From the 273 eligible adults who were approached for consent, 263 consented to participate in this study. The response 
rate was 96.33 and this is more than the power-calculated sample. The most common reason for non-response were lack 
of interest and time. Both male (52.5%) and female (47.5%) participants almost had equal representation and about 70% 
of the participants had attained secondary level and higher education. The mean age (±SD) for the participants was 39.8 
(± 10.8) and 45.6% of the participants were aged above 40 years. Nearly 3/4th of the participants were employed and 
most of the participants (85.9%) were urban residents. Only 76 (28.9%) and 8 (3%) participants were overweight and 
obese, respectively. The mean BMI was almost similar for both males (24.1 ±2.8) and females (23.5 ±3.1). Almost 25% 
of the participants were home-makers, unemployed, and students. Among the participants, 173 (75.3%) reported being 
married, and 27.8%, 2.7%, and 3.8% were single, divorced, and separated or widowed, respectively (Table 1).

The chronicity of pain symptoms reported by the participants was more than 3 months (17.1%), 6 to 12 months 
duration (24.7%), and majority of them (58.2%) were observed to have LBP beyond one year. The prevalence of 
radiating pain in the leg or sciatica was 48.3% (n = 127). Nearly, 40% of the participants were under analgesics 
medication during the study. More than half of the participants (54%) self-reported of pain symptom while performing 
activities of daily living (ADL) and only 14.4% reported having indulged in regular exercises. About 16% reported that 
frequent sick leave was availed due to LBP in the past 1 year.

Distribution of Elevated Scores of mFABQ-PA
Among the 263 participants, 113 subjects (43%, 95% CI (36.9–49.0)) were classified as having elevated or higher scores 
on mFABQ-PA based on the cut-off (>15). A statistically significant difference was observed in the proportion of 
elevated mFABQ-PA between the age categories (Above 40 years 49.2%, 31–40 years 28.1%, and 18–30 years 26.2%; 
χ22 (2, n = 263) = 6.4, p < 0.05, phi = 0.15). The majority of homemakers (57.6%) were observed to have elevated 
mFABQ-PA followed by unemployed (50%), students (40%) versus employed (39.9%). The chronicity of the pain 
symptom was significantly associated with elevated mFABQ-PA (>3 months 17.1% versus 47% each for 6–12 months 
and >1 year; χ2 (2, n = 263) = 9.5, p < 0.05, phi = 0.19). The observed fear avoidance beliefs were significantly different 
between categories of pain during ADL (yes 50.7% versus 33.9%; χ2 (1, n = 263) = 7.54, p < 0.05, phi = 0.16), advised to 
take rest (yes 48.8% versus no 37.9%), and intake of analgesics (yes 51.9% versus no 37.1%; χ2 (1, n = 263) = 5.6, p < 
0.05, phi = 0.14) Table 1.

Regression Analysis
The results of the logistics regression analysis are displayed in Table 2. High mFABQ-PA score (≥15) was significantly 
associated with urban residence (OR 2.75 [1.32–5.88], p = 0.007), chronic LBP participants taking analgesics (OR 2.0 
[1.19–3.37], p = 0.009) were twice more likely to report higher FABQ-PA, and participant who experienced pain during 
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Table 1 Socio-Demographic, Physical Measurements, Clinical Characteristics 
and Distribution of FABQ-PA (>15 Score) in the Study Population (n = 263)

Variables Sample FABQ-PA n (%) χ2 P value

n (%) High (>15) Low (≤15)

Gender

Female 125 (47.5) 52 (41.6) 73 (58.4) 0.7 0.38

Male 138 (52.5) 61 (44.2) 77 (55.8)

Age (in years)

18–30 69 (26.2) 21 (30.4) 48 (69.6) 6.4 0.04

31–40 74 (28.1) 33 (44.6) 41 (55.4)

>40 120 (45.6) 59 (49.2) 61 (50.8)

Education level

No formal schooling 13 (4.9) 09 (69.2) 04 (30.8) 9.7 0.02

Primary 65 (24.7) 33 (50.8) 32 (49.2)

Secondary 74 (28.1) 34 (45.9) 40 (54.1)

College and above 111 (42.2) 37 (33.3) 74 (66.7)

Employment status

Employed 198 (75.3) 79 (39.9) 119 (60.1) 4.1 0.24

Unemployed 22 (8.4) 11 (50) 11 (50)

Housewife 33 (12.5) 19 (57.6) 14 (42.4)

Students 10 (3.8) 04 (40) 06 (60)

Marital status

Married 173 (65.8) 80 (46.2) 93 (53.8) 9.7 0.045

Single 73 (27.8) 23 (31.5) 50 (68.5)

Divorced 07 (2.7) 05 (71.4) 02 (28.6)

Separated/widowed 10 (3.8) 5 (50) 5 (50)

Residence

Urban 226 (85.9) 90 (39.8) 136 (60.2) 6.7 0.01

Rural 37 (14.1) 23 (62.2) 14 (37.8)

Religion

Christian 226 (85.9) 92 (40.7) 134 (59.3) 3.3 0.09

Muslim 37 (14.1) 21 (56.8) 16 (43.2)

BMI (kg/m2)

Underweight 07 (2.7) 01 (14.3) 06 (85.7) 8.9 0.03

Normal 172 (65.4) 80 (46.5) 92 (53.5)

Overweight 76 (28.9) 26 (34.2) 50 (65.8)

Obese 08 (3.0) 06 (75) 02 (25)

(Continued)
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ADL (OR 1.97 [1.18–3.29], p = 0.009) are almost twice more likely to report high scores Table 2. Overall, the logistic 
model correctly classified 61.3% of the cases as high or low fear-avoidance (Nagelkerke’s R2 0.29).

Discussion
The key findings of this study were that higher fear avoidance beliefs about physical activity were significantly associated 
with urban residence, taking analgesics, and pain during ADL among chronic LBP subjects. Literature28–30 has identified 
that an elevated FAB as a critical prognostic indicator for individuals with LBP, especially after the emergence of the bio- 
psycho-social model of pain and recognition of the importance of psychosocial factors in LBP chronicity and disability.9 

This study found that fear avoidance beliefs about physical activity were relatively common (43%) among the sample of 
LBP subjects at the three Amhara regional comprehensive hospitals. The findings of this study are supportive of previous 
research for the association and possible mediating relationship between fear-avoidance and physical activity. For 
instance, a cross-sectional study of 218 Australian adults with chronic LBP reported the indirect effect of FAB on 
activity with pain and disability.31,32 Further, fear-avoidance beliefs about physical activity can be addressed as negative 

Table 1 (Continued). 

Variables Sample FABQ-PA n (%) χ2 P value

n (%) High (>15) Low (≤15)

Chronicity of LBP

>3 months 45 (17.1) 10 (22.2) 35 (77.8) 9.5 0.008

6–12 months 65 (24.7) 31 (47.7) 34 (52.3)

>1 year 153 (58.2) 72 (47.1) 81 (52.9)

Radiating pain to leg

Yes 127 (48.3) 57 (44.9) 70 (55.1) 0.36 0.6

No 136 (51.7) 56 (41.2) 80 (58.8)

Analgesic medication

Yes 104 (39.5) 54 (51.9) 50 (48.1) 5.6 0.02

No 159 (60.5) 59 (37.1) 100 (62.9)

Advised to take rest

Yes 123 (46.8) 60 (48.8) 63 (51.2) 3.1 0.08

No 140 (53.2) 53 (37.9) 87 (62.1)

Pain during ADL

Yes 142 (54) 72 (50.7) 70 (49.3) 7.5 0.006

No 121 (46) 41 (33.9) 80 (66.1)

Regular exercise

Yes 38 (14.4) 12 (31.6) 26 (68.4) 2.3 0.16

No 225 (85.6) 101 (44.9) 124 (55.1)

Frequent sick leave*

Yes 32 (16.2) 13 (40.6) 19 (59.4) 0.08 1.0

No 166 (83.8) 66 (39.8) 100 (60.2)

Note: *Only for employed participants.
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Table 2 Factors Associated with High Fear-Avoidance Beliefs About Physical Activities (Cut-off 
Score of >15) Among Adult Chronic LBP Patients (n = 263)

Variables COR (95% CI) AOR (95% CI) P-value

Age

18–30 1(ref) 1(ref)

31–40 2.21 (1.18–4.13)* 1.24 (0.08, 19.z8)

41–60 1.20 (0.67–2.15) 0.66 (0.02,1.4)

Religion

Christian 0.32 (0.11–0.92)* 0.09 (0.02, 1.2)

Muslim 1 (ref)

Education

No formal schooling 0.22 (0.06–0.77)* 0.10 (0.01,1.47)

Primary 0.49 (0.26–0.90)* 0.12 (0.07, 1.07)

Secondary 0.59 (0.32–1.07) 0.32 (0.02, 5.72)

Diploma, college, and above 1(ref) 1(ref)

Marital status

Married 1.66 (0.60–4.56) 0.91 (0.54, 1.81)

Living alone 1 (ref)

Residence

Urban 4.403 (1.197–7.82)* 2.75 (1.32–5.88)** 0.007

Rural 1 (ref) 1 (ref)

Duration of LBP

>3 months 1(ref) 1(ref)

6–12 months 0.90 (0.18–4.49) 0.54 (0.12, 1.99)

>1 year 0.29 (0.07–1.04) 0.21 (0.12, 0.66)

Analgesics in take

Yes 1.83 (1.11–3.02)* 2.0 (1.19, 3.37)** 0.009

No 1 (ref) 1 (ref)

Regular exercise

Yes 1(ref) 1(ref)

No 0.567 (0.27–1.18) 0.77 (0.14 to 3.1)

ADL-related pain

Yes 2.01 (1.22–3.31)** 1.97 (1.18, 3.296)** 0.006

No 1(ref) 1(ref)

Advised to rest

Yes 1.56 (0.96–2.56) 0.73 (0.31 to 3.6)

No 1(ref) 1(ref)

Note: R2 = 0.21 (Nagelkerke’s) and 0.11 (Cox & snell). The bold values denote statistically significant, *significance <0.05, 
**significance <0.01. 
Abbreviations: COR, crude odds ratio; AOR, adjusted odds ratio; CI, confidence interval.
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bodily attention, patient with chronic pain commonly believe that their ability to control pain is limited, which can further 
reinforce inactivity.33 Our results are comparable to the studies done in the USA (41.8%)34 and (37.5%).35 However, 
studies conducted involving adults with LBP from specific occupational strata reported significantly higher fear 
avoidance beliefs. For example, studies conducted in the USA (69.4%)36 and Japan (61.8%),37 respectively. The USA 
study36 by George et al included patients from Military health-care clinic; this sample deviation from the average 
population of the current study could explain the difference in the finding, and the Japan study included health 
professionals (Nurses) with LBP from multi-hospitals. This study used only the FAB-physical activity sub scale part 
of the FABQ tool, and the fear avoidance beliefs about work is not considered in our study which could also be the 
possible reasons for a higher fear-avoidance beliefs in these studies in addition to the difference in cultural, socio
economic, and occupational health system.

In contrast, a Norwegian study38 reported a comparatively lower FABQ-PA of 32.1% using a cut-off score of >14 for 
the FABQ-PA subscale. Further, the study included only 115 acute low back pain patients with chronicity of fewer than 3 
months duration. Most of the participants in the Norwegian study were on sick leave, which is paid and worker 
compensation benefits to go with it. In addition, the higher level of education of the Norwegian research could have 
been the reason for the lower observation of FABs. The differences in the observed magnitude of FABQ-PA score 
between countries and populations can also be explained by the present view and approach on LBP in the countries, 
educational status, cultural context, employer and family supports, personal insurance, and worker’s compensation. For 
instance, in this study, we observed that about half (46.8%) of the participants reported of being advised to take rest. But, 
the approach to LBP in the developed countries is more in the direction of confronting the pain than on the rest.36,39 

Further, the occupational health system and negative psychological characteristics like somatic hypervigilance, financial 
insecurity, and misinterpretation of people who are fearful and ambiguous about physical sensations as threatening or 
painful may have increased the likelihood of higher FABQ-PA scores.40

In our study, factors such as residency, analgesic use, and ADL-related low back pain were significantly associated 
with fear-avoidance beliefs about physical activities among LBP patients. Participants who lived in rural areas were 64% 
times less likely to report higher fear-avoidance beliefs about physical activity than urban residents. The possible reason 
might be rural residents are unique in culture, lifestyle, values, pain tolerance, behaviors relating to the clinical course of 
LBP and health care. Another possible reason could be that features of the physical environment directly impact 
participation in physical activity.41

Analgesic users are significantly associated with high fear-avoidance beliefs about physical activity in our study. The 
risk of reporting higher fear-avoidance beliefs about physical activity among the chronic LBP patients who were under 
analgesics medication was twice higher than their counterpart. Though, with the cross-sectional design, it is difficult to 
explain if pain medication came after the high fear avoidance beliefs manifest or the higher fear avoidance beliefs were 
led by pain medication. The association of analgesic medication with higher fear avoidance beliefs is supported by the 
study done in Norwegian adults with acute LBP.39 The possible explanation could be predicting pain based on internal or 
external stimuli is a fundamental and highly adaptable self-protective process. This reaction is created through associa
tive and instrumental learning processes, and pain-related fear is an important component of it. Pain-related fear can 
become maladaptive in chronic pain, leading to avoidance strategies and symptom persistence.42 Stress may affect pain 
processing, impair perceptual discrimination, favor overgeneralization, and may lead to the re-activation of maladaptive 
pain-related anxiety. Stress is likely to occur in the everyday life of chronic pain sufferers.43 More importantly, the 
Norwegian study included patients with acute LBP where there is high possibility of larger proportion being under 
medications particularly during episode of acute pain.

On the other hand, the risk of reporting higher fear-avoidance beliefs was 1.97 times greater in ADL-related LBP 
patients than in work-related LBP patients. The possible explanation might be people who are engaged in work are 
physically active and have a lower risk for the development of chronic LBP. It is also well-recognized that being 
active is an effective clinical treatment to reduce pain and improve function in a variety of pain conditions.44
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Strengths and Limitations
To the best of our knowledge, this study is one of the few studies that determined the fear-avoidance beliefs among LBP 
in Ethiopia, and the findings are important in the cultural context considering the increasing burden of LBP in the 
country. The findings of this study with a sufficiently powered analysis to detect the significance of relationship between 
variable are most likely to have good generalizability for clinical practice. However, there are some limitations that are to 
be counted while interpreting the results. The study design did not allow the analysis of the ROC curve and thereby the 
possibilities to determine a cut-off for the sample and the cross-sectional nature of this study is limited to observed 
prevalence, distribution, and inter-relations of variables within the population studied, thus the temporal causality 
between the variables studied cannot be established. Finally, this was conducted on participants presenting to the hospital 
for healthcare, which might have exaggerated our values and the use of self-reported questionnaires did not allow us to 
exclude the possible recall bias. Future studies shall consider community-based design and cohort design to obtain 
a detailed association of factors with fear-avoidance belief within the community.

Conclusion
In this study, 43% had a higher score on FABQ-PA (>15). The fear-avoidance belief was higher among the urban 
residents, patients under analgesic medications, and those who reported pain during the performance of ADL. These 
findings might urge the researchers to prospectively explore the causal relationship within the fear-avoidance model and 
assist clinicians in choosing subgroups to use behavioral therapy and graded exposure to physical activity.
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