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Abstract
The developm ent and use o f an unstructured health diary to describe the experiences o f p atients
w ith low back p ain, and its potential to predict outcom e in new episodes o f low back pain
presenting in prim ary care
Background: Back pain is among the m ost com m on syndromes presenting in primary care in the
United Kingdom . It has proved to be very costly and com plex to treat Recent advances in the
knowledge base o f the natural history o f the condition and the ability to predict which patients are m ost
at risk o f not recovering have had little effect in reducing the disability associated w ith it.
Recent advances in and the recognition o f qualitative research m ethods have provided an alternate
research design to gain rich insights into how low back pain affects patients.
Aims: The aim o f this study was to develop an unstructured health diary, describe how back pain
affects patients over a one week period from diary entries, and explore the diary’s potential usefulness
in predicting outcom e in patients w ith new episodes o f low back pain presenting in primary care.
M ethods: F ollow ing recruitment into the study, patients were invited to record their experiences o f low
back pain in an unstructured diary each day during the first w eek o f the episode. M easures o f disability
and anxiety/depression were collected at presentation, two w eeks post-presentation and six weeks post
presentation, using w ell validated outcom e measures; Roland and Morris D isability Questionnaire
(RMDQ) and the Hospital Anxiety and Depression Questionnaire (HAD).
Patients w ere categorised at six weeks into one o f three recovery groups; fully recovered (FR), partly
recovered (PR) or not recovered (NR) based on RMDQ scores.
Diary data was analysed inductively and them atically using w ell-established conventions for ensuring
that the process w as grounded in patient data Preliminary and secondary diary data analysis was
assisted by the qualitative software package, ATLAS.
Diary data w as then used to describe the rich accounts o f patients experiences o f their low back pain,
and then tested against recovery group data to search for differences in the frequency o f references to
individual them es.
A phenom enological framework guided the collection and analysis o f diary data.
Findings: Eighty five full data sets (com pleted questionnaires and diaries) w ere included in the
analysis. The relationship between recovery groups at six w eeks and all other quantitative data was
analysed. HAD scores and duration o f symptoms were the only tw o variables found to be related to
recovery groups. A total o f 49 preliminary them es were identified from the diary data during the initial
analysis. O f these, three (Emotional, Physical and Functional) were categorised as major themes based
on the number o f tim es they were referred to in the diary text. Some individual themes w ith
commonality o f m eaning were merged to create much broader major them es ( Illness narrative,
‘Coping strategies’ and ‘Relationships & roles’) . The frequency o f references made to each theme was
recorded and tested against recovery groups. Patients who ended up in the FR group made significantly
fewer references to negative physical, negative functional and illness narrative issues. This group also
maHpi significantly more reference to negative emotional, coping strategies and relationships & roles
issues. R ich accounts o f how their low back pain had affected them over a one week period also
emerged from the diary data.
D iscussion and C onclusions: The findings from the quantitative data support existing knowledge
about low back pain; outcomes are not affected by age or gender for exam ple, but are related to
anxiety/depression and duration o f symptoms. Diary data from patients who end up fully recovering is
different to that from those who don’t recover. It is proposed that patients who make frequent reference
to negative emotional issues in a diary may be ‘unburdening’ them selves o f negative em otions, making
the diary a potentially therapeutic tool. It is also proposed that those patients w ho fully recover make
more frequent reference to coping strategies and relationship & roles issues. This may be highlighting
that they have better skills with w hich to cope w ith low back pain and are more readily given
perm ission to enter the ‘sick role’ by fam ily members. Temporary exclusion from responsibilities is
thought to be a precursor to recovery from illness. These findings are encouraging as certain aspects o f
qualitative diary data appear to have potential in improving the ability to predict good outcome from
low back pain six w eeks after onset. Further exploration o f both the predictive and therapeutic potential
of diary data is recommended.
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Chapter 1
Introduction

1.1

Study rationale

Published findings on the socio-economic impact of low back pain in the United
Kingdom estimates the direct care costs of management and intervention to be in the
region of £1632 million. Once indirect costs such as payments to carers and lost
wages are taken into account, this figure rises to an astounding £10,668 million
(Maniadakis and Gray, 2000). Economic studies from other European countries
provide similar fin d in g s in terms of direct and indirect costs for low back pain.

Despite low back pain being one of the most frequently seen conditions, and despite
the misery and distress it has on the lives of patients involved, its causes, treatment
and the capacity to predict its likely outcome remain controversial and uncertain.

Low back pain remains somewhat of an enigma despite the marked advances in
science and medicine over the last three decades. A rapid and universally accepted
strategy for deciding who to treat, and which types of intervention and management
patients should get still remains elusive. This is despite a very significant increase in
the knowledge-base about the relationships of low back pain to non-physical factors
such as psychological distress and socio-economic status and the likelihood of
persistent low back pain (Atlas and Deyo, 2001; Thomas et al, 1999). Whether
reliable early identification of those patients at high risk of persistent symptoms can
be used to improve outcomes and management is uncertain, but the theory is both
rational and attractive. Early identification of patients with low back pain who are at
13

risk of long term pain, disability and sick leave is theoretically and practically
important because early and specific interventions may be developed and used in this
subgroup of patients. This is of special importance because recovery for people who
develop chronic back pain and associated disability is increasingly less likely the
longer the problem continues.

The sole use of traditional quantitative research approaches in low back pain seems to
have created stagnation in providing the clear answers about who to treat, and who is
most at risk of persistent low back pain.

Qualitative research methods have rarely been used to address mainstream health
issues as a stand-alone method (it has usually been conducted as an aside method to
inform and generate quantitative research questions), but over the last decade they
have become more commonplace in their own right in healthcare research. It is now
much more widely accepted that qualitative methods have more advantages than
perceived disadvantages (Whittaker, 1996). Qualitative research provides insight into
the way people think and feel about health issues, and describes the meanings
individuals give to their own and others’ actions. Quantitative techniques, for all their
strengths cannot provide such insights.

The literature describes the advantages and limitations that qualitative methods have
in healthcare research in some depth. Because what individuals say and do are not
overtly observable, acts of interpretation are necessary during the analysis of
qualitative data, and it is for this reason that qualitative methods have been regarded
as unscientific and seen to lack reliability and validity. Fortunately, the theoretical

14

underpinnings of qualitative research and its role in gaining fresh and rich insights
into the lived experiences of patients are better understood now.

It is also encouraging that qualitative and quantitative methods, although different, are
now seen to be both complementary and desirable in healthcare research. They have
been described as mutually enriching when combined in research and combined
methods approaches can deliver an enhanced understanding of health issues compared
with one method used in isolation (Brannen, 1992).

Therapeutic intervention requires an insight into the lives of people that may shed
light about the impact of a particular disease process on an individual. How people
manage their health problems affects their well-being and quality of life (Burman,
1995). The management of these problems has to be based on some form of measure
of health status. A potential problem with standard self-report measures of health
status administered at specific time-points in a disease process is that these may fail to
detect any fluctuations in health. This failure can result in limited or inaccurate
information. As a qualitative tool, the health diary in particular has been found to
provide a means of obtaining a more complete account of health status, and health
experience, and can act as a window into the lives and beliefs of a patient over a
period of time (Gibson, 1995).

1.2

Research Questions

Although research into low back pain has provided many important discoveries,
particularly in the role psychosocial factors have on low back pain outcomes, I
believe, from my observations of the current status of low back pain research over the

15

last five years that it has largely stagnated. It was felt that any further progress in this
field required a change in methodological approach and, as a result, the following
questions were generated:

1 Can the outcome of an episode of low back pain be predicted from qualitative
health diary data?
2

Would the health diary provide insights into how low back pain affects
patients with low back pain?

This study proposed to utilise a qualitative design to explore the potential usefulness
of an unstructured health diary in predicting outcome in patients with new episodes of
low back pain presenting in primary care and to describe how low back pain affects
patients over a one week period.

The objectives of the study were:
1. To develop and pilot an unstructured health diary to be completed by patients
during the first week of an episode of low back pain
2. To use an inductive thematic method of analysis to theme all diary text
3. To categorise patients in recovery groups (fully-recovered, partly-recovered or
not-recovered) at six weeks using a reliable quantitative outcome measure
4. To count the references to emergent diary themes and test against recovery
groups
5. To describe how low back pain affects patients over one week

16

Approach
A multi-stage approach was needed to address the study aims. The first part was a
detailed review of the literature on both the current status of low back pain research
and the use of qualitative methods in healthcare research.

The review of qualitative methods provided strong support for the use of the health
diary. The decision to use a diary as the data collection tool had been taken at the very
conception of the study for pragmatic reasons, but the literature provided the evidence
needed to choose the unstructured variety. Strong evidence to support the combined
qualitative/quantitative approach was also required and found. No published literature
was found however, that had used qualitative data to predict the outcome of any
health problem, let alone low back pain.

The second phase of the study dealt with both the selection of GP Practices and the
necessary negotiations with Practice staff to ensure good working relations throughout
the life of the study, and the development and piloting of a prototype unstructured
diary.

Phase three involved the main body of data collection as patients were referred into
the study. Patients completed the diaries and outcome questionnaires. The aim was to
recruit one hundred patients. In the event, ninety-four were recruited which resulted in
eighty-six completed diaries and questionnaires.

Phase four involved the analysis of all quantitative and qualitative data.

17

This thesis follows these four stages. Chapter two presents a review of the literature
surrounding low back pain and health diaries. Chapter three outlines the methodology
underpinning qualitative approaches and phenomenology in particular, and describes
the methods/procedures used from start to finish. Chapter four presents the descriptive
and inferential results of both the quantitative and qualitative data. Finally, chapter
five presents a discussion of the findings in relation to what is already known and
makes a number of recommendations regarding the implications of future research
and clinical practice.

18

Diagram taken from Kapandji IA. (1980) The Physiology of the Joints. The trunk and
the Vertebral Column. 2nd Edition, p53. Churchill Livingstone, London.
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Chapter 2
Literature review

2.1

Introduction

This chapter is comprised of a number of distinct sections. Section 2.2 documents the
approach used to search the literature which led to the development of the research
question. Sections 2.3-2.5 provide an overview of low back pain from an historical
perspective, an outline of the general physiology of pain and the mechanisms of pain
transmission, and a description of the anatomical structures of the lumbar spine.
Section 2.6 provides a review of low back pain epidemiology, predominantly from a
UK perspective, but some comparisons are made to epidemiological data from the
USA and other European countries. Sections 2.7-2.10 describe the problems facing
healthcare professionals in identifying the causes of low back pain and arriving at a
diagnosis with any degree of certainty, an overview of the psychological and social
factors that are recognized as important in the prediction of outcome from episodes of
low back pain, an overview of the natural history of LBP, and an account of the
fundamental distinctions between acute and chronic pain states.
Section 2.11 provides an historical overview of the health diary and how it has
evolved as a significant research tool in social and healthcare research over the last
fifty years, and compares the relative merits of both structured and unstructured
diaries.
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2.2

Search strategy

Although a defined method was used to search the literature, the process was
inductive and occasionally, relevant articles were discovered as a result of discussions
with both clinical and research colleagues as well as following lines of enquiry that
the literature uncovered.

The literature was searched initially using Medline (Ovid), CINAHL, EMBASE and
PSYCHinfo databases, but more comprehensive strategies such as ADITUS were
accessed as the study progressed. The use of ADITUS enabled all the relevant health
databases to be searched simultaneously. In addition, several relevant journals such as
Spine, Physiotherapy, Pain and Qualitative Health Research were regularly viewed
for relevant up to date literature.

The key words used during electronic database searching included “low back pain”,
“prognosis”, “prediction of outcome”, “psychological factors”, and “health diaries”.
These themes were searched as isolated terms and in combination. Not surprisingly,
searches using “low back pain” produced an enormous amount of literature; a Scopus
search alone limited to between 2004-2008 yielded 7,709 papers. A Medline search of
“acute low back pain and prognosis” between the same years produced 374 papers.
The key word “health diaries” also generated a large amount of literature in both the
medical database (Medline) and particularly in the database (CINAHL). CINAHL
yielded 4,470 papers about diaries. This was expected as this database lends itself to
diary research in particular and to qualitative research in general. Qualitative studies
indexed in CINAHL used terms that more accurately reflected the qualitative
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methodology. This depth of indexing is consistent with the major focus of CINAHL
being nursing and allied health literature, professions that commonly use qualitative
methodologies. Trawling the literature uncovered articles on using health diaries in a
number of different ways, from their development as a data collection tool in the
social sciences, to the collection of health information in healthcare research. Only 33
studies were found that used diaries as data a collection (usually in the form of a pain
diary) with individuals with back pain. The search did not identiiy any previously
published studies that used a qualitative health diary to predict outcome in episodes of
low back pain, or any other illness or disease.

2.3

The problem of low back pain: an overview

Low back pain (LBP) has always plagued mankind. The earliest surviving text
reporting the condition and its treatment dates from approximately 1,500 BC
(Breasted, 1930). Unfortunately it is incomplete but, following translation, it describes
how the Egyptians examined, diagnosed and treated an acute back sprain:
“Examination: I f thou examinest a man having a sprain o f the vertebra o f his spinal
column, thou shouldst say to him: extend now your legs and contract them both. He
contracts them both immediately because o f the pain he causes in the vertebra o f the
spinal column in which he suffers.
Diagnosis: Thou shouldst say to him: one having a sprain in the vertebra o f his spinal
column an ailment I shall treat.
Treatment: Thou shouldst place him prostrate on his back... ”

At this tantalising point the text ends and it remains a mystery as to what was about to
happen to the unfortunate individual lying supine. The accuracy of the clinical
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descriptions in this text and the ambiguity of the last sentence will be seen to be
particularly frustrating when we consider the modem controversy about whether back
pain should be treated with rest, surgery or mobilization.

Degenerative changes in the spine have been reported in early humans- Neanderthal
man (Strauss and Cave, 1957) and Egyptian mummies (Bourke, 1971).
Such degenerative change has been recorded throughout human history and these
degenerate ancient spines have been found to be very similar to modem spines in
terms of the pattern and extent of pathology (Bourke, 1971; Lawrence et al, 1966).
Medical thought on back pain essentially ceased during the dark ages as patient care
fell into the domain of the church. Pain was thought to be caused by external factors
and supernatural powers. In North East Scotland, the mother or child of a breech birth
were believed to have special powers in their feet to treat lumbago. In Derbyshire, the
legs of people with sciatic pain were smoked in a fire of ferns and the inhabitants of
Exmoor used incantations as a treatment for back pain.

Generally, low back pain is defined as pain in the lumbar region of the spine. More
specifically it is defined as pain in an area between the 12th ribs and the gluteal folds
of the buttocks (Palmer et al, 2000). The pain is often located differently from person
to person. It can be symmetrical across the small of the back; it can be predominantely
one-sided, or localised and centered over the lumbar vertebrae. Low back pain may be
present in isolation or in conjunction with referred pain into the buttocks, hips, groin
and thigh. There can also be associated sciatic-type symptoms such as radiating or
radicular leg pain, parasthesia or anasthesia into the calf, foot and toes. It should be
noted here that leg pain is too often labelled as sciatica. Leg pain may be due to true
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nerve root compromise, but much more commonly it is not (Waddell, 1998). It is
almost 70 years since Kellgren (1939) found that selective stimulation of any of the
structures in the low back produced referred pain into one or both legs. Sometimes,
the reported symptoms are only in the buttock, hip, groin, thigh or leg while the low
back remains pain-free.

Clearly, there is much variation in reported symptoms among individuals suffering
from low back pain and the pain experience is also different in each individual. This
experience is mediated by many factors such as physiological, psychological and
social. To attempt to describe and manage LBP from a purely physiological and
medical perspective is now seen as unacceptable; contemporary research indicates that
LBP is influenced by a myriad of psychosocial factors (Pincus et al, 2002). Pincus et
al (2002) found that persistent disabling symptoms may be prevented by early
identification and the modification of psychosocial factors such as distress, depressive
mood and somatisation.

Other factors include the cultural background (Zborowski, 1952), the social
environment (Teasell and Finestone, 1999), an individual’s own beliefs and attitudes
(Unruh et al, 1999), expectations of pain (Cipher and Fernandez, 1997), and the health
professional encounter/relationship (Rose, 1998). Cross-cultural differences are
evident in many aspects of human behaviour and especially so, where prevalence of
illness and health care usage are concerned.

The problem of low back pain and resulting disability is believed to be much more of
a problem in Western civilization (high-income countries) where a high prevalence is
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known to exist. The epidemiology of low back pain in low and middle-income
countries is however, largely overlooked within the literature (Volinn, 1997).

Volinn (1997) reported the results of a review of epidemiological surveys conducted
in low and middle-income countries between 1980 and 1995. Using point prevalence
as the epidemiological measure, which is consistent with the most frequent measure of
prevalence in other studies in low-income countries, the prevalence of reported low
back pain was determined. Results show that the prevalence of reported low back pain
in low-income countries was two or more times less than high-income countries.

Waddell (1992) describes his observations in Oman in the 1980’s, where newly
established orthopaedic clinics were flooded with patients presenting with low back
pain. It was noted however, that these patients were rarely disabled by their back
pains. No one went to bed, no one stopped their daily life and no one became
permanently disabled because of back pain. Similar observations have been reported
in Nepal. During an ethnographic study of a peasant community, Anderson (1984)
‘found a virtual epidemic of spinal pain’ with a point prevalence of 44%. This rate of
prevalence of back pain is even higher than surveys done in the UK and North
America, although the Anderson study included those individuals with upper back and
neck pain too.

Despite it being one of the most frequently seen conditions, and despite the misery
and distress it causes in the lives of patients involved, the causes of low back pain, its
treatment and likely outcomes remain controversial and uncertain. Low back pain
remains somewhat of an enigma despite the marked advances in science and medicine
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over the last three decades. A rapid and universally accepted strategy for intervention
and management still remains elusive despite a very significant allocation of research
funding for the answers.

2.4

The physiology of pain

Pain is complex. It has puzzled humanity for centuries as researchers have attempted
to advance our philosophical and scientific understanding of it. Should pain be
regarded as normal to some degree or other, or should it be regarded as a sign of
pathological damage in the body? Is it purely a sensation or is it an emotion? Over the
centuries, there have been many different models of pain offered that attempt to
improve our philosophical and scientific understanding of it and our desire to control
it has always held a central position in the life of mankind.

Chinese theories of 3000 years BC explain pain as an imbalance between Yin and
Yang, Arabic culture claimed that pain was punishment from the gods for sins
committed. Only since the birth of Christ has pain been viewed in the modern way; as
a disturbance in normal bodily function. Greek philosophers such as Aristotle and
Plato initially proposed that the brain had no direct function in any sensory matter and
that the heart was the epicentre of pain. Hippocrates thought pain to be a consequence
of too much or too little fluid in the body. These theories were countered by Galen in
300AD, who identified the brain as the organ of sensation and the interpretation of
pain. Aristotle’s theories, although countered, had lasting influence in that there
remains to this day some controversy as to whether pain is a sensation or an emotion.
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In 1664, Descartes’ behaviourist explanation of pain was the first to propose that a
specific pain system carries messages from pain receptors in the body to a pain center
in the brain. His proposal was that the causation from injury to pain acts in the same
way as a bell-ringing mechanism; ‘by pulling at one end o f a rope one makes to strike
at the same instant a bell which hangs at the other end’ (Cited by Melzack and Wall,
1982). The theory embraces the idea that severity of pain and extent of tissue damage
are directly linked. Descartes’ theory formed the basis for what we know today as the
specificity theory.

Modem day medicine is still largely based on this model of pain in that treatment is
designed to reduce tissue damage leading to decreased nociceptive stimulation, or
designed to interrupt the transmission of impulses from damaged tissue. Merskey and
Spear (1967) defined pain as “an unpleasant sensory and emotional experience
associated with actual or potential tissue damage or described in terms of such
damage”. Pain is a very personal experience and is influenced by physical and
psychological factors. Pain is produced by actual damage to the body or by the threat
of damage. What constitutes ‘threat of damage’ is, of course, different from individual
to individual which makes pain highly subjective.

Like any other sensory stimulus, pain has a threshold, where a noxious stimulus must
exceed a certain intensity before pain is felt. This threshold is known as the pain
perception threshold (PPT) and is defined as the least intensity of noxious stimulation
at which a subject consciously perceives pain (Wells et al, 1988). The PPT is
relatively constant from person to person, but the pain tolerance threshold (PTT) is
highly variable between individuals. It is the PTT that is so highly influenced by
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psychological and emotional variables. It is defined as the greatest intensity of
noxious stimulation an individual can bear (Wells et al, 1988). When pain exceeds an
individual’s PTT, he or she generally seeks help.

Pain is a personal and individual perception mediated by physical variables such as
mechanical and chemical alteration of nerve endings. A detailed account of the
neurophysiology of pain perception is beyond the scope of this thesis, but the
following is a description of the basic structure and function of the neurological
components thought to be involved in pain perception.

Peripheral nerves are made up of individual fibres whose classification is dependant
on their conduction velocities and diameter. The following table shows the
classification of nerve fibres in relation to velocity, diameter and function.

Table 2.1 Classification of mammalian nerve fibres

Fibre
type

Number

Diameter
(micro m)

A-alpha

(IA, IB)

12-20

Conduction
velocity
(m/sec)
70-120

A-beta

(II)

5-15

40-70

A-gamma

(II)

3-6

15-30

A-delta

(HI)

2-5

12-30

(IV)

<3
0.5-1.0

3-15
0.5-2.3

B
C

(Strong et al,2002. p.15)
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Function
Proprioception
Somatic motor
Touch
Pressure
Motor to muscle
spindles
Pain
Temperature
Autonomic
Sympathetic
Pain
Pressure
Temperature

The large diameter, thickly myelinated A-beta fibres conduct impulses rapidly. The
smaller diameter A-delta fibres are thinly myelinated and conduct more slowly. The C
fibres are the slowest conducting of all and are non-myelinated. It is the A-delta and C
fibres that have been identified as being important in the conduction of noxious
stimuli and painful events (Adams, 1997). Selective stimulation of A-delta fibres
produces a sharp and prickling sensation and are believed to be the fibres
predominantly active in acute pain states. Stimulation of C fibres produces a dull,
diffuse burning sensation and are believed to be the fibres responsible for the
perception of chronic pains.

However, several investigators have reported that impulses from non painful stimuli
were found to be transmitted by C fibres and conversely, stimulation of large diameter
fibres (A alpha and A beta) resulted in pain perception. These findings have been
noted in humans (Iggo, 1960; Wilier et al, 1978), primates (Perl, 1968) and cats (Hunt
and McIntyre, 1960). Therefore it is likely that receptors in the skin are responsive to a
variety of stimuli and the whole picture of peripheral pain mechanisms appears
complex with A delta and C fibre nerves able to transmit both noxious and harmless
stimuli.

Afferent units associated with high threshold receptors are activated by noxious
stimuli and low threshold receptors are activated by both painful and non painful
stimuli. Physiological and functional overlap suggests that the ability to distinguish
painful from non painful stimuli must occur at a more central location within the
central nervous system. Neuronal cell bodies involved with the transmission of
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impulses to the central nervous system are found in the dorsal root ganglia and
selected cranial nerve ganglia (Randich, 1993).

2.4.1

Mechanism for transmission from receptor cell to nerve fibre

The nociceptive system usually lies dormant but becomes active if nociceptive nerve
fibres are depolarized by stress, damage, mechanical deformation or chemical
irritation (Melzack and Wall, 1989). The cutaneous free nerve endings contain one or
more chemical substances which are released in response to a particular stimulation.
When stimulated, the appropriate substance is released and is diffused out of the nerve
ending to combine with external receptor sites. This causes depolarization and
initiates the action potential (Strong et al, 2002). The action potential mechanism
results from the opening of sodium and potassium channels, with an appropriate
movement of these ions down their concentration gradients. If the inward sodium flow
is greater than the outward potassium flow, a net accumulation of positive charge on
the inside of the membrane results and in the presence of an adequate amount of
receptor substance, an excitatory action potential is initiated (Strong et al, 2002).
Many substances have been proposed as the receptor substances. These include
potassium and adenosine triphosphate (ATP) released from damaged cells, and
histamine, bradykinin and prostaglandins produced in inflamed tissue. Substance P, an
excitatory neurotransmitter, and lactic acid have also been identified as potential
receptor substances. Removal of these receptor substances after their release is the
function of degrading enzymes (Strong et al, 2002).
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2.4.2

Mechanism of transmission from nerve fibre to spinal cord

Once initiated, the action potential or pain impulse is transmitted to the spinal cord via
nociceptive fibres where they synapse with the neuronal cells in the grey matter of the
spinal cord. Having entered the spinal cord via the segmentally organised dorsal
roots, a neurotransmitter such as substance P is released and interacts with excitable
receptors of the neuronal cells. This results in an action potential being initiated in the
neuronal cells. The neurotransmitter is removed from the receptors by degrading
enzymes and the neuronal cells return to their resting state (Adams, 1997).

Pain originates in the spine as a result of stimulation of nerve endings in the affected
spinal structure. Pathological changes in these structures can lead to either chemical or
mechanical stimulation of the nerve endings (Bogduk, 1987). Mechanical irritation is
caused by the deformation of nociceptive nerve fibres within a structure. When
connective tissue is placed under tension by mechanical stress or by inflammatory
oedema, it becomes deformed. The longitudinal cross-sectional area of the
collagenous bundles within the connective tissue is reduced and the enclosed afferent
nerve fibres are compressed. This compression is sufficient to initiate the transmission
of nerve impulses along the axon of the compressed nerve ending, and the process of
transmission is initiated (Bogduk, 1987).

2.5

Anatomy of the lumbar spine

The lumbar spine is made up of five vertebrae. Each vertebrae consists of a body
anteriorly and a neural arch posteriorly that make up the vertebral canal, through
which the spinal cord and cauda equina pass with protection. The neural arch has two
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pedicles laterally and a lamina posteriorly. A spinous process projects posteriorly from
the lamina in the midline and is palpable through the skin.
A transverse process projects laterally from each side of the lamina. The following
figure (Figure 1) shows the bony anatomy of the superior aspect of the fifth lumbar
vertebra.

Figure 1 Bony anatomy of a lumbar vertebra

Su p erio r
articu la r
process

In fe rio r
a rticular
process

Diagram taken from Grays Anatomv.il980), 36th edition. n277.Churchill Livingstone.
London.

The body of each vertebra is composed of a dense bony cortex surrounding softer
medullary bone. The cortices of the upper and lower aspects of the body are called the
vertebral endplates. The trabecular pattern of the inner spongy bone of the vertebral
body follows the lines of force placed on the bone creating a very strong pattern of
bone in the areas taking most stress (posteriorly) but a weaker pattern of bone where
less stress is taken (anteriorly). The anterior portion of the vertebral body
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consequently fractures at a force 25% less than necessary to fracture the posterior
portion (Borenstein et al, 1995).

The articular processes of the lumbar vertebrae form the zygapophyseal joints or facet
joints ( the term ‘facet’ joint carries no formal endorsement but was popularised in the
American literature). The articular processes project superiorly and inferiorly from the
junction of the pedicles and laminae. Each joint consists of two opposed and vertically
oriented plates surrounded by a fibrous capsule (Lewin et al, 1962). These are true
synovial joints in that their articular surfaces are bathed in synovial fluid and the joints
function to stabilise the motion between adjacent vertebrae while allowing sagittal
flexion and extension. The facet joints, like any other synovial joint, are subject to
age-related degeneration.
Figure 2 Intervertebral foramina and its relationship to the vertebral body, disc,
lamina and pedicle.

Diagram taken from Kapandji IA. (1980) The Physiology of the Joints. The trunk and
the Vertebral Column. 2nd Edition, p25. Churchill Livingstone, London.
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Nerve roots exit the spinal canal through the intervertebral foramina. Each foramen is
made up of the pedicles of adjacent vertebrae superiorly and inferiorly, the
intervertebral disc and vertebral body anteriorly, and the lamina posteriorly. The
figure (Figure 2) above shows the intervertebral foramina and its relationship to the
vertebral body, disc, lamina and pedicle.

Each vertebral body is seperated by an intervertebral disc which is situated between
the endplates of adjacent vertebrae. Together they make up approximately one third of
the height of the lumbar spine. Each disc is comprised of a gelatinous inner nucleus
pulposus surrounded by a laminated annulus fibrosis. The figure below (Figure 3)
shows the inner nucleus pulposus and outer laminated annulus fibrosis of a lumbar
disc.
Figure 3 Nucleus and annulus of a lumbar disc

Diagram taken from Kapandji IA. (1980) The Physiology of the Joints. The trunk and
the Vertebral Column. 2nd Edition, p26. Churchill Livingstone, London.

The nucleus pulposus consists of collagen fibrils enmeshed in a protein gel that is
made up of between 70-90% water (Beard and Stevens, 1980). This composition
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allows the disc to absorb a lot of stress. With age however, the disc loses a high
percentage of water content, the ability to function as a gel and the overall ability to
withstand stress (Kapandji, 1980). Biomechanically, the fluid nature of the nucleus
pulposus allows it to be deformed under pressure, but as a fluid, its volume cannot be
compressed (Bogduk and Twomey, 1991). If subjected to pressure from any direction,
the nucleus will deform and redistribute the applied pressure in all directions.

The annulus fibrosis acts as the containing vehicle for the nucleus pulposus. It is
composed of fibrocartilaginous tissue and fibrous protein laid down in highly ordered
concentric layers called lamellae, that run obliquely from one vertebra to another.
Successive layers of these fibres are laid down in alternate directions making the
annulus a very resilient structure capable of absorbing stress by expansion and
contraction of the fibrous layers (Kapandji, 1980).

The lamellae are thickest anteriorly and laterally, but posteriorly they are finer and
more tightly packed. Consequently, the posterior annulus is thinnest and most prone to
mechanical deformation from nuclear gel (Jayson and Barks, 1973). With age, the
fibres of the annulus fibrosis become fissured and lose their capacity to contain the
nuclear gel. If there is sufficient internal stress, the nuclear gel can cause deformation
of the annular wall or can herniate through it (Borenstein et al, 1995).

The lumbar spinal segments are reinforced and supported by five major ligaments.
The vertebral bodies are bordered at the front by the anterior longitudinal ligament
and at the back by the posterior logitudinal ligament. The fibres of the broad anterior
ligament blend with the intervertebral discs and are firmly bound to each vertebral
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body. The posterior ligament extends along the posterior surface of the vertebral
bodies and forms the anterior boundary of the spinal canal. It is a much thinner
ligament than the anterior ligament and because it narrows as it passes down the
lumbar spine, provides less support for the intervertebral discs.

The lateral vertebral ligaments pass down the lateral aspect of each vertebral body
with firm adhesions to each disc. The ligamentum flavum runs posteriorly between
adjacent laminae. The attatchments of this ligament create an extremely smooth
posterior wall to protect the spinal cord. The blood supply of the lumbar spine arises
directly from the aorta in five paired lumbar arteries (Gray’s Anatomy, 1980).

The lumbar spine terminates at the fifth lumbar vertebra where it joins the sacrum.
The sacrum is a large triangular bone composed of five fused vertebrae and is wedged
between the two pelvic bones.

The two articular surfaces of the sacrum form the sacroiliac joints where they
articulate with the ilium. The spinal canal continues into the sacrum and the sacral
nerves exit through bony foramina both anteriorly and posteriorly. The sacrum
terminates with the coccyx which comprises of four very small fused vertebrae. Pain
arising from the sacroiliac joints is regarded as a common cause of low back pain even
though they are classified more as pelvic joints as opposed to spinal joints (Kapandji,
1980).
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2.6

Epidemiology

Low back pain is one of the most troublesome and common problems presenting in
primary care in the United Kingdom (UK). In the course of a year, more than seven
per cent of adults will consult their general practitioner (GP) at least once with the
condition (McCormick et al, 1995). The disability caused by low back pain is a
growing problem and has risen dramatically over recent years (Clinical Standards
Advisory Group [CSAG], 1994; Waddell, 1996). The extent of this dramatic increase
in low back pain disability and the sickness absence resulting from it, is highlighted
by the number of working days lost to the condition in the mid-eighties and ten years
later, in the mid-nineties. In 1985, 30 million days were lost to low back pain
disability, while in 1995, despite our increase in medical knowledge and management,
105 million days were lost (Waddell, 1998).

The disability resulting from low back pain is regarded as the most expensive benign
condition in the industrialised world, and is the number one cause of disability in
people less than 45 years of age. For people over 45, it is the third leading cause of
disability, becoming progressively less of a factor during later years when function
and productivity become of less concern than survival in the world (Gatchel et al,
1995).

The report of the CSAG (1994) not only highlighted the growing problem of disability
associated with low back pain, it also reported the estimated costs to the NHS for
managing the condition to be £480 million. Additionally, lost productivity and DSS
benefit payments amounted to £3.8 billion and £1.4 billion respectively.
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A more recent publication by Maniadakis and Gray (2000) reported the socio
economic impact of low back pain in the UK. This study estimated the direct care
costs of low back pain to be £1632 million. Once indirect costs such as payments to
carers and lost wages were taken into account, this cost rose to a staggering £10,668
million. Economic studies from other European countries provide similar findings in
terms of direct and indirect costs for low back pain. Van Tulder et al (1995) estimated
the direct and indirect costs for low back pain to be 1.7% of the gross national product
in the Netherlands in 1991. This amounts to US$367.6 million as total direct medical
costs (hospital care costs, medical specialist care costs, general practice care costs and
paramedical care costs) and US$4.6 billion as total indirect costs (costs of
absenteeism and costs of disablement).

A pattern of a rapidly worsening epidemic of disability resulting from low back pain
for which benefits are being paid has emerged over the last two decades, despite the
findings of some studies, of there being no evidence of any corresponding rise in
prevalence (Allan and Waddell, 1989). The symptom of low back pain is widely
acknowledged to be no different, any more commonplace or any more severe than it
always has been, it is the reported disability resulting from the low back pain that has
exploded (Waddell, 1996).

This pattern of ‘stasis’ of reported low back pain was supported by an annual
population survey (Leino et al, 1994), which found no change in the prevalence of low
back pain in the preceeding 15 years. The annual survey by Leino et al can be
regarded as a valid marker of prevalence over time because their methodology was
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kept consistent with each annual survey and the questions asked were the same. Often,
one type of prevalence survey done at a given time point is compared with another
survey at another time point when methodological approaches are different. Different
questions are asked, different methods of data collection are used and different
populations are targeted.

In terms of questions asked, how ‘low back pain’ is defined is vital. Skovron et al
(1994) reported the findings of a population based prevalence survey in Belgium
where individuals were asked whether they ever get pain in the lower part of the back.
This definition of what constitutes low back pain is rather vague and would include all
back pain no matter how mild or how brief the duration (given the natural history of
low back pain over time, this type of definition could conceivably include everyone).
Papageorgiou et al (1995) also reported the results of a population based survey in the
UK where individuals were asked if they had experienced any low back pain which
lasted for more than one day. The results from this study may be expected to yield
different figures of prevalence as those individuals who suffer from fleeting aches and
pains every now and again that last less than one day would not be counted.
In terms of different methods of data collection, the Skovron et al study used
structured personal interviews as the method of data collection while Papageorgiou et
al (1995) opted for a mailed questionnaire. It could be argued that these studies are not
comparable and therefore an inappropriate means of comparing the prevalence of low
back pain at different time points and in different countries.

Indeed, there is a misconception that the prevalence of low back pain is lower in the
United States than in Europe. Deyo and Tsui-Wu (1987) reported an annual
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prevalence and a lifetime prevalence in the US of 10.3% and 13.8% respectively.
These figures do represent a much lower prevalence rate than in the UK for example
where rates of annual prevalence between 30-40% and lifetime prevalence between
60-80% have been reported (CSAG, 1994).

There does not appear to be any evidence of any increase in prevalence within
available literature since 1994 until very recently. In a recent publication, the results
from two identical population surveys (Palmer et al, 2000) carried out 10 years apart,
showed that the one year prevalence of self-reported low back pain increased by 13 %,
but there was no corresponding increase in the prevalence of reported symptoms
severe enough to be disabling (Palmer et al defined disabling low back pain as pain
bad enough to stop them putting on socks or tights).

Palmer et al (2000) involved the use of two identical postal surveys in eight
geographical locations across the UK. The first survey was conducted in 1988 where
patients (n=2667) were randomly selected from the lists of 136 GPs. The second
survey was conducted 10 years later inl998, where patients (n=10,363) were
randomly selected from the lists of 163 GPs. The one year prevalence of low back
pain (standardised for age and sex) was found to have risen from 36.4% to 49.1%. In
contrast, the prevalence of low back pain bad enough to be disabling had fallen by
0.7%. The findings suggest that the prevalence of non-disabling low back pain is
indeed increasing, but the dramatic increase in the number of work days lost and the
number of individuals receiving social security benefits for low back pain disability is
not explained by individuals having more severe back problems.
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These findings suggesting an increase in low back pain prevalence, is contrary to the
belief that the prevalence of low back pain has remained largely unchanged for
decades. Croft (2000) proposes several possible explanations for this contrary finding.
Firstly, that these recent survey results may not represent a true increase in the
prevalence of low back pain due to the unavoidable variability of subjective symptom
reporting. Croft however, supports the findings of the Palmer et al study (2000) in this
respect by citing the results of a low back pain prevalence survey by Mason (1994).
Mason used identical survey questions to Palmer and found similar rates of prevalence
to Palmer’s first survey in 1988. This suggests that large fluctuations from
respondents when asked about the presence of low back pain do not necessarily
invalidate survey results. The results of the Mason survey also suggest that the
increase in prevalence found by Palmer et al may have occurred during and since the
mid-1900’s. Secondly, Croft proposes that back problems may be becoming more
common as some of the risks for developing back problems increase. Individuals are
performing more sedentary types of work (Bamekow-Bergkvist et al, 1998) and are
less satisfied with their job (Papageorgiou et al, 1997). However, Croft feels that any
increase in risk factors on its own is not sufficient to explain any increase in
prevalence, as the results of Palmer’s second survey in 1997 show such a dramatic rise
in self-reported low back pain among all adult age groups at the same time.

Although the prevalence of low back pain seems to be largely unchanged (it could be
argued that a 13% increase is not significant compared with the five-fold increase in
outpatient attendances and a 100% increase in the number of days for which social
security benefits were paid), some surveys have identified a pattern of a steady rise in
the number of GP consultations for the condition (Royal College of General
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Practitioners Survey, 1986; McCormick et al, 1995). It is argued that this increase in
GP consultations does not reflect any corresponding increase in prevalence of low
back pain, but an increase in a cultural acceptance of low back pain as a reason for
sickness certification (Croft, 2000), and the better provision of social security
payments (CSAG, 1994; RCGP, 1986; McCormick et al, 1995). In other words, an
individual’s perception of what constitutes an illness may have changed. How do we
know we are ill? And when we do feel un-well (pain), how do we decide whether or
not to seek medical help?

People’s views about health issues are shaped both by their previous experiences of
illness and by their understanding of medical knowledge from either expert or lay
sources. They fall ill against a background of beliefs about good and poor health and
question the causes of disease and pain, question how much individual responsibility
they should take and question what they should do and who they should see about it.
These beliefs about health and illness are grounded in a wider understanding of the
world in which they live and their place within it (Radley, 1994).

The effects of different cultural backgrounds and illness are highlighted in a study by
Zborowski (1952), who studied pain reactions among a group of patients in a New
York hospital. The aim of the research was to explore the different reactions to pain
among three ethno-cultural groups; Jewish-Americans, Italian-Americans, and OldAmericans. The research was conducted because of the impressions of medical staff
that Jews and Italians (Americans raised within these sub-cultures) had a lower pain
threshold. It was found that while Italians resumed their normal activities quite
quickly once their pain was treated, they were felt to be pre-occupied with pain. They
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also complained a lot about pain and exhibited lots of verbal and non-verbal pain
behaviours. Jewish patients also tended to be very emotive about their pain and
exaggerate symptoms. They differed from the Italian patients in that they worried
more about the effect of the pain on their health and the welfare of their family. Some
evidence emerged that they had difficulty resuming normal activities because of their
tendency to worry about the underlying causes of the pain. The Old-American patients
were found to be more detached in their responses to pain, less focused on their pain
and were more concerned about not being a bother to anyone. Other studies have
described the influence of culture on pain among Hispanics, Polish and Irish (Bates et
al, 1993), and support previous findings that ethnicity and cultural beliefs are
significantly influential on pain perception, intensity and reporting.

A survey in the UK (Office of National Statistics Omnibus Survey, 1999) measured
the prevalence of low back pain. The findings of the 1999 Omnibus Survey showed
that in 1998, 40% of adults reported that they had suffered from low back pain for one
day or more duration in the previous 12 months. Of these low back pain sufferers,
15% reported that they were in pain throughout the entire 12 months. This survey
found that the highest prevalence of low back pain was reported amongst people in the
older working age groups (45-54 and 55-64). There was little variation in the overall
prevalence for men and women, although it appears that women in the younger and
older age groups were more likely to suffer from low back pain, and men in the 45 to
54 year age group reported significantly more low back pain than women in the same
age group.
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The same survey also found that in the UK, there appears to be little variation in the
prevalence of low back pain between regions of England and Scotland and Wales. It
did however, find that there were variations among social classes in these regions.
Reported low back pain in various social classes ranges from 37% in social classes I,
II and IIINM (professional, intermediate and non-manual skilled), to 45% in social
classes HIM (manual skilled) and 44% in social classes IV and V (partly-skilled and
unskilled).

Other epidemiological studies in the UK have found a low back pain point prevalence
of between 15-30%, a one month prevalence of 30-40%, and a lifetime prevalence of
60-80% (Kelsey et al, 1992; Walsh et al, 1992; CSAG, 1994). These prevalence
figures appear to universal. Surveys from the United States of America (USA) for
example, have identified similar rates of prevalence for low back pain in the USA to
those in Europe (Frymoyer et al, 1983; Von Korff et al, 1988).

While it seems the prevalence of low back pain has remained largely unchanged over
the last 15 years, there has been a dramatic increase in chronic disability resulting
from it. In 1985, approximately 30 million days were lost due to sickness benefits paid
for low back pain disability in the UK. In 1995, this figure had risen to 105 million
days (Waddell, 1996). Interestingly, this ten year period also saw a dramatic rise in
the variety of therapies designed to manage low back pain, new investigations of
increasingly high-technology such as Magnetic Resonance Imaging, and more
invasive procedures such as micro-surgical techniques and a variety of injection
therapy techniques (Waddell, 1996). It appears that these improvements in modem
medicine have not only failed to solve the problem of low back pain disability, they
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may have actually exacerbated it. In 1993 in the UK, there were approximately 14
million general practitioner (GP) consultations for low back pain. One million patients
attended NHS physiotherapy departments, contributing to an estimated total of 7
million treatments (Foster et al, 1999), and a little under half a million patients
presented at an Accident and Emergency Department.

2.7

The problem of diagnosis

Despite the condition’s propensity for spontaneous resolution, it remains a significant
problem to patients, to GPs, to therapists and to society. It is a problem for patients
because they often get inappropriate and conflicting advice on its cause, on how it
should be managed and on its likely future effects. It is a problem for GPs and
therapists because they cannot be sure of any particular definitive cause, offer a
guaranteed cure, or predict the future course with any degree of accuracy. It is a
problem for society because of its prevalence, cause of work loss, and the demand for
health care and state benefits resulting from it (CSAG, 1994). These problems exist
because the symptom of low back pain has often been found to be disproportionate to
any organic pathology (Waddell et al, 1999), suggesting that other factors have an
influence on the outcome of an episode of low back pain.

There are many unanswered questions surrounding the relationship between pain and
organic pathology in patients with low back pain. This link between pain and
pathology seems so obvious that it is universally accepted that back pain is always the
result of some sort of physical damage, and that the intensity of pain is directly related
to the intensity of damage. This relationship generally holds true in acute disease and
injury; chemical irritation from the release of hydrogen and potassium ions and
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proteolytic enzymes occurs following tissue damage and mechanical irritation of
nociceptive and afferent nerve fibers occurs in certain positions and with certain
movements (Bogduk, 1987: Bonica, 1980). There are times however, when the
relationship between pain and damage is muddled. Similar pathological conditions
can result in very different levels of pain from one patient to another; one patient
might not require any pain medication at all, where pain control may never be
achieved in another despite all efforts (Horn and Munafo, 1998).

Waddell and Main (1984), Waddell (1987) and Jensen et al (1994), have highlighted
this discrepancy between physical pathology and symptoms and our inability to make
a definitive diagnosis in most cases of low back pain. White and Gordon (1982), when
discussing idiopathic low back pain, suggested that a definitive diagnosis is
impossible in up to 85% of patients. Fordyce (1995) also recognizes that the problem
of LBP often makes a diagnosis difficult since the pain is seldom associated with any
clear-cut identifiable tissue damage or anatomical defect.

The number of anatomical parts in the lumbar spine with the potential to cause pain is
substantial and the number of disease processes that may affect these anatomical parts
is capacious. In addition, there are psychological and social factors that compound the
problem. Little wonder that our ability to make a definitive diagnosis is relentlessly
challenged.

Radiographs of the lumbar spine provide little or no information about the pathology
causing low back pain and have, in all but a few instances, lost their validity as a
diagnostic tool (Paris, 1997). Indeed, individuals with no low back pain can have
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significantly degenerate spines and vice versa, and an X-ray will never change when
low back pain has been relieved or has resolved naturally. It is now widely accepted
that the cause of low back pain will never be found in a laboratory or on an X-ray, as
back pain is a symptom and not a disease. Eight controlled studies and two reviews
performed throughout the 1950’s, 1960’s and 1970’s supported the poor relationship
between symptoms and radiological changes (Waddell, 1987), and these findings are
supported much more recently by others who have also found that abnormalities in Xray and magnetic resonance imaging and the occurrence of non-specific LBP are not
strongly associated (Van Tulder et al, 1997). Roland and Van Tulder (1998) also
reported their findings that radiological abnormalities vary from 40%-50% for
degeneration and spondylosis in people without LBP.
Similarly, Jensen et al (1994) found that 52% of asymptomatic patients who
underwent Magnetic Resonance Imaging of the lumbar spine had disc bulging at at
least one level, 27% had at least one disc protrusion and one per cent had disc
herniation. Jensen et al also point out the substantial variation in the interpretation of
MRI findings; one expert neuroradiologist was 30% more likely to interpret an MRI
film as showing disc protrusion than a second neuroradiologist reading the same film.
This variation creates an environment for erroneous clinical decision making.
Jensen et al conclude that the presence of a high number of anatomical abnormalities
in people without back pain, combined with the high prevalence of back symptoms in
adults makes coincidental findings likely. More alarmingly, Boden et al (1990) warns
that a structural abnormality-based diagnosis based on magnetic resonance imaging, in
the absence of objective clinical findings, may not be the cause of a patient’s pain and
an attempt at operative correction could be the first step towards disaster. It is now felt
by many researchers that imaging procedures should only be indicated for very
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specific back problems, particularly with associated ‘redflag ’ indicators. Jarvik and
Deyo (2002) reviewed the available evidence on the diagnostic accuracy of clinical
information and imaging for patients with LBP. Data on imaging was based on the
original articles, but although the authors attempted to identify major potential biases,
there was little evidence of a formal process of data extraction or scoring procedure.
Their findings however, suggest that diagnostic imaging should be reserved for those
patients with LBP who are considering a surgical solution to their pain problem or
those where systemic disease (red flags) is suspected. This view was more recently
supported by Koes et al (2006), who reported that, because of a weak association
between positive x-rays and magnetic imaging and the occurrence of LBP, only cases
with red flag conditions should be considered for imaging. The Koes et al study
(2006) used a much more rigorous procedure of review and used the Cochrane Library
to identify relevant systematic reviews that evaluated the effectiveness of
conservative, complementary and surgical interventions for LBP. This systematic
review is strengthened by a meticulous exclusion criteria to ensure the best clinical
evidence.

A weak association between the symptom of low back pain and the use of highly
technical imaging of the spine is also reported by Deyo (1994) which lends support to
the discrepancy between identifiable pathology and pain. Clearly, traditional and even
more advanced diagnostic techniques make it difficult for a diagnosis to be made with
any degree of certainty in many cases of low back pain due to unreasonably high false
positive rates. The whole process of making a diagnosis has been found to be
speculative and largely uncomfirmable by objective testing (Waddell and Main, 1984;
Frymoyer, 1992). The diagnostic process is also hindered by the variability of reported
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symptoms and observed signs which may enjoy a different diagnosis for each day of
the week depending upon the person examining the patient (Grieve, 1988).

The Quebec Task Force on Spinal Disorders (Larocca, 1987), in a review of over 7000
publications on back pain, identified over 20 diagnostic labels ranging from lumbar
sprain to metameric cellulotenoperiostomyalgic syndrome. Larocca observed that
clinicians become inventive when faced with uncertainty regarding the ability to make
a definitive diagnosis. The diagnosis is made according to the focus of the clinician at
the time. For example, lumbago is a symptom-focused diagnosis, discarthrosis is a
radiologically-focused diagnosis and disc degeneration is a hypothetical
physiopathologically-focused diagnosis. The diagnosis is also greatly influenced by
the clinician’s training and personal beliefs.

2.8

Psychosocial factors, prognosis and predicting outcome

This diagnostic ambiguity precipitated and fuelled research devoted to the
identification, measurement and analysis of the psychosocial variables associated with
back pain (Jensen et al, 1991). There is now a considerable body of research evidence
(CSAG, 1994; Croft, 1996; Waddell et al, 1996) that traditional biomechanical
explanatory models are inadequate in predicting the severity or the outcome of an
episode of low back pain and that psychological and social factors are superior to
physical signs and pathology as predictors of outcome (Waddell, 1992; Burton et al,
1995; Kendall et al, 1997).

Burton et al (1995) carried out a prospective survey on 252 patients consulting in
primary care with low back pain, where clinical and psychosocial data were collected
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at presentation and outcome measures in terms of low back pain disability were taken
at a one year follow up. The aim of the study was to explore the relative value of both
clinical and psychosocial factors in the early identification of those individuals with a
poor outcome at one year. The psychosocial data that was collected included
information on pain (McGill Pain Questionnaire [MPQ]; Melzack, 1987),
psychological distress (Distress Risk Assessment Method [DRAM], Main et al, 1992),
beliefs about pain control (Pain Locus of Control; Main and Waddell, 1991), beliefs
about fear avoidance (Fear Avoidance Beliefs Questionnaire [FABQ]; Waddell et al,
1993), and pain coping strategies (Coping Strategies Questionnaire [CSQ]; Rosenstiel
and Keefe, 1983).

Clinical data obtained at presentation included spinal range of movement, straight leg
raising, root tension test and sit-up test. The results of this study showed that levels of
persisting disability at one year were dependant to a significant degree on
psychosocial factors. Poor coping strategies and a previous history of low back pain
were particularly powerful in predicting outcome at one year. Regression analysis on
the data highlighted the limited power of the clinical information obtained at
presentation in predicting outcome.

The findings of Burton et al (1995) are supported by the findings of a study by Hope
and Forshaw (1999) where 160 patients with low back pain or low back pain and leg
pain were assessed for levels of psychological distress and fear avoidance beliefs to
establish their predictive validity on outcome. Patients completed two psychological
screening questionnaires; the DRAM (Main et al, 1992), which itself consists of two
measurement tools, the Modified Zung Depression Index (Main and Waddell, 1984)
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and the Modified Somatic Perceptions Questionnaire (Main, 1983) and the FABQ
(Waddell et al,1993). Following a stepwise multiple regression analysis, it was found
that 71% of patients classified as distressed had a poor treatment outcome compared
with only 20% of those patients classified as ‘at risk’ of becoming distressed. No
patients classified as normal had a poor treatment outcome. They also concluded that
the best predictors of outcome of physiotherapy treatment were non-physical; namely
depression and disability levels. It must be noted that only a partly standardised level
of physiotherapy input was achieved in this study and, recognising this potential
weakness, patients were randomly assigned to their treating physiotherapist to make
the individual differences between therapist input less of a confounding factor.
It can be argued that most clinical information is not only poor at predicting outcome,
but that it is not indicative of any objective pathological signs in patients with low
back pain.

Pope et al (1980) found that clinical signs such as reduced spinal mobility and reduced
straight leg raise had a greater association with a low pain threshold than any
pathology. They found that patients with resticted spinal mobility were more likely to
exhibit more hypochondriasis, while the more mobile patients were less
hypochondriacal. Pope et al (1980) went on to suggest that spinal motion is subject to
psychological influences and that these findings support the hypothesis that observed
behaviour during spinal examination is associated with the patient’s ability to tolerate
pain during a particular physical test. An alternative or additional interpretation of
these findings might mean that patients with low back pain self regulate how much
spinal movement they actively produce on the basis of perceived bodily harm or
physical vulnerability as well as the willingness to endure pain.
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The findings from the Pope et al study are supported by the results of a study by Rose
et al (1995), where regression analysis on data from 162 LBP patients found that
straight leg raising and prone knee bending (tests of nerve root compromise)
correlated more closely with psychological distress than any neurological deficit.

More recently, a study by Grotle et al (2004) examined the relationship between fear
avoidance beliefs and distress to disability in acute LBP. One hundred and twenty
three patients with acute LBP had disability levels and work loss data taken. Results
showed that both fear avoidance and distress were significantly associated with the
I

Oswestry Disability Index and that these results replicated other reports on the
association between pain experience, fear avoidance, distress and LBP disability.
Additionally, a major systematic review leant its weight to supporting the link
between psychological factors and the prognosis of LBP. This systematic review of
psychological factors as predictors of chronicity/disability in cohorts of patients with
LBP was performed by Pincus et al (2002).This review included a systematic review
of the available literature, followed by the application of three sets of criteria to each
study: methodologic quality, quality of measurement of psychological factors, and
quality of statistical analysis. Twenty-five studies were found that included
psychological factors at baseline, of which six met the acceptability criteria for
methodology. Each of the 25 studies reviewed was coded using a blinding process by
two reviewers, followed by an independent assessment by a statistician.

Of the 25 publications that included psychological factors at baseline, six met the
acceptability criteria for methodology, psychological measurement, and statistical
analysis. The main finding from this review was that there was an increased risk of
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chronicity (persisting symptoms and/or disability) in the presence of psychological
distress and depressive mood, and to a lesser extent, somatization. There was also
weaker evidence for catastrophizing as a psychological factor and increased risk of
chronicity. The authors were able to conclude that methodologically sound research
has shown that psychological factors such as distress, depression, and somatization are
implicated in the prognosis of LBP. They also conclude that further rigorous research
is needed to fully understand the role that psychological factors have on coping
strategies and fear avoidance and the transition to chronic LBP and disability.

The conclusions of a more recent systematic review by Pincus et al (2006) suggested
that the link between fear avoidance (fear of pain) and poor prognosis may not be a
such a robust one. The authors looked at fear of pain in particular and psychological
distress in general and their relationship to poor prognosis in patients with LBP.
Pincus et al (2006) reviewed nine studies published between 2001 and 2006 that
measured fear of pain in particular as a baseline outcome measure, as well as other
psychological factors in patients with acute LBP in a variety of clinical settings such
as specialist clinics in primary and secondary care. The review focused exclusively on
factors associated with fear, including fear avoidance, pain-related anxiety, health
anxiety, and general anxiety.
They used a rigorous review process which included multiple reviewers (including a
statistician) who coded the accepted articles using a predetermined set of criteria.
Reviewers were blinded to each others assessment. The authors found that of the nine
studies reviewed, six were of an acceptable or good methodology, and one had
excellent methodology. Three of the six studies with acceptable methodology, and the
one study with excellent methodology found no association at all between fear of pain
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and a poor prognosis at either three months or at 12 months. Three studies found a
weak link between fear and poor prognosis, but the authors felt the effect sizes were
small. Only one of the reviewed studies with acceptable methodology found a clear
association between fear of pain and prognosis. The authors concluded that, despite a
prevalent focus on fear of pain in the early stages of LBP, poor outcome may not be
strongly linked with it.

Some recent research findings question the link between prognosis and psychological
variables. Linton (2001) carried out a systematic review of the role of psychological
variables in the workplace in patients with LBP. The authors reviewed studies that
were of a prospective design, included a psychological predictor variable, and
included a report on back pain. A cross-referencing process was used to identify 975
potentially suitable studies, of which 21 fulfilled the inclusion criteria. The results
showed a clear association between psychological variables and future back pain, with
strong evidence that job satisfaction, monotonous tasks, work relations, demands,
stress, and perceived ability to work were related to future back pain problems.
Further, moderate evidence was established for work pace, control, emotional effort at
work, and the belief that work is dangerous. It was concluded that psychological work
factors played a significant role in the prognosis of LBP in the workplace.
Pengel et al (2003) carried out a systematic review of the prognosis of patients with
acute LBP. Following a search of data sources including Medline, Embase, Cinahl etc,
15 studies were included that used pain, disability, and return to work as outcome
measures. They were found to have varying methodological quality when
independently rated by two assessors. Improvements in pain, disability, and return to
work were found in patients within one month of onset. Further improvements were
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found in these outcomes up to three months, after which, levels for pain, disability,
and return to work remained almost constant. The authors discussed the assumed link
between LBP prognosis and psychological factors such as distress, but found the
evidence of the prognostic value of these factors came mainly from studies that did
not recruit a relevant cohort or that were methodologically weak.

2.9

The natural history of low back pain

Fortunately, the majority of new episodes of low back pain appear to resolve
uneventfully within a short period of time, at least to the extent that the sufferer is able
to function relatively normally (Rose et al, 1995). Patients may well continue to
experience some residual back pain, but it is unlikely to have much of a negative
impact on the individual’s level of functioning, psychological well being, or quality of
life in general (Von Korff and Saunders, 1996). However, this phenomenon of
spontaneous improvement is witnessed largely from clinical experience and empirical
evidence, and is often mis-interpereted by clinicians as a total resolution of symptoms.
The widely held belief that 80-90% of attacks of low back pain will recover in about
six weeks, irrespective of the administration or type of treatment (Waddell, 1987;
Deyo, 1983) does not mean that the individual becomes totally free of pain and
disability.

Croft et al (1998) conducted a prospective study of all adults consulting in general
practice for low back pain over 12 months, with follow-up interviews at 1 week, 3
months and 12 months after consultation. Patients were categorised into one of three
groups at each interview: those with no pain and no disability, those with pain or
disability (but not both) and those with both pain and disability. They found that
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although the majority of patients (90%) had stopped consulting with symptoms within
3 months of initial consultation, most still experienced low back pain and related
disability one year after initial consultation. It seems that the natural history of low
back pain should be viewed as a chronic problem with an unpredictable pattern of
grumbling symptoms that fluctuate from day-to-day, week-to-week and month-tomonth. Croft describes the course of back pain as; “periods o f relative freedom from
pain and disability interspersed with acute episodes, exacerbations, and recurrences”
(Croft etal, 1998).

The course of most episodes of low back pain is more likely to be characterised by
variability as opposed to predictability (Von Korff and Saunders, 1996). A relatively
small number (approximately 10%) of individuals suffering an acute episode of low
back pain will, for one reason or another, fail to recover (Gatchel et al, 1995), and
continue to report largely unimproved levels of low back pain and disability that have
not eased with the passage of time. These persistent symptoms are often reported even
in the absence of any demonstrable pathology (Burton et al, 1995). It is this small
group that also accounts for approximately 80% of money spent on the condition in
the health care system (Mayer and Gatchel, 1988), one third of all sickness benefits
(Main and Watson, 1995) and 90% of the social costs for the condition (Mason,
1994). The individuals in this small group are labelled as having chronic back pain;
pain that lasts longer than 3-6 months (Spitzer et al, 1987).

2.10

Acute and chronic pain

It has been widely acknowledged that acute and chronic pain are different. There are
some fundamental differences between acute and chronic pain that sufferers
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experience. Time frames for pain are different; acute pains are generally short lived
whilst chronic pains are longer lasting. The quality and intensity appear to be
different; acute pain is often described as sharper whilst chronic pain is duller. The
impact on function is different; acute pain generally requires little change in social or
occupational behaviour, and what changes in behaviour are necessary are short lived
as the pathological changes leading to the perception of pain are reversed as healing
occurs.
Acute pain is seen as a normal response to injury or disease when an increased level of
activity is seen in the sympathetic nervous system. There is an elementary relationship
in acute pain between the stimulus of nerve endings, the actual perception of pain and
the onset of tissue damage. Typically, other physiological responses are also seen that
are associated with the ‘flight or fight’ response which include an increase in cardiac
output and an increase in respiration. Acute pain is relatively short lived and is
variable in intensity from moment to moment. It fluctuates until it fully resolves as the
healing process is completed. The long term consequences are few once the healing
process is complete. Clinically, acute pain is usually defined as having been present
for a relatively short period of time, but there is much inconsistency within the
literature as to how long acute pain lasts before it is classed as some other type of
pain.

The time scale definitions of acute low back pain vary in duration from author to
author; less than three weeks (Burton et al, 1995), less than six weeks (Gatchel et al,
1995), less than six months (Stembach, 1974). These durations appear to be arbitrarily
chosen as no reasoning for duration definitions were given in any of the above studies.
It is odd however, that some duration definitions of acute pain are longer than some

57

duration definitions of chronic pain (more than seven weeks; Larocca, 1987, more
than six weeks; Koes et al, 1992 and more than 12 weeks; McIntosh and Shaw, 2003).
The definitions of duration for acute and chronic low back pain are undeniably
confusing and contradicting, and this reflects the complexity of the condition and our
limitations in being able to define what acute and chronic pains are by duration with
any degree of certainty.
Indeed, Croft et al (1998) would argue that characterising low back pain as acute or
chronic states based on the length of time an individual has had the pain is
inappropriate, since most patients with low back pain appear to continue to have some
residual symptoms a year later. Using time based definitions to characterise patients as
acute or chronic would mean that most patients would be classed as having chronic
pain, which is a disproportionate claim.

Chronic pain of a benign nature is defined as a persistent pain lasting longer than the
normal course of a disease or injury, or beyond the expected period of healing
(Andersson, 1999). Chew and May (1999) refer to chronic low back pain as a
symptom complex in which pain is localised to the lumbar spine and/or referral into
the leg, where specific causes have been excluded.

There is a general lack of understanding however, regarding the development of
chronic pain in the absence of demonstrable pathology (Horn and Munafo, 1998).
Again, there are wide ranging variations in actual duration; more than six months
(Bonica, 1980), more than seven weeks (Larocca, 1987), more than three months
(McKenzie, 1987; CSAG, 1994), and more than six weeks onwards (Koes et al,
1992).

58

Regardless of the duration used to define chronic pain, it is felt to be long lasting and
often characterised by a multitude of pain-related psychological problems, such as
anxiety and depression that makes a universally accepted definition almost
impossible. There is little agreement on a standard definition (Evans and Richards,
1996) which some feel to be the leading contributing factor to the ongoing problem of
finding an effective intervention (Vrancken, 1989). As a result, there is general
uncertainty and disagreement among the medical professions about its cause, its
nature and its management. It is a condition that is complex to understand and hard to
treat or eradicate.

Chronic pain is destructive physically, socially and emotionally and can lead to
psychological distress (Croft et al, 1995), irritability and bitterness (Pinsky et al,
1979), decreased activity levels and physical capacity (Gatchel, 1996) and medication
abuse (Fordyce, 1978). Sufferers of chronic pain are more preoccupied by their pain
than sufferers of acute pain (Stembach, 1974). They engage in more intense relief
seeking behaviours and tend to avoid family and social interactions to a greater extent
(Bond, 1978). It is well accepted now that the problems that face chronic pain
sufferers are far more complex than those individuals with acute pain problems
(Dolce, 1987).

Patients who are more adamant in their attempts to avoid or rid themselves of chronic
pain tend to view pain as an unqualified barrier to a ‘good’ life and tend to suffer more
as a consequence (Campbell and Muncer, 2004). Chronic pain sufferers are often
unable to accept their pain and attempting to control or change an unchangeable
aversive experience appears to increase levels of distress (Thompson, 1999).
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2.11

Health Diaries

Therapeutic intervention requires an insight into the lives of people that may shed
light about the impact of a particular disease process to an individual. How people
manage their health problems affects their well-being and quality of life (Burman,
1995). The management of these problems has to be based on some form of measure
of health status. A potential problem with standard self-report measures of health
status administered at specific time-points in a disease process is that these may fail to
detect any fluctuations in health. This failure can result in limited or inaccurate
information.
The health diary may provide a means of obtaining a more complete account of health
status, health experience, and can act as a window into the lives and beliefs of an
individual over a period of time. The diary allows the researcher to obtain potentially
very sensitive information on aspects of an individual’s life that otherwise may remain
unknown, in an unobtrusive way (Gibson, 1995). A recent diary study by Meth (2003)
highlighted the experiences of South African women who had been subjected to
violence at home. This study is a good illustration of how diaries can be very useful
for researching highly sensitive issues that may be difficult to approach using more
conventional face-to-face research methods. The sensitive information collected in
Meth’s diaries might not have been readily obtainable by any other means.
Inviting patients to record their illness experiences gives them a feeling of being
heard and encourages them to give their own perspectives on factors that may be
affecting their health. Indeed, by giving patients the opportunity to record their beliefs
and experiences in a health diary, a method which might seem ‘diagnostic’ or
‘exploratory’ may indeed be a treatment (Per Stansland and Malterud, 1997). Could
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recording beliefs, experiences and feelings about health issues in a diary designed for
that purpose, actually be a catalyst for improvements in health?
Meth’s study of South African women’s experiences of violence appears to suggest
that recording experiences in a written account can be somewhat of a cathartic
experience for some respondents. One woman in the study by Meth (2003)
commented, “Writing the diary was a task I liked to do.... I also felt relieved. It was
like a big luggage has been removed from my shoulders

The health diary provides

an ideal tool to record narratives of illness, which may uncover diagnostic and
therapeutic options. Studying narrative can lead to an understanding of an illness
which cannot be gained by any other means (Greenhalgh and Hurwitz, 1999).

Diaries have been used across a wide range of areas in social research (Corti, 1996),
and health diaries have been used as a prospective record of illness, injury, disability
and health actions in health-care research since the 1930’s (Verbrugge, 1980).
Historically, diaries have been used to record an individual’s thoughts and actions.
Keeping a daily account of feelings was once common and fashionable. Reference
books are available chronicling centuries of diary accounts (Fothergill, 1974),
including accounts of some of the most famous diarists such as Samuel Pepys.

Diaries have been used to study healthy people (Banks et al, 1975), and to document
health problems in many areas. For example, individual health (Downes and Collins,
1940), where diaries were used over a five year period as a memory aid in 2500
households, when an interviewer visited individual family members to discuss health
events in the past month; household health (Dingle et al, 1964), where 86 families
kept a detailed record of illness, especially acute respiratory conditions in a health
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diary over a 10 year period; and family health (Mechanic and Newton, 1965), where
198 families kept a log of the appearance of a number of symptoms over a two week
period.

Diaries have also been used for community health surveys. Smith and Mosley (1951)
conducted a community health survey of 288 families in Ontario, Canada. One
member of each family was asked to keep a journal diary of all symptoms, disability
and medical care for all family members over a one year period. Diaries have also
been used for National health surveys such as the Canadian Sickness Survey (Peart,
1952) when all family members in 8,819 households throughout Canada were asked to
keep a health calendar of all illness, hospitalisation, treatments and health
expenditures over a one year period as a memory aid during monthly interviews
regarding recent health events. They have been utilized in the comparison of health
survey procedures (Mooney, 1962; Allen et al, 1954) where diary respondents in up to
1,430 households in the state of California kept a daily health record for two or four
months on how well they felt, whether there was any restriction of daily activity, and
the number and reason for any visits they may have had to their doctor.

In the medical setting, health diaries have been used to help patients document
symptoms and feelings within a range of ailments. For example, for psychological
issues such as phobias (Murray, 1993), for daily activities of individuals suffering
from multiple sclerosis (Lawson et al, 1985), for evaluating the efficacy of new drug
interventions (Serrao et al, 1992) and for documenting chronic pain patterns (Follick
et al, 1984). More recently, diaries have been used to gain insights into the health
experiences of specific groups of individuals. Thomas (1999) used a free text diary
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approach to uncover negative health encounters experienced by disabled women
during pregnancy, while Grinyer (2003) was able to expose the experiences of parents
living and caring for young adults suffering from cancer.

Diaries have been more commonly used as a quantitative measure; for example, to
record pain (McCaffery and Beebe, 1989; Henriksson et al, 1992; Lloyd et al, 1992),
medication use (Sorbe et al, 1992), fatigue (Piper, 1986), and dietary intake (Marques
and Messer, 1992).

Because some studies suggest that the majority of symptoms are evaluated and treated
outside the formal medical care delivery system (Dean, 1986; Ford, 1986), health
diaries have also been used in understanding patterns of lay care such as self-care
responses to symptoms (Stoller et al, 1993) and in documenting health problems and
actions in the elderly (Musil et al, 1998).

It appears that health diaries may have a particular value in the study and collection of
information on common health problems and the psychosocial dimensions of these
problems (Freer, 1980). It is also felt that, by inviting a written self-presentation in a
diary, patients are given a feeling of being heard and are encouraged to give their own
perspectives on factors linking illness and life (Per Stensland and Malterud, 1997).
Health diaries have been used in three ways; in methodological studies to compare
reporting levels for retrospective or prospective procedures to examine the validity of
data-collection techniques, to improve the recall of health events in a later
retrospective interview, and, increasingly, as a primary source of research data
(Keleher and Verrinder, 2003).
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2.11.1

Characteristics of a diary

The New Shorter Oxford English Dictionary (1993) defines a diary as A daily record
o f events, transactions, thoughts, etc; especially ones involving the writer ’ (p43).

A diary may take the form of a ledger, in which entries are made only on days when
an event occurs; for example, recording the day, date, time and precipitating factors
when the respondent experiences symptoms, such as an attack of asthma (JansonBjerklie and Shnell, 1988), or days on which individuals engaged in health-seeking
activities (Rakowski et al, 1988).

A diary may also take the form of a journal, where entries are made every day
regardless of events. For example, the daily documentation of symptoms in patients
suffering form cystic fibrosis (Finkelstein et al, 1986), multiple sclerosis (Jacoby et al,
1999) and in elderly populations (Rakowski et al, 1988). The journal format can also
be made far more intimate, where accounts of thoughts and feelings are documented
as they occur. Diaries in the form of memoirs or autobiographies can also be used by
researchers to explore insights into the past from a sociological perspective, such as
Hanlon’s (1983) published diary about dying.

2.11.2 Structured versus unstructured
The health diary can be designed as a structured or unstructured research tool. A
structured diary incorporates the use of specific questions or measurement scales to
direct the respondent to the information required, such as pain and daily activity in
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patients with LBP (Miller et al, 1999) and activities of daily living in patients with
multiple sclerosis (Jacoby et al, 1999).
Structured diaries simply allow the informant to record a quantitative measure such as
pain levels or to choose items from a pre-determined checklist to identify health
actions for example on a daily basis. The term “structured diary” may be a little
misleading to some as the very word ‘diary ’ conjures up the unstructured kind, where
narrative accounts are written in a document of some sort. In truth, it is the structured
kind that is most commonly used in healthcare research. The fixed response format,
not surprisingly, is felt to unburden the informant of time consuming reflection and
writing, and captures theoretically relevant (to the researcher) perspectives of an
individual’s daily experience (Rook, 2001).

Most published health care research involving diaries has described the use of a
structured diary. This is useful in that the structure helps the respondent to focus their
recordings to the specific health events being studied. Structure can also make the
diary easier to keep, less daunting for those respondents who may find it difficult to
put their thoughts and feelings in writing, and less time consuming to complete. The
advantages of incorporating structure in a health diary may be reflected in a greater
degree of accuracy of the diary data, a higher completion rate of both day to day diary
entries and the total number of completed and returned diaries. The variation in the
depth and detail of diary entries can also be kept to a minimum which makes coding
and subsequent analysis of data far more straightforward (Gibson, 1995).

The use of structured diaries however has disadvantages. It can force the respondent
into a narrow view of life events, and decrease spontaneity, as they only report the
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things that they are asked for in the diary format (Burgess, 1984). The structured diary
is also time consuming to develop and according to Gibson (1995), the modification
process can be a lengthy one until the diary structure is perfected.

An unstructured diary provides the respondent with no specific questions and allows
respondents to freely write about events that have taken place in their own words. This
can help the researcher understand health and illness issues from the respondent’s
position that are often taken for granted (Elliot, 1997). Informants are obliged and
actively encouraged to reflect on and record their own behaviours regarding the
research subject and, while an unstructured diary should be designed with a specific
agenda in mind, it allows the informants to describe what is important to them.
Unstructured diaries can be useful in gaining insight into the meaning and importance
informants attach to events and problems in their lives (Milligan et al, 2005).

The unstructured diary (free-format and open-ended style) has been found to collect
data that is much richer in content than the structured type because of encouraged
reflection and spontaneity (Gibson, 1995). It allows the respondent to report all
problems and relevant life events that they feel are related to the problem, and
important to them, regardless of triviality (Verbrugge, 1980).

Unstructured diaries also pose some problems, particularly at the data analysis stage.
They are more time consuming and complex to code than a structured diary even
though coding schemes are more standardized than they used to be, and researchers
sometimes face the problem of deciphering an individual’s handwriting which is not
easily overcome and can render a completed diary useless at the coding and analysis
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stages. Unstructured diaries can be more daunting for the respondent; obligatory
reflection on how they have felt and what they have done is necessary before any
written account can be made. The perceived inconvenience and increased time needed
for reflection can have a negative effect on compliance and diary detail as diary entries
are omitted completely or written in a cursory manner. This is of little value in
generating a rich account of an individual’s experience of illness. Verbrugge (1980)
reported that there is also a trend of worsening diary detail in diary studies of longer
durations. This is known as respondent fatigue, and Verbrugge suggests that the
phenomenon is far more evident in diary studies of more than two or three months.

Unstructured diaries can also be problematic for those respondents with limited
literacy skills, older people whose health makes writing difficult and those who may
not have sufficient communication skills to allow them to write what or how they feel
about issues of health (Milligan et al, 2005). This last point can be countered by
proposing that the unstructured diary might offer less articulate respondents an
opportunity to make their responses in their own time without feeling flustered by the
presence of a researcher (for example in an interview). This point reflects the fact that,
unlike interviews or other direct observational approaches, diaries do not have the
same time constraints in terms of researcher presence. In addition, it has been noted
that older people may be subject to increasing levels of visual and/or intellectual
impairment that might affect their ability to complete an unstructured diary (Johnson
and Bytheway, 2001). Milligan (2005) suggests that the use of audio-diaries is a
possible way round this particular problem.
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Many of these potential disadvantages however, can be overcome by careful
encouragement and well-invested time with the respondents (Richardson, 1994).
Vigilant and continued researcher support/communication with diary respondents that
includes careful introduction of the researcher, explanation of the importance and
purpose of the research, instruction on the use of the diary, and the addressing of any
questions or concerns will improve compliance and the quality and detail of diary data
(Milligan, 2005). Richardson (1995) found that the quality of the diary data was
related to the amount of time and encouragement that the researcher had invested in
the informant.

It is possible that some respondents may have a marked if not acute consciousness of
the researcher (even though absent) as they record their diary entries, which might
affect their responses. This ‘researcher awareness ’ results from the health diary being
designed for a specific purpose and targeted at a specific individual with a specific
agenda in mind. This makes them very different from private diaries and it is
suspected that the respondents recognise this, although it is not extensively
researched. A study by Pavis et al (1996) explored the lay concepts of good mental
health and how it can be maintained using unstructured diaries. The researchers were
attentive to ‘'researcher awareness ’ but following a series of study-end focus groups,
were able to report that their respondents’ self-consciousness lessened the more they
wrote in the diaries. Some respondents reported that they were very comfortable in
viewing the diary as a sort of confessional.

As a qualitative research tool, the health diary exhibits many of the advantages of an
in-depth interview, in that it yields a personal and subjective account of an
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individuals’ health; a much richer account than could be gained by quantitative
research techniques.
Verbrugge (1980) found diaries provided a higher level of reporting by respondents
compared with retrospective interviews. A higher prevalence of reporting was found
for acute conditions, especially those conditions with low impact; conditions that
cause little pain, treatment, disability or medical attention. No difference in prevalence
has been found however, for chronic conditions (unless extensive probes are used
during interview, in which case the interview produces much higher rates of
prevalence than the diary).

Verbrugge also found that diaries excel in counts o f diffuse symptoms for which
people do not know the underlying medical condition and in counts of recently
noticed conditions (especially in non-disabling illnesses) when compared to standard
interview techniques. In terms of health actions, such as visits to the doctor, having to
be hospitalised, and the use or purchase of medications, the diary produces similar
levels of reporting when compared to interviews (Verbrugge, 1980).

Health diaries are then, an effective way of obtaining detailed and often intimate
information about an individual’s health; how they feel over a determined time, and
what they do about it. Diaries allow for the collection of data with the minimum of
intrusion, they encourage the respondent to reflect on their thoughts and feelings as
well as more functional aspects of their daily activities. From this record, a detailed
chronology of how an illness may be affecting their lives can be built. This record is
of significant interest to researchers, and indeed, could be therapeutic and helpful to
respondents.
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2.12 Qualitative studies of patients with low back pain
The literature review confirmed that very few published findings from studies
reporting narrative accounts of the lived experiences of patients suffering from back
pain existed. The most exciting of these was a recent study by Ong et al (2004) who
reported the pain narratives in a sub-sample of a large sample of patients with low
back pain in the primary care setting. They identified a number of themes that
emerged from their interview data such as establishing oneself as a moral person,
locating pain, pain vocabulary, patterns o f pain, and clinical encounters. The
interviews focused on how patients recount the way in which they present themselves
and how they communicate their experiences of back pain in clinical encounters. Ong
et al (2004) concluded that there is a need to obtain a deeper understanding of how
low back pain narratives reflect the themes that emerge from what patients say in the
clinical setting.

No published literature was identified that compared the analysis of qualitative
narrative accounts from patients with LBP with quantitative data against degrees of
outcome or recovery. Nor was any published literature found that attempted to use the
findings from narrative accounts in the prediction of outcome or recovery at a later
time point.

One study was identified that described what patients with chronic low back pain felt
about being caught up in the healthcare system with all its prejudices (Walker et al,
1999). This specific theme was just one of five themes that emerged from their data,
which was collected using a qualitative design in which narrative accounts of patients
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with chronic LBP were sought. Walker et al interviewed 20 patients, recruited
consecutively, who were attending two pain clinics in the UK. The interviews were
lengthy (lasting between 1.5 and 3 hours) and patients were encouraged to tell their
story using unstructured interviewing techniques. To ensure that patient accounts were
exhaustive, probing non-directive questions were used to elicit how patients felt and
what they thought about the situations and events they described. The narrative
accounts were analysed inductively using a phenomenological framework. The
authors readily acknowledged the potential for the results to be subject to the common
criticisms of qualitative analysis; such as the inability to guarantee reliability and
validity. The other four themes that emerged from the data were: The pain takes over,
Sense o f loss, They don't understand and Coming to terms and did not form any part
of the paper’s discussion.

2.13

Summary of the literature review findings

Low back pain is one of the most troublesome problems presenting in primary care in
the UK. Recent data on the socio-economic impact of low back pain in the UK
estimated the direct care costs of low back pain to be £1632 million. Once indirect
costs are factored in, the figure is more than £10 billion per annum. It has become
evident over the last decade that the disability associated with low back pain is
worsening even though the prevalence of the condition appears to be much more
stable. It seems commonsensical that continued efforts are made to establish which
patients with low back pain are most likely to recover spontaneously and uneventfully,
based on natural history, and which patients are most at risk of not recovering and
ensuing chronicity.
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The ability to predict the likely outcome of an episode of low back pain with any
degree of certainty has improved since the role of non-physical factors was
extensively researched and established throughout the 1990’s. It is now widely
acknowledged that psychosocial factors such as anxiety, depression, somatic
perceptions and fear avoidance are more powerful than clinical findings in
determining a good or poor outcome (Thomas et al, 1999; Atlas and Deyo, 2001;
Pincus et al, 2002). The research strongly supports the view that these non-physical
variables, if present in patients, be identified early in an episode of low back pain. It is
felt that the early identification of these factors better prepares the healthcare system
to understand, manage and predict who is at most risk of poor outcome and chronicity.
It appears however, that despite the advances made in the ability to predict outcome,
the use of traditional quantitative outcome measures has failed to provide a
universally recognized, and readily accepted method of determining who will and who
will not recover.

The literature describes the advantages and limitations that qualitative methods have
in healthcare research. Supporters of the quantitative research paradigm see qualitative
research as subjective, involving the perceptions, biases, and interpretations of the
individual researcher. Because what individuals say and do are not overtly observable,
acts of interpretation are necessary during analysis, and it is for this reason that
qualitative methods are regarded as unscientific and seen to lack reliability and
validity. This view of the qualitative research paradigm has meant that little
qualitative research into mainstream health issues has been carried out as a stand
alone method. It has usually been conducted as an aside method to inform and
generate quantitative research questions.
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Over the last decade however, qualitative methods have become more commonplace
in their own right in healthcare research. It is now much more widely accepted that
qualitative methods have more advantages than perceived disadvantages. Qualitative
research provides insight into the way people think and feel about health issues, and
describes the meanings individuals give to their own and others’ actions. Quantitative
techniques cannot accomplish these aims. The theoretical underpinnings of qualitative
research are better understood now, thanks to more ‘down-to-earth’ writings.

There are those who would argue that the choice between qualitative and quantitative
methods should be made entirely on pragmatic grounds (which method will provide
the answers to the research question most effectively and efficiently?). But it is
encouraging that qualitative and quantitative methods, although different, are now
seen to be complementary and desirable in healthcare research. They have been
described as mutually enriching when combined in research and combined methods
approaches can deliver an enhanced understanding of health issues than one method
used in isolation.

2.14

Study aim

The aim of this study was to describe the experiences of patients with low back pain
over a one week period, and to explore the potential usefulness of an unstructured
health diary in predicting outcome in patients with new episodes of low back pain
presenting in primary care.

2.15

Study objectives
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1. In order to describe patient experience, an unstructured health diary will be
used on patients with new episodes of low back pain in the primary care
setting.
2. In order to analyse the diary data, a thematic method of analysis will be used
on all diary text.
3. In order to test the predictive nature of the qualitative data, patients will be
categorised as fully-recovered, partly-recovered or not-recovered at six weeks
using a reliable quantitative outcome measure.
4. In order to test the predictive nature of the qualitative data, the emerging diary
theme data will be tested against outcome groups in terms of the number of
hits.
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Chapter 3
Study Methods and M ethodology

3.1

Introduction

Historically, quantitative research methods have been held to be the hallmark of scientific
enquiry (Murphy et al, 1998) and used almost exclusively for the study of LBP, but it is
now widely accepted that qualitative research is essential to the knowledge development
of the health care disciplines (Curtis et al, 2000). The extent to which qualitative and
quantitative methods are seen to be capable of a collaborative co-existence and able to
produce richer information than that collected by one method in isolation continues to be
debated. Advocates of qualitative research reject quantitative methods as ‘positivistic’ in
that they ignore differences between the natural and social world by a failure to
understand the meanings that are brought to social life (Silverman, 2000). Advocates of
quantitative research are dismissive of qualitative methods as unscientific and regard it as
a minor methodology incapable of any measure of reliability or validity (Silverman,
2000). The method of enquiry used in any piece of research is largely determined by the
research question itself. Are the methods of research appropriate to the nature of the
question being asked? The merits of combined qualitative and quantitative approaches
are discussed in the methodological section of this chapter.
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This chapter presents an account of the design and methods utilised in this study. It
begins by describing the subjects (patients), the inclusion/exclusion criteria used for
referral into the study, and the GP Practices that the patients came from. A section on the
development and piloting of the diary is then presented, followed by details of all the
questionnaires used for data collection. The methods of triangulation used to establish the
validity of the research process are then discussed. Details of the procedure itself are then
outlined, including the processing of both the quantitative and qualitative data and an
overview of the ethical considerations that must be recognised with qualitative research
in particular.

The latter part of this chapter presents the methodological framework that underpins
qualitative research and an account of how qualitative and quantitative research
paradigms are seen to be mutually enhancing. An overview of the philosophical
assumptions that shape qualitative research designs and which assumption has been
adopted to guide this study concludes this chapter.

3.2

Study design

In order to answer the research question and to achieve the stated aim of the study, a
prospective design was chosen as the most appropriate method. The study combines
qualitative research through the documentation of patients’ experiences of their low back
pain (LBP) each day for a one week period, and quantitative research through a series of
validated outcome measures to determine LBP outcome categories.
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This study utilised a purposive sampling method (Silverman, 2000), where parameters
were set by strict inclusion and exclusion criteria to identify the intended population
(adult patients with a new episode of low back pain). The inclusion and exclusion criteria
are outlined later in this chapter.

The research question is both exploratory and descriptive. It is exploratory for several
reasons. Firstly, the use of qualitative data in predicting the course of an illness is a field
that has not been researched extensively and is consequently poorly understood.
Secondly, the experiences of patients with LBP over a one week period need to be
explored in order to prepare the ground for their description (Sim and Wright, 2000). An
exploratory question is appropriate where the topic concerned has only been partially
explored, if at all, and an established body of theory to explain the topic is lacking.
Robson (1993) proposed that exploratory questions are required for the following
intentions:
•

to find out what is happening

•

to seek new insights

•

to ask questions

•

to assess a phenomenon in a new light

The research question is also descriptive in that the intention is to provide a descriptive
account of a phenomenon (LBP) within an established framework of knowledge. The
fundamental concepts and variables surrounding LBP and diaries have already been
identified but the aim of this study is to provide a fuller and richer account of the
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relationships between LBP and diary data and to identify those relationships of potential
theoretical interest (Sim and Wright, 2000).

3.3

Data capture

The study consisted of data capture at two time points:
1. Initial data collection on referral into the study by a GP, when patients were
invited to complete a seven day health diary (Appendix 1), a Roland and Morris
Disability Questionnaire (RMDQ) (Appendix 2), a Hospital Anxiety and
Depression Questionnaire (HADQ) (Appendix 3) and a General Patient
Information Questionnaire (GPIQ) (Appendix 4).
2. Data collection six weeks following referral, when patients were asked to
complete a second RMDQ and HADQ, and an Exit Questionnaire (EQ)
(Appendix 5).

3.4

Study packs

Study packs were large envelopes contained an RMDQ, HADQ, diary, GPIQ, study
information sheet, consent form, and a stamped addressed envelope (SAE). They were
clearly labelled as Diary Study packs and they identified the official names and logos of
the two institutions helping support the study; The University of Liverpool and the
Chester and Halton Community NHS Trust. The diary and questionnaires from each
study pack were also labelled with a code that would identify them as a set, so the
researcher would always know which questionnaires belonged with which diary. In
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addition, each diary was given a code and a number that identified the Practice it
originated from.

3.5

Subjects

General Practitioners (GPs) at the participating General Practices were asked to refer all
new episodes of benign, musculoskeletal LBP presenting to them during a one year
period. It was necessary that referred patients met two inclusion criteria.

3.5.1

Inclusion criteria

Only two criteria for inclusion needed to be met. Firstly, that the patient had a new
episode o/LBP and secondly that patients were adults between the ages of 18 and 65.

A new episode was defined as an episode that had not been consulted for in the previous
six months. This definition of new episode is consistent with previous studies of patients
with low back pain in primary care (Miller et al, 1999; Stanley et al, 2001). The
definition was purposely kept simple and all-encompassing to encourage as higher rate of
referral as possible into the study. It was recognised however, that even with a broad
inclusion definition, referral rates of patients into previous studies had been lower than
expected.

For example, Stanley et al (2001) reported the findings of a LBP study in primary care.
Participating GPs were asked to refer all patients with LBP in a 12 month period into a
study looking at the feasibility of introducing national clinical guidelines (CSAG, 1994).
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After several information and education sessions, GPs readily agreed to refer all their
patients using the same broad referral definition as the current study. A pre-study
retrospective trawl of practice records (n=2,338) identified the incidence of consultation
for LBP in the year prior to the start of the study. They identified that 8.5% of the adult
practice population had consulted with a new episode of LBP in the year prior to the
study, which was found to be similar to other expected rates of consultation for LBP in
primary care (McCormick et al, 1995). Stanley et al (2001) found that approximately two
thirds of expected eligible patients failed to be referred into the study. Non-referred
eligible cases were confirmed by a referral validation audit of practice notes during a one
week period, and although the audit was performed on the practice notes of randomly
selected GPs, the authors recognised that their validation audit was not systematic enough
to provide reliable data on the characteristics of patients who were not referred.

It was hoped that a maximum rate of referral into the study would be obtained by
involving all GP’s and associated staff in the chosen practices. The literature suggests
that involving entire practices as opposed to individual practitioners in the delivery of an
innovative piece of research or healthcare increase the chances of a successful
implementation and conclusion (Grimshaw and Russell, 1993). Other studies have used
acute cases of LBP as referral criteria (Rose, 1994; Underwood, 2001), while others have
used first episodes of LBP as referral criteria (Klenerman et al, 1995). Given the episodic
and recurrent nature of most episodes of LBP (Croft et al, 1998), the difficulties in
defining acute cases of LBP or identifying patients who are having their first episode of
LBP are becoming increasingly apparent.
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The problems of definition are removed by asking GPs to refer all new episodes, whether
acute or chronic, first episode or recurrent episode. It is acknowledged that the broad
definition of new episodes of LBP will inevitably include some patients with long
standing LBP who have decided to consult their GP for the first time in six months. Data
on length of duration of LBP is presented in the results chapter. It is also acknowledged
that the possibility for differences in the relationship between diary data and outcome
may exist between patients with varying durations of LBP.

Only adult patients between the ages of 18 and 65 were eligible for inclusion. This age
criterion appears to be standard when looking at the properties of adult benign LBP.
Patients over the age of 65 are commonly excluded in LBP research due to the increased
likelihood of serious spinal pathology in people over 65 years of age (CSAG, 1994;
Agency for Healthcare Policy and Research [AHCPR], 1994).

3.5.2

Exclusion criteria

Patients presenting with LBP of a non-musculoskeletal nature and pregnancy were
excluded from admission into the study due to the unique pathologies that can exist in
these two cohorts. It is acknowledged that non-musculoskeletal LBP such as referred pain
from a gastrointestinal condition or more serious cancers and tumours require urgent and
highly specialised investigation and management. These types of conditions are beyond
the remit of this study.
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Low back pain during pregnancy is typically viewed as a special sub-group of the LBP
population and typically excluded from general LBP research. The hypotheses regarding
the production of LBP during pregnancy are poorly validated, but are centred around
biomechanical and hormonal changes unique to pregnant women (Perkins et al, 1998;
Struge et al, 2003). Patients who were unable to read and write fluently in English or
were too uncomfortable with literacy were also excluded from the study.

3.6

Participating GP Practices

Three GP practices in Widnes, Cheshire were chosen to participate in the study. Widnes
falls under the jurisdiction of the North Cheshire Health Authority (NCHA). The NCHA
has a population of approximately 312,000 and socio-economic characteristics similar to
the north west of England and the UK as a whole (Grey, 1997). The three practices were
selected because the demographic profile of each one, based on age/sex composition and
deprivation scores derived from patients’ postcodes (Townsend, 1988) matched those of
the rest of Widnes. The researcher was satisfied that the practice populations chosen in
Widnes were representative of the population of England in broad demographic terms. In
addition, the three chosen practices demonstrated practice activity that was split relatively
equally between a range of Widnes wards. The three participating practices had a total of
16 full or part-time GP’s. The following table (Table 3.1) shows the distribution of the
number of GP’s, total practice population and adult population by practice.
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Table 3.1 Distribution of the number of GPs. total Practice population and adult
population by Practice

3.6.1

Practice

Number of GPs

Total practice
population

Adult population
(18-65 years)

A
B
C

6
6
4

10,181
7,842
8,131

6,245
4,748
6,733

Practice A

Practice A was a six partner practice. The total practice population of Practice A was
approximately 10,181, which included an adult population of 6,245 (aged between 18 and
65 years).

3.6.2

Practice B

Practice B was a six partner practice. The total practice population of Practice B was
approximately 7,842, which included an adult population of 4,748.

3.6.3

Practice C

Practice C was a four partner practice. The total practice population of Practice C was
approximately 8,131, which includes an adult population of 6,733.
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3.7

Design and development of the Health Diary

The diary was designed to allow the patient to reflect on how their back pain had affected
them on each day over a one week period. Because the literature review failed to identify
any previously published studies that had used an unstructured diary to gain insights into
the experiences of patients with LBP, the diary had to be designed from scratch and its
suitability to patients and reliability piloted before its distribution to patients in the study.
The diary used in this study can be seen in Appendix 1.

It was felt that an unstructured format would encourage spontaneity and reflection, and
provide a far richer account of a patient’s back pain experience than would be afforded
by a structured series of questions and responses. The published literature on diaries as a
data collection tool was convincing in its support for the use of a diary which lacked
structure. The unstructured diary allows a ‘person centred’ approach to data collection in
that patients have more time and freedom to reveal their thoughts and feelings
(Zimmerman and Wieder, 1977). Consequently, an unstructured diary was felt much
more likely to produce rich data about the experiences of patients, and it was decided to
tell the patient what was wanted in the form of a straightforward statement at the start of
each daily entry as opposed to asking them specific questions in the diary. Following
deliberation between the principal researcher and two academics from physiotherapy and
primary care backgrounds, of the merits of several potential statements, the following
statement was agreed to be the most suitable:
“Tell us how your back pain has affected you today”.
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It was acknowledged that, although unstructured diaries have the aforementioned
advantages over the structured variety, some instruction and simple prompting at the start
of the diary might be necessary. The patients completing the diaries in this study all
would know that the principal researcher had a physiotherapy background and it was felt
that the patients might only write things that they thought pertinent to a physiotherapist
(for example; pain). It was felt that patients might also feel somewhat intimidated by the
lack of structure and find it difficult to know what to do and what kinds of things to write.
For these reasons, some simple instructions, reassurance, and clear-cut prompts were
included on the first page of the diary. These included:

•

“Your GP Practice is taking part in a study to look at the early stages of low back
pain. This information will make it easier for us to know how best to help you”

•

“We would like you to write down how your low back pain is affecting you each
day for 7 days in this diary. How has it affected you physically, emotionally,
socially, how you are coping with it? Tell us anything that is important to you”

•

“We have tried to make this diary as easy as possible to use, and we would
appreciate you taking a little time each day to complete it”

•

“Everything you write in this diary is strictly confidential. Only the researchers
will read it”

•

“If you lose or misplace your diary, please contact us immediately and we will
send you another”

85

•

“If you have any questions about this diary or the study, call Mark Pinnington
(Research Physiotherapist) on 0151 794 5283 and I will be pleased to answer
them.

•

Remember, please feel free to write anything that you think is important about
your back pain.

All the above instructions, reassurance, and prompts were discussed and agreed by the
principal researcher and two academics to establish their suitability for inclusion in the
diary. The diary was then produced in booklet format (half A4 size) with four pages. The
front cover invited the patient to write his/her name for identification purposes, displayed
the University’s logo and the title Low Back Pain diary.

3.7.1

Piloting the diary and study packs

Having worded the diary and prepared a paper version as a prototype in the form of a
booklet, it was distributed to a total of 20 patients who presented to their GP for LBP in
the three participating practices. The diaries were distributed in the study packs with the
questionnaires by the GP’s in the manner described in the Procedure section. All 20
diaries and sets of questionnaires were returned. The text from these 20 diaries was then
read and thematically analysed by the principal researcher. A random sample of these
diaries (n=5) were then distributed to two other academics from backgrounds of
physiotherapy and primary care who also thematically analysed the text.

Emergent themes from the independent analysis were compared for commonality through
iterative discussion between the principal researcher and the two academics from
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physiotherapy and primary care. Themes from the diary data that were common between
the three sets of analysis included;
•

Function related (positive and negative components)

•

Physical/Pain related (positive and negative components)

•

Coping related

•

Emotion related (positive and negative components)

•

Medication related

Patients who completed the diaries for the pilot were contacted by the principal
researcher and asked to give informal feedback about their experience of writing in the
diary. Seventeen of the 20 patients were contacted and all provided their opinions about
the diary. This process aimed to establish the patients’ views as to the suitability of the
diary in its current format. No formal measure or recording of this feedback was made,
but the discussions did demonstrate that these patients had no problem understanding
what was being asked of them regarding completion of the diary. It is acknowledged that
this was purely anecdotal evidence to support the diary’s current format, but it is specific
to the type of individual who will be invited to complete the diary in the main study. A
more robust form of testing the diary’s suitability is described later (methods
triangulation). Two patients reported that they felt the diary was too long in duration
(seven days), but changing the duration was never seriously considered Pilot responders
felt that the lay-out of the diary was appropriate, and that enough space for hand written
accounts of their LBP experiences had been factored into the diary. Responders
unanimously reported that the time it took to complete the diary entries each day was
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acceptable regardless of how much they chose to write. These times ranged from “a
minute or two ” to “approximatelyfifteen minutes

As expected, the time taken to

complete diary entries was largely governed by how verbose individuals were inclined to
be.

The degree of agreement between the three sets of independent analysis throughout the
diary text indicated that a significant quantity of the text was appropriately themed. The
text, to a large degree, fell into relatively obvious categories or themes. There was no
instance, during the comparisons of the pilot text that suggested that there was any
difference between analysts in terms of interpretation or coding. This process is known as
researcher triangulation and is described in detail later in this chapter. It was therefore
decided that the interpretation and coding process of diary text by the principal researcher
(who would be analysing all the diary data once the main study began) was
fundamentally sound.

In an attempt to strengthen the analytical process of diary data even further, the process
of debate around the analysis of the three sets of independent diary text was discussed
with a third academic. A researcher within the Division of Primary Care with expertise
in qualitative methods and analysis was consulted and techniques of triangulation were
addressed. It was felt that two types of triangulation were necessary to strengthen the
reliability of the diary and its analysis; researcher triangulation, which is the process of
multiple researchers analysing the same data and had just been satisfied; and methods
triangulation.
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Methods triangulation refers to the process of using a second method of data collection
to establish that the original method is actually allowing a study participant to provide
the information that he or she feels is pertinent. This process is also described in detail
later in this chapter.

3.8

Roland and Morris Disability Questionnaire

This disability questionnaire was taken directly from the validated questionnaire
developed by Roland and Morris (1983) as an outcome measure of self perceived
disability in patients with low back pain in the primary care setting. At the time, there
was a perceived lack of suitable outcome measures to assess the efficacy of treatments for
LBP. Research findings comparing the outcome effects of treatment groups versus
control groups were being found to be inconclusive and not making a significant
contribution to LBP management overall (Nachemson, 1980).
Measures being used at the time were felt to be too insensitive to small changes in
outcome. Several studies reporting small but non-significant treatment effects were felt to
have used outcome measures that might have been too insensitive (Roland and Morris,
1983).

For example, Coxhead et al (1981) randomised 322 patients with sciatic type pain with or
without LBP into four treatment groups; traction, exercises, manipulation and corset.
They found no treatment was significantly better than any other at four weeks when a
simple self-reported, three-point “do you feel better or worse” scale was used. There were
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however, significant differences found on a -100 to +100 pain analogue scale in favour
of those patients who received manipulation. Coxhead et al acknowledge in their
discussion that a more sensitive measure of subjective change would be an advantage to
LBP research given the condition’s tendency for spontaneous improvement within the
first four to six weeks.

Similar non-significant findings were reported by Doran and Newell (1975) during a
multi-centre randomised controlled trial of 456 patients with LBP. Following
randomisation into one of four treatment groups; manipulation, definitive physiotherapy,
corset or analgesics, a six-point, self reported ‘change in pain’ scale was used to
determine improvement in pain at three weeks. Patients were asked to describe
themselves in terms of being worse, unchanged, slightly improved, moderately improved,
markedly improved or completely relieved. No significant difference was noted between
one treatment and any other. Similar findings were noted at three months when patients
were asked to repeat the measures on a four-point ‘change in pain’ scale. It is possible
that the six-point and four-point improvement scales were just too insensitive and over
simplistic to detect change over and above what would have been expected due to natural
history of the condition. The authors however, do not address this issue in their
discussion.

The RMDQ was developed to complement the drive during the 1970’s of developing
self-completing questionnaires to measure health status. It was specifically designed to
describe the natural history of LBP in the adult (16-64 years) population, who presented
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to a multi-GP practice with LBP during one calendar year. The patients used during the
development were predominantly Caucasian and the developers were satisfied that they
were representative of all social classes.

Following initial construction and refinement of the questionnaire from a small pilot
study, it was completed by 230 patients in a main study group. Two hundred and thirteen
patients completed the questionnaire again one week later, and 193 patients completed it
again four weeks after the initial consultation.

The questionnaire was constructed by choosing statements from the Sickness Impact
Profile (Bergner et al, 1981). The statements were selected to cover a range of aspects of
daily living. The phrase “because of my back” was added to each statement in order to
distinguish disability due to back pain from disability due to other causes or factors. Two
original statements (one relating to shopping and one related to hobbies) from the pilot
study were subsequently removed from the questionnaire due to them not being
applicable to some patients.

The RMDQ is a 24 statement questionnaire which is answered with a tick mark
depending on whether the statement describes them at the time of completion. It was
designed to be easily completed by patients without assistance in approximately five
minutes. Patients are scored one point for each statement answered with a tick. Scores
can therefore range from zero (no disability) to 24 (high disability).

91

Short-term repeatability of the RMDQ was tested by asking a sample of patients to repeat
the questionnaire in the morning and evening of the same day. Thirteen of the 20 patients
were found to have either the same score or a score that differed by only one point. A
correlation coefficient between the two sets of scores was 0.91. The extent to which the
same individual statements were ticked on both occasions was also tested in the form of
an ‘agreement per cent coefficient’. A value of 0.83 was found and felt to be quite
satisfactory.

The components of the RMDQ include a range of physical functions which include
walking, bending, sitting, lying, dressing, sleeping and daily activities; functions that are
clearly relevant to all patients with low back pain. There are no statements that are ‘not
applicable’ to patients with back pain. The questionnaire therefore demonstrates face
validity in that it is measuring what it is supposed to, and content validity in that it covers
a representative sample of functions (albeit somewhat limited) related to back pain.

Roland and Fairbank (2000) argue that the RMDQ’s limited range of statements related
to function is a strength as well as a potential weakness. Because the RMDQ does not
address well acknowledged problems associated with back pain such as psychological
and social issues, content validity is weakened. However, the RMDQ scores are easier to
interpret and understand due to the limited nature of the concepts that are included.
RMDQ scores also correlates satisfactorily with other existing and established measures
of disability such as the Sickness Impact Profile (Jensen et al, 1992) and the Oswestry
Disability Questionnaire (Leclaire et al, 1997). Measuring a concept in several different

92

ways and comparing the results enables the construct validity of a health status measure
to be tested.

In this study, it was decided to remove the title of the questionnaire (Roland and Morris
Disability Questionnaire) and replace it with simply Form 1. It was felt that removing the
word Disability from the title would eliminate any confusion and/or anxiety for patients.
Other than this change, the content and format of all statements and instructions in the
questionnaire was left unchanged. The RMDQ was photocopied onto yellow paper to
make verbal instructions to patients over the telephone easier ( “please complete the
yellow Form 1 ”). The RMDQ is presented in Appendix 2.

The outcome categories at presentation and six week follow up were based on
categorising individual RMDQ scores into a fully-recovered (FR) group if the score was
between 0 and 7, a partially-recovered (PR) group if the score was between 8 and 16, or a
non-recovered (NR) group if the score was between 17 and 24. In other words, the
RMDQ score range (0-24) was divided into thirds; the lower third (0-7) having no or
little disability (FR group), the middle third (8-16) having moderate disability (PR group)
and the upper third (17-24) having high disability (NR group). The rationale behind
dividing patients into three outcome groups was based on clinical relevance; patients are
commonly categorised into one of three “groups” at virtually every stage of the
healthcare process. During the process of triage (‘acute’, ‘sub-acute’ or ‘chronic’), during
treatment (‘high risk’, ‘medium risk’, ‘no risk’), with outcome measures (the DRAM
classifies patients as ‘not distressed’, ‘at risk’, or ‘distressed’). This three-way division of
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outcome groups was also endorsed by the questionnaire’s original designer Professor
Martin Roland (Roland and Morris, 1983).

3.9

Hospital Anxiety and Depression Questionnaire

The Hospital Anxiety and Depression Questionnaire (HADQ) is a validated questionnaire
designed to detect anxiety and depression, and measure the severity of emotional disorder
in a general medical outpatient population (Zigmond and Snaith, 1983).

The HADQ comprises of 14 questions/statements, seven reflecting anxiety and seven
reflecting depression. Each statement is answered by the patient using a four point
(0-3) response scale. Possible scores can range from 0 to 21 for anxiety and 0 to 21 for
depression for a total HADQ score ranging from 0 to 42. It is self administered in
approximately five minutes. The most recent validation study involved a review of 747
identified studies that had used the HADQ as an outcome measure and the review
concluded that the questionnaire performed well in assessing severity and ‘caseness’ of
anxiety disorders and depression in both somatic and psychiatric cases in hospital,
primary care and general population settings (Bjelland et al, 2002).

It was developed in response to the need for being able to identify and quantify emotional
disorders in patients under investigation and treatment for physical problems. Zigmond
and Snaith (1983) recognised that physicians were usually aware of the emotional
components of their patients’ illnesses but had little or no time to determine just how any
emotional disorder was contributing to the physical problem. They subsequently
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developed the HADQ as a self-assessment mood scale that could be completed by
patients while waiting to see the physician. It has proved to be a valid measurement tool
for anxiety and depression in primary care and community settings despite the use of the
word ‘hospital’ in its title (Snaith, 2003).

The 14 statements in the HADQ were chosen to differentiate the effects of physical
illness from the effects of disorders in mood. Those symptoms that are likely to be
present in both physical and emotional disorders (dizziness and headaches for example,
which are symptoms of somatic reference) were purposely excluded from the
questionnaire. By eliminating statements that relate to emotional and physical disorder,
Zigmond and Snaith (1983) controlled one of the main shortcomings of measuring mood
disorders that physical illness can and does affect mood. The authors also felt it prudent
to exclude symptoms which might equally arise from somatisation as much as from
mental disease (for example; insomnia, fatigue, and pessimism about the future), and any
symptoms related to severe mental disorder such as suicidal preoccupation or phobias
were additionally excluded.

Zigmond and Snaith were careful to make a distinction between the symptoms of anxiety
and those of depression during the questionnaire’s development. Taking care to keep
anxiety related and depression related statements distinct controlled for a second
commonly argued shortcoming of measuring mood disorders, namely the inevitable
overlap between anxiety states and depression states. This distinction was met by basing
the depression statements on the anhedonic state, which is the principal feature of
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psychopathological depression (Klein, 1974) and was felt to provide the most useful
information to clinicians. The anxiety statements were chosen from a study of the
appropriate sections of the Present State Examination (Wing et al, 1974) and the author’s
previous research (Snaith et al, 1982).

These distinctions have subsequently been supported and corroborated by further
research. Snaith and Taylor (1985) were able to validate the HADQ’s ability to clearly
distinguish between the concepts of anxiety and depression. Moorey et al (1991)
performed an exploratory factor analysis of the HADQ in 568 cancer patients. These
authors examined factor structure and stability, and found that two distinct, but correlated
factors emerged which corresponded to the questionnaire’s anxiety and depression
subscales and that the internal consistency of the two subscales was also high. The
authors concluded that their findings supported the validity of the HADQ subscales in
being able to distinguish anxiety and depression disorders in patients with cancer.

Herrman (1997) reviewed over 200 published studies in which the HADQ was used as a
measure of emotional disorder. Herrman summarised the available data on reliability and
validity, and gave an overview of the clinical studies that were reviewed and relevant
findings. The review found that the HADQ exhibited clinically meaningful results as a
psychological screening tool, and was sensitive to change during the natural course of a
disease and after psychotherapeutic and psychopharmacological interventions. The
review supports the ability of the HADQ to distinguish between anxiety and depression
states, and its ability to predict psychosocial outcomes.
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The development of the HADQ was based on research on adults suffering from a variety
of complaints and illnesses in general outpatient medical clinics. Patients were asked to
complete a prototype HADQ which originally comprised of eight anxiety and eight
depression statements (the finalised version contains seven statements as the weakest
correlating statement in each subscale was removed), while they were waiting to see their
physician. These patients were then interviewed by the researchers where their level of
anxiety and depression was assessed while blinded to their HADQ scores. Internal
consistency was measured by Spearman correlation. The correlation of anxiety
statements ranged from +0.76 to +0.41 (p<0.01) and correlation for depression statements
ranged from +0.60 to +0.30 (p<0.02) (Zigmond and Snaith, 1983).

Consideration was then given to what scores on the anxiety and depression subscales
could be regarded as non-cases, doubtful cases and cases (in terms of mood disorder).
They considered scores of 0 and 1 to be non-cases, ratings of 2 to be doubtful cases and
scores of 3 and 4 to be definite cases. In terms of total scores for each subscale, it was
found that a score of 7 or less for non-cases, scores of 8-10 for doubtful cases and scores
of 11 or more for cases for both anxiety and depression provided the best results. In the
depression subscale, one false positive, no false negatives, five borderline scores in the
non-cases and one borderline score in the cases were noted. In the anxiety subscale, one
false positive, one false negative, and five borderline scores in the non-cases were noted.
The reliability of the data on these 50 patients was examined by applying the same
criteria to a second sample of 50 patients. The results were found to be similar so
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proposed subscale score ranges were felt to be reliable. The following table (Table 3.2)
provides a summary of this data on the 100 patients.

Table 3.2 Numbers of patients in each category according to subscale scores on the
HADQ scale
Depression
NonScale
Doubtful
scores
cases
cases
0-7
57
11
8-10
8
7
11-21
1
4
Zigmond and Snaith, 1983

Anxiety
Cases

Scale
Scores
0-7
8-10
11-21

1
3
8

Noncases
41
10
5

Doubtful
cases
4
9
15

Cases
1
1
14

Table 3.2 suggests that scores of less than eight on either the depression or anxiety scale
are likely to be seen in patients with no clinically significant anxiety or depression when
compared to psychiatric interview (non-cases). Scores between 8 and 10 are likely to be
seen in patients with mild degrees of anxiety or depression (doubtful cases). Scores
between 11 and 21 are likely to be seen in patients with definite clinically meaningful
anxiety or depression (cases).

Zigmond and Snaith recognised that in clinical practice, many patients suffer from
similar degrees of anxiety and depression. They felt it necessary to determine whether the
anxiety and depression subscales were measuring distinct aspects of mood or pretty much
the same thing by giving a general index of emotional disorder. They examined the data
of those patients whose interview assessment showed a significant difference between
anxiety severity and depression severity (n=17). They found good correlations (+0.54 and
+0.79 for anxiety and depression respectively) between patient-rated subscales and
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interviewers’ assessments of the appropriate mood disorder with associated low
correlations (+0.19 and +0.08) between contrary disorders.

The HADQ has proved to be an efficient self-assessment screening tool for anxiety and
depression. Care was taken during its development to ensure separation of the concepts of
emotional and somatic illness, and the scores do not seem to be affected by presence of
physical illness. It is a well validated measure of a patient’s emotional state and a
measure of the presence or absence of clinically significant degrees of anxiety and
depression.

Because the HADQ was designed for general medical outpatient populations, it is
completed in a short period of time and patients are encouraged to answer based on their
immediate reaction to each statement rather than attempting a lengthy thought-out
response. The possible responses to each statement are set out in terms of the frequency
or intensity of the patient’s experience and the patient is instructed to complete the
questionnaire in order to reflect his or her state in the past week. Hence the instructions
and information at the start of the HADQ: ‘The following questions tell us about how you
feel. Read each item and place a tick in the box opposite the reply which comes closest to
how you have been feeling in the past week. Don’t take too long over your replies: your
immediate reaction to each item will probably be more accurate than a long thought-out
response ’.
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In this study, it was decided to remove the title of the questionnaire (Hospital Anxiety
and Depression Questionnaire) and replace it with simply Form 2. It was felt that
removing the words Hospital, Anxiety and Depression from the title would eliminate any
confusion and/or anxiety for patients. Other than this change, the content and format of
all statements and instructions in the questionnaire was left unchanged. The HADQ was
photocopied onto pink paper to make verbal instructions to patients over the telephone
easier ( “please complete the pink Form 2 ”). The HADQ is presented in Appendix 3.

3.10

General Patient Information Questionnaire (GPIQ)

The GPIQ (Appendix 4) was a simple information collection tool that was designed to
collect the following demographic data on each patient as they entered the study:
•

Name

•

Date of birth

•

Contact telephone numbers

•

Use of prescribed and over the counter medication

•

Duration of symptoms

•

Name of GP

Most of the information on this questionnaire was needed for contact purposes to enable
reminder telephone calls to those patients who had not returned their diaries and
questionnaires. The demographic data on age, gender, medication use, and duration of
symptoms was used during the analysis to identify trends between these variables and
both the primary outcome measures and the emergent themes from diaries.
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3.11

Focus group

A random sample of patients who had completed and returned a diary and questionnaires
(n=30) from the Practices involved in the study were invited to attend a focus group to
discuss their experiences of LBP in more depth. The patients were contacted in writing
and invited to the focus group, which was held on ‘neutral’ ground in a local Health
Centre in Widnes. The invitation included information regarding the rationale for the
focus group, how the information gathered at the group would be used and assurances of
confidentiality. Patients were asked to return an attendance sheet indicating their
acceptance of the invitation or not.

Of the 30 patients invited, 8 indicated the wish to attend while 22 declined.
The focus group was facilitated by an academic (Medical Sociologist) from the Division
of Primary Care, University of Liverpool. The order in which the participants spoke was
noted for the duration of the focus group. The group was asked whether there were any
objections to the meeting being tape recorded. In the absence of any objections, the entire
proceedings of the focus group were recorded and transcribed verbatim. The focus group
formed part of the research process and provided a means of methods triangulation
(Murphy et al, 1998) to lend strength to the study design.

3.12

Triangulation

The concept of triangulation is designed to ensure that researchers are diverse in their
selection of methods when tackling a research problem. Burgess (1982) used the term
“multiple research strategies ” to describe this necessary diversity and Denzin and

101

Lincoln, (1994) suggests that triangulation does not merely involve a diversity of
methods (methods triangulation), but investigators (researcher triangulation), data sets
(data triangulation) and theories (theoretical triangulation) as well.

3.12.1 Methods triangulation
Methods triangulation involves the combination of methods to answer the same research
question and to provide evidence that the original method of data collection is allowing
participants to impart information that they want to. This strengthens any qualitative
research by enhancing the completeness of the data (Murphy et al, 1998) and by enabling
the researcher to corroborate the data from one method of data collection with a different
method of data collection (Silverman, 2000).

This type of triangulation may be between-methods or within-methods. A withinmethods approach involves the same method being used on different occasions. Betweenmethods triangulation involves the use of different methods of data collection to the same
object of study or phenomenon (Denzin and Lincoln, 1994).

A between-methods triangulation was used in this study in the form of two different
methods of data collection for the same patients; diaries and a focus group. The diaries
enabled patients to report how their LBP had affected their lives from day to day over a
one week period while the focus group enabled a sample of the diary respondents to
provide more detail about their experiences of LBP. The primary reason for triangulating
the methods was to examine the types of themes that emerged from the focus group and
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then examine these themes against the themes that had emerged from the diaries in the
same patients. The emergence of no new themes in the focus group provided confidence
that the diary was providing an environment for patients to tell us everything they felt
was important to them about their back pain.

3.12.2 Researcher triangulation
Researcher triangulation (or multiple investigator triangulation) involves the use of
different individuals who bring different perspectives to the research depending on their
social background, the disciplines that they belong to, age, sex and theoretical
persuasions. It is strongly felt that different investigators will bring different viewpoints
to the research even if they use the same method of data collection (Denzin and Lincoln,
1970). Researcher triangulation was used in this study in the very early stages of diary
data analysis (pilot) to ensure commonality of meaning.

3.12.3 Data triangulation
Different data sets may be obtained by different methods or by the same methods used at
different time points. This study generated two major but distinct sets of data; one
database contained detailed information regarding quantitative outcome measures at two
different time points and patient demographic profiles. This data was collected from the
self-assessment questionnaires at presentation, and six week follow-up.

The second data set contained rich qualitative data about the patient’s experiences of their
LBP each day over a one week period from the diaries. This qualitative data included a
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sub-set of qualitative data in the form of more detailed account of how LBP had affected
patients collected in the focus group. The data from the focus group is not presented or
discussed in this thesis because it was collected purely for the purpose of providing
methods triangulation to the diary data. It is anticipated that the focus group data will
form the subject of other research activities. Kitzinger (1995) described an example of the
use of multiple data sets in a study of dual earner households. They used psychologists,
sociologists and social policy researchers using a variety of methods and generated
multiple data sets which included scores from child development tests, observations
about mother/child relationships, information from diaries kept by mothers and semi
structured interviews conducted with the mothers. These multiple data sets clearly
provide a means of corroboration and the generation of new and innovative explanations
around this particular phenomenon.

3.12.4 Theoretical triangulation
The use of multiple theories may generate a number of possible new theories and
hypotheses about a particular research problem by analysing initial data together with
insights from the research process itself. Examining previous research can also lead to the
researcher testing a number of plausible or contrary hypotheses against their findings
(Kitzinger, 1995). Theoretical triangulation techniques were not used in this study.

3.13 Procedure
The GP Practices were approached by the principal researcher and asked if they would be
willing to participate and co-operate in the study as a source of referral. The principal
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researcher met with the GPs and the Practice manager in each GP Practice to discuss the
rationale of the study and its proposed design and methods. The study methods in
particular were discussed in detail with GPs because the GP was asked, having identified
suitable patients for the study, to give the patient a summary of the study to gain consent
in principle. The principal researcher also met with the administrative staff in each
Practice and an individual was identified who would be responsible for communicating
names of referred patients to the principal researcher.

It is declared here that the principal researcher had regular professional contact with the
GP’s in two of the three GP Practices used in the study (Practices A and B). This contact
occurred because the principal researcher was providing Practice based physiotherapy
services to these GP Practices as part of formal employment contract on behalf of a local
NHS Trust. The implications of this close contact with some GP’s and patients in terms
of recruitment into the study by Practice, diary data, and patients views of the healthcare
they received are discussed in chapter five.

The study packs were distributed to the Practices and placed in each GP office in an
identifiable and clearly marked desk-top box, with an easy to read, laminated
inclusion/exclusion criteria list for each GP.

When a patient who fulfilled the inclusion criteria for the study was identified by a GP,
the patient’s name and contact telephone number(s) which were passed to the identified
receptionist in the Practice at the end of each surgery. The GP then discussed the aims
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and procedure of the study with the patient and obtained verbal consent in principle. The
GP informed the patient that the principal researcher would be contacting them by
telephone within 24 hours and a study pack was given to the patient.

The principal researcher contacted each Practice at the end of each day to retrieve the list
of patients’ names and contact numbers that had been given a study pack that day.
Patients were telephoned within 24 hours at which time the principal researcher
introduced himself and described the study aims and rationale in detail. Patients were
given the opportunity to ask questions about the study (duration, potential risks,
withdrawal from the study, questionnaires, diaries) and clarification given where
necessary. Patients were then asked if they would like to participate in the study and if
they agreed, were asked to read and sign the consent form in their study pack. Patients
were then invited to record their experience of their back pain in the enclosed diary each
day for the ensuing week, complete the RMDQ, HADQ and GPIQ that day and to return
the completed diary, all questionnaires and signed consent form in the SAE provided in
the study pack.

Patients were reminded that they could opt to remove themselves from the study at any
time during the completion of the diary or questionnaires, that they could contact me for
clarification of possible concerns or questions and that all data would be treated with
strict confidence. Signed consent was obtained from all patients who completed the diary
and questionnaires. All returned diary and questionnaire data was stored in a secure filing
cabinet in the Division of Primary Care in the University of Liverpool. Six weeks after
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referral into the study, patients were sent a second RMDQ and HADQ, and an EQ by
post. Patients were again asked to complete them and return in the SAE provided.

3.14

Processing of returned questionnaire data

Patients who consented to participate in the study signed their consent form, and
completed the RMDQ, HADQ and the GPIQ the same day as being contacted by the
principal researcher. Patients started to complete their diary the following day and, when
they had completed the one week period, returned all the completed documents in the
SAE provided. The returned data would arrive with the principal researcher
approximately eight or nine days from the initial telephone contact.

The RMDQ scores for each patient were totalled by counting the number of statements
that patients had answered yes to (RMDQ scores could range from 0-24). HADQ scores
were totalled by aligning the completed HADQ with a scoring template and totalling the
0-3 responses (total HADQ scores could range from 0-42, with anxiety and depression
sub-scores both ranging from 0 to 21). Relevant information from the GPIQ was simply
lifted off the questionnaire and coded (date of birth, GP name, duration of LBP,
prescribed and OTC medication). This information needed to be coded as numerical data
to enable input into an SPSS database. All data from the questionnaires was then inputted
in the SPSS database.
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3.15

Processing of returned diary data

Each diary was read and re-read as the initial stage of the analysis. Although reading text
is not a direct style of analysis, it is more the foundation of analysis as information is
handled for the first time and some sense made of it. Diaries were then coded and the text
from the diary of each patient was transcribed verbatim into a qualitative software
database (ATLAS).

The text of each diary was then re-read and themes were recorded as they emerged from
the data (first stage analysis). The ATLAS software package enabled a comprehensive
list of themes to be stored and the number of times a reference was made to a particular
theme to be calculated. This software allowed the emerging themes and data to be more
easily managed and also allowed the preliminary themes that emerged from the first stage
analysis to be developed by either merging or separating. In other words, ATLAS
allowed the data to be enhanced during second stage analysis. Ragin (1994) states;
“When qualitative methods are used to enhance social data, researchers see
things about their subjects that they might miss otherwise. Data enhancement is the key
to in-depth knowledge ”
The data from the first and second stage thematic analysis permitted a detailed account of
how low back pain had affected the patients which is presented in chapter 4 (Results).
The data on the frequency of references (hits) to each theme was inputted to the SPSS
database that held the quantitative data which allowed for direct statistical comparison
between frequency of hits and outcome groups.
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3.16

The use of software in qualitative data analysis

Quantitative researchers have been making increased use of statistical programmes on
mainframe computers since the 1960s while qualitative researchers have had to continue
relying on the traditional manual technique of the ‘cutting and pasting’ of hard copies of
data. With the advent of the micro-computer in the early 1980s, came the first qualitative
software package and they have increased in number and complexity ever since.

Qualitative research generates data which Bryman and Burgess (1991) describe as
“voluminous”, “unstructured” and “unwieldy”. Such vast quantities of data can be
generated that researchers can be faced with data overload. Computer software for the
analysis of qualitative data has led to more efficient data management. It allows larger
sets of data to be handled in a shorter space of time, and at least in theory, allows more
energy to be spent on intellectual and creative thinking.

Richards and Richards (1991) suggested that the computer-assisted analysis of qualitative
data would promote ‘harder’ analyses of ‘soft’ data. They felt that this had the potential
to provide statistical-type summaries of text and would also be able to offer a more
exacting and robust method of utilising qualitative techniques. Caution is required
however; there is no computer that will analyse your data. Computers don’t analyse data;
people do.
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3.17

Ethical considerations

There are ethical considerations to acknowledge in qualitative research just as there are in
biomedical research, although it is not always straightforward to simply translate ethical
codes of practice from biomedical paradigm to qualitative paradigm (Bulmer, 1987). To
extrapolate codes of ethical practice from the biomedical field to the qualitative field can
be unduly constraining to the latter and may also distract attention from the kinds of harm
which may arise specifically in qualitative research (Murphy et al, 1998).

The ethical considerations of using diaries to collect data fall into two categories; the
issue of solicited versus unsolicited diaries and the issue of methods to improve
compliance. Unsolicited diaries (those diaries where accounts written for private viewing
only are exposed to public scrutiny and analysed for both a purpose and an audience for
whom they were never intended) raise clear ethical concerns. Solicited diaries on the
other hand, are developed with a specific research purpose in mind and are completed by
individuals who should have given their informed consent. It should be made clear to
informants that diary data will be analysed and disseminated by the research team with
strict enforcement of the ethical principles of respondent anonymity and confidentiality.

In terms of the use o f ‘incentives’ to maximise compliance rates, some researchers have
paid the respondents as a strategy for improving compliance, although there is little
agreement as to how effective this is. Oleske et al (1990) offered a financial incentive to
persuade patients with cancer to keep a diary, but felt the strategy failed. The authors do
not propose any reasons for the failure of a financial incentive in boosting compliance,
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although they must have compared their compliance rate to that of other diary studies
without such an incentive. Richardson (1994), and Zimmerman and Wieder (1977)
conducted studies using diaries as a data collection tool and also found that offering
money did not influence the compliance rate. These authors further reported that while
the respondent’s decision to participate in keeping diaries was also not influenced by
financial incentive, it may have influenced their commitment to complete them by
instilling a ‘sense of duty’. The ethical issues surrounding any perceptions on a research
participant’s part of feeling ‘pressurised’ to comply/consent (respect for autonomy) are
well documented in the ethical literature and deemed to be unacceptable (Sim, 1997).

3.18

Qualitative research

Qualitative research and its various constitutional perspectives can be defined and
described by examining the opinions of the leading authors. These writers agree that all
qualitative research have key characteristics in common; that the research takes place in
the natural setting as far as is possible, that the researcher becomes an instrument of data
collection, that the data are words (spoken or written) or pictures, that the data is analysed
inductively and that the researcher focuses on the meaning of participants (Creswell,
1998).
Denzin and Lincoln (1994) define qualitative research as:
“multimethod in focus, involving an interpretive, naturalistic approach to its
subject matter. This means that qualitative researchers study things in their
natural settings, attempting to make sense o f or interpret phenomena in terms o f
the meanings people bring to them. Qualitative research involves the studied use
and collection o f a variety o f empirical materials-case study, personal experience,
introspective, life story, interview, observational, historical, interactional, and
visual texts-that describe routine and problematic moments and meaning in
individuals' lives ”

111

Creswell (1998) defines qualitative research as:
“an inquiry process o f understanding based on distinct methodological traditions
o f inquiry that explore a social or human problem. The researcher builds a
complex, holistic picture, analyses words, reports detailed views o f informants
and conducts the study in a natural setting”
Creswell describes five examples of qualitative research using traditional classifications
and methodologies; Biography, Phenomenology, Grounded theory, Ethnography and
Case study. While there is a profound diversity of traditions within qualitative research,
Creswell felt that the five described formed a representative picture of approaches used in
research from the disciplines of humanities and social sciences (biography and case
study), psychology and philosophy (phenomenology), sociology (grounded theory) and
anthropology and sociology (ethnography). Qualitative inquiry follows and builds on a
number of interconnected themes which are described between sections 3.18.1 and 3.21.

3.18.1 Naturalistic inquiry
Qualitative designs are typically naturalistic. The research setting is not changed or
manipulated by the researcher so real-world situations are observed and noted as they
unfold (it would, however, be naive to think that a natural situation can ever be
completely uncontaminated by active research). Unlike experimental research, where the
researcher purposely controls the conditions of the study and places constraints on
outcomes and their measurement, naturalistic inquiry places no such constraints on what
the outcomes of the study might be (Patton, 1990). It should be noted that the decision to
use naturalistic inquiry or an experimental approach is a design issue and is separate to
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what type of data is to collected (qualitative, quantitative or a combination of both),
although design and data type are obviously related.

3.18.2 Inductive analysis
Qualitative designs are very much orientated to exploration, discovery and inductive
logic. The researcher attempts to make sense of his observations without imposing any
pre-existing expectations on the phenomenon or setting being studied. The researcher
must immerse himself in the data to discover emerging categories, dimensions and
relationships by exploring genuinely open questions. To test theoretical hypotheses is
experimental and deductive in nature and remains firmly rooted within the paradigm of
quantitative research. Where the focus of research is on individuals, it is important to use
an inductive approach to determine the experiences of those individuals, before being
able to fully understand the meaning of the phenomenon under study as it applies to the
combined or aggregated cases.

The open, free-text health diaries used in this study permit informants to describe what is
meaningful and important to them without being pigeonholed into standardised categories
which would have required a deductive approach to analysis. It must be noted that in
practice, these approaches are often combined. While the quantitative (experimental)
approach is largely hypothetical/deductive and the qualitative (naturalistic) approach is
largely inductive, there is often a natural flow between the two approaches as research is
designed to find out what the important questions are (inductive), and then testing the
generated hypotheses (deductive) to confirm the exploratory findings.
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Analytic induction is most frequently used in ethnographic work (Silverman, 1985). The
researcher is immersed in the field of research, the research problem is roughly defined
and working hypothetical explanations for the phenomenon under investigation are
formulated. Once a determination has been made as to whether the facts fit the
explanations on a case by case basis, the proposed explanations are deemed to have been
confirmed. Analytic induction is therefore a process of generalising by abstracting; by
abstracting the tangible case characters and generalising them with a presumption that
they are similar in many cases. Quantitative research is typically associated with
enumerative induction which is a process of abstracting by generalising', similar case
characters are abstracted because of their generality with a presumption that they must be
essential to each case (Znaniecki, 1934).

3.18.3 Holistic perspective
Researchers using qualitative methods endeavour to understand a phenomenon in its
entirety. An holistic approach assumes that the whole is understood as a complex system
which is more important than the sum of its parts. This differs from the
quantitative/experimental tradition which requires compartmentalisation as researchers
search for very specific data to test pre-set hypotheses. It is argued that this reductionistic
focus on a small number of discrete variables to test linear, cause-effect relationships
leads to an oversimplification of the complexities of real world experiences and may miss
important aspects of the phenomenon that are not easily quantified. An holistic
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perspective seeks to generate data that provides a rich and comprehensive picture of the
setting under study.

3.18.4 Dynamic perspective
Qualitative research is underpinned by the conception that the world changes and
develops in important albeit subtle ways dynamically and constantly. A dynamic
perspective assumes these changes are constant and on-going either in individuals or
groups and enables us to describe and understand these dynamic processes and their
effects on informants in the research field.

3.18.5 Unique case orientation
Qualitative research assumes that each individual case is distinct, unique and capable of
providing valuable insight into the phenomenon of interest. Case studies can yield rich
information about a specific group of people, a particular problem or a unique situation.
A great deal can be learned from just a few informants and case studies allow researchers
to capture individual differences and variations from one individual to another.

3.18.6 Empathie neutrality
All research requires that the researcher remain neutral with regard to the phenomenon
being studied. There should be no premeditated desire to prove a particular perspective or
manipulation of data to prove assumptions. Critics of qualitative inquiry have long
argued that the approach is far too subjective because the researcher is often the
instrument of data collection, analysis and interpretation, and because of the researchers’
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proximity to informants. Subjectivity is of course, the antithesis of scientific inquiry from
the perspective of a positivist/scientific paradigm.

Critics of quantitative inquiry, whose strength is considered to be its objectivity in
scientific method, argue that it is impossible to eliminate the subjective influences of the
researcher. All objective tests are designed by humans and subject to the influence of the
researcher’s biases and subconscious artistic manipulation of statistics to prove a
hypothesis is probably commonplace (Patton, 1990). Patton suggests that, given the
impossibility of achieving absolute objectivity and the negative repercussions and lack of
credibility in the scientific community of subjectivity, we avoid the objectivitysubjectivity debate altogether. He proposes that all researchers adopt a stance of
neutrality. The neutral investigator embarks in research with no theory to prove and no
predetermined results to support, a commitment to understanding the world as it is at the
time of observation and to report a balance of confirming and contrary evidence.

The qualitative perspective does not suggest that the researcher lacks the ability to be
scientific when collecting data. It demands that, to maintain validity and reliability,
researchers attempt to picture the empirical social world as it is really seen by informants
as opposed to their preconceived beliefs (Filstead, 1970).

3.18.7 Empathy and insight
Insight into the feelings and experiences of others is developed through personal contact
with informants during the collection of data. Empathy is a key component in
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phenomenology and is emphasised within the doctrine of Verstehen which underpins
much qualitative inquiry. Verstehen means “understanding” and this doctrine
acknowledges the unique capacity that humans have of making sense of the world
(Denzin and Lincoln, 1994). The doctrine proposes that the study of humans will be
different than the study of other forms of life and that empathy is one of the fundamental
assets available to humans when studying other humans.

The Verstehen doctrine asserts that research on humans should set out to understand them
in a different manner than non-human phenomena because humans have emotions and
purpose. Human beings live in an environment that has special meaning to them and hold
values that affect their behaviour (Denzin and Lincoln, 1994) so the doctrine emphasises
the human capacity to understand others through emphatic introspection and reflection
during research interaction. The phenomenologist seeks to understand social phenomena
from the informant’s own perspective and examines how their world is experienced; the
important reality is what people perceive it to be (Gubrium and Holstein, 1994).
A phenomenological inquiry describes the meaning of the lived experiences for
individuals about a concept or a phenomenon. This line of inquiry asks “what is the
structure and essence o f this phenomenon for these people? ”. The phenomenon might be
an emotion; loneliness, jealousy or anger. It might be a relationship, a marriage or a job.
It may be a program, an organisation or a culture. It may be a medical condition like low
back pain.
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3.19 Phenomenology
Phenomenologists explore the structures of consciousness in human experiences
(Polkinghome, 1989) and are committed to understanding social phenomena from the
informant’s own perspective. Phenomenology as a philosophical tradition was
extensively addressed for the first time by the German philosopher and mathematician
Edmund H Husserl (1859-1938). His writings in the early part of the twentieth century
described phenomenology as the study of how people describe things and experience
them through their senses. His most basic philosophical assumption was that “we can
only know what we experience by attending to perceptions and meanings that awaken our
conscious awareness”. He proposed that all our understanding comes from the sensory
experience of the world, even though that experience must be described and interpreted
for it to make any sense (Silverman, 1985).

Several points are emphasised by Husserl through his writings (Moustakas, 1994):
phenomenological inquiry must explore the ‘essence ’ or central underlying meaning of
an informant’s experience; it must emphasise the ‘intentionality o f consciousness ’ in that
for something to exist or be real, it must be perceived by an individual. Reality of an
object is inextricably related to one’s consciousness of it. The data analysis must be
‘reductionist’ and search for all possible meanings, and personal bias, assumptions and
prejudices (Epoche) must be removed. This enables the researcher to study the
phenomenon under investigation with an open view and without preconceived
judgements as to what is real and what is not.
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Husserl was however, unable to define phenomenology in a way that earned consensus
with other philosophers and his ideas were seen by some to be somewhat abstract. In fact,
Husserl was known to refer to any piece of research as “phenomenology” (Natanson,
1973).

Alfred Schütz (1899-1959) was also an important influence in ensuring that
phenomenology became an established philosophical and social science perspective
(social phenomenology) (Schütz, 1977). He was fascinated by how ordinary members of
society perceive the world of everyday life and how they interact with each other.
Phenomenological inquiry has been further refined and described by Merleau-Ponty
(1962), Zaner (1981) and Giorgi (1971).

Psychological phenomenology (Creswell, 1998) also focuses on the meaning of
experiences, but at an individual level as opposed to a group level. This branch of
phenomenology aims to:
‘determine what an experience means for the persons who have had the
experience and are able to provide a comprehensive description o f it. From the
individual descriptions, general or universal meanings are derived, in other
words, the essences o f structures o f the experience ’ (Moustakas, 1994).
3.20

Philosophical framework

Those involved in qualitative inquiry must be guided by a particular paradigm or
worldview (Creswell, 1998). These paradigms are beliefs or assumptions that underpin
the researcher’s approach during the research process. There are five philosophical
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assumptions that shape how a piece of qualitative research is designed and carried out.
They are briefly outlined and compared in the following table (Table 3.3).

Table 3.3 Philosophical Assumptions and Implications for Practice
Assumption
Ontological

Question
What is the nature o f
reality?

Epistemological

What is the relationship Researcher tries to
between and that being reduce distance
researched?
between
himself/herself and
that being
researched
What is the role of
Researcher
values?
acknowledges that
research is value
laden and that biases
are present

Axiological

Characteristics
Reality is subjective
and multiple as seen
by study informants

Implications on research
Researcher uses quotes
and themes in words of
informants and provides
evidence of different
perspectives
Researcher collaborates,
spends time in field with
informants, and becomes
an ‘insider’
Researcher openly
discusses values that shape
the narrative and includes
own interpretation as well
as the interpretation of
informants
Researcher uses an
engaging style of narrative
and uses the language of
qualitative research

What is the language o f Researcher writes in
research?
a literary, informal
style using the
personal voice,
qualitative terms
and limited
definitions
Researcher uses
Methodological What is the process of
Researcher works with
research?
inductive logic,
details before
studies the topic
generalisations and
within its context
continually revises
and uses an
questions from field
emerging design
experiences
Denzin NK, Lincoln YS (1994). Handbook of qualitative research. Thousand Oaks,
Rhetorical

California. Sage.
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3.20.1 Ontological assumption
The ontological assumption addresses the nature of reality. Reality is assembled and
constructed by individuals involved in research. This assumption theorises that there are
multiple realities (those of the researcher, those of the informants and those of the readers
as they interpret a study’s findings). The researcher should report these multiple realities
using interpretations of informants via extensive quotes and present themes that emerge
from those quotes. The researcher should provide a report of the informant’s statements
that represent the various perspectives on the phenomenon being studied (Moustakas,
1994). The ontological framework best lends itself to a phenomenological process and is
the assumption adopted for this particular qualitative inquiry.

3.20.2

Epistemological assumption

The epistemological assumption addresses the relationship of the researcher to that being
researched. Qualitative researchers achieve a high level of interaction with informants
(either by living with them or observing them for a prolonged period of time) and must
attempt to reduce the ‘objective separateness’ between themselves and informants (Guba
and Lincoln, 1988). The epistemological assumption lends itself to ethnographic
research, where prolonged observation time in the field creates a shift from ‘outsider’ to
‘insider’ on the part of the researcher.

3.20.3 Axiological assumption
The axiological assumption, although shaped by the close relationship between
researcher and informants (epistemological), addresses the role of values in research. The
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researcher must acknowledge their own values and biases of any study as well as those of
informants. The axiological assumption lends itself to interpretive biography where the
researcher’s presence is evident within the text and that it represents an interpretation by
the researcher as much as any informant.

3.20.4 Rhetorical assumption
The rhetorical assumption means that the researcher uses specific terms and a personal
and literary form of writing. The use of metaphors and the first-person “I” is encouraged.
The language of rhetorical qualitative studies is based on definitions that emerge during
the collection of data rather than being pre-defined before the study starts.

3.20.5 Methodological assumption
The methodological assumption addresses how the researcher conceptualises the whole
research process. The researcher works inductively by developing categories and themes
from informants as opposed to identifying them prior to data collection. Individual
themes are initially presented before they are grouped into broader and more abstract
categories. This inductive approach shows that the process utilises an emerging design
where general questions are posed in the early stages of a study and refined as the study
proceeds.

3.21

Theoretical perspective

Theoretically and methodologically, this study is guided by social phenomenology. This
methodology reflects the descriptive and interpretative quality of the research question:
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do the written experiences of an individual’s low back pain, recorded throughout the first
week following medical consultation, allow for a prediction of outcome at six weeks?

The character of the research question requires a method of inquiry that encourages
patients to be both descriptive and reflective when recording their experiences in the
health diary. It was also felt that the chosen method of inquiry would be sensitive enough
to expose meaning in the lived world of those individuals with low back pain. Any
research methodology must be reflective of the main issues raised by the research
question and guide the study’s progress in order to explore these issues. The present
study described how patients with LBP felt they were affected over a seven day period.
The study also examined the predictive validity of patients’ recorded descriptions on
outcome at six weeks.

The use of a quantitative methodology in isolation was never seriously considered. In fact
the literature supports that it is counterproductive to look for one best approach to
healthcare questions and that increasingly, a combination of both qualitative and
quantitative methods are employed within the same study, addressing different
dimensions of the question (Ryan et al, 2001). An open approach was clearly needed in
gaining valuable insight into the experiences of those patients with LBP. The study also
needed to encourage patients to be as reflective as possible in the capture of data over a
pre-set period of time. It was felt that a much narrower account of their LBP experience
would be accessed from patients if they were asked to formulate answers to questions
chosen by the researcher in the form of some quantitatively designed questionnaire.
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It was also felt that accounts of LBP experience would be fractured by expecting patients
to condense their responses or select responses from a predetermined list. This study
sought much freer, unrestricted accounts of how LBP affects patients.

Quantitative research seeks to remain objective in the collection of data. This is achieved
by removing the person from the context of the world and looking for answers to a series
of predefined questions. It is argued that this represents an artificialisation of human
experience with the assumption that some aspects of an individual’s life are insignificant
or non existent (Murphy et al, 1998). This study sought to provide patients a vehicle for
recording LBP experience with as much spontaneity and reflection as possible.

A large body of literature exists that describes how patients with LBP fare with different
forms of health care management (Atlas and Deyo, 2001). The literature also describes
the natural history of LBP when left untreated (Roland and Morris, 1983; Indahl et al,
1995). This body of research findings suggest that the vast majority of patients with LBP
will recover uneventfully in a relatively short period of time, regardless of having
received any form of treatment or not. Almost all these research findings have been
guided by quantitative methodologies. Very little work has been initiated in the field of
LBP to explore how patients view their experiences of LBP and no previous research
could be found that has used these reported experiences to predict who is at most risk of
not recovering from the condition.
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Rarely have patients with LBP been given any real chance to vocalise their LBP
experience over a period of time. Time constraints dictate that much of any consultation
with a health care professional is used for objective examination procedures and little
time is earmarked for allowing patients to tell us anything that they feel is important to
them with regard to their LBP. The information elicited from patients during the
consultation is of course, only a ‘snapshot’ of how they are feeling at the time. No
knowledge of how they feel or how their life is affected from hour to hour or day to day
is accessible from any consultation. Accessing such information over a period of time
necessitated the use of a qualitative methodology.

The present study does however, require some quantitative methodology. Validated
measures of function and anxiety/depression were needed to establish which patients had
indeed fully recovered from LBP, which had partly recovered and which had not
recovered at all at six weeks post-consultation. This recovery data allowed for an
exploratory analysis of outcome and the relationship to qualitative data derived from the
health diaries.

Despite the apparent gulf which has traditionally existed between qualitative and
quantitative research, it is increasingly popular and methodologically sound to combine
the two within a single piece of research (McKinlay, 1993). It is suggested that the
differences in paradigms between qualitative and quantitative methodologies become less
obvious as movement between the paradigms at an epistemological and theoretical level
occurs during combined methods research (Brannen, 1992).
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Chapter 4
Results
4.1

Introduction

This chapter will present the results from the study in two distinct sections. Firstly,
quantitative data will be presented that outlines the recruitment data, describes the sample
in terms of a range of demographic characteristics and outcome measures, and examines
the relationships between these characteristics and outcome groups. Secondly, qualitative
data will be presented that both describes the major emergent themes from the diary data,
and presents the results of analysis of the relationships between the number of references
(hits) to the major themes and outcome groups. This analysis will additionally present the
relationships between the frequency of references to themes, outcome groups and a
number of variables such as age and gender (demographic), and RMDQ and HADQ
scores (outcome measures).

The following quantitative data is presented:

Recruitment
The recruitment data highlighting the number of “completers” and the number of “non
completers” at both data collection time-points (presentation and six weeks).
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Primary outcome measures
This section details how the RMDQ scores were used to follow a patient’s recovery from
presentation to six week follow up, and categorise patients into outcome groups at six
week. This outcome group classification at six weeks is used for all data analysis when
searching for differences between outcome groups and diary data.

Anxiety & Depression scores and demographic data
Data on the anxiety and depression scores of patients using the HADQ (at presentation
and six weeks) and on the following demographic data of patients:
•

Referrals by GP Practice

•

Gender

•

Age

•

Duration of symptoms

•

Prescribed medication

•

Over the counter (OTC) medication

•

Any treatment from presentation to six week follow up

•

Repeat GP consultations from presentation to six week follow up

Analysis of HADQ scores and demographic data to outcome groups
The statistical analysis of relationships between both the HADQ scores and the
demographic variables against outcome groups.
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Multivariate analysis
This section will highlight any relationships between individual HADQ and demographic
variables and outcome groups, while controlling for the potentially confounding effects
of other variables.

Non-completers
This section will compare the known variables and characteristics of those patients who
completed and returned their diary and questionnaires (completers) and those who didn’t
(non-completers).

The following qualitative data from the diaries is presented:

Descriptive analysis of the major themes
The major themes that emerged from the diaries are described and direct quotes are
presented. A full list (with definitions and examples) of all the first-stage analysis themes
can be found in Appendix 11.

Statistical analysis of reference (hits) to major themes against outcome groups
Statistical analysis of the number of references (hits) to major themes against outcome
groups, including the number of hits, the number of patients with at least one hit, and
median, minimum and maximum number of hits is presented. Analysis of differences
between those patients who do record references to each major theme and the study
population as a whole is also presented, with specific relationships to demographic
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variables such as age and gender, and relationships to outcome measure variables such as
RMDQ and HADQ scores.

4.2

Quantitative findings

4.2.1

Recruitment

Diary packs were given to a total of 136 patients in the GP practices. Ninety four patients
completed and returned the diaries and forms contained in the diary packs. Forty-two
patients failed to complete and return the diary or forms despite agreeing to participate
with their GP and being given a diary pack. When completed diaries were not received
from patients within ten days of GP consultation, they were contacted again by phone
when the study aims and reasons for non-completion were discussed.

Following the follow-up phone calls at ten days, six of the 42 patients declined to
participate citing time constraints as reasons, six were not able to be contacted, and the
remaining 30 patients agreed again to participate, complete and return the diaries and
relevant forms (RMDQ, HADQ, and GPIQ) as a matter of urgency. No returned diaries
and questionnaires were received from these 30 patients despite the follow up reminder
phone calls and they were consequently classified as “non-completers”.

Ninety four patients agreed and consented to participate in the study and returned their
completed diaries, questionnaires (RMDQ, HADQ and GPIQ) and signed consent form.
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At six weeks post consultation, a second set of forms (RMDQ, HADQ, and the Exit
Questionnaire) were posted to the 94 patients and 86 were returned. Despite telephone
reminders, eight patients failed to return the completed questionnaires; three patients
informed me that they were now unwilling to continue in the study citing time constraints
as reasons and five patients reported that they had completed them and sent them back
but they were never received.

Of the 136 diary packs given out, there were 94 completed diaries and questionnaires at
presentation and 86 sets of questionnaire data at six weeks (complete data sets). A
complete data is comprised of the following;
1

Completed diary

2

RMDQ, HADQ and GPIQ at presentation

3

RMDQ, HADQ and Exit Questionnaire at six weeks

4.3

Demographic data

4.3.1

GP Practices

Those patients who participated in the study (n=94) were referred from three GP
practices originally (see section 3.6). Part way through the study, it was decided to
introduce a fourth GP practice as a means of increasing referral rates into the study. The
fourth GP practice (practice D) was a ‘satellite’ surgery of Practice C and was staffed by
the same four GP’s. Practices A, B and C remained staffed throughout the life of the
study by the original GP’s (see section 3.6).
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The breakdown of referrals into the study by GP practice shows that more than 60% of
referrals were generated by the six GP’s in practice B, 29% of referrals were generated by
the six GP’s in practice A, and seven percent of referrals came from the four GP’s in
practice C. Only three percent of all referrals were generated from the GP’s in practice D.
The low number of referrals from practice D was due to this particular practice being
recruited as a referral source late in the life of the study as a means of compensating for
the low recruitment rate from practice C.

Table 4.1 presents the breakdown of referred patients by practice.
Table 4.1 Referred patients by Practice
GP Practice

Number of referrals

Percent

(n=94)

4.3.2

A

27

29%

B

57

61%

C

7

7%

D

3

3%

Gender

Forty-six per cent (n=43) of the study population were male. Fifty-four per cent (n=51)
were female.

4.3.3

Age

The study population (n=94) was normally distributed around a mean age of 45.25 years
(SD 10.8) with a range from 20 to 65 years.
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4.3.4

Duration of symptoms

Approximately one third of patients (32%) had had symptoms of LBP for less than one
week, 17% for between one and two weeks, 13% for between two and three weeks, 11%
for between three and four weeks, 11% for between one and two months, 9% for between
two and six months, 1% for between six and 12 months and 6% for more than one year.
Table 4.2 presents the distribution of duration of symptoms from shortest to longest.

Table 4.2 Distribution of duration of symptoms

4.3.5

Duration

Number (n=94)

Percent

< 1 week

30

32

1-2 weeks

16

17

2-3 weeks

12

13

3-4 weeks

10

11

1-2 months

10

11

2-6 months

8

9

6-12 months

1

1

> 1 year

7

6

Prescribed medication

Sixty-nine patients (73%) received a prescription for at least one medication during the
initial GP consultation. The remaining 25 (27%) did not receive any prescription
medication. Of the 69 patients who were prescribed medication, 18 (26%) were issued
with a prescription for more than one medication. These multiple medications usually
consisted of an NSAID and an analgesic or a muscle relaxant (Diazepam) and an
analgesic. There were no prescriptions for more than two medications. The most
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commonly prescribed analgesic was Cocodamol (23%) and the most commonly
prescribed NSAID was Ibuprofen (12%). Table 4.3 presents the types of prescribed
medication patients received.

Table 4.3 Types of prescribed medication
Medication
None
Ibuprofen
Codydramol
Coproxamol
Cocodamol
Naproxen
Kapake
Diazepam
Zydol
Diclofenac Sodium
Distalgesic
Tramadol
Voltarol
Solpadol
Vioxx

4.3.6

Number (n=94)

Percent

2nd medication

25
12
7
4
22
4
1
6
1
7
1
1
1
1
1

27
11
7
4
23
4
1
6
1
7
1
1
1
1
1

0
3
1
2
4
0
0
1
0
5
1
1
0
0
0

Over the counter (OTC) medication

Fifty-seven patients (61%) reported that they had purchased some form of OTC
medication for their LBP. The most commonly purchased analgesic was Paracetamol
(19%) and the most commonly purchased NSAID was Ibuprofen (29%). Purchased
medications also included various gels, rubs and Glucosamine Sulphate.
Table 4.4 presents the different types of OTC medicines purchased by patients.
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Table 4.4 Types of PTC medication purchased by patients

Medication
None
Ibuprofen
Paracetamol
Gel/rub
Coproxamol
Belladonna plaster
Solpadeine
Glucosamine Sulphate

4.3.6

Number (n=94)

Percent

37
27
18
3
5
2
1
1

40
29
19
3
5
2
1
1

Treatment from presentation to six week follow up

At six week follow-up, patients (n-86) were asked to report any physical treatment that
they had received since initial presentation. Sixty-two patients (72%) had not had any
physical treatment during this time. Sixteen patients (19%) reported having
physiotherapy (10 at GP practice-based clinics and six at private clinics), four patients
(5%) had seen an osteopath, two patients (2%) had seen a chiropractor and one patient
had seen an acupuncturist and massage therapist respectively (2%).

4.3.7

Further GP consultations between presentation and six week follow up

Subjects who completed the questionnaires at six week follow-up (n=86) also completed
an Exit Questionnaire (Appendix 6). This provided information on any further
consultations with their GP since presentation. Of the 86 patients who were followed up
at six weeks, 20 (22%) had been back to see their GP about their LBP since first
presenting six weeks earlier, while 66 (78%) had not re-consulted.
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4.4

Primary outcome results

The primary outcome measure was disability scores using the RMDQ. Analysis of
disability scores was performed using three categorised groups at both presentation and
six week follow up; Fully-recovered (FR), Partially-recovered (PR) and Non-recovered
(NR). The rationale for classifying patients into one of three outcome groups (based on
RMDQ scores) is described in the methods section. Some analyses however, used only
two categorised groups where two of the three groups had been combined so that certain
statistical tests could be used. The decision to combine two outcome groups into one
group for some analysis was necessary when comparing the characteristics of patients
who had fully recovered (FR group) to those of patients who had not fully recovered (PR
group and NR group).

Disability scores were measured at presentation and six weeks using the RMDQ. These
scores were categorised into three outcome groups; Fully-recovered (FR), Partiallyrecovered (PR) and Non-recovered (NR). The FR outcome group represents patients who
have no or little perceived disability. The PR outcome group represents patients who have
a moderate degree of perceived disability, while the NR outcome group represents
patients with a high degree of perceived disability.

Patients categorised in the FR group had RMDQ scores of between 0 and 7. Patients
categorised in the PR group had RMDQ scores of between 8 and 15, while patients in the
NR group had RMDQ scores of between 16 and 24.
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4.4.1

RMDQ scores at presentation

Patients (n=94) had a mean score of 12.7 (SD=4.6). Fourteen patients (15%) had a score
between 0-7, 52 patients (55%) had a score between 8-15 and 28 patients (30%) had a
score between 16-24. Table 4.5 presents the RMDQ scores at presentation.

Table 4.5 RM DO scores at presentation
FR group (0-7)

PR group (8-15)

NR group (16-24)

Number (%)

Number (%)

Number (%)

14(15)

52 (55)

28 (30)

The mean RMDQ scores of the patients in the FR (n=14), PR, (n=52) and NR (n=28)
groups at presentation was 5.8 (SD=5.2), 11.8 (SD=6.1), and 18.6 (SD=7.3) respectively.

4.4.2 RMDQ scores at six weeks
The RMDQ scores at six weeks are the most important quantitative measures as these
scores were used to determine the outcome groups against which all other outcome
variables were compared in the quantitative analysis and against which all qualitative
data (‘hits’) were compared.

Patients (n=86) had a mean score of 7.0 (SD=6.0). Forty-eight patients (56%) had a score
between 0-7, 26 patients (30%) had a score between 8-15 and 12 patients (14%) had a
score between 16-24. Table 4.6 presents the recovery group categories based on RMDQ
scores at six weeks.
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Table 4.6 Outcome groups based on RMDO scores at six weeks

FR group (0-7)

PR group (8-15)

NR group (16-24)

Number (%)

Number (%)

Number (%)

48 (56)

26 (30)

12(14)

The mean RMDQ scores of the patients in the FR (n=48), PR, (n=26) and NR (m=12)
groups at six week outcome classification was 2.8 (SD=4.0), 9.6 (SD=4.8), and 18.5
(SD=6.7) respectively. The difference in mean RMDQ score from presentation (12.7) to
six weeks (7.0) is 5.7. This is both a statistically and clinically significant reduction in
disability.

The 14 patients who were categorised in the FR group at presentation remained in the FR
group at six week outcome classification. No patients in the FR group at presentation
showed deteriorated RMDQ scores that resulted in classification in the either the PR
group or the NR group at six weeks.

Of the 52 patients who were categorised in the PR group at presentation, four (8%) were
non-completers (follow up questionnaires) so were not included any outcome analysis. Of
the 48 remaining patients, 18 (38%) remained in the PR group at six week outcome
classification, and 30 (62%) showed improved RMDQ scores and were classified at six
weeks in the FR group. No patients in the PR group at presentation showed deteriorated
RMDQ scores that resulted in classification in the NR group at six weeks.
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Of the 28 patients who were categorised in the NR group at presentation, four (14%)
were non-completers (follow up questionnaires) so were not included in any outcome
analysis. Of the 24 remaining patients, 12 (50%) remained in the NR group at six week
outcome classification, 8 (33%) showed improved RMDQ scores and were classified in
the PR group at six weeks, and four (17%) showed enough improvement in RMDQ
scores that resulted in them being classified in the FR group at six weeks.

4.5

Anxiety and depression

Anxiety and depression scores were measured at presentation and six weeks using the
Hospital Anxiety and Depression Questionnaire (HADQ). The following table (Table
4.8) shows the HADQ scores as total scores and component scores for both the anxiety
and depression sub-categories of the HADQ at presentation and six weeks.

Table 4.8 HADO scores as total scores and component scores for both the anxiety
and depression sub-categories of the HADO at presentation and six weeks
Presentation
(n=94)

Six weeks
(n=86)

Mean total HADQ score (SD)

15.0 (6.6)

10.8 (7.3)

Mean anxiety score (SD)

8.4 (3.8)

6.3 (4.3)

Mean depression score (SD)

6.6 (3.6)

4.5 (3.5)
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4.5.1

Mean HADQ scores at presentation (n=94)

The HADQ scores at presentation were normally distributed around a mean score of 15
(SD=6.6). Scores ranged from 2-33. Mean Anxiety score and Depression score were 8.4
and 6.6 respectively. Figure 4.1 shows the distribution of HADQ scores at presentation.

Figure 4 Distribution of HADO scores at presentation
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4.5.2

Mean HADQ scores at six weeks (n=86)

The distribution HADQ scores at six weeks were skewed as continued reductions in
anxiety and depression scores were seen. The mean HADQ score was 10.8 (SD=7.3).
Scores ranged from 0-28. Mean Anxiety score and Depression score were 6.3 and 4.5
respectively. Figure 5 shows the distribution of HADQ scores at six weeks.

Figure 5 Distribution of HADO scores at six weeks
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4.5.3 HADQ scores and outcome groups

The following table (Table 4.9) presents the mean HADQ scores by outcome groups at
presentation and six weeks.

Table 4.9 HADO scores by outcome group at presentation and six weeks
Outcome group

Mean total HADQ

Mean total HADQ

score at presentation

score at 6 weeks

(SD) (n=94)

(SD) (n=86)

Fully recovered

11.6 (5.7)

7.1 (4,8)

Partly

13.7(7.3)

13.7(6.9)

18.9 (8.1)

19.3(6.3)

recovered
Not recovered

4.5.4

HADQ scores at presentation compared to outcome groups.

At presentation, 14 patients were categorised in the FR group (mean HADQ score of
11.6), 52 in the PR group (mean HADQ score of 13.7) and 28 in the NR group (mean
HADQ score of 18.9). The following tables present a comparison and analysis of HADQ
scores at presentation in relation to outcome groups at presentation. A One-way ANOVA
with a Bonferroni post-hoc test was used for this analysis.

Table 4.10 shows the number of patients in each outcome group and their mean HADQ
scores at presentation (these were also broken down into subcategories for anxiety and
depression).
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Table 4.10 Mean HADO at presentation (anxiety and depression) scores and

outcome group (FR, PR, NR)

HADQ score at presentation

FR
PR
NR

Number
(n=94)
14
52
28

Anxiety score at presentation

FR
PR
NR

14
52
28

7.71
7.73
10.00

3.81
3.98
3.28

1.02
0.56
0.62

Dep score at presentation

FR
PR
NR

14
52
28

3.93
6.02
8.96

2.34
2.89
3.90

0.62
0.41
0.74
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Mean

SD

Std. Error

11.64
13.75
18.96

5.43
6.27
6.28

1.45
0.88
1.19

Table 4.11 shows whether there was any statistically significant difference between mean
HADQ scores and outcome group at presentation.

Table 4.11 Bonferroni post-hoc analysis of mean HADQ (anxiety and depression)
scores and outcome group at presentation (n=96)
Dependent Variable Outcome
Groups
HADQ score at
presentation

Outcome
Groups
1

2
3
1
3
1
_2
2
3
1
3
1
2
2
3
1
3
1
2

2
3
Anxiety score

1
2
3

Depression score

Sig.

1
2
3

.001
.002
.001
.002

.035
.035
.000
.000
.000
.000

Outcome Groups: 1=FR, 2=PR, 3=NR

Table 4.11 shows that there was a significant difference in mean HADQ scores between
outcome group 1 (FR) and outcome group 3 (NR) at the p=0.001 level, and between
outcome group 2 (PR) and outcome group 3 (NR) at the p=0.002 level.
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Patients with a poor outcome in terms of outcome group, also had high HADQ scores.
When looking at the component anxiety and depression scores individually, there was
little evidence of any significant difference in mean anxiety scores between outcome
groups, but there were very significant differences between mean depression scores and
outcome groups: those patients in the FR outcome group had a mean depression score of
3.9, those in the PR outcome group had a mean depression score of 6.0, and those in the
NR outcome group had a mean depression score of 8.9. Table 4.11 shows that there are
highly significant differences between the FR/PR outcome groups and the NR outcome
group at the p< 0.0001 level. Those patients in the NR outcome group had the highest
depression scores on the HADQ.

4.5.5

HADQ scores at six weeks compared to outcome groups

At six weeks, 48 patients were categorised in the FR outcome group (mean HADQ score
of 7.09), 26 in the PR outcome group (mean HADQ score of 13.73) and 12 in the NR
outcome group (mean HADQ score of 19.33). The following tables present a comparison
and analysis of HADQ scores at six weeks in relation to outcome groups at six weeks. A
One-way ANOVA with a Bonferroni post-hoc test was used for this analysis.

Table 4.12 shows the number of patients in each outcome group and their mean HADQ
scores at six weeks (these are also broken down into subcategories for anxiety and
depression).
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Table 4.12 Mean HADO at six weeks (anxiety and depression) scores and outcome

groups (FR, PR, NK) at six weeks

HADQ score at 6 weeks

FR
PR
NR

Number
(n=86)
48
26
12

Anxiety score at 6 weeks

FR
PR
NR

48
26
12

4.40
8.12
10.17

3.47
4.06
3.71

0.51
0.80
1.07

Depression score at 6 weeks

FR
PR
NR

48
26
12

2.68
5.62
9.17

2.13
3.36
3.07

0.31
0.66
0.89
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Mean

SD

Std. Error

7.09
13.73
19.33

4.88
6.90
6.30

0.71
1.35
1.82

Table 4.13 shows whether there is any statistically significant difference between mean
HADQ scores and outcome groups at six weeks.

Table 4.13 Bonferroni post-hoc analysis of mean HAT)Q ianxiety and depression!
scores and outcome group at six weeks (n=861
Dependent Variable

Outcome
Groups
HADQ score at 6 weeks
1
2
3
Anxiety score

1
2
3

Depression score

1
2
3

Outcome
Groups
2
3
1
3
1
2
2
3
1
3
1
2
2
3
1
3
1
2

Sig.
.000
.000
.000
.020
.000
.020
.000
.000
.000
.000
.000
.000
.000
.001
.000
.001

Outcome Groups: 1=FR, 2=PR, 3=NR

Table 4.13 shows that at six weeks, highly significant differences in mean HADQ scores
between the FR and PR outcome groups, and the FR and NR outcome groups (at the
p=0.001 level or less) remained. There are also significant differences between the PR
and NR outcome group (at the p=0.05 level or less): patients in the PR and NR outcome
groups also had the highest HADQ scores.
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When looking at the component anxiety and depression scores individually, there is
evidence of a highly significant difference in mean anxiety scores between FR (mean
HADQ score 4.40) and PR/NR outcome groups (mean HADQ scores of 8.12 and 10.17
respectively) at the p=0.001 level or less, and highly significant difference between mean
depression scores across all outcome groups (FR =2.68, PR=5.62, NR=9.17).
Table 4.13 shows that these differences between the FR, PR and NR outcome groups are
significant at the p=0.001 level or less: those patients in the PR and NR outcome groups
had the highest depression scores on the HADQ.

4.6

The relationship of demographic data to outcome groups

4.6.1

Gender

The relationship between outcome groups and gender at six weeks was tested using
crosstabulation and Chi-squared analysis (Hicks, 1999). The analysis was looking for any
difference between being fully recovered and not being fully recovered. Therefore the FR
outcome group (n-48) was compared to a merged PR and NR outcome group (n=38).
No statistical difference was found between outcome groups at six weeks (being fully
recovered or not) and gender of subjects.

4.6.2

Age

The mean age of subjects in the FR group (n=48) was 45.3 years (SD 11.2). The mean
age of the PR group (n=26) was 44.1 years (SD 11.4), while the mean age of those
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subjects in the NR group (n=12) was 47.3 years (SD 7.6). The relationship between age
and outcome groups was tested using a Oneway ANOVA (Hicks, 1999).
No statistical difference was found between age and outcome groups.

4.6.3

Duration of symptoms

The relationship between duration of symptoms and outcome groups was tested using a
Oneway ANOVA test. A significant difference was found between duration of symptoms
and outcome classification. Patients with longer duration of symptoms were more likely
to have a six week outcome classification in the PR group or the NR group, while
patients with shorter symptom durations were more likely to have a six week outcome
classification in the FR group. These findings were significant at the p=0.003 level.

4.6.4

Prescribed medication

Of the 69 patients who were prescribed medication, 37 (53%) ended up in the FR group,
22 (32%) in the PR group and 10 (15%) in the NR group. Seventy eight percent of
patients in the FR group, 84% of the PR group and 83% of the NR group were prescribed
medication. The relationship between taking prescribed medication and outcome groups
was tested using a Chi-Square test. No significant difference was found between
prescribed medication and outcome groups. At six week follow-up (n=86), only 39
patients (45%) were still taking their prescribed medication.
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4.6.5

Over the counter (OTC) medication

Of the 57 patients who purchased OTC medication, 36 (63%) ended up in the FR group,
18 (32%) in the PR group and 3 (5%) in the NR group. Seventy five percent of patients in
the FR group, 69% of the PR group and 25% of the NR group took OTC medication.
The relationship between taking OTC medication and outcome groups was tested using a
Chi-Square test. The analysis found the relationship between OTC medication and
outcome groups to be significant at the p=0.05 level; those patients who purchased and
took OTC medication were more likely to end up either fully or partly recovered. Those
who did not tend to purchase and take OTC medication were more likely to end up in the
NR group.

4.6.6

Treatment from presentation to six week follow-up

Mean RMDQ scores at presentation and six week follow-up are presented for patients
who sought various forms of treatment (both NHS and privately funded) and for those
who had no treatment between presentation and six week follow up in the following
table. Table 4.14 shows the mean changes in RMDQ scores for each of the treatment
groups from presentation to six week follow-up.
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Table 4.14 Mean RMDO scores and type of treatment sought between presentation

and six week follow-up (n=861
Treatment

Number

Mean RMDQ score

Mean RMDQ score at

Mean change in

at presentation (SD)

6 weeks (SD)

RMDQ score

None

62

12.7 (4.0)

6.3 (5.8)

6.5 less

Physiotherapy

16

14.3 (5.4)

6.3 (5.4)

8.0 less

Chiropractic

2

14.5 (6.2)

10.5(4.6)

4.0 less

Osteopathy

4

14.5 (4.8)

15.0(3.6)

0.5 more

Acupuncture

1

21.0 (8.3)

16.0 (7.3)

5.0 less

Massage

1

4.0 (3.7)

4.0 (4.5)

No change

For the purposes of within-group and between-group analysis, the chiropractic,
osteopathy, acupuncture and massage groups were combined as an “alternative therapy”
group due to the small numbers of subjects who had these particular treatments.

The following table (Table 4.15) shows the mean RMDQ scores for the combined
alternative therapy group, no treatment group and the physiotherapy treatment group.
Mean changes in RMDQ scores for each group are also shown.

150

Table 4.15 Mean RMDO scores for the combined alternative therapy group, no

treatment group and the physiotherapy treatment group (n=861
Treatment

Number

Mean RMDQ score

Mean RMDQ

Mean change

at presentation (SD)

score at 6 weeks

in RMDQ

(SD)

score

None

62

12.7(4.0)

6.3 (5.8)

6.4 less

Physiotherapy

16

14.3(5.4)

6.3 (5.4)

8.0 less

Alternative therapy

8

14.0(6.6)

12.6 (5.8)

1.4 less

Table 4.15 shows that patients had comparable mean RMDQ scores at presentation (12.7,
14.3 and 14.0). These mean scores are not significantly different between groups. At six
weeks, patients who received no treatment and those who received physiotherapy
treatment had identical mean RMDQ scores of 6.3, while those patients who sought and
received some form of alternate therapy had a mean RMDQ score of 12.6. For betweengroup analysis, an analysis of covariance (ANCOVA) was used. The results show a
statistically significant difference (p=0.019) between mean RMDQ scores and those
subjects who had no treatment, physiotherapy treatment or alternative treatment: those
subjects who received alternative therapy (chiropractic, osteopathy, acupuncture or
massage) had significantly lower improvements in RMDQ scores.

For within-group analysis, a related t-test was used to test for differences between RMDQ
scores from presentation to six week follow-up for each group. For those subjects who
had no treatment (n=62), the mean reduction in RMDQ score was 6.4 points. This is both
highly statistically significant at the p=0.000 level and clinically significant.
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Those subjects who had physiotherapy treatment (n=16), showed a mean reduction in
RMDQ score of 8.0 points. This is also both highly significant statistically (p=0.001) and
clinically. Those subjects who received some form of alternate therapy (n=8), there was a
mean reduction in RMDQ score of 1.4 points. This is neither a statistically or clinically
significant change.

4.6.7

Further GP consultations between presentation and six week follow-up

Of the 20 patients who had re-consulted their GP, two belonged to the FR group, which
represents 1.5% of this group. Nine belonged to the PR group which represents 52% and
nine belonged to the NR group which represents 75%. The linear relationship between re
consulting the GP and outcome group that emerged was analysed using a crosstabulation
and Chi-Square test. The analysis found a significant relationship between further GP
consultations and outcome groups at the p<0.001 level; those patients in the NR group
were far more likely to re-consult their GP at some point between completing the diary
and six week follow up than those in the PR and FR groups. A similar pattern at the
p=0.001 level was found when the number of re-consultations of patients in the PR group
and the FR group was compared: there was a significantly higher rate of re-consultations
in the PR group than the FR group.

4.7

Multivariate analysis

After taking into account the results of univariate analyses above, a multivariate analysis
was used on the data. A binary logistic regression model was used to test the independent
effect of a number of explanatory variables on outcome groups at six weeks. The
variables included in this multivariate analysis were; gender, age, any treatment from
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completing diary to 6 week follow up, RMDQ scores at presentation, HADQ scores at
presentation, the use of prescribed medication, the use of OTC medication, and duration
of LBP.

Logistic regression is an accepted statistical method for identifying an association
between an outcome and an individual variable while statistically adjusting for the
potential confounding effects of other variables. It is a technique that predicts the
probability of an outcome based on fitting a 'line' through one or more predictor
variables. It is called 'logistic' because the technique involves taking logarithms of the
predictor data.

For the purposes of the logistic regression analysis, outcome groups were merged. The
partially recovered outcome group (PR) and the not recovered outcome group (NR) were
merged into one group and compared with the fully recovered outcome group (FR). The
merger of outcome groups was necessary because only two outcome categories are
allowed in binary logistic regression. A far more complex linear regression analysis
would have been necessary if three distinct outcome categories (FR, PR, NR) had been
used. This would have made the analysis and, more importantly, the interpretation of the
regression analysis, far more complicated. Because this study was attempting to identify
relatively straightforward relationships between outcome and variables, a binary logistic
regression model was chosen. It was felt that this merger of PR and NR outcome groups
was clinically justified as this analysis was identifying those explanatory variables that
had a significant effect on whether subjects fully recovered or not.
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The logistic regression model has become, in many fields, the standard method of data
analysis concerned with describing the relationship between a response variable and one
or more explanatory variables where the response variable follows a binomial
distribution. Logistic regression is used to model the probability (p) of occurrence of a
binary or dichotomous outcome. Binary-valued covariates are usually given arbitrary
numerical coding such as zero for one possible outcome and one for the other possible
outcome. Linear regression models may not be used when the outcome is binary valued
because the probability of being modelled must lie between zero and one. Ordinary linear
regression does not guarantee these limits. Dichotomous data may be analysed using a
logistic function where the logistic transformation ofp is used as the independent
variable.

The following table (Table 4.16) presents the output from a binary logistic regression
model testing the independent effect of each of the following explanatory variables
(gender, age, any treatment from completing diary to 6 week follow up, RMDQ scores at
presentation, HADQ scores at presentation, the use of prescribed medication, the use of
OTC medication, duration of LBP) upon outcome groups (FR, PR, NR) at six weeks.
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Table 4.16 The independent effect of eight variables on outcome groups (n=861

Outcome variable:
Outcome groups (FR vs PR/NR)
OR

OR (95% Cl)

Significance

Gender

1.813

0.65 to 5.09

0.26

Age

1.001

0.96 to 1.05

0.95

Any treatment

0.637

0.20 to 1.99

0.44

RMDQ score at presentation

0.849

0.74 to 0.98

0.023

HADQ score at presentation

0.975

0.89 to 1.06

0.56

Prescribed medication

1.245

0.37 to 4.13

0.72

OTC medication

0.781

0.28 to 2.17

0.63

Duration of LBP

0.207

0.06 to 0.66

0.008
O T=odds ratio

S i g n i f i c a n t f i n d i n g s in b o ld

The regression analysis findings in the above table suggest that RMDQ scores at
presentation and the duration of LBP are the only variables that have an association with
outcome groups at six weeks, when the potentially confounding effects of the other
variables have been adjusted statistically.
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4.8

Non-completers

Forty two of the 136 patients (31%) failed to complete the diary and questionnaires
despite agreeing to do so to both their GP and the researcher. Little is known about these
patients since they failed to return the diary and questionnaires. They were therefore not
recruited into the study and they were not sent the six week follow-up questionnaires. A
further eight patients (6%) who did complete and return the diary and the questionnaires
at presentation failed to return the six week follow up questionnaires. The data that was
returned by these eight patients was not used in any analysis because they were not
complete data sets. It is recognised that it is important to describe the non-completers in
any study to identify any differences in characteristics between completers and non
completers.

4.8.1

Practice distribution and non-completers

The practice records of the 42 patients who failed to complete the diaries were searched
seven weeks after the initial visit to the GP and information on; age, gender, prescribed
medication, duration and GP consultation rate for their current episode of LBP was
gathered. These five profiles were found to be the only ones that were recorded in the
practice notes in all 42 patients. Other information like diagnosis for example, was found
in some records but not in others and was not used in the comparison between completers
and non-completers. Table 4.17 shows the distribution of completers and non-completers
by practice
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Table 4.17 Practice distribution of completers and non-completers

Practice

Number of completers (n=94)

Number of non-completers (n=42)

A
B
C
D

27 (29%)
57 (61%)
7 (7%)
3 (3%)

10(24%)
9(21%)
20 (48%)
3 (7%)

Table 4.17 indicates that the distribution of completers and non-completers by practice is
quite different. Almost half of all non-completers originated from practice C while the
same practice accounted for only seven percent of all completers. Conversely, practice B
accounted for more than 60% of completers but only 21% of non-completers. The
reasons for the high and low completer and non-completer rates by practice are not clear
but possible reasons are discussed in the discussion chapter.

4.8.2

Age and non-completers

The age of the 42 non-completers was distributed around a mean of 41 years (SD=12.4)
with and ranged from 18 to 62 years. When compared to the mean age of the patients
who did complete the diaries and questionnaires (45 years, SD=10.8), no significant
difference was found.
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4.8.3

Gender and non-completers

Twenty six of the 42 non-completers (62%) were male and 16 (38%) were female. Of the
94 patients who did complete the diary and questionnaires, 46% were male and 54% were
female. A crosstabulation and chi-squared' test was used to test whether the male/female
ratio was significantly different for completers and non-completers. The analysis was
found to be significant at the p=0.001 level; patients who chose not to complete the diary
and questionnaires were more likely to be male. This finding suggests that females are
more likely to agree to participating in a diary study and more likely to see it through by
completing the diary and all subsequent questionnaires.

4.8.4 Prescribed medication and non-completers
Thirty three of the 42 non-completers (78%) received a prescription for at least one
medication from their GP for their LBP, while 9 patients (22%) did not receive any
prescribed medication. Of the 94 patients who completed the diary, 69 (73%) had been
given a prescription for at least one medication, while 25 (27%) had no prescription.
The following table (Table 4.18) presents the type and frequency of prescribed
medication for non-completers.
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Table 4.18 Type and frequency of prescribed medication for non-completers

Medication

Number (n=42)

Percent

Ibuprofen

12

29

Codydramol

6

14

Coproxamol

8

18

Cocodamol

3

7

Diclofenac

2

5

Vioxx

2

5

None

9

22

A Chi-Square test was used to determine whether there was any significant difference
between completers/non-completers and the use of prescribed medication. No significant
difference was found between completers and non-completers in terms of prescribed
medication.

4.8.5

GP consultations between initial GP visit and six week practice record search

and non-completers
Seventeen of the 42 non-completers (40%) had re-consulted their GP at least once
between the initial GP visit and six week record search while twenty five patients (60%)
had not re-consulted during this time. Of those patients (n=86) who completed the diary
and questionnaires, 20 (23%) had re-consulted their GP and 66 (77%) had not.
A Chi-Square test was used to determine whether there was any significant difference
between completers/non-completers and GP re-consultation rate. No significant
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difference was found between completers and non-completers in terms of whether they
re-consult their GP between presentation and six week follow-up.

4.8.6 Duration of LBP and non-completers
Seventeen of the 42 non-completers (40%) reported having LBP for less than one week,
eight (19%) for between one and two weeks, six (14%) for between two and three weeks,
five (12%) for between three and four weeks, four (10%) for between two and six months
and two (5%) for between six and 12 months.

For those patients who completed the diary and questionnaires, approximately one third
of patients (32%) had had symptoms of LBP for less than one week, 17% for between
one and two weeks, 13% for between two and three weeks, 11% for between three and
four weeks, 11% for between one and two months, 9% for between two and six months,
1% for between six and 12 months and 7% for more than one year. The following table
(Table 4.19) presents the duration of LBP in non-completers.
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Table 4.19 Duration of LBP for non-completers (n=42)

Duration

Number

Percent

< 1 week

17

40

1-2 weeks

8

19

2-3 weeks

6

14

3-4 weeks

5

12

2-6 months

4

10

6-12 months

2

5

A Chi-Square test was used to determine whether there was any significant difference
between completers/non-completers and duration of symptoms. No significant difference
was found between completers and non-completers in terms of duration of their LBP.

161

4.9

Qualitative findings

4.9.1

First stage thematic analysis

A total of 49 preliminary themes were identified from the diary data during the initial
stage of diary analysis. These are listed with working definitions and examples in
Appendix 11. The 86 completed and returned diaries had written entries for each day of
the week long diary. Not surprisingly, a significant range in quantity and quality of diary
entries was noted. While some patients were verbose in their writings, offering detailed
accounts of each day (150-200 words per day), [diary 47], others were clearly reticent and
offered little detail (<20 words per day),[diary 38].

4.9.2

Counting the number of references to each theme

Once all diary text had been read, stored on a qualitative software database (ATLAS) and
themed, the number of hits to each major theme was computed. Details of the number of
hits to each theme can also be found in Appendix 11.

4.9.3

Secondary thematic analysis

Recognising the analytical difficulties associated with large numbers of individual
themes, secondary analysis of diary data identified themes that, when combined together,
reflected much broader themes. Merging individual themes into more comprehensive
categories was felt to make the analytical process easier by consolidating the number of
themes into as few as possible. Merging individual themes into one major theme also
served to increase the number of hits to levels that allowed meaningful statistical testing
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against recovery groups during the final stage of analysis. Three additional major themes
were created in this way; ‘Illness n a rra tiv e ‘Coping strategies ’ and ‘Relationships &
roles

The Illness narrative theme was created from all those individual themes identified
during preliminary analysis that provided evidence of patients attempting to describe
their experience of LBP such as; how their LBP started, what was wrong with them, what
care they had received (and from whom), family history of back pain, their usage of
medication and healthcare, and how satisfied/unsatisfied they had been with any care
they had received.

The Coping Strategies theme was created from preliminary individual themes that
provided evidence of patients attempting to describe what they had done to help
themselves cope with their LBP. These included coping, self treatments, being optimistic,
recognising the need to lose weight and keep fit, resigning themselves to having the pain,
drinking alcohol and smoking, taking control, the use of humour, and the diary in itself
being a therapeutic tool.

The Relationships and Roles theme was created from preliminary themes that provided
evidence of patients describing how their relationships with others had been affected and
how their role within the family or social unit had changed as a result of having LBP.
These include interactions with family members, friends and neighbours, workplace
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colleagues, problems within family and social units, refusing help, having to be mindful
of others, feeling better at church, and relationships with their children.

4.9.4

List of major themes that were described and tested for relationships with
outcome groups

Of the 49 preliminary individual themes that emerged from the diary data, only three
{emotional, physical and functional) were categorised as major themes based on the
number of times they were referred to in the diary text. The creation of the three
additional major themes as a result of merging individual themes created a total of six
major themes were analysed against outcome groups;
•

Emotional

•

Functional

•

Physical

•

Coping Strategies

•

Relationships and Roles

•

Illness Narrative
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4.9.5

Descriptive analysis of the major themes

Descriptive accounts of the major themes are presented in the following section.

4.9.5.1 Emotional theme
The diary data provided clear evidence of emotional issues in patients. There were both
negative and positive emotional issues which are described below.

Negative
There were a total of 251 references to a negative emotional theme. Forty-three words
were used to describe negative emotional states by patients as a result of having LBP.
These are listed in Table 4.20 and the list with examples from the diary text for each can
be found in Appendix 11.

Table 4.20 Negative emotional descriptions used by patients (n=431
Sort-tempered

Frustrated

Pessimistic

Panicky

Ratty

Impatient

Down

Anxious

Self-pity

Irritable

Angry

Disappointed

Fed-up

Trepid

Miserable

Helpless

Hopeless

Argumentative

Low

Afraid

Useless

Worried

Distressing

Embarrassed

Guilty

Tearful

Wearing

Tense

Annoyed

Bored

Awful

Snappy

Depressed

Frightened

Concerned

Moody

Nervous

Burdening

Grumpy

Apprehensive

Degrading

Isolated

Insecure
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This list of descriptive words suggests that the degree to which individuals feel their LBP
affects their mood is wide-ranging, from down/low to a more potentially concerning
depressed/hopeless.

The areas of life that patients mentioned were affected by negative emotional states
included; the work environment, home environment, leisure pursuits, children, and
health.

Work environment
References were made to fears and concerns about the workplace. Individuals felt
worried about the prospect of having to inform employers about having low back pain ( “I
was worrying about what I would say to work the next day ” PI 6), the employers not
believing that they had back pain ( “I always get the impression that they don’t believe I
have back problems ” P26; “3pm work phones, I feel they don 7 believe me ” P46) or
making the most of their back pain in order to get time off or to negotiate light duties
(“Generally my work colleagues are very sympathetic but there were a few snide remarks
which made me feel angry and upset’’ PI 6; “Annoyed as people at work thought I was
imagining things ” P24).

There was evidence of individuals feeling worried and guilty about not getting specific
components of work finished in time and the impact this might have on overall
productivity ( “Ifelt worried and guilty about ringing into work as I had some important
work to complete today” PI 6; “Feeling o f concern about not wanting to be off work,
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although my job would be very difficult to do in my condition” P90), and the impact on
colleagues as they cover for patients unable to go to work because of their LBP ( “I
should be in work tonight [I’m a nurse] I ’m worried that we will be short” P46). Others
felt an obvious irritation at the perceived lack of credit for going into work with LBP
( “Don’t know really why I ’m going to work, no-one thinks any better o f me for going”
P34).

Patients also had concerns about whethej they would be able to manage when they
returned to work ( “I worry about work as my job requires me to stand all day” PI 2) and
what effect on their working future this episode might have ( “I ’m starting to worry about
the work. Is this going to affect my future? I ’ve got 20 years left to work and I don’t fancy
being pensioned off” P46.

There was some reference to individuals feeling guilty about taking time off work even
though the employer had no issues with lost time ( “Concerns about work and the period
o f time that I have been off. Work are fine about it, its me showing concern ” P90).
The reported stresses resulting in negative emotional issues were sometimes
counterbalanced however, by some patients who reported having good support from work
colleagues while experiencing LBP ( “Generally my work colleagues were very
sympathetic ” PI 6; “At work my friends are really good. They bring me my work, drinks
and sandwich to my workstation ” P36).
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Home environment
Patients felt concerned about being unable to do their usual things in and around the
household ( “Frustrated at not being able to do heavier housework” P25; “My husband
made the dinner and I washed the dishes. I am fed up with not being able to do much ”
P44).

They reported feeling like they were letting family members down by their inability to
live up to their responsibilities ( “I can’t shower my disabled daughter as she is too heavy.
This makes me annoyed that leant cope with my everyday responsibilities ” P83), do their
day to day things and having to ask for help ( “Fed up askingfor help all the time ” P5; “I
had to keep waking my boyfriend to help turn me over or get out o f bed. I was very tearful
andfelt bad about waking him up ” PI 6).

Although help from family seemed generally forthcoming, patients found it difficult to
feel good about it ( “My husband has to dry my lower body, how degrading” P46;
“Watchedfrustrated and embarrassed while others do my work" P14).
They felt uneasy in having to tell family members and friends about their LBP ( “I hated
having to explain to my boyfriend’s relatives about my back, as it makes me feel old”
PI 6; “A lot o f my friends take back pain as a joke and seemed to find my discomfort
amusing which upset me today” P31). No member of the household was exempt from
some form of a negative emotional backlash at times ( “Even the dogs are getting shouted
at” P75).
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Children
Patients often made reference to their children being the source or the victim of their
emotional negativity ( “My eldest daughter just came in. I ended up shouting at her for
nothing. I feel like crying" P34; “Felt upset because lam unable to pick him up [my 9
month old son] ”P60; “Was unable to take my 5 year old daughter to dance lesson. Felt
guilty as she was upset” P61; “Got irritated with the children this morning" P15).
It appears that those patients who acknowledged being short tempered with their children
or those who were unable to interact with their children in the usual way felt that
emotional negativity was compounded by guilt.

Leisure pursuits
Patients had concerns and worries about not being able to participate in normal social or
leisure events such as sport ( “lam worried I will not be fit to play in the company golf
day in 10 days time ” P52). Any reduction in leisure activity might well lead to a
perceived loss of fitness which may have compounded emotional negativity ( “Ifeel down
because I cant do any trainingfor a few weeks and I feel unfit” P42).

Health
The uncertainty of the causes or slow resolution of their LBP gave patients cause for
concern ( “Getting worried as I don’t know what is causing it” P66; “I an now getting
very afraid that something is going very wrong” P75; “Still feeling worried that the back
pain may be an early warning o f a serious problem ” P29).
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Patients also made reference to concerns about being able to function normally again
without having future episodes of LBP ( “Still nervous that it will happen again and my
confidence o f a quick recovery has been knocked” P42).

Positive
There were a total of 36 references to positive emotional themes (where individuals
report a pleasant emotional experience or some improvement in their emotional state).
Twenty-two words or phrases were used by 26 patients to describe their positive
emotions whilst having LBP. These are listed in Table 4.21 and the list with examples
from the diary text for each can be found in Appendix 13.

Table 4.21 Positive emotional descriptions used by patients (n=361
Not as irritable

Cheerful

More confident

Lighter mood

Pleased

Less tense

Better mood

Proud

Brighter

Better emotionally

Relieved

More peace of mind

Better in myself

Lovely

Looking forward to

Quite happy

Upbeat

Relaxed

Happy

Enjoying

Much happier

Well

Not surprisingly, subjects felt emotionally improved as symptoms (pain) showed signs of
improving ( “Emotionally upbeat about back situation ” P25; “The improvement had
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made my mood a lot lighter today” P52; “Not as much pain today so was quite happy”
P61) or resolving ( “Got up andfelt happy as pain has completely gone ” P9; “My back
feels better and this is giving me the confidence to move more ” P62).

Improvement in functional and social ability was also a common reason for subjects
reporting an improvement in emotional status. These included the ability to simply adopt
normal positions ( “Could straighten my body this morning, not in as much pain so feel
quite happy and lookingforward to catching up on jobs ” P61), being able to get through
a normal active day ( “lam pleased to have got through these last two days as it requires
standing and walking aroundfor 7 hours a day” P33; “But it was a lovely day and Ifelt
better just being able to move about” P42), the ability to prepare dinner ( “I made the
dinner today and I really enjoyed it” P44) and being able to go away on holiday ( “But I
do feel a lot more positive about things. I was starting to worry about whether I ’ll enjoy
my holidays this year ” P43).

Positive emotions were also affected by the presence of and interaction with other people
(“She also helped cheer me up a bit! ” P16; “Children came home and Ifelt better with
the company” P24), by simply feeling that subject’s had had a relaxing day ( “Lovely,
lounging, lazy day" P23; “Just relaxed today, went on sun-bed, enjoy heat on my back”
P41), reassurance regarding the diagnosis ( “Knowing that it’s a pulled muscle gives me
some peace o f mind” P66), and work related issues ( “Spoke to work today, Regional
manager has arranged cover which makes me feel better as I was worried about the
store” P56).
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There is also evidence that some subjects felt emotionally improved as a direct result of
keeping an account of their experiences in the diary ( “Mark, I think writing down my
thoughts in this diary has allowed me to stay more relaxed and less worried about getting
jit. Thanks ” P52; “I wouldjust like to comment how much Ifeel writing this diary has
helped me. It was good to get the feelings off my chest” P86).

4.9.5.2 Functional theme
The diary data provided clear evidence of functional issues in patients. There were both
negative and positive functional issues which are described below.

Negative
There were a total of 444 references to a negative functional theme (where patients report
difficulty or impairment in performing an activity). Patients’ levels of daily activity were
restricted considerably both in quantity ( “Don’t want to be active ” PI; “Couldn’t do
anything” P2; “Unable to do much at all ” PI5; “Ifelt like a zombie, I could not sit,
stand or even lie down for long” P76) and pace (“Everything is done frustratingly
slowly ” P58; “Did some cleaning and ironing but everything takes much longer to do ”
P51).

Activities that were affected during the episode of LBP were categorised into five broad
areas; activities of daily living (ADL), work, housework, activities with children, and
socialising/leisure pursuits.
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Activities of daily living
ADL is comprised of many aspects of daily functioning. Patients reported having
difficulty with a wide variety of things that are necessary to function in the everyday
world and that we naturally take for granted. These included;

Sleeping
Patients reported having difficulty in getting a good night’s sleep/staying asleep
(“Kept waking up” PI), ( “Couldn 7 sleep much ” P3), ( “Hada very restless night” PI),
and difficulty with actually getting upstairs to bed ( “Couldn 7 get upstairs to bed” P3)
and into and out of bed ( “Had difficulty getting in and out o f bed” P ll), ( “Found it
almost impossible to get out o f bed” P66).

Sitting
Functional difficulties with sitting were commonly reported. These difficulties related to
the length of time that a patient was able to sit for ( “Cant sit for long” P3), the inability
to sit in normal positions ( “Cant sit properly ” P21), ( “Sitting in the chair, I have to keep
moving positions” P78) and problems with getting up from the sitting position ( “Getting
upfor things is difficult” PI 5).

Standing and walking
Patients reported problems with the duration ( “Difficulty standingfor too long” P4) and
position ( “Still cant stand straight” P21) of standing.
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Similarly, walking was difficult in terms of distance ( “I could only walk about 100
yards” P56) and speed ( ‘‘lam moving quite slowly” P15).

Washing, showering, toileting
Activities related to personal hygiene were affected from washing (“Washing my face in
the sink is a problem ” P39), ( “My husband has to dry my lower body, how degrading”
P4), showering ( “Really hard getting in and out o f the shower” P2), toileting ( “Sitting on
the toilet was difficult” P45), and cleaning teeth ( “Sat on bath to clean teeth” P65).

Dressing
Patients experienced problems both with dressing ( “I ’d like to be able to put my own
shoes and socks on ” P21), ( “Difficulty tying laces and putting on socks ” P29) and
undressing ( “I had trouble getting undressed” P39). Most were still able to dress/undress
themselves but some needed help dressing from family members ( “Got dressed with help
from my 8 year old son ” P46), ( “My husband helped me to dress ” P37).

Work
The effects of an individual’s experience of LBP on their work situation was highlighted
under the negative functional theme, but is discussed in more detail as a specific theme
itself entitled Negative Employment. It was clear that the vast majority of patients were
able to continue at work with varying degrees of difficulty and avoidance of certain
activities ( “Sitting at my desk at work was painful” PI 5; “lam still very wary o f doing
too much and spent another day in work avoiding lifting or bending” P77; “Iavoid
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heavy jobs at work P30), whilst some patients felt unable to work at all ( “Stopped me
working” P6).

Housework
Patients reported a general decrease in the amount of housework that was possible during
episodes of LBP ( “Had to leave the house in a mess” P I5). Patients felt that housework
that was done was performed slower than usual ( “Housework to do which took me much
longer to do, used to doing everything quickly” P24).
Patients experienced problems with many aspects of housework such as lifting ( “Unable
to lift objects ” PI 7), ironing ( “Ironing a problem today, took twice as long ” P64),
vacuuming ( “Started to hoover, have to keep stopping as again pain shoots down legs as
I ’m bending down” P78), changing linen (“Ichanged the bed today. I think that next time
I will be askingfor help. I had to rest between each change ” P64), making beds ( “To
make the beds, I have to do this on my knees so I don’t have to bend too much ” P76).
Some patients felt unable to do any form of housework at all ( “Cant do any housework
yet” P67).

Difficulties were experienced with activities associated with housework such as shopping
( “Shopping trip to Morrisons with hubby was a nightmare ” P23). Patients felt that they
either had to shorten shopping trips ( “There is no way I could cope with a 3 hour
shopping trip” P51), slow them down ( “I had to go into town for a little shopping. I just
went round a lot slower ” P77) or cancel them altogether ( “Didn’t go shopping, my back
is really aching” P70).
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Difficulty was also reported with transferring shopping from store to car and car to house
( “Couldn’t put shopping in car or out o f it” P65), with actually getting in and out of the
car ( “Difficulty getting in and out ” P4 ”, “An ordeal getting in and out o f the car ” P74),
and driving ( “Painful when changing gear and difficult to look over shoulder when
reversing and turning out o f the road” P79).

Activities with children
The ability to function in regards to children was affected in a number of ways. Patients
found that their ability to take children to events or places was affected by their LBP
experiences ( “Cant drive my toddler to playgroup”, “Couldn’t take the kids to swimming
lessons ” P5).

Difficulties were experienced with comforting children ( “Can’t bend and pick them up ”
P23), nursing ( “Finding it really difficult nursing Isabel ” PS, “I cannot shower my
disabled daughter as she is too heavy. This makes me annoyed that I can’t cope with my
everyday responsibilities” P83) and general child-minding ( “Couldonly have Ben to sit
on my lap. Normally like to take him for a walk in his pram ” P60).

Some patients found they were unable to child-mind at all due to their level of functional
limitation ( “Am unable to look after him for my daughter while she shops or does
housework" P60).
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Socialising and leisure pursuits
Patients reported a wide variety of social activities that were affected by their LBP
experiences to one degree or another ( “I would normally try to do some exercises, but
couldn’t today ” PI 6, “Problem with getting straight after playing a shot [snooker] ” P5 7,
“Only danced to three songs which is unusual for me ” P65). Some patients continued
with their activities with difficulty, while others felt they were unable to continue ( “I run
most days, today unable to ” PI 7, “I have stopped going to the gym ” P29).

Positive
There were a total of 191 references to positive functional themes (where subjects
reported an ability to keep functioning or report an improvement in functioning despite
their LBP). These improvements occurred within the week of diary keeping, clearly
demonstrating how the symptoms of LBP resolve quickly and spontaneously in most
cases, allowing for a gradual resumption of function.

Themes that emerged within positive function mirrored those in the negative function
code, in that subjects found that levels of daily activity improved in quantity ( “I ’ve been
out today for the first time. I took one o f the children to school ” P46; “Ifound I was a lot
more mobile and got around better ” P50; “More movement today, able to bend slightly
more ” P62; “Can do more now than I could a few days ago ” P45) and pace ( “I managed
to do some housework at a normal pace ” P81; “lam able to get about a bit quicker
today ” P83).
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Subjects reported that they were able to function but had an associated increase in pain as
a result ( “Just come backfrom shopping and lam in agony” P22; “Out in the evening
for a retirement do in Liverpool. Hard work standing and moving around all night ” P9)
and others either made themselves function despite having pain ( “I made myselfgo for a
walk as I ’m sure I need the exercise, not just sit” P59).

There was evidence that some patients recognized that despite pain, there was something
to be gained by increasing function ( “My back still aches but getting out for one and a
half hours makes a difference. Takes your mind off it a bit ” P2; “Still aches and hurts
when moving around but determined to try. Feeling a lot better ” P80) or reported some
satisfaction and perhaps surprise at the outcome following increased function ( “lam
pleased to have got through these last 2 days as it requires standing and walking around
for 7 hours a day" P33; “For the first time I actually bent down and put a plug in ” P45).

There was some evidence that improved levels of functioning were to some degree,
influenced by advice from the patient’s GP ( “Dr Smith said he could tell why I was in
pain in the lower back but try and keep going, so I was determined to try a bit. I even
walked as far as school with wife to pick up son ” P45)

The majority of references to positive function were centered around activities of daily
living and housework.
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Activities of daily living
Improvements in function that involved the need to bend were reported ( “Able to put my
shoes on relatively easily now ” P81), walking ( “Walking is easier today" P3; “I can
walk about now and hopefully get back to work” PI 2; ”1 am walking better. I don’t feel
as tired" P44; “Walked to school with wife to take son, wasn’t too bad” P45), standing
( “lean stand up straighter now ” P21), sleeping and getting in and out of bed ( “Slept
well last night ” P3; “I must have had some sleep, Ifeel much better. It’s easier to get out
o f bed” P46; “Found it much easier to get out o f bed” P66), dressing ( “Enjoying being
able to do a lot more now. Managed to put socks on ” P5; “Can dress myselffully now ”
P21; “Able to put my shoes on relatively easily” P81; “Got my tights on alright” P65),
and bathing/showering ( “I can shower and dress myself without any trouble ” P44).

Housework
Improvements in function related to maintaining the family household were evident
across a broad spectrum. These included;
General cleaning chores (“I got a few o f my cleaning jobs done which I have left o f late ”
PI; “Have done some housework today ” P44; “When I got up I got to work with the
housework” P76; “Decided to get on cleaning the house. No washing has been done all
week. I hoover the floor and put some washing in the machine. I clean the kitchen ” P46).
Washing dishes ( “lam able to wash the dishes, leaning on to the sink and tidy up,
keeping my back as straight as possible " P39; “Have washed up and done a few things ”
P45).
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Ironing ( “Did some ironing” P78; “Sorted ironing out and got washed and dressed”
P32; “Ironing, not much pain at all” P39).
Hoovering ( “Hoovering, my back aches a little but I always push the hoover with my
foot" P39).
Preparing meals ( “I made the dinner today and I really enjoyed it” P44; “Made Sunday
dinner and got uniforms readyfor school tomorrow ” P27; “I did small jobs until it was
time to prepare the evening meal for the family” P69).

DIY jobs in and around the house were also reported as examples of improved
functioning ( “I have been painting the house today and it doesn ’t feel that bad when I ’m
working” P22; “Did some DIY decoration in the house and later cut 2 lawns in the
garden with electric mower” P28; “Decided to carry on with painting the house andfelt
better for it as it was getting me down, as I haven’t been able to finish off a job I started”
P61).

Other activities that subjects found more able to perform included;
Shopping ( “My daughter ran me and my husband down town. We walked back with all
the food in a shopping trolley” P23; “I went shopping in Warrington after breakfast,
which entails a brisk walk to the station, and brisk walking around Warrington ” P69;
“Did weekly shop ” P36).
Gardening ( “My afternoon job is gardening for 4 hours. Sawed upfallen tree and moved
into wood with wheelbarrow (1 hour). Next 3 hours packing leaves and barrowing into
wood” P6; “Mowed the lawns ” P39; “gardenedfor about 3 hours taking old bushes and

180

plants out o f garden ” P4 7; “Decided to cut the garden hedge. My back didn ’t seem too
bad whilst cutting and being in the standing position ” P57).

4.9.5.3 Physical theme
The diary data provided clear evidence of physical issues in patients. There were both
negative and positive physical issues which are described below.

Negative
There were a total of 551 references to a negative physical theme (where patients report
symptoms (pain) and/or a worsening of their pain). Patients described their pain in three
broad categories; location, intensity, and exacerbating factors.

Location
Most pain was described, not surprisingly, as being located in and around the back or
lower back ( “Pain in the lower back was very bad” P I9) and into the legs ( “Also the
pain is going all down my legs ” PI). Other reported locations of pain commonly
associated with episodes of LBP included the pelvis ( “When I lie on left side I get a
sharp pain in pelvis and down leg” P65), hips ( “By evening the lower part o f my back
and hips feel hot and ache” P27), buttocks ( “Pains in my legs and buttocks” P41),
calves ( “The muscles in my calf were painful” P56), ankles ( “Sciatica is travelling down
to my ankle ” P59) and thighs. Some patients reported pain in more specific areas such as
behind the knee or one side of the backbone ( “Pain to one side o f the backbone on and
o f f ’ P6) and in areas further away from and not typically associated with the lower back
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such as the neck ( “Neck, shoulders and low back all aching” P58), shoulders ( “Pain has
spread to my shoulders and they feel tight and stiff even as I walked” P31), shoulder
blades ( “Back pain shot to shoulder blades ” P40) and stomach ( “My stomach ached
quite badly ” P68).

Intensity
Because this theme by definition represents an individual’s experience of continued or
worsening symptoms (pain), words used to describe intensity ranged from at best
bad/sore/painful to excruciating/crippling/severe.

Forty-one words or phrases were used to describe pain intensity. These are listed in Table
4.22 and the list with examples from the diary text for each can be found in Appendix 14.
No attempt has been made to rank them in some order of severity as it is recognised that
readers may define the order somewhat differently depending on individual experience
and perception.
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Table 4.22 Negative physical descriptions used by patients (n=41)

Sore

Bad

Great deal of pain

Jarring pain

Very sore

Quite bad

Sickening pain

Awful pain

Uncomfortable

Very bad

Sharp pain

Severe pain

Very uncomfortable

Extremely bad

Shooting pain

Terrific pain

Toothache

Hurting

Horrible pain

Dreadful pain

Aching

Throbbing

Pain with

Immense

Discomfort

Painful

vengeance

Crippling

Twingeing

Very painful

Stabbing pain

Unbearable

Absolutely

Extremely painful

Sharp jabs

Torture

unbearable

Excruciating

Nagging

Burning pain

Agony

A variety of words and expressions were also used to help describe the intensity/severity
of patient’s symptoms which included;
Crying ( “I cried with pain it was so bad” P75)
Worst pain ever ( “Never been in so much pain” P74)
Bolt of lightening ( “As though its having a bolt of lightning through my body ” P22)
Nightmare ( “Having a nightmare day today” P22)
Playing up ( “My back has been playing up all day” P23)
Killing me ( “My back has been killing me all day” P23)
Spine felt solid ( “My spine felt solid" P24)
Kicked and battered all over ( “It feels like I ’ve been kicked and battered all over” P34)
Electric shocks ( “Every time I moved it felt like electric shocks running down my legs ”
P85)

183

Mind clouded by pain ( “My mind was clouded by pain ” P58)
Feel like screaming ( “No relieffrom the pain, now feel like screaming” P40)
Breaking in two ( “My backfeels as if it is breaking in two ” P44)

Exacerbating factors
The unpredictability of LBP and the positions/activities that make it more troublesome is
truly staggering; just about everything and anything seemed to be mentioned by patients
as exacerbating their LBP at one time or another. The reported exacerbating factors were
categorised into one of four broad categories; housework, time of day, positions, and
activities/social.

Housework
Eight specific household/garden chores were identified as being a source of increased
pain and difficult to do by patients. These included; ironing ( “Tackle the ironing, but
gave up after feeling the ache return to my back” P27), cleaning ( “Tried to clean up but
had to stop, felt too much pressure in my back” P56), cooking ( “Making dinner hurts
lower back down front o f legs ” P65), washing ( “Putting washing on the line was painful
as I had to keep bending down ” P64), hoovering ( “Tried to do the hoovering but that
made it worse ” P60) , mowing lawn ( “After lunch mowed the lawn and was unable to
brush up the cuttings because o f the pain ” P60), raking leaves ( “Raking leaves. After 3
hours had to give up because o f pain ” P6), DIY ( “DTP in the house later on resulted in
me needing to lie down because o f lower back pain ” P7).
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Time o f the day
There were substantial differences in how aggravating and troublesome the back pain was
at different times of the day. Significantly more references were made to increased pain
at night-time (sleeping) and in the morning (on wakening). This trend supports the
anecdotal evidence from the clinical setting that patients generally feel worse when
inactive for long periods of time (sitting or lying down for example) and first thing in the
morning on awakening and/or getting up.

Morning (upon wakening and getting up) was the most frequently reported time of the
day when symptoms were worse ( “Thepain is worse in the morning” P I8, “Woke at
7.15am pain was severe in my back” P46, “Not a good morning. The pain has moved
round to my left side which is where it started” P74, “Attempting to get out of bed very
difficult, can’t put full weight onto my left leg” P90, “ Woke with severe pain” P9, “Pain
was bad getting out of bed and it was difficult to straighten up ” P10, “Pain particularly
severe in the morning” P48).

Night time was also commonly reported as a time when symptoms were more
troublesome ( “Bad night’s sleep with lots o f back pain ” P6, “Back aching very badly all
night in every position ” P58, “Severe pain during the night, felt like muscle spasms ”
P81, “Didn’t get much sleep last night as the pain was so severe ” P66, “Pain nagging
again by 10 o ’clock”P36).
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Evening time (and as the day progressed) was reported as being a time when symptoms
worsened ( “Eveningpain returned” P8, “Pain got worse as the day wore on ” P51,
“However as the day progressed, the pain got worse and I feel like it is spreading up my
back” P61, “As day progresses, back stiffness becomes worse ” P71).

There were some reports of symptoms worsening in the afternoon and around teatime
(“Lower back pain returned by the afternoon so used heating pad” P28, “At teatime the
pain was very bad in my low back and left leg” P I9, “About 5 o ’clockfelt awful in work”
P34).

Positions
Patients referred to 10 positions that were responsible for maintaining or aggravating
their symptoms. Some positions are classed as static (sitting and sleeping for example)
while others are active (the act of turning over in bed for example). They include:
sitting ( “Cant sit comfortably” PI 5; “Ifind that sitting at my desk is uncomfortable ”
P36), sleeping ( “Not sleepingfor long, pain and cramps wake me up” PI 5), standing
( “Standing a long time is painful” P24), standing up ( “Still feeling intense pain when
trying to stand up” P21), bending ( “If I bend down for long, the sudden pains return in
my back” P ll), going upstairs/downstairs ( “Walking up and down stairs is irritating as
my legs and knees hurt” P43), relaxing ( “Cant relax the pain is so bad and this makes it
worse ” P50), getting out of bed ( “My back was really stiff and sore getting out o f bed
this morning” P43), turning over in bed ( “Sharp pain every time I tried to turn over in
bed” P38).
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Activities/social

There were a wide variety of activities and social situations that were reported as being
aggravating and difficult to do or participate in. These ranged from activities of daily
living such as dressing and washing, active pursuits like exercising and interacting with
children to social activities. They included;

Walking ( “Took the lift to the 3rdfloor, walking is too painful" P36)
Driving ( “Found it very uncomfortable driving the car” P17)
Lifting ( “Pain when lifting” P I 7)
Getting out of the car ( “Getting in and out o f the car was painful today, as it has for the
last week” P31)
Shopping ( “Just come backfrom shopping and lam in agony" P22),
Socialising ( “Spent the evening in the pub with friends but felt stiff, aching and
uncomfortable ” P58)
Writing ( “Hurting while I ’m writing” P70)
At church ( “After going out to bible study I could hardly get out o f the chair and the pain
was terrific ” P45)
Caring for and playing with children ( “Pushing swings or roundabouts kills me ” P23)
Cutting toe nails ( “Had to cut toe nails and my back pulled” P65),
Washing ( “Bending over to wash my face was very painful” PI 7)
Showering ( “Bent down to dry my feet andfelt my back stretch and the muscles tighten.
The pain was unbearable ” P44)
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Dressing and undressing (“It hurt more when I put my briefs and pants on from lower
back down ” P65)
After visiting the doctor ( “Not too bad until I visited the doctor who had me lift my left
leg ” P2)
Washing hair ( “Difficult to wash hair” PI5)
Drying hair ( “Normally I stand to dry my hair but since the injury I sit, the ache is just
too much ” P64)
Watching TV ( “Trying to watch TV was painful” P64)
Sewing ( “I ’m sewing at my machine and I ’m really uncomfortable ” P70)
Exercising ( “I collapsed during an aerobics session with terrible pain in my lower back”
P42)
Going up and down kerbs ( “Even going up and down the kerb makes my back hurt” P39)
Studying ( “Found studying difficult as I could not get comfy due to stiffness and aches ”
P31)
Changing ( “Having to change my daughter’s costumes all day didn ’t help my back” P34)
Moving furniture ( “Today I couldfeel it twinging when I was helping a friend move
furniture ” P54)
Snooker ( “I ’m struggling a bit today, probably too much snooker last night” P57)
Swimming ( “Went swimming but poor performance due to lower back pain ” P58)
Going to the theatre ( “The back has stiffened up again following yesterday’s trip to the
theatre ” P79).
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Positive
There were a total of 322 references made to positive physical themes (where subjects
reported experiencing either little or no pain or reported either a definite improvement or
an implied improvement in pain)..

Fifteen words or phrases were used by patients to describe how their symptoms/pain had
improved throughout each day and from day to day. These are listed in Table 4.23 and
the list with examples from the diary text for each can be found in Appendix 15.

Table 4.23 Positive physical descriptions used by patients (n=15)
Better

Fine

Easier

Bearable

OK

Relieved

Improved

Subsiding

Pain-free

Brilliant

Normal

Comfortable

Moderated

Tolerable

Not too bad

These descriptive words were used by patients within the diary text to illustrate wideranging and varying degrees of perceived improvement, from very explicit indications
that there was no pain at all ( “No back pain at all today ” P7; “No pain experienced even
after sittingfor approx one hour” P10; “Pain in back has gone ” P82) through a diverse
assortment of descriptions and terms signifying (or implying) improvement to some
degree or other. Some subjects seemed to feel unsure about any improvement in their
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pain, but thought things were getting better ( “I think it feels a bit better this morning in
my lower back" PI 3, “Woken feeling a little easier or so I thought” P34).

Some descriptions such as “Woke up feeling ok today” (P3) and “Had a relatively
normal day today” (P9) didn’t provide clear proof of an improvement in pain/symptoms,
but improvement was inferred. It is implied that P3 (above) for example, had retired to
bed not feeling okay and had woken feeling okay and that patient 9 (above) had not been
having normal days but had one today.

Patients reported improved pain in relation to specific anatomical area ( “Low back area
feeling not too bad today" P47, “Heat gone from hips and back” P27, “Pain in leg and
back a lot easier” PI 9) and the general anatomical pattern of described improvement
tended to support the phenomenon o f ‘centralisation’ as referred or radiating peripheral
symptoms resolve over time and become less distal and more localised to the low back
area (McKenzie, 1988). ( “The pain is more in the centre o f my lower back today, rather
than down my legs and knees ” P43, “Sciatica has not travelled down past my knee
today” P59, “Ankle pain still there but not as severe ” P63, “Not getting any tingling in
my legs today” P52, “Less pain in the right leg today when I got out o f bed" P29,
“Seems to be easing a little, not as painful down back o f my legs ” PI 7).

There were references made to improved frequency of pain. Pain changed from being
constant to intermittent ( “The pain isn’t as constant, it comes and goes ” P45, “Overall,

190

best day for 2 weeks. There is no continual pain, just twinges depending on how I move ”
P81, ” I still have pain but more intermittent” P43).

Pain was not the only symptom to be commented on by patients. Patients reported
improvements in stiffness ( “Muscles don’t appear to be as stiff’ P62, “Found the
shopping helped to ease the stiffness” PI 7), mobility ( “Becoming more mobile, being
able to do more jobs around the house ” P63, “Can move a little better ” P88, “Much
more movement without sharp stabbing pains ” P81) and relaxation ( “Today, I feel a lot
better and more relaxed” P82, “Went swimming in the evening andfeel relaxed” P79).

Improved pain and time of day
Patients reported improvements in pain/symptoms in relation to time of day. There was
evidence of reports of improved pain in relation to the day progressing ( “As the day has
gone on, back has eased a bit” P38) which supports the evidence in the clinical setting
that patients with LBP commonly find that their pain/symptoms tend to improve with
activity and as the day progresses.

Lunchtime and afternoon
Increased activity throughout the morning resulted in patients commonly feeling
improved by lunchtime and afternoon; “Got easier by lunchtime ” (P9), “After lunch, the
pain eased quite a bit. Didn’t take painkillers early afternoon ” (P37), “In pm feeling very
good” (P47), “Able to do short drive mid-afternoon with very little pain” (P48), “Pain
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reduces until by lunchtime it is tolerable ” (P33), “No pain from lunchtime onwards ”
(P29).

Dinner time and evening
Evening time was evidently the most comfortable time of the day for many patients; “By
lunchtime it moderated and by evening almost gone ” (P33), “5pm, made tea. Pain
eased” (P24'), “My back went less painful about 5pm and Ifound I was a lot more mobile
and got around better” (P50), “5.30pm, best I ’ve felt all day. Much more movement
without sharp stabbing pains ” (P81), “7 o ’clock, I feel my pain is easing” (P36), “After
dinner the pain was a bit better” (P19), “5.30pm, best I ’ve felt all day. Much more
movement without sharp stabbing pains ” (P81).

Night-time
There was only one reference to improved pain as a result of sleeping at night
( “Managed to find a comfortable position in bed last night. I feel a lot better this
morning” P44).

Morning and mid-morning
Despite the general trend of pain improving later in the day and as the day progressed,
some patients found that their pain/symptoms were less first thing in the morning upon
wakening and getting up (“Lower back a little better on awakening at 8.30am ” P28,
“When I got up, leg and back seems to be easier ” P59, “Much better this morning as I
could put my own socks on ” P77, “I have woken this morning with very little pain ” P86,
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“Ache much less by mid-morning ” P48, “Pain seems to have eased even though it is only
mid-morning” P83).

Reasons for improved pain
Patients reported a variety of things that they felt responsible for improvements in their
pain. These included medication use, physical therapy, walking, swimming,
sleeping/resting, bathing/showering, and exercising.

Medication
Perhaps not surprisingly, the use of analgesic and anti-inflammatory medication was
commonly reported ( “Take painkillers and pain reduces until by lunchtime it is
tolerable ” P33, “lam beginning to feel a bit o f a ‘fraud’ completing this, because the
medication has improved my back pain considerably” P43, “Still taking 6 painkillers a
day as Ifind they do ease itfor a time ” P78, “Took a painkiller. Not too badfor the rest
of the day ” P39, “By the evening the pain was much better as my prescribed Ibuprofen
began to work” P77, “Feel less pain this morning, has the anti-inflammatory tablets
started working already? ” P43, “The doctor prescribed me some Diclofenac Sodium
tablets which made me feel relieved, as I know from experience that they work fast and
are effective ” PI 6).

Physiotherapy/Osteopathy
Some patients reported their pain was improved as a result of receiving physiotherapy or
osteopathy treatment ( “Visited the physiotherapist. Felt a slight improvement but still not
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able to work” P35, “Had first session ofphysio. Felt relief’ P81, “I have had 12 weeks
of osteopath treatment for my condition (a herniated disc) and am a lot better than I was
in October/November” P86).

Walking
Walking was a common form of activity that was felt to improve back pain ( “Went for a
small walk after tea which helped to ease the soreness ” P38, “I had a walk around every
now and then, and this seemed to ease the ache ” P39, “Wentfor a walk in the evening
and that together with back exercises has helped the pain ” PIO, “Wentfor a long walk
which eased the pain” P73).

Swimming/jacuzzi
Patients reported that swimming and use of a hot tub had helped ease their pain ( “Went
for a swim which has eased my back even more ” P38, “Wentfor a swim and use Jacuzzi.
This numbed the ache and I feel more supple and am able to bend and almost reach my
feet” P79).

A good night’s sleep
Having a good night’s sleep was reported as being helpful in improving pain the
following morning ( “Had a really good nights sleep. My back is loads better” P44,
“Today after quite a good nights sleep, I woke up not too bad” P45, “Had a better
night’s sleep and back is easier” P59).
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Resting/lying down
Although clinical guidelines on the management of LBP recommend continued activity
as opposed to prolonged rest and inactivity, some patients found it beneficial to rest at
times during the day or to have a longer period (several days) of inactivity. However,
there was no evidence from the diary data that patients were resting or being inactive for
extended periods of time.

A number of patients reported that resting and lying down helped to improve their back
pain ( “Ifeel much better until I try to move ”P46, “This evening, after resting, itfelt a
little easier and Ifound it easier to put my shoes on to walk the dogs ” P60, “Once rested
it became more comfortable ” P71, “My back pain has not been too bad with resting most
o f the day” P78, “Much better although stayed resting all day and night” P83, “More
comfortable lying down ” P42, “Find if I lay on my left side, I get more relief’ PI 2).
Resting as a result of not working was also reported as having a beneficial influence on
pain/symptoms ( “Feel much better with not working”P40).

Bathing/showering
Bathing and showering were reported as being helpful in improving pain. The beneficial
effects of a combination of heat and water have long been recognised as therapeutic ( “I
take a shower andfeel much better” P46, “Had a bath to ease backache ” P57).
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Exercising
Patients reported that exercising had helped to improve their pain ( “Exercises are hard
work although they have relieved the spasm ” P81, “Through exercising it is not as
painful to turn over during the night ” P69).

4.9.5.4

Coping Strategies theme

This theme was formed during the secondary data analysis by combining 10 individual
preliminary themes that were felt to have commonality of meaning and, when combined,
to describe the strategies which patients had adopted to help themselves cope with their
LBP. The Coping strategies theme was created by combining the following themes;

•

Diary being a therapeutic tool

•

Self treatment

•

Attempt at humour

•

Being hopeful

•

Cautious of making LBP worse

•

Drinking more

•

Being optimistic

•

Recognising need to lose weight

•

Resignation

•

Started smoking
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Two hundred and ninety seven references were made by 67 patients to coping strategy
issues. There was evidence that patients coped with their pain by either resting/taking it
easy ( “Took it easy all day which helped” P6, “I was able to cope with the pain by
relaxing in the seat, pain eased off after about 5 minutes ” P8, “Just lazed around but
the house is looking a bit messy” PI 8, “On the whole, I think that lying down does help
and I ’m able to cope with it better” P22, “For the rest o f the day, I coped by laying on
the floor ” P55) or staying active/getting out and about ( “My back still aches but getting
out for one and a half hours makes a difference. Takes your mind off it a bit and better
able to cope ” P2, “Pottered in the garden which took my mind off my problems for an
hour ” P58, “Coped ok but had to walk around every half hour ” P59, “Need to keep on
the move to cope ” P91).

Diary being a therapeutic tool
Seven patients reported that they found the experience of keeping a health diary helpful.
Some expressed their gratitude for being invited to complete the diary ( “Thanks for
asking me to fill in the diary, it’s helped a lot” P7), some detailed how completing the
diary had been therapeutic in some way for them ( “Filling this in has made me realise
how much I have improved over the week. It has been really helpful” P54, “Doing this
diary has helped me to cope with my back pain. It feels like someone is interested in how
I feel” P38, “Mark, I think writing down my thoughts in this diary has allowed me to stay
more relaxed and less worried about gettingfit. Thanks ” P52, “I wouldjust like to
comment how much I feel writing this diary has helped me. It was good to get the feelings
off my chest” P86), patients felt keeping a diary was the most helpful thing that had been
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done for her back pain ( “This has been so much more helpful than taking the medication
or doing the exercises ” P71) and were not sure their diary satisfied the researcher’s needs
even though it satisfied their needs ( “I don’t know whether this is any good but it has
helped me ” P I5). Interestingly, five of the seven patients who found the process of
keeping a diary therapeutic ended up in the FR group and the remaining two were from
the PR group. The implications of this are discussed in the discussion chapter.

Self treatment
Self treatments were varied and, to a large degree reflected an individual’s decision to
cope via rest or continued activity. Those patients who felt that rest would afford them
the relief they were seeking, reported self treatment techniques which centered around
adopting comfortable resting (postural) positions ( “Reclined seat back as I was told to
do ” P24, “Propped myself up with cushions ” P34, “Stuck my handbag at the base o f my
spine ” P3) and the use of heat in various forms ( “Sprayed my back with Radian B ” P22,
“Used deep relief rub ” P28, “Started intensive heat treatments ” P29, “Sat with a hot
water bottle on my back “ P24, “I had a hot bath to ease the pain ” P46, “I took a hot
shower andfelt much better” P51).

Those patients who felt that continued activity made them better able to cope with their
back pain reported participating in various forms of activity such as stretching ( “Did
some body stretches ” P39), walking ( “Wentfor a walkfor 45 minutes ” P47), swimming
( “I have been going swimming 5 days a week” P38) and home exercise given by the
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doctor or physiotherapist (“The back exercises from the doctor are hard work but help”
P81.

Other forms of self treatment include the use of massagers ( “Used the massager on my
back tonight” P8), dieting ( “Have been dieting and lost 1 stone which helps ” P24), self
traction ( “I hang on a door to ease the pain ” P53), back supports ( “Have used a
neoprene back support” P52) and the use of alcohol ( “I ’m going to have a couple o f
whiskies tonight” P62).

Attempt at humour
Some patients used humour in their diary as a possible coping strategy ( “Went to a
funeral yesterday and someone said I should be the guest o f honour! Cheers! ” P23, “1
am trying to see the funny side o f this. I think it helps ” PI 1).

Being hopeful
Patients made reference to being hopeful as a possible coping strategy. Some patients
seemed to feel that their recovery was ‘in the hands of the gods’ and remaining hopeful
was just about all they felt they could do to cope with the pain ( “I don’t know what to do,
but I'm hopeful that it [pain] will go soon ” P46, “I ’m just hopeful that I ’ll get better in
time to go on holiday”P54).
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Cautious of making LBP worse
Thirty four references were made by 22 patients to issues related to concern and caution
about making their back pain worse. Patients reported being concerned about returning to
work ( “Did not go back to work though, I did not feel strong enough and was scared I
might injure my back” P42) or working too hard if they were still at work ( “lam scared
ofpushing myself too far at work as I know I will end up in pain, and a tingling leg” P86;
“In work very aware o f doing activities that might affect my back” PI 7).

There was also evidence of concern about participating in leisure activities such as golf
( “Was going to go to play golf to loosen up but decided not to in case it got worse ” P87;
“Decided not to risk game o f g o lf’ P28), and walking ( “Want to go out walking. Makes
me feel better once I ’m out, but don t want to aggravate my back anymore ”P34).

Evidence was provided that patients were reflective on whether to do certain things and
what effect those things might have on their back. Some patients were afraid ( “Still
twinges and I ’m really afraid o f it going again ” P37), watchful ( “Must watch what I do
today ” P3), careful ( “I still found myself being careful how I moved about when doing
anything” P50), nervous (“lam still nervous that it will happen again and my confidence
of a quick recovery has been knocked slightly” P42), frightened ( “I could not take the
children out visiting because I ’m frightened o f my leg going numb whilst I am driving”
P76), wary ( “lam still wary o f doing too much and spent another day in work avoiding
lifting or bending” P77) and tentative ( “Still tentative on which movements will cause
pain” P81).
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Drinking more
Some patients reported that they were drinking (or drinking more than usual) to cope with
their pain ( “Relaxed in the evening with a couple o f whiskies to ease the pain ” P32, “I
realise I'm probably drinking more but it’s a way o f taking my mind off the pain ” PI 6).

Being optimistic
There was some evidence of patients reporting optimism as a coping strategy. Some felt
that being optimistic was a necessary trait in order to recover ( “Things are not really
getting much better, but you have to keep optimistic for the future ” P77) while others
seemed to already have it and found it helpful ( “I ’m continuing to be optimistic that my
back pain will improve quickly” P9).

Recognises the need to lose weight
Some patients appeared to recognise that weight loss might help them to recover from the
current episode of LBP and to prevent future episodes ( “Will losing some weight help? ”
P54, “I know me being overweight doesn ’t help and that I need to lose weight to help my
back” P79).

Resignation
There was some evidence to suggest patients found that resigning themselves to having
LBP was a type of coping strategy. Resignation has an air of negativity about it, but
patients seemed to refer to it in a positive way (perhaps these patients were ‘accepting’
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their back pain) ( ‘‘I realise that I ’m going to have the pain for some time, and I have
resigned myself to the fact now ”P40, “It’s difficult to move around but I have resigned
myself that it will take another month or so ” P27).

Started smoking
Smoking was also reported to have been a strategy to help cope with the pain ( “I ’ve even
started smoking to take my mind off the backache ” P51).

4.9.5.5

Relationships and roles

This theme was formed during the secondary data analysis by combining 13 individual
preliminary themes that were felt to have commonality of meaning and, when combined,
to describe relationships and roles within the family and work environment. The
relationships and roles theme was created by combining the following themes;
•

Help from family members

•

Help from neighbours

•

Having visitors

•

Children don’t understand

•

No access to help with children

•

Family problems

•

Feeling like letting people down

•

No sympathy from family

•

Refusing help from family

•

Being mindful of others
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Support from work colleagues
Being told off for not asking for help.

One hundred and eighty eight references were made by 55 patients to relationships and
roles. Most of the individual themes that represented the relationships and roles theme
were positive, but some were negative. Patients, for the most part felt that they were well
supported and helped by their family, neighbours, friends and work colleagues, while
others felt unsupported.

Help was forthcoming from a number of different sources; there was evidence of help
being given by husbands (“My husband helped me to dress ” P37, “My husband has been
very understanding and has done a lot o f my jobs around the house for me ” P3), wives
( “I had to get my wife to put my socks on for me this morning ” P72), children ( “The kids
made the tea and washed up” P55), mothers ( "Mum and dad drove to pick up the kids
from school. I was in too much pain to move ” P31) and fathers ( “My dad came round
and mowed the lawn for me yesterday” P41).

It is unclear in the majority of hits however, whether or not the help was asked for by the
patient (perhaps even demanded) or was offered out of a sense of duty and caring by
family members. This makes it difficult to establish, what at first glance appears to be a
positive aspect of a patient’s diary record, is actually positive or not. Help may have been
easily and readily forthcoming or it might have been given somewhat grudgingly.
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Some patients however, reported a distinct lack of help from members of the family,
including children ( “My husband doesn 7 seem to see how hard it is to carry on with the
housework when you have a bad back ” P23, “I wish the kids would help out by making
their beds ” P64, “I constantly have to tell my son to tidy up his toys ” PI9) and problems
within the family. Some of these ‘problems’ were directly related to not having help
( “She [wife] is getting on my nerves with her nagging about me resting. Wasn 7 able to
move much but she told me to tidy up ” PI 1) and some were unrelated to lack of help for
their episode of LBP ( “I really need to work. In the past 6 months I have lost my mum
and my niece, my dad has had heart problems and my husband had a heart attack and is
waitingfor a bypass ” P66, “The whole family is irritable and shouting at each other for
no reason ” P I5) which suggested the presence of varying degrees of conflict, distress
and worry within the family. The emotional issues that appear to exist within the family
unit are described in further detail in the negative emotional theme.

There were some patients who felt they were letting members of the family down by
failing their responsibilities as a result of their emotional, physical and functional
disability ( “I can 7 shower my disabled daughter as she is too heavy ” P83, “Frustrated
at not being able to do heavier housework” P25, ’’Watchedfrustrated and embarrassed
while others do my work” PI4).

The role of children within the family in terms of helping their suffering parent seemed
quite common. Not only did children seem reluctant to help, some patients recognised
their children were not able to understand how LBP affected their lives in terms of
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limited interaction ( “Grandchildren can’t understand why I wont pick them up or give
them rides on my back” P80) and some children appeared confused about what was
happening to their parent ( “The children keep asking me what’s wrong and get upset”
P38). Others reported that they had no access to anyone who was able to offer help with
daily care of their children ( “I have no parents or friends locally to help with school”
P4).

Perceived lack of help from family was sometimes seen as them being unsympathetic
( “That’s the problem with back pain, no-one can tell how much pain you ’re in. I don’t
get much sympathy from my husband” P68, “No sympathyfrom wife who says it is my
own fault that I hurt myself on a body board” P27).

There was also evidence of patients refusing help that family members appeared to offer
because of stubbornness ( “Cut my nose to spite my face last night and refused help ” P23,
“Refused help from my partner because I thought he didn’t sound genuine enough in his
offer and sensed some irritation in him ” P70) and in some cases, those patients who
appeared to be more independent, were reprimanded by family members for not asking
for help ( “My daughter called and completed the job, and told me off for not asking her
to do it in the first place ” PI 7).

A number of patients were fortunate enough to have helpful neighbours ( “Arrangedfor a
neighbour to pick up children from school so I could rest for half an hour” PI 8).
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There was little evidence of patients seeming selfish and overly demanding, but there
were examples of patients being cognisant of and trying to be mindful of other family
members (and work colleagues) during their episode of LBP ( “I had to keep waking my
boyfriend to help turn me over or get out o f bed. I was tearful andfelt bad about waking
him up ” P16, “I know this is hard on all the family, but until the pain eases off I can’t do
much around the house ” PI 7, “Ishould be in work tonight [I’m a nurse] I ’m worried
that we will be short” P46).

There was evidence that having LBP had some impact on social relationships in some
patients and not others. Some patients felt that their friends had either stopped calling in
to see them ( “My mates haven’t been round to see me for a week or so now, I hope they
haven’t forgotten me ” P46), had stopped inviting them out ( “People have stopped
inviting me out now because o f my back pain ” PI 9), or had felt it necessary to decline an
invitation because of their pain ( “I ’ve had to decline several social invitations with
friends” P77).

Some patients reported having visitors, although it isn’t clear whether these visits were
social or benevolent ( “I had quite a few call to see me this afternoon” P50, “My
daughter came around with my 9 month old grandson” P2)
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4.9.5.6 Illness narrative
This theme was formed during the secondary data analysis by combining seven
individual preliminary themes that were felt to have commonality of meaning and, when
combined, provided a narrative of their illness (LBP). There were 271 references to
issues in the illness narrative theme made by 65 patients. The Illness narrative theme was
created by combining the following themes;

•

Family history

•

How the LBP started

•

Reporting the diagnosis

•

Use of medication

•

Satisfaction with their care

•

Advice from the doctor

•

Seeks healthcare

Family history
Some patients reported what could be a pre-disposition to suffering from back pain by
reporting similar problems with other family members. “Funnily enough, my mum
suffered exactly the same ”( P23), “Both my mum and dad have sufferedfrom slipped
discs for years so Fm not really surprised that Fve got it too ” (P49).
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How the LBP started
Patients provided information about the factors that preceded or caused their LBP.
The factors that started an episode of LBP were diverse and included no reason at all
( “How can a pain like this come on for no reason? ” P8), bending ( “Bent down to pick up
my bag andfelt a sharp twinge across my lower back” P65), lifting ( “It all started when
I picked up my 2 year old daughter from her cot” P21), driving/sitting ( “I must have
drove the car too long because when I got there my back seized up and I could hardly
move ” P2), twisting ( “I twisted my back not long before going to bed putting washing in
the washing machine ” P76), and unexpected jolting ( “My back and leg pain started
when I stepped off a kerb and wasn’t paying attention” P36).

Reporting the diagnosis
Thirteen patients reported the diagnosis in their diary. It is clear from the text, that some
patients were reporting an “official” diagnosis that had been given to them by their GP
(“I went to see my doctor last week and he told me I have pulled muscles in my back”
P32, “I have been diagnosed with sciatica by my doctor” P41), whilst in other cases, it
wasn’t clear whether they were reporting the doctor’s diagnosis or offering their own
view about diagnosis ( “I ’ve got arthritis and its not going to go away” P9, “The muscles
in my back are torn and its very painful” PI 7).
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Use of medication
There were 179 references (hits) to the use of medication. A full description of the types
of medication that patients took and the relationship between being prescribed and OTC
medication and recovery group is included earlier in this chapter. An analysis of the
number of hits by recovery group follows.

Although patients didn’t specifically refer to prescribed or OTC medications, where
actual medication names were given, it was possible to identify those that were available
only on prescription (Tramadol for example).

A total of 126 patients were known to have taken either prescribed (n=69) or OTC (n=57)
medication. The 179 hits under this sub-theme were reported by only 45 patients, so
clearly not everyone known to be taking medication felt it necessary to report it in their
diary. Only 35% of patients known to be taking medication referred to it in their diaries.
The questions raised by the disparity between what is reported and actual behaviour are
discussed in chapter five. Patients reported the general type of medication taken
(painkillers or anti-inflammatories) ( “Had two more Cocodamol” P76, “By the evening
the pain was much better as my prescribed Ibuprofen began to work” P77), what part of
the day they took their medication ( “Tookpainkillers at bedtime and managed to sleep
OK" P6), and what effect the medication had on their pain ( “I took the painkillers this
morning and I am a lot more comfortable now ” P30, “Take painkillers and pain reduces
until by lunchtime it is tolerable ” P33) or didn’t have on their pain ( “Taken my
painkillers before lunch, but the pain is not easing at all” P7).
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Satisfaction with their care
All but two of the 11 references to satisfaction with care were related to the GP and were
negative. Patients felt unsatisfied with the care received from their GP ( “I cant help but
feel like I ’ve been fobbed off by my GP ” P7, “1 don’t feel he [GP] spent enough time
examining me ” P54), felt unhappy with the care they had received from the GP ( “I ’m not
happy at all about how he spoke to me when I went to see him ” P8I), felt that the GP had
been unsympathetic ( “GP seemed very unsympathetic and suggested that I may be over
reacting- cheers!” P32), and felt confused about what was said in the consultation ( “The
doctor said there was nothing wrong with me, but I know there is ” P7).

There was some evidence of patients, while not being particularly satisfied with their visit
to the GP, attempting to excuse the GP ( “He can’t possibly know what is wrong with me,
he hardly looked at my back. They only have a few minutes to see you because they are
very busy” P19). Some patients expressed satisfaction with the treating physiotherapist
( “He really took the time to explain what was wrong with my back” P60, “The physio put
my mind at rest that there is nothing serious going on in my back” P43).

Doctors advice
The advice that GPs gave to their patients was mostly evidence-based and centred around
reassuring them that their LBP would improve ( “The doctor told me that the pain will get
better in the next few weeks ” P30) and to stay active ( “I was told to stay active and not to
rest as this is the best thingfor back pain ” P63).

210

Doctors did occasionally advise rest ( “Doctor told me yesterday to lie flat for 2 days ”
P80), but no examples were found of GPs advising patients to take prolonged rest (which
is reassuring as such advice would have been contrary to national guidelines on the
management of LBP).

Seeks healthcare
There were 53 references made by patients to having sought or received some form of
healthcare during the diary week. The healthcare used included: re-consulting their GP or
other doctor ( “Today I had to go to the doctor’s as the pain was getting worse ” P46), the
type of therapy practitioner that they had consulted privately ( “I have had 12 weeks o f
osteopath treatment for my condition (a herniated disc) and am a lot better than I was in
October/November” P86, “Hadfirst session ofphysio. Felt relief’ P81), or the type of
therapy practitioner they had consulted having been referred by their GP ( “Had my first
session with the physiotherapist at the doctors surgery today” P35).

The 53 hits in this sub-theme were made by the 44 patients who are known to have either
received some form of treatment from the therapy disciplines (n=24) between initial
presentation and six week follow up (physiotherapy: 16, osteopathy: 4, chiropractic: 2,
acupuncturist: 1, massage therapy: 1), or are known to have re-consulted their GP (n=20)
in the same time period.
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4.10

Statistical analysis of references (hits) to major themes against outcome

groups
The median, minimum and maximum number of hits was calculated for each of the
outcome groups and then tested for statistical significance using a non-parametric Mann
Whiney U test (the median was calculated as the measure of central tendency over the
mean because of the uneven distribution of scores). Demographic variables such as age
and gender, and outcome measure variables such as RMDQ scores and HADQ scores
were also analysed for relationships with outcome groups and numbers of hits for each
major theme.

4.10.1 Comparison of Negative Emotional Theme hits to outcome groups
Negative emotional hits were recorded 251 times by 66 different patients. Of these, 168
hits (67%) were made by patients whose six week outcome classification was in the FR
group, 67 (27%) from the PR group and 16 (6%) from the NR group. Of the 48 patients
in the FR group at 6 weeks, 44 of them (88%) had written at least once about a negative
emotional issue. This is in contrast to 16 of the 26 patients (60%) who ended up in the PR
group, and six of the 12 patients (50%) who ended up in the NR group.
The following table (Table 4.24) shows the number of hits, the number of patients in each
outcome group who referred to a negative emotional issue at least once, and the median,
minimum and maximum number of hits.
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Table 4.24 Number of negative emotional hits by outcome groups

Outcome
group

Number of
hits (% of
total)

FR (n=48)

168 (67)

Number of
patients with
at least 1 hit
(%)
44 (88)

Median
number of
hits

Minimum
number of
hits

Maximum
number of
hits

3

1

12

PR (n=26)

67 (27)

16(60)

1.5

1

12

NR (n=12)

16(6)

6(50)

0.5

1

6

The trend observed from the above data appears to suggest that the more patients recover,
the greater the number of references to negative emotional issues. When the median
number of hits in the FR group (n=3) was compared to the median number of hits in the
NR group (n=0.5) using a Mann Whitney U test, it was found to be highly significant at
the p=0.004 level. The differences between the FR and PR groups and the PR and NR
groups were not significant. Those patients who fully recovered at six weeks recorded a
significantly higher number of references to negative emotional issues than those who did
not recover.

Age and negative emotional hits
The mean age of the 66 patients who had at least one negative emotional hit was 42.3
years (SD=9.3). This was found to be not significantly different to the mean age of the
study population as a whole (45.3 years) when tested with an unrelated t-test. Those
patients (n=44) in the FR group had a mean age of 39.4 years, those in the PR group
(n=16) had a mean age of 45.5 years, and patients in the NR group (n=6) had a mean age
of 47.3 years. Again, no significant difference in age in terms of negative emotional
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issues between outcome groups was found when tested using a Oneway ANOVA (Hicks,
1999). However, of the 44 patients with at least one hit in the FR group, ten (23%) had
recorded a negative emotional hit each day of the week long diary and most frequently
(between 7 and 12 hits each). These 10 patients accounted for 94 of the 251 hits (38%).
The mean age of these 10 patients was 31.4 years which is significantly lower than the
mean age of the FR sub-group that they came from, and significantly lower than the study
population as a whole at the p<0.05 level using an unrelated t-test. This finding suggests
that those patients who record negative emotional issues daily and the most commonly in
their diaries, are significantly younger than those who don’t record on a daily basis or
those who don’t record negative emotional issues at all.

Gender and negative emotional hits
Of the 66 patients who had at least one negative emotional hit, 40 (60%) were female and
26 (40%) were male. This is not significantly different to the gender breakdown of the
study population as a whole (54% female versus 46% male). Of those patients (n=10)
who recorded a negative emotional hit at least daily during the week long diary and most
frequently (between 7 and 12 hits), eight of them (80%) were female. This is a significant
finding at the p=0.01 level when compared to the gender breakdown of the study
population as a whole when tested using a crosstabulation and a chi-squared analysis
(Hicks, 1999). This finding suggests that overall, there appears to be no significant
difference between the gender breakdown of those patients who record negative
emotional issues in their diaries. However, patients who record negative emotional issues
on a daily basis and the most frequently, are more likely to be female. The breakdown by
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gender in the FR group, PR group and NR group in terms of number of negative
emotional hits was 26 female/18 male (60% female), 7 female/9 male (43% female), and
2 female/4 male (33% female) respectively. When the gender percentages of the FR
group was compared to the PR group and NR group, the differences were found to be
significant at the p<0.05 and p<0.01 levels respectively when tested with a
crosstabulation and chi-squared analysis. This finding suggests that patients who
recorded negative emotional issues the most often in their diary were more likely to be
female.

RMDQ scores and negative emotional hits
The mean RMDQ score of the 66 patients who had at least one negative emotional hit
was 11.2 (SD=5.1). This was found to be not significantly different to the mean RMDQ
score of the study population as a whole (12.7, SD=4.6) at presentation when tested using
an unrelated t-test. Those patients (n=44) in the FR group with the highest median
number of negative emotional hits had a mean RMDQ score of 14.5 (SD=4.4) at
presentation. Those patients (n=16) in the PR group had a mean RMDQ score of 12.8
(SD=5.2) at presentation. Patients in the NR group (n=6) with the lowest median number
of negative emotional hits had a mean RMDQ score of 10.3 (SD=6.0). Although a trend
of higher RMDQ scores and higher median number of negative emotional hits is clear,
the differences in mean RMDQ scores between groups or the study population as a whole
is not statistically significant when tested using a Oneway ANOVA (Hicks, 1999).
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HADQ scores and negative emotional hits

The mean HADQ score of the 66 patients who had at least one negative emotional hit
was 19.2 (SD=7.1). This was found to be significantly higher than the mean HADQ score
of the study population as a whole (15.0, SD=6.6) at presentation at the p=0.005 level
when tested using an unrelated t-test. Those patients (n=44) in the FR group with the
highest median number of negative emotional hits had a mean HADQ score of 17.5
(SD=5.8) at presentation. Those patients (n=16) in the PR group had a mean HADQ
score of 16.8 (SD=5.2) at presentation. Patients in the NR group (n=6) with the lowest
median number of negative emotional hits had a mean HADQ score of 16.3 (SD=6.0).
Although a trend of higher HADQ scores and higher median number of negative
emotional hits is clear, the differences in mean HADQ scores between outcome groups is
not statistically significant when tested using a Oneway ANOVA. This trend suggests
that the higher the patients’ HADQ scores, the more likely the patient is to refer to
negative emotional issues in their diary. The significantly higher mean HADQ scores of
the 66 patients who had at least one negative emotional hit (compared to the study
population as a whole), suggests that these patients were the more anxious and depressed
in the study population, and therefore most likely to have negative emotional issues.

4.10.2 Comparison of Positive Emotional Theme hits to outcome groups
No meaningful comparison of positive emotional hits to recovery groups was possible
due to the low number of hits (n=36).
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4.10.3 Comparison of Negative Functional Theme hits to outcome groups
Negative functional hits were recorded 444 times by 77 different patients. Of these, 204
(46%) were made by patients in the FR group at six weeks, 145 (32%) by patients in the
PR group and 95 (21%) by patients in the NR group. Of the 48 patients who ended up in
the FR group at 6 weeks, 40 of them (83%) had written at least once about a negative
functional issue. In the PR group, 25 of the 26 patients (96%) had referred at least once to
a negative functional issue, while all 12 of the 12 patients (100%) who ended up in the
NR group had referred to a negative functional issue.
The following table (Table 4.25) shows the number of hits, the number of patients in each
recovery group who wrote about a negative functional issue at least once, and the median,
minimum and maximum number of hits.

Table 4.25 Number of negative functional hits by outcome groups

FR (n=48)

204 (46)

Number of
patients with
at least 1 hit
(%)
40 (83)

PR (n=26)

145 (32)

25 (96)

5.5

1

13

NR (n=12)

95 (21)

12 (100)

8

1

13

Outcome
group

Number of
hits (% of
total)

Median
number of
hits

Minimum
number of
hits

Maximum
number of
hits

4

1

14

The trend observed from the above data appears to suggest that the more patients recover,
the less they refer to negative functional issues. When the median number of hits in the
FR group (n=4) is compared to the median number of hits in the NR group (n=8) using a
Mann Whitney U test, it was found to be highly significant at the p=0.002 level. Those
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patients whose six week outcome classification was in the FR group recorded a
significantly lower number of references to negative functional issues than those patients
in the NR group at six weeks. When the median number of hits in the FR group was
compared to the number of hits in the PR group, the difference was not found to be
significant. The difference in the median number of hits between the PR and NR group
was also not significant.

Age and negative functional hits
The mean age of the 77 patients who had at least one negative functional hit was 44.7
years (SD=7.6). This was found not to be significantly different to the mean age of the
study population as a whole (45.3 years) when tested using an unrelated t-test. The mean
age of the FR group, PR group and NR group in terms of number of negative functional
hits was 42.3 years, 44.5 years, and 47.8 years respectively. This suggests a trend that the
older patients were, the more likely they would be to report negative functional issues in
their diary, although the outcome group mean ages were not significantly different from
each other.

Gender and negative functional hits
Of the 77 patients who had at least one negative functional hit, 30 (39%) were female and
47 (61%) were male. This difference was found to be statistically significant at the
p=0.05 level and is also significantly different to the gender breakdown of the study
population as a whole (54% female versus 46% male) when tested using a crosstabulation
and chi-squared analysis. The breakdown by gender in the FR group, PR group and NR
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group in terms of number of negative functional hits was 10 female/30 male (25%
female), 10 female/15 male (40% female), and 10 female/2 male (83% female)
respectively. When the gender breakdown of the FR group was compared to the PR
group and NR group, the differences were found to be significant at the p=0.05 and
p=0.01 levels respectively when tested using a crosstabulation and chi-squared analysis.
This finding suggests that those patients who record negative functional issues the most
often in their diary were more likely to be female.

RMDQ scores and negative Junctional hits
The mean RMDQ score of the 77 patients who had at least one negative functional hit
was 14.2 (SD=5.9). This was not found to be significantly different to the mean RMDQ
score of the study population as a whole (12.7, SD=4.6) when tested using an unrelated ttest. Those patients (n=40) in the FR group with the lowest median number of negative
functional hits had a mean RMDQ score of 10.5 (SD=4.7) at presentation. Those patients
(n=25) in the PR group had a mean RMDQ score of 13.6 (SD=5.2) at presentation.
Patients in the NR group (n= 12) with the highest median number of negative functional
hits had a mean RMDQ score of 16.1 (SD=6.0). An unrelated t-test was used to compare
the mean RMDQ scores of those patients in the FR group with those in the PR group and
NR group. Statistical significance was reached at the p=0.05 level when the FR and NR
groups were compared, but no significant difference was found between the FR and PR
groups, or PR and NR groups. This finding suggests that patients who record the most
references to negative functional issues in their diary had the highest RMDQ scores at
presentation.

219

HADQ scores and negative functional hits

The mean HADQ score of the 77 patients who had at least one negative functional hit
was 14.9 (SD=8.1). This was not significantly different than the mean HADQ score of
the study population as a whole (15.0, SD=6.6) at presentation. Those patients (n=40) in
the FR group with the lowest median number of negative functional hits had a mean
HADQ score of 16.5 (SD=5.8) at presentation. Those patients (n=25) in the PR group had
a mean HADQ score of 14.8 (SD=6.2) at presentation. Patients in the NR group (n=12)
with the highest median number of negative functional hits had a mean HADQ score of
13.3 (SD=7.2). Although a trend was seen of those patients with the lowest mean HADQ
scores tending to record the most negative functional issues, these differences were not
found to be statistically significant when tested using an unrelated t-test.

4.10.4

Comparison of Negative Physical Theme hits to outcome groups

Negative physical hits were recorded 551 times by 84 different patients (98% of the study
population). Of these, 253 (46%) were made by patients in the FR group at six weeks,
191 (35%) by patients in the PR group and 107 (19%) by patients in the NR group. Of the
48 patients who ended up in the FR group at 6 weeks, 47 of them (98%) had written at
least once about a negative physical issue. In the PR group, all 26 of the 26 patients
(100%) had referred at least once to a negative physical issue, while 11 of the 12 patients
(92%) who ended up in the NR group had referred to a negative physical issue. The
following table (Table 4.26) shows the number of hits, the number of patients in each
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outcome group who referred to a negative physical issue at least once, and the median,
minimum and maximum number of hits.

Table 4.26 Number of negative physical hits by outcome groups

FR (n=48)

253 (46)

Number of
patients with
at least 1 hit
(%)
47 (98)

PR (n=26)

191 (35)

26(100)

6

2

13

NR (n=12)

107 (19)

11(92)

9

1

13

Outcome
group

Number of
hits (% of
total)

Median
number of
hits

Minimum
number of
hits

Maximum
number of
hits

5

1

14

The trend observed from the above data appears to suggest that the more patients recover,
the less they refer to negative physical issues. When the median number of hits in the FR
group (median=5) is compared to the median number of hits in the NR group (median=9)
using a Mann Whitney U test, it was found to be highly significant at the p=0.03 level.
When the FR group was compared to the PR group (median=6), the difference in median
number of hits was not found to be significant. Those patients whose six week outcome
classification was in the FR group recorded a significantly lower number of references to
negative physical issues than those who did not recover. The types of negative physical
issues patients recorded in their diaries are described earlier in this chapter (section
4.9.5.3)
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Age and negative physical hits

The mean age of the 84 patients who had at least one negative physical hit was 44.3 years
(SD=6.6). This was not found to be significantly different to the mean age of the study
population as a whole (45.3 years) when tested using an unrelated t-test. The mean ages
of the FR group, PR group, and NR group in terms of number of negative physical hits
was 44.8 years, 43.5 years, and 46.2 years respectively. No significant difference was
found between outcome groups in terms of negative physical issues when tested using a
Oneway ANOVA.

Gender and negative physical hits
Of the 84 patients who had at least one negative physical hit, 44 (52%) were female and
40 (48%) were male. This difference in gender breakdown was not found to be
significantly different to that of the study population as a whole (54% female versus 46%
male) when tested using a crosstabulation and chi-squared analysis. The breakdown by
gender in the FR group, PR group and NR group in terms of number of negative physical
hits was 13 female/34 male (28% female), 11 female/15 male (42% female), and 9
female/2 male (82% female) respectively. When the gender percentages of the FR group
was compared to the PR group and NR group, the differences were found to be
significant at the p=0.05 and p=0.01 levels respectively when tested with Mann Whitney
U test. This finding suggests that patients who record negative physical issues the most
often in their diary were more likely to be female.
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RMDQ scores and negative physical hits

The mean RMDQ score of the 84 patients who had at least one negative physical hit was
12.2 (SD=4.6). This was not found to be significantly different to the mean RMDQ score
of the study population as a whole (12.7, SD=4.6) when tested using an unrelated t-test.
Those patients (n=47) in the FR group with the lowest median number of negative
physical hits had a mean RMDQ score of 10.9 (SD=5.1) at presentation. Those patients
(n=26) in the PR group had a mean RMDQ score of 13.8 (SD=5.2) at presentation.
Patients in the NR group (n=l 1) with the highest median number of negative physical
hits had a mean RMDQ score of 15.9 (SD=6.2). A Oneway ANOVA was used to
compare the mean RMDQ scores of those patients in the FR group with those in the PR
group and NR group. Statistical significance was reached at the p<0.05 level when the FR
and NR groups were compared, but no significant difference was found between the FR
and PR groups, or PR and NR groups. This finding suggests that patients who record the
most references to negative physical issues in their diary had the highest RMDQ scores at
presentation.

HADQ scores and negative physical hits
The mean HADQ score of the 84 patients who had at least one negative physical hit was
16.2 (SD=7.3). This was not found to be significantly different than the mean HADQ
score of the study population as a whole (15.0, SD=6.6) when tested using an unrelated
t-test. Those patients (n=47) in the FR group with the lowest median number of negative
physical hits had a mean HADQ score of 13.2 (SD=6.6) at presentation. Those patients
(n=26) in the PR group had a mean HADQ score of 14.3 (SD=6.2) at presentation.

223

Patients in the NR group (n=l 1) with the highest median number of negative physical
hits had a mean HADQ score of 18.0 (SD=7.2). A significant difference was found at the
p=0.05 level between the mean HADQ scores of those patients from the FR group and
those from the NR group when tested using a Oneway ANOVA. Patients who recorded
negative physical hits most frequently in their diary had the highest HADQ scores.

4.10.5 Comparison of Positive Physical Theme hits to outcome groups
Positive physical hits were recorded 322 times by 72 different patients. One hundred and
seventy-seven of the 322 hits (55%) were made by patients who ended up in the FR
group, 102 (32%) who were classified in the PR group and 41 (13%) who were classified
in the NR group. Of the 48 patients who ended up in the FR group at 6 weeks, 39 of them
(81%) had written at least once about a positive physical issue. In the PR group, 23 of the
26 patients (88%) had referred at least once to a positive physical issue, while 10 of the
12 patients (83%) who ended up in the NR group had referred to a positive physical
issue. The following table (Table 4.27) shows the number of hits, the number of patients
in each outcome group who referred to a positive physical issue at least once, and the
median, minimum and maximum number of hits.
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Table 4.27 Number of positive physical hits by outcome groups
Outcome
group

Number of
hits (% of
total)

FR (n=48)

177 (55)

Number of
patients with
at least 1 hit
(%)
39(81)

PR (n=26)

102 (32)

23 (88)

4

1

12

NR (n=12)

41 (13)

10(83)

3

1

8

Median
number of
hits

Minimum
number of
hits

Maximum
number of
hits

4

1

10

No trend in terms of median number of hits by recovery group was observed from the
above data. When the median number of hits in the FR group (n=4) was compared to the
median number of hits in the NR group (n=4) or the PR group (n=3) using a Mann
Whitney U test, it was not found to be significant. Reference to positive physical issues
was no different in patients in any of the three outcome groups.

Age and positive physical hits
The mean age of the 72 patients who had at least one positive physical hit was 41.9 years
(SD=6.9). This was found not to be significantly different to the mean age of the study
population as a whole (45.3 years) when tested using an unrelated t-test. The mean ages
of the FR group, PR group, and NR group in terms of number of positive physical hits
was 41.8 years, 39.5 years, and 47.2 years respectively. A significant difference was
found between the mean age of patients in the PR group and those in the NR group at the
p<0.05 level in terms of positive physical issues when tested using an unrelated t-test.
Differences between mean ages of patients in the FR group and PR group, and patients in
the FR group and NR group did not reach statistical significance. This finding suggests

225

that those patients with a higher median number of positive physical hits were more
likely to have a lower mean age.

Gender and positive physical hits
Of the 72 patients who had at least one positive physical hit, 39 (54%) were female and
33 (46%) were male. This difference in gender breakdown was not found to be
significantly different to that of the study population as a whole (54% female versus 46%
male) when tested using a crosstabulation and chi-squared analysis. The breakdown by
gender in the FR group, PR group and NR group in terms of number of positive physical
hits was 17 female/22 male (43% female), 12 female/11 male (52% female), and 5
female/5 male (50% female) respectively. When the gender percentages of the FR group
were compared to the PR group and NR group, the differences were not found to be
significant.

RMDQ scores and positive physical hits
The mean RMDQ score of the 72 patients who had at least one positive physical hit was
11.1 (SD=6.5). This is not significantly different to the mean RMDQ score of the study
population as a whole (12.7, SD=4.6) at presentation. Those patients (n=39) in the FR
group with the highest median number of positive physical hits had a mean RMDQ score
of 10.4 (SD=6.1) at presentation. Those patients (n=23) in the PR group had a mean
RMDQ score of 11.3 (SD=5.9) at presentation. Patients in the NR group (n=10) with the
lowest median number of positive physical hits had a mean RMDQ score of 11.9
(SD=6.2). An unrelated t-test was used to compare the mean RMDQ scores of those
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patients in the FR group with those in the PR group and NR group. No significant
difference was found between RMDQ scores and outcome groups.

HADQ scores and positive physical hits
The mean HADQ score of the 72 patients who had at least one positive physical hit was
13.3 (SD=6.3). This was not significantly different than the mean HADQ score of the
study population as a whole (15.0, SD=6.6) at presentation. Those patients (n=39) in the
FR group with the highest median number of positive physical hits had a mean HADQ
score of 14.7 (SD=6.6) at presentation. Those patients (n=23) in the PR group had a mean
HADQ score of 14.3 (SD=7.8) at presentation. Patients in the NR group (n=10) with the
lowest median number of positive physical hits had a mean HADQ score of 15.8
(SD=7.3). No significant difference was found in mean HADQ scores between any of the
outcome groups when tested using an unrelated t-test.

4.10.6 Comparison of Coping Strategies hits to outcome groups
Coping strategies hits were recorded 297 times by 67 different patients. Of these, 161
(54%) were made by patients who ended up in the FR group, 92 (31%) by patients in the
PR group and 44 (15%) by patients in the NR group. The following table (Table 4.28)
shows the number of hits, the number of patients in each outcome group who referred to
a coping strategy issue at least once, and the median, minimum and maximum number of
hits.
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Table 4.28 Number of coping strategies hits by outcome groups
Outcome
group

Number of
hits (% of
total)

FR (n=48)

161 (54)

Number of
patients with
at least 1 hit
(%)
40 (83)

Median
number of
hits

Minimum
number of
hits

Maximum
number of
hits

3.5

1

13

PR (n=26)

92 (31)

18(69)

2

1

12

NR (n=12)

44(15)

9(75)

1

1

4

The trend observed from the above data appears to suggest that the more often patients
referred to coping strategy related issues in their diary, the more likely they were to end
up in the FR group. When the median number of hits in the FR group (median: 3.5) was
compared to the PR group (median: 2) and the NR group (median: 1) using a Mann
Whitney U test, a significant difference was found to exist at the p=0.03 level. Those
patients in the FR group at six weeks recorded a significantly higher number of
references to coping strategies than those in the NR group. There was no significant
difference between the FR group and PR group or the PR group and NR group.

Age and coping strategy hits
The mean age of the 67 patients who had at least one coping strategy hit was 36.2 years
(SD=7.2). This was found to be significantly lower than the mean age of the study
population as a whole (45.3 years) at the p=0.05 level. The mean ages of the FR group,
PR group, and NR group in terms of number of coping strategy hits was 31.8 years, 38.5
years, and 46.2 years respectively. A significant difference was found between the mean
age of patients in the FR group and those in the NR group at the p<0.05 level in terms of
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coping strategy issues when tested using an unrelated t-test. Differences between mean
ages of patients in the FR group and PR group, and patients in the PR group and NR
group did not quite reach statistical significance. This finding suggests that those patients
who recorded coping strategies in their diary were significantly younger than those in the
study population as a whole, and those who recorded the most coping strategy hits
(median=3.5) were also younger than those with the least number of hits (median=l).

Gender and coping strategy hits
Of the 67 patients who had at least one coping strategy hit, 31 (46%) were female and 36
(54%) were male. This difference in gender breakdown was not found to be significantly
different to that of the study population as a whole (54% female versus 46% male) when
tested using crosstabulation and a chi-squared analysis. The breakdown by gender in the
FR group, PR group and NR group in terms of number of coping strategy hits was 13
female/27 male (32% female), 10 female/8 male (56% female), and 7 female/2 male
(78% female) respectively. When the gender percentages of the FR group were compared
to the PR group and the NR group using a chi-squared analysis, the differences were
found to be statistically significant at the p=0.05 and p=0.01 levels respectively. This
finding suggests that those patients who recorded strategies for coping with their LBP the
most frequently in their diary were more likely to be male.
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RMDQ scores and coping strategies hits

The mean RMDQ score of the 67 patients who had at least one coping strategies hit was
13.1 (SD=5.5). This was not found to be significantly different to the mean RMDQ score
of the study population as a whole (12.7, SD=4.6) using an unrelated t-test. Those
patients (n=40) in the FR group with the highest median number of coping strategy hits
had a mean RMDQ score of 11.3 (SD=6.1) at presentation. Those patients (n=18) in the
PR group had a mean RMDQ score of 13.0 (SD=7.8) at presentation. Patients in the NR
group (n=9) with the lowest median number of coping strategy hits had a mean RMDQ
score of 13.9 (SD=6.2). Oneway ANOVA analysis was used to compare the mean
RMDQ scores of those patients in the FR group with those in the PR group and NR
group. No significant difference was found between mean RMDQ scores between
outcome groups.

HADQ scores and coping strategy hits
The mean HADQ score of the 67 patients who had at least one coping strategy hit was
10.8 (SD=7.8). This was found to be significantly lower than the mean HADQ score of
the study population as a whole (15.0, SD=6.6) at the p=0.05 level, when tested with an
unrelated t-test. This finding suggests that those patients who recorded issues relating to
coping strategies in their diary tended to have lower mean HADQ scores than those who
didn’t record such issues. Those patients (n=40) in the FR group with the highest median
number of coping strategy hits had a mean HADQ score of 9.7 (SD=6.0) at presentation.
Those patients (n=18) in the PR group had a mean HADQ score of 10.3 (SD=6.8) at
presentation. Patients in the NR group (n=9) with the lowest median number of coping
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strategy hits had a mean HADQ score of 11.1 (SD=6.3). No significant difference was
found in mean HADQ scores between outcome groups when tested using a Oneway
ANOVA.

Of the eleven individual and preliminary themes that were collapsed to make the coping
strategies theme, the self treatment theme was referred to the most (n=186). This
individual theme was felt to warrant some analysis on its own.

4.10.7 Comparison of Self Treatment hits to outcome groups
Self treatment hits were recorded 186 times by 62 different patients (93% of patients with
a coping strategy hit). These 186 hits accounted for 63% of all the hits categorised in
coping strategies theme. One hundred and thirty-one of the 186 hits (70%) were made by
patients who ended up in the FR group, 36 (19%) by patients who were classified in the
PR group and 19 (11%) who were classified in the NR group. Of the 48 patients who
ended up in the FR group at 6 weeks, 42 (88%) had written at least once about a self
treatment issue. In the PR group, 17 of the 26 patients (65%) had referred at least once to
a self treatment issue, while 3 of the 12 patients (25%) who ended up in the NR group
had referred to a self treatment issue. The difference between outcome groups and
references to self treatments was found to be statistically significant between all groups at
the p<0.05 or less when tested using a Mann Whitney U test. The following table (Table
4.29) presents the number of hits, the number of patients in each outcome group who
referred to the self treatment theme at least once, and the median, minimum and
maximum number of hits.

231

Table 4.29 Number of self treatment hits by outcome groups

Median
number of
hits

Minimum
number of
hits

Maximum
number of
hits

6

1

12

FR (n=48)

131 (70)

Number of
patients with
at least 1 hit
(%)
42 (88)

PR (n=26)

36(19)

17(65)

3

1

5

NR (n=12)

19(11)

3(25)

2

1

7

Outcome
group

Number of
hits (% of
total)

The table above clearly shows a trend that far more of those patients who ended up in the
FR group refer to having utilised methods of self treatment (88%) than those patients in
either the PR (65%) or FR (25%) groups at six weeks.

A linear trend in the median number of references to the use of self treatments between
outcome groups was also seen; the better the outcome group, the more they refer to the
use of self treatment techniques and the greater the percentage of patients within the
group who make references to self treatment. Those patients who ended up in the NR
group referred to using self treatment techniques far less often than those patients in the
PR and FR groups. A significant difference was found when the median number of hits
(median=6) in the FR group was compared to the median number of hits (median=2) in
the NR group using a Mann Whitney U test. This difference was found to be significant
at the p=0.01 level. The types of self treatments patients recorded in their diaries are
described earlier in this chapter (section 4.9.5.4).

232

Age and self treatment hits

The mean age of the 62 patients who had at least one self treatment hit was 36.9 years
(SD=6.2). This was found to be significantly lower than the mean age of the study
population as a whole (45.3 years) at the p<0.05 level when tested using an unrelated ttest. This finding suggests that younger patients were more likely to record references to
self treating in their diary. The mean ages of the FR group, PR group, and NR group in
terms of number of self treatment hits was 40.8 years, 39.5 years, and 47.2 years
respectively. A significant difference was found between the mean age of those patients
in the FR group and the NR group, and those patients in the PR group and the NR group.
The level of significance was at the p<0.05 level when tested using a Oneway ANOVA.
This finding suggests that those patients who recorded self treatment issues the most
often were more likely to have a lower mean age than those who recorded these issues the
least.

Gender and self treatment hits
Of the 62 patients who had at least one self treatment hit, 27 (44%) were female and 35
(56%) were male. This difference in gender breakdown is not significantly different to
that of the study population as a whole (54% female versus 46% male) or the coping
strategies theme (46% female versus 54% male), of which the self treatment theme is
part. The breakdown by gender in the FR group, PR group and NR group in terms of
number of self treatment hits was 15 female/27 male (36% female), 9 female/8 male
(53% female), and 2 female/1 male (66% female) respectively. When the gender
percentages of the FR group were compared to the PR group and the NR group using a
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crosstabulation and chi-squared analysis, the differences were found to be statistically
significant at the p=0.05 level. This finding suggests that those patients who recorded self
treatment methods the most in their diary, were more likely to be male compared to those
patients who recorded self treatments the least.

RMDQ scores and self treatment hits
The mean RMDQ score of the 62 patients who had at least one self treatment hit was
12.4 (SD=5.9). This was not found to be significantly different to the mean RMDQ score
of the study population as a whole (12.7, SD=4.6) or the coping strategy hits population
(13.1, SD=5.5) of which the self treatment group was a subset. An unrelated t-test was
used for this analysis. Those patients (n=42) in the FR group with the highest median
number of self treatment hits had a mean RMDQ score of 11.8 (SD=5.9) at presentation.
Those patients (n=17) in the PR group had a mean RMDQ score of 13.0 (SD=6.4) at
presentation. Patients in the NR group (n=3) with the lowest median number of self
treatment hits had a mean RMDQ score of 13.1 (SD=7.1). Oneway ANOVA analysis was
used to compare the mean RMDQ scores of those patients in the FR group with those in
the PR group and NR group. No significant difference was found between mean RMDQ
scores between groups.

HADQ scores and self treatment hits
The mean HADQ score of the 62 patients who had at least one self treatment hit was 11.4
(SD=6.8). This was found to be significantly lower than the mean HADQ score of the
study population as a whole (15.0, SD=6.6) at the p=0.05 level, when tested with an
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unrelated t-test. This finding suggests that, like the coping strategy theme, of which the
self treatment theme is a sub-set, those patients who recorded methods of self treatment
tended to have lower mean HADQ scores. Those patients (n=42) in the FR group with
the highest median number of self treatment hits had a mean HADQ score of 10.7
(SD=6.8) at presentation. Those patients (n= 17) in the PR group had a mean HADQ
score of 11.2 (SD=6.3) at presentation. Patients in the NR group (n=3) with the lowest
median number of self treatment hits had a mean HADQ score of 12.1 (SD=5.3). No
significant difference was found in mean HADQ scores between outcome groups when
tested using a Oneway ANOVA.

4.10.8 Comparison of Relationships and Roles hits to outcome groups
Relationships and Roles hits were recorded 188 times by 55 different patients. Of these,
141 (75%) were made by patients who ended up in the FR group, 38 (20%) from the PR
group and 9 (5%) from the NR group. The following table (Table 4.30) presents the
number of hits, the number of patients in each outcome group who referred to
relationships and roles issues at least once, and the median, minimum and maximum
number of hits.
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Table 4.30 Number of relationships and roles hits by outcome groups
Outcome
group

Number of
hits (% of
total)

FR (n=48)

141 (75)

Number of
patients with
at least 1 hit
(%)
37 (77)

Median
number of
hits

Minimum
number of
hits

Maximum
number of
hits

3

1

12

PR (n=26)

38 (20)

14 (54)

2

1

5

NR (n=12)

9(5)

4(33)

1

1

4

The trend observed from the above data appears to suggest that the more patients
recovered, the more they referred to relationships and roles issues. One hundred and forty
one of the 188 hits (75%) were from patients who ended up in the FR group, 38 (20%)
from the PR group and only 9 (5%) from the NR group. This distribution by outcome
group was found to be significant at the p=0.03 level when tested with a Mann Whitney
U test. When the median number of hits in the FR group (n=3) is compared to the median
number of hits in the NR group (n=l) using a Mann Whitney U test, it was found to be
highly significant at the p=0.009 level. This finding suggests that those patients who fully
recovered at six weeks recorded a significantly higher number of references to their
relationships and roles (both within the family unit and in the workplace) in their diary
than those who did not recover.

Age and relationships and roles hits
The mean age of the 55 patients who had at least one relationships and roles hit was 34.3
years (SD=5.2). This was found to be significantly lower than the mean age of the study
population as a whole (45.3 years) at the p<0.05 level when tested using an unrelated t-
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test. This finding suggests that younger patients were more likely to record references to
relationships and roles in their diary. The mean ages of the FR group, PR group, and NR
group in terms of number of self treatment hits was 35.4 years, 33.5 years, and 32.9 years
respectively. No significant difference was found between the mean age of those patients
in the FR group, PR group and the NR group when tested using a Oneway ANOVA.

Gender and relationships and roles hits
Of the 55 patients who had at least one relationships and roles hit, 30 (54%) were female
and 25 (46%) were male. This difference in gender breakdown is exactly the same as that
of the study population as a whole. The breakdown by gender in the FR group, PR group
and NR group in terms of number of self treatment hits was 22 female/15 male (60%
female), 9 female/5 male (64% female), and 2 female/2 male (50% female) respectively.
When the gender percentages between outcome groups were compared using
crosstabulation and chi-squared analysis, the differences were not found to be significant.

RMDQ scores and relationships and roles hits
The mean RMDQ score of the55 patients who had at least one relationships and roles hit
was 11.5 (SD=5.2). This was not found to be significantly different to the mean RMDQ
score of the study population as a whole (12.7, SD=4.6) when tested using an unrelated ttest. Those patients (n=37) in the FR group with the highest median number of
relationships and roles hits had a mean RMDQ score of 11.1 (SD=4.9) at presentation.
Those patients (n=14) in the PR group had a mean RMDQ score of 12.0 (SD=6.4) at
presentation. Patients in the NR group (n=4) with the lowest median number of
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relationships and roles hits had a mean RMDQ score of 10.7 (SD=6.1). Oneway ANOVA
analysis was used to compare the mean RMDQ scores of those patients in the FR group
with those in the PR group and NR group. No significant difference was found between
mean RMDQ scores between groups.

HADQ scores and relationships and roles hits
The mean HADQ score of the 55 patients who had at least one relationships and roles hit
was 10.8 (SD=5.9). This was found to be significantly lower than the mean HADQ score
of the study population as a whole (15.0, SD=6.6) at the p=0.05 level, when tested with
an unrelated t-test. This finding suggests that those patients who recorded issues relating
to relationships and roles tended to have lower mean HADQ scores than the study
population. Those patients (n=37) in the FR group with the highest median number of
relationships and roles hits had a mean HADQ score of 11.3 (SD=6.4) at presentation.
Those patients (n=14) in the PR group had a mean HADQ score of 10.5 (SD=6.3) at
presentation. Patients in the NR group (n=4) with the lowest median number of
relationships and roles hits had a mean HADQ score of 10.1 (SD=6.8). No significant
difference was found in mean HADQ scores between outcome groups when tested using
a Oneway ANOVA.

4.10.9 Comparison of Illness Narrative hits to outcome groups
Illness narrative hits were recorded 271 times by 65 different patients. Of these, 110
(40%) were made by patients whose six week outcome classification was in the FR
group, 107 (40%) from the PR group and 54 (20%) from the NR group. Of the 48
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patients who ended up in the FR group at six weeks, 32 (67%) had written at least once
about an illness narrative issue. In the PR group, 22 of the 26 patients (85%) had referred
at least once to an illness narrative issue, while 11 of the 12 patients (92%) who ended up
in the NR group had referred to an illness narrative issue. The difference between
outcome groups and references to illness narrative issues was found to be statistically
significant between all groups at the p<0.05 or less when tested using a Mann Whitney U
test. The following table (Table 4.31) presents the number of hits, the number of patients
in each outcome group who referred to an illness narrative issue at least once, and the
median, minimum and maximum number of hits.
Table 4.31 Number of illness narrative hits by outcome groups

FR (n=48)

110(40)

Number of
patients with
at least 1 hit
(%)
32 (67)

PR (n=26)

107 (40)

22 (85)

4

1

14

NR (n=12)

54 (20)

11 (92)

2.5

1

13

Outcome
group

Number of
hits (% of
total)

Median
number of
hits

Minimum
number of
hits

Maximum
number of
hits

1

1

12

No linear trend in references to illness narrative issues between outcome groups was
evident. One hundred and ten of the 271 hits (40%) were from patients who ended up in
the FR group, 107 (40%) from patients in the PR group and 54 (20%) from patients in the
NR group; this was found to be significant at the p=0.05 level in favour of the PR group.
A significant difference was also found when the median number of hits (n=l) in the FR
group was compared to the median number of hits (n=2.5) in the NR group and the
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median number of hits (n=4) in the PR group using a Mann-Whitney U test. They were
found to be significant at the p=0.03 and p=0.01 levels respectively. Those patients
whose six week outcome classification was in the FR group recorded significantly fewer
references to illness narrative issues than those who only either partly recovered or did
not recover. Those patients whose six week outcome classification was in the PR group
recorded the most reference to illness narrative issues.

Age and illness narrative hits
The mean age of the 65 patients who had at least one illness narrative hit was 42.6 years
(SD=5.1). This was not found to be significantly different than the mean age of the study
population as a whole (45.3 years) when tested using an unrelated t-test. The mean ages
of the FR group, PR group, and NR group in terms of number of illness narrative hits was
41.3 years, 42.9 years, and 44.3 years respectively. No significant difference was found
between the mean age of those patients in the FR group, PR group and the NR group
when tested using a Oneway ANOVA.

Gender and illness narrative hits
Of the 65 patients who had at least one relationships and roles hit, 34 (52%) were female
and 31 (48%) were male. This difference in gender breakdown was not found to be
significantly different than that of the study population as a whole (54% female versus
46% male). The breakdown by gender in the FR group, PR group and NR group in terms
of number of illness narrative hits was 18 female/14 male (56% female), 10 female/12
male (45% female), and 7 female/4 male (63% female) respectively. When the gender
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percentages between outcome groups were compared using crosstabulation and chisquared analysis, the differences were not found to be significant.

RMDQ scores and illness narrative hits
The mean RMDQ score of the 65 patients who had at least one illness narrative hit was
13.2 (SD=5.9). This was not found to be significantly different to the mean RMDQ score
of the study population as a whole (12.7, SD=4.6) when tested using an unrelated t-test.
Those patients (n=32) in the FR group with the lowest median number of illness narrative
hits had a mean RMDQ score of 14.0 (SD=5.3) at presentation. Those patients (n=22) in
the PR group with the highest median number of illness narrative hits had a mean RMDQ
score of 13.5 (SD=5.4) at presentation. Patients in the NR group (n=l 1) had a mean
RMDQ score of 12.7 (SD=6.0). Oneway ANOVA analysis was used to compare the
mean RMDQ scores of those patients in the FR group with those in the PR group and NR
group. No significant difference was found between mean RMDQ scores between
groups.

HADQ scores and illness narrative hits
The mean HADQ score of the 65 patients who had at least one illness narrative hit was
17.7 (SD=6.2). This was not found to be significantly different than the mean HADQ
score of the study population as a whole (15.0, SD=6.6), when tested with an unrelated ttest. Those patients (n=32) in the FR group with the lowest median number of illness
narrative hits had a mean HADQ score of 14.3 (SD=4.4) at presentation. Those patients
(n=22) in the PR group with the highest median number of illness narrative hits had a
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mean HADQ score of 16.2 (SD=5.3) at presentation. Patients in the NR group (n=l 1) had
a mean HADQ score of 18.5 (SD=6.2). No significant difference was found in mean
HADQ scores between outcome groups when tested using a Oneway ANOVA.

Of the seven individual themes that were collapsed to make the illness narrative theme,
the ‘use of medication’ theme had the most hits (n=179) and this theme was felt to
warrant some analysis on its own.

4.10.10 Comparison of Use of Medication hits to outcome groups
Use of medication hits were recorded 179 times by 45 different patients (70% of all
patients with an illness narrative hit). These 179 hits accounted for 66% of all the hits
categorised in the illness narrative theme. Forty eight of the 179 hits (27%) were made by
patients whose six week outcome classification was in the FR group, 62 (35%) by
patients who were classified in the PR group and 69 (38%) who were classified in the NR
group. Of the 48 patients whose six week outcome classification was in the FR group, 16
(33%) had written at least once about a use of medication issue. In the PR group, 18 of
the 26 patients (69%) had referred at least once to a use of medication issue, while 11 of
the 12 patients (92%) who ended up in the NR group at six weeks had referred to a use of
medication issue. The difference between outcome groups and references to use of
medication was found to be statistically significant between all groups at the p<0.01 level
when tested using a Oneway ANOVA test. This finding suggests that those patients who
recorded use of medication the most frequently in their diary were more likely to have an
outcome classification in the NR group at six weeks. The following table (Table 4.32)
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presents the number of hits, the number of patients in each outcome group who referred
to using medication at least once, and the median, minimum and maximum number of
hits.

Table 4.32 Number of use of medication hits by outcome groups

Outcome
group

Number of
hits (% of
total)

FR (n=48)

48 (27)

Number of
patients with
at least 1 hit
(%)
16(33)

PR (n=26)

62 (35)

18(70)

2

1

5

NR (n=12)

69 (38)

11 (92)

4

1

11

Median
number of
hits

Minimum
number of
hits

Maximum
number of
hits

1

1

4

The table above clearly shows a trend that far more of those patients whose six week
outcome classification was in the NR group refer to medication use (92%) than those
patients in either the PR (70%) or FR (33%) groups. A linear trend in the median number
of references to the use of medication between outcome groups was also seen; the better
the outcome group, the less they refer to the use of medication and the smaller the
percentage of the patients within the group who make a reference. A significant
difference was found when the median number of hits (n=l) in the FR group was
compared to the median number of hits (n=4) in the NR group using a Mann-Whitney U
test. This difference was found to be significant at the p=0.01 level.
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Age and use o f medication hits
The mean age of the 45 patients who had at least one use of medication hit was 43.8
years (SD=4.8). This was not found to be significantly different than the mean age of the
study population as a whole (45.3 years) when tested using an unrelated t-test. The mean
ages of the FR group, PR group, and NR group in terms of number of use of medication
hits was 42.0 years, 43.3 years, and 43.9 years respectively. No significant difference was
found between the mean age of those patients in the FR group, PR group and the NR
group when tested using a Oneway ANOVA.

Gender and use o f medication hits
Of the 45 patients who had at least one use of medication hit, 26 (58%) were female and
19 (42%) were male. This difference in gender breakdown was not found to be
significantly different than that of the study population as a whole (54% female versus
46% male). The breakdown by gender in the FR group, PR group and NR group in terms
of number of use of medication hits was 9 female/7 male (56% female), 11 female/7 male
(61% female), and 7 female/4 male (63% female) respectively. When the gender
percentages between outcome groups were compared using crosstabulation and chisquared analysis, the differences were not found to be significant.

RMDQ scores and use o f medication hits
The mean RMDQ score of the 45 patients who had at least one use of medication hit was
14.8 (SD=5.2). This was not found to be significantly different to the mean RMDQ score
of the study population as a whole (12.7, SD=4.6) when tested using an unrelated t-test.
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Those patients (n=16) in the FR group with the lowest median number of use of
medication hits had a mean RMDQ score of 11.9 (SD=6.1) at presentation. Those
patients (n=18) in the PR group had a mean RMDQ score of 13.8 (SD=5.4) at
presentation. Patients in the NR group (n=l 1) with the highest median number of use of
medication hits had a mean RMDQ score of 16.5 (SD=5.0). Oneway ANOVA analysis
was used to compare the mean RMDQ scores of those patients in the FR group with those
in the PR group and NR group. A significant difference was found between mean RMDQ
scores between those patients in the FR and NR groups at the p=0.05 level. No difference
was found between the FR and PR groups or the PR and NR groups. This finding
suggests that those patients who record the use of medication most frequently in their
diary, tend to have higher mean RMDQ scores than those patients who record the least
number of hits.

HADQ scores and use o f medication hits
The mean HADQ score of the 45 patients who had at least one use of medication hit was
17.3 (SD=5.9). This was not found to be significantly different than the mean HADQ
score of the study population as a whole (15.0, SD=6.6) or the mean HADQ scores of the
illness narrative hits group (17.7), when tested with an unrelated t-test. Those patients
(n=16) in the FR group with the lowest median number of use of medication hits had a
mean HADQ score of 15.3 (SD=6.2) at presentation. Those patients (n=18) in the PR
group had a mean HADQ score of 18.3 (SD=5.9) at presentation. Patients in the NR
group (n=l 1) with the highest median number of use of medication hits had a mean
HADQ score of 20.1 (SD=6.2). A significant difference was found in mean HADQ
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scores between patients in the FR and NR groups at the p=0.05 level when tested using a
Oneway ANOVA. No difference was found between the FR and PR groups or the PR and
NR groups.

4.11

Summary

One hundred and thirty-six diaries were given out at three demographically representative
GP Practices. Ninety four diaries were returned, which represents a 69% completion rate.
A further eight patients were lost to follow up between presentation and data capture at
six weeks. Eighty six completed diaries and repeated questionnaire measures were used
in the analysis. Patients who completed and returned their diary and questionnaires
(completers) were not demographically different to those patients who did not return their
diary and questionnaires (non-completers) in terms of known variables such as age,
number of GP consultations for LBP, the use of a prescribed medication, and duration of
current episode of LBP. Completers were however, different to non-completers in terms
of known variables such as gender (females were more likely to complete and return the
diary and questionnaires than males), and GP Practice distribution (almost half all non
completers were registered at one of the four GP Practice). The primary outcome measure
that determined outcome group classification at six weeks was the RMDQ scores. Forty
eight patients (56%) were classified as fully recovered (FR) at six weeks, 26 patients
(30%) were classified as partly recovered (PR) and 12 (14%) were classified as not
recovered (NR). Patient demographic data such as age, gender, duration of symptoms,
use of prescribed medications, use of OTC medications, the use of therapeutic treatment
between presentation and six week follow up, and the number of GP consultations
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between presentation and six week follow up were compared to the outcome groups.
HADQ scores at presentation and six week follow up were also compared to the outcome
groups. Only two of these variables (HADQ scores and duration of symptoms) were
found to be significantly associated with outcome groups; the more anxious or depressed
patients were or the longer patients had had their symptoms, the more likely they would
end up in the NR outcome group at six weeks.

When the diary data was analysed, a total of 49 preliminary themes emerged. A process
of inductive thematic analysis was used throughout the analysis stage, and a
phenomenological framework guided the entire process. Of the 49 preliminary themes,
only three (emotional, physical and functional) were classed as major themes. A theme
had to have had a significant number of references (hits) to be classed as a major theme.
Three more major themes were created during secondary stage thematic analysis by
collapsing a number of individual themes into one new theme with commonality of
meaning where appropriate. The major themes titled coping strategies, relationships and
roles, and illness narratives were created this way.

The final six major themes {emotional, functional, physical, coping strategies,
relationships & roles, and illness narratives) were firstly described in detail as the text
appeared in the patient’s diary (section 4.9.5).

The six major themes were then analysed using quantitative, inferential statistical tests.
The number of references (hits) was tested against the six week outcome classification
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groups. When the negative emotional theme was analysed, it was found that patients
whose six week outcome classification was in the FR group, made significantly more
reference to negative emotional issues in their diary than those patients in the PR and NR
groups. No difference was found in terms of mean age between those patients that did
record negative emotional issues and those patients that didn’t. However, those patients
who recorded negative emotional issues on a daily basis and the most frequently, had
significantly lower mean ages. No difference was found in the gender breakdown
between patients who recorded negative emotional issues and the study population as a
whole, but those patients who recorded negative emotional issues daily and the most
frequently, were significantly more likely to be female. Additionally, those patients who
recorded negative emotional issues most frequently were far more likely to be female.
Levels of disability (RMDQ scores) were not found to be different between outcome
groups or when compared to the study population as a whole. Levels of anxiety and
depression (HADQ scores) were found to be significantly higher in those patients who
recorded negative emotional issues in their diary, but not found to be significantly
different when compared between outcome groups.

When the negative functional theme was analysed, it was found that those patients whose
six week outcome classification was in the FR group recorded a significantly lower
number of references to negative functional issues than those patients in the NR group at
six weeks. No difference was found in terms of mean age between those patients that did
record negative functional issues and the study population as a whole, or between
outcome classification groups. A significant difference was found in the gender
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breakdown between patients who recorded negative functional issues and the study
population as a whole; patients were significantly more likely to be female. Additionally,
those patients who recorded negative functional issues most frequently were far more
likely to be female. Levels of disability (RMDQ scores) were found to be significantly
different between outcome groups; those patients with the highest number of negative
functional hits had higher mean RMDQ scores. Levels of anxiety and depression (HADQ
scores) were not found to be significantly higher in those patients who recorded negative
functional issues in their diary, and not found to be significantly different when compared
between outcome groups.

When the negative physical theme was analysed, it was found that patients whose six
week outcome classification was in the FR group, made significantly fewer references to
negative physical issues in their diary than those patients in the NR group. No difference
was found in terms of mean age between those patients that did record negative physical
issues and those patients that didn’t. No difference was found in the gender breakdown
between patients who recorded negative physical issues and the study population as a
whole, but those patients who recorded negative physical issues the most frequently in
their diary, were significantly more likely to be female. Levels of disability (RMDQ
scores) were not found to be different when compared to the study population as a whole,
but those patients whose six week classification was in the FR group (lowest median
number of hits) had significantly lower mean RMDQ scores than those in the NR group
(highest median number of hits). Levels of anxiety and depression (HADQ scores) were
not found to be significantly different to the study population as a whole, but patients in
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the FR group who recorded negative physical issues the least frequently in their diary,
were found to have significantly lower mean HADQ scores compared to those patients in
the NR group.

When the positive physical theme was analysed, no difference was found between
outcome groups in terms of the number of references to positive physical issues recorded
in their diary. No difference was found in terms of mean age between those patients that
did record positive physical issues and the study population as a whole, but a significant
difference at the p=0.05 level was found between the mean age of those patients whose
six week outcome classification was in the PR group and those in the NR group. No
significant difference was found in the gender breakdown between patients who recorded
positive physical issues and the study population as a whole, or between outcome group
classifications. Levels of disability (RMDQ scores) were not found to be different when
compared to the study population as a whole. Nor were the mean RMDQ scores
significantly different between outcome groups. In addition, HADQ scores were not
found to be significantly different, either to the study population as a whole, or between
outcome groups.

When the coping strategies theme was analysed, it was found that those patients whose
six week outcome classification was in the FR group, made significantly more references
to coping strategy issues in their diary than those patients in the NR group. Patients who
did record coping strategy issues in their diary were found to have lower mean ages than
those patients who didn’t. Additionally, those patients in the FR group were significantly
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younger than those in the NR group. No difference was found in the gender breakdown
between patients who recorded coping strategy issues and the study population as a
whole, but those patients who recorded coping strategy issues the most frequently in their
diary, were significantly more likely to be male. Levels of disability (RMDQ scores)
were not found to be different when compared to the study population as a whole, or
when compared between outcome groups. Mean HADQ scores were found to be
significantly lower in those patients who recorded coping strategy issues than those who
didn’t, but no difference in HADQ scores was found between outcome groups.

When the relationships & roles theme was analysed, those patients whose six week
outcome classification was in the FR group, were found to have recorded significantly
more references to relationships & roles issues in their diary than patients in the NR
group. Patients who recorded relationships & roles issues in their diary were found to be
significantly younger than the study population as a whole, but no differences were found
between outcome groups. No significant difference was found in the gender breakdown
between patients who recorded relationships & roles issues and the study population as a
whole, or between outcome groups. Similarly, mean RMDQ scores were not found to be
different when compared to the study population as a whole or when compared between
outcome groups. Mean HADQ scores were however, found to be significantly lower in
those patients who recorded relationships & roles issues when compared to the study
population as a whole, but were no different when compared between outcome groups.
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When the self treatment theme was analysed, those patients whose six week outcome
classification was in the FR group were found to have recorded references to self
treatments significantly more often than those patients in the PR and NR outcome groups.
A significant difference was also found in the mean age of patients who recorded
references to self treatments in their diary when compared to the study population as a
whole. Additionally, those patients in the FR group were found to be much younger
overall than those in the NR group. No significant difference was found in the gender
breakdown between patients who recorded self treatments and the study population as a
whole, but those patients in the FR group were more likely to be male compared to the
PR or NR groups. Levels of disability (RMDQ scores) were not found to be different
when compared to the study population as a whole or when compared between outcome
groups. Mean HADQ scores were found to be significantly lower than those of the study
population as a whole, but not so when compared between outcome groups.

When the illness narrative theme was analysed, those patients whose six week outcome
classification was in the FR group were found to have recorded references to illness
narratives significantly more often than those patients in the PR or NR groups. No
difference was found in the mean age of patients who recorded references to illness
narratives in their diary when compared to the study population as a whole or when
compared between outcome groups. No significant difference was found in the gender
breakdown between patients who recorded illness narratives and the study population as a
whole, or between outcome groups. Mean RMDQ scores and mean HADQ scores were
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not found to be different when compared to the study population as a whole or between
outcome groups.

The following table presents the main findings of the study in terms of the number of
references (hits) to major themes against outcome groups.

Table 4.33 Main qualitative findings of the study
Diary Theme

FR Group
N u m b e r (m e d ia n )

PR Group

NR Group

N u m b e r (m e d ia n )

N u m b e r (m e d ia n )

Negative Emotional

168 (3)*

67(1.5)

16(0.5)

Negative Functional

204 (4)

145 (5.5)

95 (8)*

Negative Physical

253 (5)

191 (6)

107 (9)*

Positive Physical

177(4)

102 (4)

41(3)

Coping Strategies

161 (3.5)*

92 (2)

44(1)

Relationships & Roles

141 (3)*

38(2)

9(1)

Self-Treatment

131 (6)*

36 (3)

19(2)

Illness Narrative

110(1)

107 (4)*

*Denotes statistically significant finding at p=0.05 or less
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Chapter 5
Discussion
5.1

Introduction

This chapter will provide a summary of the study findings in relation to published
literature and discuss the potential for unstructured, free text diary data collected during
the first week of a new episode of LBP, to predict outcome at six weeks based on selfperceived disability scores (RMDQ). The chapter will then discuss the strengths and
limitations of the study, how the variation in diary content links with outcome, and how
the findings fit into and advance our scientific knowledge of LBP and the prediction of its
outcome. The possible implications for practice and future research are then discussed.

5.2

Summary of findings

Patients with a new episode of LBP who consulted their GP were asked to participate in
this study. Questionnaires designed to gather data on LBP disability (RMDQ) and
anxiety/depression (HADQ) were completed at presentation and at six weeks post
presentation. Patients were also asked to complete an unstructured, free text diary which
simply instructed patients to write about how their LBP had affected them each day for
one week. Presentation questionnaires were completed and the diary started within 24
hours of GP consultation and returned by post. Six week questionnaires were posted out
to patients, completed and returned by post.

One hundred and thirty six patients were given study diary packs in four GP practices, all
of which are demographically representative of the North West of England, and the UK
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as a whole in terms of deprivation scores. Of these patients, 42 (30%) failed to return the
diary and questionnaires enclosed in the diary packs. The remaining 94 patients (70%)
returned the diary and initial questionnaires and were sent the questionnaires at six week
follow up. Of these 94, 86 patients returned the six week questionnaires and exit
questionnaires, and it is these 86 complete data sets that were used in the qualitative and
quantitative analysis. In terms of patients agreeing to participate in the diary study, only
six of the 136 patients asked, refused. This amounts to a 96% agreement rate. Other
researchers who have used diaries as a data collection tool have reported similar consent
rates. Verbrugge (1980) reported that 91% of subjects invited to participate in a month
long qualitative study agreed to do so freely in her ‘Health in Detroit Study’ in 1978.

Of the 130 patients who agreed to participate in this study, 94 (72%) actually completed
and returned them (it isn’t known whether the remaining 36 patients completed their
diaries but failed to return them, didn’t complete them, or just didn’t start them). So in
terms of diaries, this study can report a 72% completion rate. A higher rate of attrition
was noted for overall data completion; of the 94 patients who completed the diary, only
86 went on to complete and return all data throughout the life of the study. This amounts
to an overall completion rate of 66%. Burman (1995), and Norman et al (1982) both
report that completion and compliance rates in diary studies can vary, but rates between
60% and 80% are typical, and this study’s findings support this. Completion rates are
understandably affected by factors such as follow up procedures, researcher/subject
communication and contact, and by the duration of the diary.
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There are varied (though not necessarily conflicting) reports about the type of individuals
most likely to agree to participate in diary studies. Carp and Carp (1981) reported that
people with higher educational levels, positive attitudes about participation, good reading
and writing skills, and good overall health were more likely to agree to participate. Older,
married individuals were found to make the most likely participants by Norman et al
(1982).

Those patients who failed to complete the dairy and all the questionnaires at presentation
and six week follow up were excluded from all descriptive and inferential analysis. A
detailed account of the differences between completers and non-completers in terms of
patient characteristics can be found in the Results chapter.

5.2.1

Primary outcomes

The primary outcome measure that determined the outcome classification against which
all other data was compared was the Roland and Morris Disability Questionnaire
(RMDQ). The RMDQ has been shown to be a well validated and reliable measure
commonly used as an outcome measure tool for LBP in the primary care setting.
RMDQ scores were collected at presentation and six week follow up.

These RMDQ scores at six weeks were important data as they represented the final
outcome groups against which all other data (quantitative and qualitative) were tested.
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Forty eight patients (55%) were classified as being fully recovered (FR), 26 patients
(31%) were classified as being partly recovered (PR) and 12 patients (14%) were
classified as not recovered (NR).

In terms of disability, a clear and significant reduction in mean RMDQ scores was seen
from presentation to six week follow up. These scores reduced from 12.7 at presentation
to 7 at six week follow up; a reduction of almost 6 points. Not only was this change
found to be statistically significant, it was large enough to be deemed clinically
significant (Stratford et al, 1996). Stratford et al conducted a study on patients with LBP
to determine the changes in RMDQ scores necessary to signify a clinically meaningful
improvement. They concluded that RMDQ scores needed to reduce by four points or
more to be clinically significant at a 90% confidence level.

The clinical significance of healthcare research findings should not be overlooked.
Kendall and Grove (1988) defined clinical significance in the strictest sense as “once
troubled and disordered clients are now, after treatment, not distinguishable from a
meaningful and representative non-disturbed reference group ”. This definition implies
that relevant data on a normative group of undisturbed persons is needed and that a
“cutoff’ score needs to be established that differentiates between disturbed and normal
individuals. These cutoff scores are typically found to be more than one standard
deviation from the mean score of the normal, undisturbed group (that is any score beyond
+1 SD are disturbed, and any score beyond +2 SD are even more disturbed).
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This reduction in perceived disability from presentation to six week follow up was
expected given the amount of literature on the natural history of LBP. Many researchers
in the field of LBP have published findings that overwhelmingly lend support to the
observed trend of spontaneous improvements in LBP disability over time (Roland and
Morris, 1983; Von Korff and Saunders, 1996). More recent clinical guidelines highlight
the natural favourable prognosis of the condition (Koes et al, 2001; Waddell and Burton,
2000 ) .

Strong associations between outcome groups and anxiety and depression scores (HADQ)
were also observed at presentation and six week follow up. At presentation, significantly
higher HADQ scores were found for those patients who had the highest RMDQ scores.
When broken down into HADQ components (anxiety and depression), the same
significant pattern was observed; those patients in the FR group had lower anxiety scores
and lower depression scores. At six week follow up, only the HADQ scores of the FR
group had continued to improve. Total HADQ scores of those patients in the PR and NR
groups actually increased at six weeks. The linear trend of lower scores for those patients
in the FR group continued to be evident; those patients in the FR group had significantly
lower total HADQ scores, lower anxiety scores and lower depression scores than those
patients in either the PR group or NR group.

These associations between LBP disability and anxiety/depression were also anticipated.
There is a considerable amount of published literature that highlights the strong
relationship between disability associated with LBP and psychological distress (Rudy et
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al, 1988; Von Korff and Simon, 1996; Waxman et al, 1998: Pincus et al, 2002). Thomas
et al (1999) found anxiety in particular to be a strong predictor of outcome, and Dionne et
al (1997) found depression to be robustly linked to prognosis.

It must be noted here that, despite the findings of previous studies supporting the
relationship between LBP disability and distress, which this study also supports from the
quantitative measures (RMDQ and HADQ scores for example), the diary data suggested
that it was patients with the lowest disability that referred to issues related to emotional
distress.

In terms of any differences between the characteristics of patients, age and gender were
not found to be factors in determining whether patients fully recover or not. The mean
age of patients was 45 years, very much in line with the existing research literature
surrounding adult LBP populations; a study by Rose et al (1995) collected psychometric
data on 162 patients with LBP in primary care to evaluate the relationship between
physical and psychological variables on outcome. They found the mean age of patients to
be 44.9 years. Similarly, a study by Indahl et al (1995) of 975 LBP patients on sickness
leave from work, found the mean ages to be 44 years (intervention group) and 41 years
(control group) respectively. Webb et al (2003) found that although increased age was
predictive of persistent back pain, most patients presenting with back pain were between
40 and 50 years.
Of the 85 patients who completed full data sets, 39 (46%) were male and 46 (54%) were
female. This type of ratio between males and females is also demographically consistent
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with existing literature on adult LBP populations throughout the world; a study by Hagen
et al (2000) of 457 patients who were sick-listed for LBP found that 48% of the patients
were male and 52% female in the intervention group (n=237), and 42% of the patients
were male versus 58% female in the control group (n=220). A number of other authors
have also reported no significant difference between LBP cohorts in terms of gender in
the UK (Walsh et al, 1992), the US (Deyo and Tsui-Wu, 1987), and Canada (Cassidy et
al, 1998). A multiphase, cross sectional study of 5752 adults from the primary care
setting in the UK was carried out by Webb et al (2003). They were looking at the
prevalence and predictors of LBP, and although they found an increased prevalence in
females, it was not by much.
The duration of symptoms prior to consulting their GP was collected as part of the data.
Duration of symptoms ranged from less than one week to more than one year; 32% of
patients had symptoms for less than one week, 17% between one and two weeks, 13%
between two and three weeks, 11% between three and four weeks, 11% between one and
two months, 9% between two and six months, 1% between six and 12 months and 6% for
more than a year.

The analysis of duration of symptoms data identified a strong relationship between
duration and recovery groups; the longer the duration patients had had their LBP, the
more likely they were not to fully recover. This tends to support the existing literature on
the relationship between the length of time an individual has had LBP and expected
outcomes, which although somewhat divisive, leans heavily towards a linear relationship
between longer durations and poorer outcomes. Frymoyer (1992) reported the significant
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factors in being able to predict the degree of disability associated with LBP, and found
the duration of symptoms to be an “overriding determinant” of predicting recovery from
LBP disability. In a prospective study of 169 patients with LBP and sciatica to investigate
whether history and physical examination findings can predict outcome, Vroomen et al
(2002) also found duration of disease (of more than 30 days) to be highly predictive of
poor outcome at three months.

Some of the patients who completed the study had received, had sought or been referred
for some type of physical treatment. The majority (61%) had no treatment, but 16 (19%)
received physiotherapy and eight (9%) had received a combination of chiropractic,
osteopathy, acupuncture and massage. Those patients who had received either
chiropractic, osteopathy, acupuncture or massage were combined into one group called
“alternate therapy”.

When mean disability scores were compared at six weeks, those patients who had
received either no treatment or physiotherapy treatment had scores of 6.3, while those
who received some form of alternative therapy scored 12.6. Mean disability scores at
presentation were not significantly different for each ‘treatment group’ (no
treatm ents2.7, physiotherapy=14.3, alternate therapy=14) and when six week disability
scores were compared to presentation scores, it was clear that those patients who either
had no treatment or physiotherapy had a greater reduction in disability scores than those
patients who had some form of alternative therapy. These differences were found to be
statistically significant.
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This suggests that those patients who did not receive any form of treatment between
presentation and six week follow up, tended to improve spontaneously according to the
natural history of LBP. Those patients who received physiotherapy between presentation
and six week follow up also improved (mean reduction of 8 on the RMDQ) but not
significantly more than those who had no treatment. This finding also seems to suggest
that seeking and receiving an alternate form of treatment barely had any impact on
disability. Indahl et al (1995) carried out a trial to determine the effect of treating LBP as
a benign, self limiting condition. An intervention group of 463 patients were given
conventional medical treatment, whilst a control group of 512 patients were given light
normal activity. The results found that those patients who received the light normal
activity had superior results across a range of outcome measures, when compared to
treatment within a conventional medical system.

5.2.2

Diary data

In terms of diary data, the number of times (hits) patients made a reference to a theme
was counted and analysed against the outcome group classifications at six weeks (FR,
PR, NR) to test for differences. Only the most commonly occurring themes that had
sufficient numbers of hits were analysed in this way, so many of the individual themes
(n=49) identified during the preliminary diary data analysis were not tested against the
outcome groups. A comprehensive list of themes that emerged from the diary data and
the number of hits for each is included in Appendix 11.
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The themes that were included in the ‘hits versus outcome group’ analysis were:
•

negative functional

•

negative physical

•

negative emotional

•

positive physical

•

coping strategies

•

roles and relationships

•

illness narrative

5.2.3

Negative functional

Negative functional issues (hits) were recorded 444 times. A full description of the types
of issues raised by patients relating to negative function can be found in the results
chapter. Of the 444 hits, 204 (46%) were made by patients who ended up in the FR
group, 145 (32%) from the PR group and 95 (21%) from the NR group. Those patients in
the FR group recorded a significantly lower median number of references to negative
functional issues than those in the NR group. When the FR group was compared to the
PR group, the difference in number of hits was not found to be significant. This finding
shows that those patients whose six week outcome classification was in the FR group
found their level of functioning much less affected by their LBP during the first week of
onset while they were completing their diary. Surprisingly, those patients who did record
negative functional issues were not significantly different in terms of mean RMDQ scores
than the study population as a whole. However, those patients who recorded the least
number of negative functional issues (FR group) had significantly higher RMDQ scores
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than those patients who recorded the most negative functional issues. Clearly, patients
with less perceived disability at onset are less affected functionally and therefore less
likely to write about negative functional issues. Those patients that talked about negative
function the most, were the most disabled and were less likely to make a full recovery.
High levels of functional impairment have been recognised as a poor prognostic factor
among primary care consulters with LBP (Dunn and Croft, 2004).

5.2.4

Negative physical

Negative physical issues (hits) were recorded 551 times. Of these, 253 (46%) were made
by patients who ended up in the FR group, 191 (35%) from the PR group and 107 (19%)
from the NR group. Almost every patient (FR=98%, PR=100%, NR=92%) who
completed the diary made reference to experiencing pain and/or the pain worsening. A
full list of quotes can be found in the results section.

Those patients in the FR group recorded a significantly lower median number of
references to negative physical issues than those in the NR group. When the FR group
was compared to the PR group, the difference in median number of hits was not found to
be significant. Patients who ended up fully recovering at six weeks, made fewer
references to pain/worsening pain in their diaries than those who only partly recovered or
those who did not recover at all. It could be argued that those patients who ended up in
the NR group didn’t recover because they had more pain than those whose six week
outcome classification was either in the PR or FR groups (maybe they were even the
individuals that suffered from the most severe back injuries?). Perhaps, but it clearly
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would be unwise to make such an unfounded conclusion: we simply don’t know how
much pain any subject had. What we do know from the diary data analysis, is that
patients in the NR group chose to write about their pain in a negative way more
frequently than their counterparts in the FR or PR groups.

One could argue that this finding is just coincidental, that some patients might have
assumed that they felt expected to write about their “pain ” more than anything else: they
were, after all, being invited to keep a diary about LBP. It was felt however, that both the
wording of the instructions in the diary (‘tell us how your back pain has affected you
today’) and the careful verbal instructions given to patients prior to starting the diary,
would not bias them in what they thought we wanted them to include in the diary. It is
clear from other studies however, that recognising and verbalising pain is a central issue
for patients consulting with low back pain. Ong et al (2004) found that pain vocabulary
was one of the themes that emerged from their interview study on low back pain
narratives. It was also reported that patients in their study found it difficult to find
everyday words to describe their back pain. The findings from this study differ from the
findings of Ong et al in a number of ways (in relation to pain); patients did not seem to
find it difficult to find an extensive variety of everyday words to describe their pain in the
current study (a full list can be found in Table 4.34). Ong et al also reported that their
patients found it difficult to locate the pain while the report of pain location by patients in
this study was quite evident ( “Pains in my legs and buttocks” P41; “Also the pain is
going down my legs ” PI; “When I lie on my left side, I get a sharp pain in my pelvis and
down my leg” P65).
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5.2.5

Positive physical

Positive physical issues (hits) were recorded 322 times. Of these, 177 (55%) were made
by patients who ended up in the FR group (median 4), 102 (32%) from the PR group
(median 4) and 41 (13%) from the NR group (median 3). When the FR group was
compared to the NR group, the difference in median number of hits was not found to be
significantly different.

The vast majority of patients in each of the outcome groups (FR=81%, PR=88%,
NR=83%) referred to having little/no pain or improving pain at least once in the diary,
but it appears that those patients in the FR group didn’t refer to their pain improving over
the diary week any more often than those in the PR and NR groups, despite having less
perceived disability (a full description of this theme can be found in the results chapter).
This could be seen by some as a surprising finding as one might logically expect a
relationship between little or improved pain (and reference to it) and low disability
scores. In other words, an expectation existed that those patients whose six week outcome
classification was in the FR group, might have found their pain improving quicker and
more comprehensively than those in the PR and NR groups: it is very likely that their
pain did indeed improve quicker and more comprehensively and that they simply didn’t
report it in their diaries. Those patients who recorded positive physical issues were not
found to be different from those who didn’t in terms of age, but those patients in the PR
group were found to be significantly younger than those in the NR group.
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It could be argued that those patients who fully recovered didn’t actually perceive any
more reduction in their LBP than those patients who only ended up either partially
recovering or not recovering at all. There were no ‘objective’ measures of pain taken at
any stage of this study, as the measurement of pain levels as a satisfactory outcome
measure for LBP has been found to be of limited use because of the condition’s complex
and multi-faceted nature. It is acknowledged that there are no truly objective measures of
pain. Pain measures such as the visual analogue scale (VAS) and numerical scale (NS)
are well recognised and used extensively in clinical trial research, and although they are
deemed to have good validity and reliability, are not seen to be reliable predictors of LBP
outcome. Because no actual pain measures were taken, it is not known whether there was
any difference between perceived pain improvement from group to group. What is known
from this study, is that patients didn’t talk about it (at least in their diary) any more or
less, regardless of degree of improvement in disability scores. It would be interesting, if a
similar diary study was repeated in the future, to include a well recognised pain measure
such as a VAS to confirm a link between decreasing pain (on a pain measure) and the
reporting of improved pain in a diary.

There were no differences with respect to improving pain from group to group
throughout the diary week. It could be argued that the diary was completed too early
when little improvement in perceived LBP would be expected anyway (week one) which
was, at least in definition, the first week of each patient’s new episode. Generally
speaking, pain tends to be at its most severe in the very early stages (acute) following
onset: the natural healing process would not have been activated for long and patients
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would not have had the benefit of a reasonable period of prescribed medication use
(analgesia and/or anti-inflammatories would only have been prescribed by their GP the
day prior to starting the diary). It is also possible that more reference to positive physical
issues in one group or another may have become evident had the diary been kept for a
longer duration. Future research into the predictive or therapeutic benefits of diary data
might consider using a longer duration data collection period, but the trade off may be a
lower completion rate (there is some conflicting evidence in the literature regarding
completion rates and longer duration diaries). This is highlighted in the introduction of
this thesis.

5.2.6

Negative emotional

Negative emotional issues (hits) were recorded 251 times. Of these, 168 (67%) were
made by patients who ended up in the FR group, 67 (27%) from the PR group and 16
(6%) from the NR group. The trend observed from the above data appears to suggest that
the more patients recover, the greater the number of references (hits) to negative
emotional issues. Those patients in the FR group recorded a significantly higher median
number of references to negative emotional issues (median=3) than those in the NR
group (median=0.5). The differences between the FR and PR groups and the PR and NR
groups were not significant. A full description of negative emotional quotes can be found
in the results section.

This finding will be seen as somewhat contradictory to the published literature. More
than two thirds of all references to negative emotional issues were made by patients
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(n=48) whose six week outcome classification was in the FR group, and the median
number of references was significantly higher in this group when compared to those
patients who did not recover. Given the large volume of published literature that supports
strong links between high levels of disability and high levels of distress, it was expected
that patients in the NR group would have had the highest reference to negative emotional
issues. This finding raises some interesting questions; why do patients who end up fully
recovering write about negative emotions so much? Has writing in the diary provided a
means for them to unburden themselves of emotional distress, enabling them to recover
more completely?

These results show that those patients who recorded negative emotional issues daily and
the most commonly in their diaries, were significantly younger than those who didn’t
record on a daily basis or those who don’t record negative emotional issues at all. Maybe
these younger patients felt more confident about expressing their feelings and emotions in
a diary.

Not surprisingly, the patients (n=66) who recorded negative emotional issues in their
diary, had higher mean HADQ scores than the study population as a whole. The 44
patients in the FR group with the highest median number of negative emotional hits were
not found to have significantly higher HADQ scores than those in the PR or NR groups.
This suggests that there must be some other explanation for those 44 patients recording
the most negative emotional hits, other than them being the most anxious or depressed.
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5.2.7

Coping strategies

Coping strategies issues (hits) were recorded 297 times. Of these, 161 (54%) were made
by patients who ended up in the FR group, 92 (31%) from the PR group and 44 (15%)
from the NR group. The trend observed from this data appears to suggest that the more
patients recover, the more they refer to issues related to coping strategies (the more they
talk about coping, the more they recover?), and this was confirmed at a statistically
significant level between the FR group and NR group.
These patients are significantly younger than the study population as a whole, and those
in the FR group are also significantly younger than those in the NR group. This suggests
that younger patients use more coping strategies. No literature was found that has
reported any link between age and coping. The patients in the FR group were also
significantly more likely to be male. Do males feel it more necessary to use coping
strategies because of work or other responsibilities? The patients who recorded coping
strategy issues had significantly lower mean HADQ scores than the study population as a
whole. This finding was rather expected given the evidence within the available literature
that demonstrates a compelling relationship between coping strategies, psychological
distress and LBP outcomes (Main and Spanswick, 2000). Rosenstiel and Keefe, (1983)
developed a Coping Strategies Questionnaire (CSQ) that has since been commonly used
as a measure of coping strategies in a wide variety of pain problems including LBP. The
questionnaire measures both behavioural and cognitive components of coping and has
been found to be both a reliable and valid measure of coping strategies, in addition to
having a robust relationship to psychological distress across a variety of pain conditions
and types. Waxman and Helliwell (1998), in a study of 1,813 patients with LBP,
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investigated the psychosocial factors associated with consultation behaviour for the
condition. The CSQ (Rosenstiel and Keefe, 1983) was used as one of the psychosocial
measures used and, with other psychosocial measures, a relationship was found between
high scores and more frequent consulting behaviour.

More patients in the FR group referred to coping strategy issues at least once (83%)
compared to the PR group (69%) and NR group (75%) but this finding was not found to
be significant.

There is some evidence from the diary data that suggests some patients found writing in
the diary therapeutic in itself. Seven patients made reference to feeling better in some
way having completed their diaries over the week. Five of these patients (72%) ended up
as fully recovered, while the remaining two partly recovered. This finding appears to lend
support to the views of others. Burman (1995) suggests that diaries can enhance the
patients’ understanding of their illness and/or treatment, and better enable patients to take
an active role in the management of their illness and a more thorough recovery. This view
was earlier supported by Porter et al (1981) who reported the findings of 45 patients with
benign headaches. Porter et al found that patients who had documented their headache
pain and their emotional state at the time of symptoms in a headache diary, were able to
recognise the relationships between the headaches and their mood, and better able to
manage their headaches as a result.
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Self treatment strategies clearly formed a part of the coping strategy theme and 186
references/hits were made to self treatments by 62 patients. Seventy percent of all hits
were made by patients whose six week outcome classification was in the FR group, 19%
from patients in the PR group and only 11% from patients in the NR group. A significant
difference was found when the average number of hits (n=6) in the FR group was
compared to the average number of hits in the NR group (n=2). Patients who recorded
self treatment issues were significantly younger than the study population, and the
patients in the FR group were younger than those in the NR group. Those who referred
the most to self treatment were also more likely to be male, like the coping strategies.
This suggests that males might be more proactive in managing their own LBP than
females. The literature does not seem to show much of a difference between gender and
either poor prognosis or LBP prevalence (Office of National Statistics Omnibus Survey,
1999).

5.2.8

Relationships and Roles

Relationships and Roles issues (hits) were recorded 188 times. Of these, 141 (75%) were
made by patients who ended up in the FR group, 38 (20%) from the PR group and 9 (5%)
from the NR group. The trend observed from this data appears to suggest that the more
patients recover, the more they refer to relationships and roles issues. Those patients in
the FR group recorded a significantly higher median number of references to
relationships and roles issues than those in the NR group and there was also a significant
difference between the distribution of hits by outcome group; those patients who ended
up in the FR group, accounted for 75% of the total number of its, 20% for the PR group
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and 5% for the NR group. Patients who recorded issues of relationships and roles were
found to be significantly younger than the study population as a whole, and they also had
significantly lower HADQ scores.

It is interesting that, unlike the Illness narrative theme, where patients who ended up in
the NR group tended to report more often, the same patients tended to report issues
related to relationships and roles much less. It is the patients whose six week outcome
classification was FR who tend to refer to issues around relationships and roles. They are
the patients who describe the roles they see themselves as having within the social
environment and describe the changing relationships with others. Most references to
relationships and roles were positive, in that patients reported feeling supported in a
variety of ways by those closest to them, which might suggest that those patients who
ended up not recovering, felt they didn’t have as much support within the family unit. It
is possible that this finding may be highlighting that the patients in the NR group felt
different to those patients who ended up in the FR group in terms of their relationships to
others and the roles they saw for themselves.

This phenomenon of patients who fully recover from their LBP referring to positive
relationships/roles issues far more frequently than those patients who don’t recover from
LBP is difficult to explain, but one theory is proposed in the form of the sick role.
Gabe et al (2004) define the sick role as “a set of rights and obligations that surround
illness and shape the behaviour of doctors and patients”.
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The concept of the sick role as an important model in medical sociology can be traced to
Parsons’ description of ‘The case of modem medical practice’ in The Social System,
published in the early fifties (Parsons, 1951). The sick role carries the expectation that ill
people get well, cease to be patients and return to their normal obligations. It allows an
individual temporary exemption from their roles and obligations, and provides the
mechanism for returning to health and normal role performance. The sick role is seen as
necessary to recovery, in that the temporary removal of roles and obligations remove the
social pressures of modern society to be well and legitimise the illness. Parsons’ sick role
acknowledges rights and obligations on the part of both the patient and the doctor, but
only the rights and obligations of the patient are referred to here.

To be allowed the right to enter the sick role by members of society (family, friends,
employers etc), an individual must satisfy two main criteria. Firstly, the individual must
want to, and demonstrate the motivation to get well. Clearly, illness is usually thought to
be an undesirable state, but this is not always clear-cut. Secondly, the individual must be
obliged to seek professional and technically competent help, and be fully co-operative
with that help (Gabe et al, 2004). It is acknowledged here, that although Parsons’ sick
role concept is well recognised in the field of modem medical sociology, the concept
does have its weaknesses, which are summarized by Gallagher (1976) as firstly: not
recognising the place of chronic illness due to the sick role concept being essentially a
transient one. Secondly, failing to recognise that not all forms of illness lead to the
adoption of the sick role, and thirdly: it having an overly ‘medico-centric’ view of illness
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and medical practice, neglecting a number of participants in the health-care process (in
particular, members of the patient’s family).

It is possible that those patients who ended up not recovering from their back pain were
less able to get their ‘illness’ legitimised by those closest to them and found it harder to
be exempted from normal roles and responsibilities while suffering from LBP. Failure to
be ‘allowed’ to enter the sick role might have been a contributing factor to not recovering
from their back pain. This proposed explanation is based only on there being less
reference to relationships and roles issues from the patients whose six week outcome
classification was NR. It could be argued that the more frequent reference to relationships
and roles issues may have been because those patients who fully recovered happened to
be more verbose, but this explanation isn’t helpful in any sense in attempting to link
observed findings to known theory.

A further possible explanation for significantly less reference to relationships and roles
issues by those patients in the NR group, is that those patients in this group might have
been too concerned about themselves to acknowledge any relationships to and roles with
individuals close to them. After all, it was these patients who talked about their pain the
most, and it was these patients who talked about their disability the most. It was also
these patients who talked about illness narrative issues the most. Maybe they made more
reference to illness narrative issues as a form of ‘unburdening’ because they weren’t
getting as much family support or recognising issues with relationships and roles, and
were denied the right to enter the sick role within the family unit?
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5.2.9

Illness narrative

Illness narrative issues (hits) were recorded 271 times. Of these, 110 (40%) were made by
patients who ended up in the FR group, 107 (40%) from the PR group and 54 (20%) from
the NR group. Due to the diversity of the individual themes that were collapsed together
into the illness narrative theme, virtually all patients (98%) made at least one reference to
an illness narrative issue.

Those patients in the FR group recorded a significantly lower median number of
references to illness narrative issues (median=l) than those in the NR (median =2.5) and
PR groups (median=4). No linear trend in references to illness narrative issues between
outcome groups was seen; those patients in the FR group recorded significantly fewer
references to illness narrative issues than those in either the PR or NR groups, but those
patients in the PR group recorded the most reference to illness narrative issues.
No difference was found between those patients who recorded illness narratives and the
those who didn’t in terms of age, gender, disability or anxiety and depression.
These findings seems to suggest that those patients who end up fully recovering (despite
being the same group of patients who talk far more about negative emotional issues in
their diaries), don’t feel the need to create as full a description of their experience of LBP
as those who only partly recover or those who do not recover at all.

It also suggests that those patients who do not fully recover are far more comfortable with
or feel it necessary to generate a broader narrative regarding their experience of LBP.
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In sociological terms, this is known as biographical disruption (Sanders et al, 2002)
where individuals internalise and incorporate their illness into the story of their lives and
into their self-identity. Biographical disruption is an interference of an individual’s
expected life trajectory and their narratives in communicating the interference to others.
Patients in this study were invited to provide a biographical account of their LBP
experience for one week and it appears that those patients in the PR and NR groups have
incorporated their ‘illness’ (LBP) far more readily into their accounts and experiences.
Those patients in the FR group ‘internalised’ far less often and this finding generates the
hypothesis that they saw their illness (LBP) as ‘external’ to their lives (throughout the
episode of LBP?, or at least throughout the week they completed the diary). They may
well have recognised the LBP episode as transitory, something to be resisted and then
forgotten, enabling them to recover more thoroughly.

Such narrative of their ‘illness’ includes features such as; their family history in relation
to suffering from LBP ( “Funnily enough, my mum suffered exactly the same ” P2),
medication use ( “Tookpainkillers at bedtime and managed to sleep OK" P6),
announcement of the diagnosis ( “I have been diagnosed with sciatica by my doctor”
P41), healthcare usage ( “Today I had to go to the doctor’s as the pain was getting
worse ” P3), advice received from the doctor ( “Doctor told me yesterday to lie flat for 2
days ” P80), having people question what is wrong with them ( “People are asking me
what is the matter. This can only be down to the faces lam pulling when the pain comes ”
PI 6), how their LBP started (“I twisted my back not long before going to bed putting
washing in the washing machine ” P76), feeling their treatment with the doctor was
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unsatisfactory ( “GP seemed very unsympathetic and suggested that I may be over
reacting” P3).

Of the 271 references to illness narrative, a number of individual references (n=l 1) were
negative and mostly relating to patients feeling unhappy with their treatment from the GP
( “GP seemed very unsympathetic and suggested that I may be over-reacting” PS; “The
medication the doctor gave me isn ’t working at all” P5; “They don’t have much time for
you at the surgery” P21).

It is interesting to note that the 11 negative comments were from eight patients that ended
up in the NR group at six weeks. This means that 75% of the patients ending up in the
NR group were left less than satisfied with their GP consultation and treatment. This
suggests that a relationship may exist between perceived satisfaction of healthcare and
recovery from LBP in some of the patients in this study.

The therapeutic benefits of the doctor/patient relationship have been identified and
supported in the findings from other studies (Ong et al, 1995). Lillrank (2003) reported
the existence of possible tensions between clinicians and patients with low back pain due
to the ‘ambiguity’ of the condition itself. Patients need clinicians to believe them and
give credibility to their symptoms. This is particularly true for LBP sufferers because the
biomedical thinking that underpins this condition is less certain in the opinion of many
healthcare professionals. It seems that the doctor (or therapist) /patient encounter may
play an important role in determining outcome and this phenomenon merits further study,
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particularly in patients with LBP. Walker et al (1999) conducted a qualitative study of 20
back pain patients who were seeking help from two pain clinics in the UK. Using a
phenomenological approach, they identified emergent themes from the narrative accounts
of the patients lived experiences. One of the most significant patterns that emerged from
the data was the dissatisfaction patients felt with the medical process, which left them
feeling powerless, anonymous and insignificant:
“I think that in the orthopaedic department, they don’t look at the whole person,
just bits and pieces. I ’ve never seen the same person twice and there is no
continuity; you don’t feel that you are being treated as a person at all” (Female,
aged 54 years).
5.3

Contingent, moral and core narratives

The recognition and study of illness narrative has received considerable attention in both
the human and social sciences recently. It is defined as “the reference to story-telling and
accounting practices that occur in the face o f illness ” (Gabe et al, 2004). In a recent
paper, Bury (2001) outlined a framework for the analysis of illness narrative that
comprised of three broad categories: contingent narratives, moral narratives and core
narratives.

Contingent narratives are concerned with descriptions of the events surrounding the onset
and early course of a disorder, emerging symptoms and their effect on the individual and
others and the relationships between them. They may also deal with the assimilation of
medical explanations for the disorder and the steps taken to deal with the illness and the
strategies being used to manage its effects. In other words, contingent narratives describe
events, their causes and the unfolding effects in relation to performance in everyday life.
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It became clear that many of the individual quotes in the themes that the Illness narrative
theme was comprised of (and other themes, such as coping strategies and physical, when
collectively analysed) were examples of contingent narratives.

Patients did for example, attempt to describe the events that led to the onset of their LBP,
they did give an account of their emerging symptoms and they did describe the effects
these symptoms had on themselves and others (family members and work colleagues for
example). Patients also made reference to the explanations they were given by their
doctors (or lack of them) and they outlined the steps they had taken to deal with and
manage their LBP by describing medication usage, self treatment techniques and the
various forms of healthcare sought.

Moral narratives are seen as introducing an evaluative dimension to the descriptive
dimension of contingent narratives. They help to order lived experiences and help in
enabling individuals to express the dynamics between themselves and others. Moral
narratives inform the reader about the social environment of the individual and the role
they perceive they have in it.

It was never in the remit of this study to use qualitative content analysis methods to
describe episodes of LBP, and although no obvious examples of moral narrative emerged
from the thematic analysis used here, it is possible that they exist within the diary text. It
would be interesting to either re-analyse this study’s data using an alternative analytical
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process or develop further research that would attempt to identify the existence of moral
narrative in relation to LBP and its relationship to recovery.

The third broad form of illness narrative described by Bury (2001), are core narratives.
These include ‘genres of expression’ that can be seen to underpin all forms of narrative,
through which the individual expresses their identity and interaction with others.
Examples of these genres include epic/heroic, tragic, comic and ironic. Specific examples
of these core narratives from this data set were not purposely investigated, but it is
suspected that some would be recognisable if an appropriate content analysis was done
on the data set (there are examples of the use of comedy in the coping strategies theme
and elements of tragedy in the negative emotional theme).

5.4

Strengths and limitations of the study

Almost all research findings in the area of LBP have been guided strictly by quantitative
methodologies. Very little work has been initiated in the field of LBP to explore how
patients view their experiences of LBP and no previous research could be found that had
used these reported experiences to attempt to predict who is at most risk of not recovering
from their LBP at a future time point in line with the natural history of the condition.
Rarely have patients with LBP been given any real chance to vocalise their experiences
of LBP experience over a period of time.

Time constraints and associated costs; seven minutes on average for a GP consultation
and 30 minutes on average for a physiotherapist consultation (Netten and Knight, 1999),
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dictate that much of any consultation with a health care professional is used for objective
examination procedures and little time is earmarked for allowing patients to tell us
anything that they feel is important to them with regard to their experiences with LBP
from day to day. The information elicited from patients during the consultation is of
course, only a ‘snapshot’ of how they are feeling at the time. No knowledge of how they
feel or how their life is affected from hour to hour or day to day is accessible from any
medical or associated consultation.

It was therefore felt that one of this study’s strengths was the provision of the opportunity
for patients with a new episode of LBP to describe their experiences of their LBP over a
one week period.

The choice of design for this study was guided by the research question and aims.
Accessing information about how LBP affects individuals over a one week period clearly
necessitated the use of some method of qualitative enquiry and, to establish outcome
categories against which diary data could be analysed, some method of quantitative
enquiry.

Forty two patients (31%) failed to complete the diary and questionnaires despite agreeing
to do so to both their GP and the researcher. The practice records of all non-completers
were searched to gather demographic data to enable a comparison with completers. It is
recognised that it is important to describe the non-completers in any study to try and
identify any differences in characteristics between them. Thirty one of the 51 non
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completers (61%) were male and 20 (39%) were female. Of the 86 patients who did
complete the diary and questionnaires, 46% were male and 54% were female: patients
who chose not to complete the diary and questionnaires were more likely to be male. This
finding suggests that females are perhaps more likely to agree to participating in a diary
study and more likely to see it through by completing the diary and all questionnaires.
This finding supports that of Rakowski et al (1988) who reported the findings of a diary
study they conducted on 142 older adults. Participants were asked to keep a diary of
symptoms and resulting health actions for two weeks and, when looking for any
differences between completers and non-completers, the authors found that women
completed more and tended to be more active in their responses.

In terms of the relationship between completers and non-completers in regards to Practice
distribution, almost half of all non-completers originated from Practice C while the same
Practice accounted for only seven percent of all completers. Conversely, Practice B
accounted for more than 60% of completers but only 22% of non-completers.

A possible explanation might be the amount of professional contact time with these
Practices. The principal researcher had regular professional contact with all GPs in
Practices A and B throughout the life of the data collection phase of the study as the in
house physiotherapist. This contact occurred because the researcher was providing
Practice based physiotherapy services to these GP Practices as part of formal employment
contract on behalf of a local NHS Trust. These Practice based physiotherapy services
inevitably demands that a close working relationship with all the GPs is established and
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the very presence of the researcher probably provided as a constant reminder to GPs to
refer into the study. All GPs and reception staff were well known at these Practices as a
result.

Conversely, the principal researcher had never spent any time working at Practice C and
lack of familiarity at this Practice may have compounded the low completion rate and
high non-completion rate (it may also explain the low overall referral rate of patients, by
GPs, into the study). It is interesting to note that Practice C also had the lowest
demographic features of all four Practices in terms of social deprivation scores.

The study by Rakowski et al (1988) also found differences in age between completers
and non-completers (it must be noted that the sample used in the study by Rakowski et al
was considerably older, so no direct comparison can be made). Completers were more
likely to be younger, although this was not supported by the findings from this study.

5.4.1

Qualitative enquiry

The qualitative data in the form of written accounts given by patients in the diaries, was
analysed thematically and inductively using a phenomenological framework. It is
recognized that, by using this approach, the results are subject to the reconstructive
process of both the patient and the researcher (Smith, 1996). It should be made clear
however, that the aim throughout all this analysis was to retain the authentic meanings
and intentions of the patients. The recognized weaknesses of qualitative design, data
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collection and data analysis were minimized as much as possible, and the processes of
minimizing weaknesses and flaws used in this study are discussed here.

Although it was acknowledged that an unstructured interview could have provided a
richer account of LBP experience by allowing the researcher to explore issues that may
have been raised in more detail, the data collection tool chosen was the health diary.
Interview techniques were considered and rejected as the tool for collecting the
experiences of LBP for a number of reasons.

Firstly, interviews would have relied heavily on an individual’s recall when providing
information at the time of interview. Recall bias can distort data as interviewees struggle
to provide information about how they felt or what they thought during a period of time
prior to the interview. Undoubtedly, the longer the time between the feeling or thought
and being asked about it makes recall the more difficult. Scheduling repeated interviews
throughout the data collection week may well have gone some way to reducing recall bias
but such a proposal was never going to be either practical during the study or repeatable
in the clinical setting (patients would be very unlikely to complete a series of obtrusive
interviews which would inevitably involve travelling and cost) regardless of how
predictive interview data might have been. Bearing in mind one of the important aims of
this study was the development of a qualitative tool that, if successful, could be used
practically in the primary care setting to predict outcome in episodes of LBP, the health
diary was chosen as the data collection tool.
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Secondly, interviews are costly both in manpower, resources and researcher time. They
require that the researcher is suitably trained in interview techniques, the design and
execution of intensive interview schedules is extremely demanding on an interviewers
time and they almost always require significant additional resources for transcription
before any analysis is started.

5.4.2

Quantitative enquiry

The quantitative data was collected using well recognized and validated measures and
was felt to be as robust as possible, both in the choice of outcome measures used, and
subsequent analysis. The choice of statistical tests used and the distraction of data, when
searching for differences between the number of references within specific themes
against recovery classification, was determined by the presence (or absence) of the
conditions required to justify their use. Those considerations included the number of sets
of data being compared (two sets or more than two sets), subject design (matched,
different, same) and levels of measurement (Hicks, 1999).

Well recognised and validated measures of disability were needed to establish recovery
categories; those patients who had fully recovered from LBP, those who had partly
recovered and those who had not recovered at all at six weeks post-consultation.
This recovery classification allowed us to describe, test and compare the study sample
across a whole spectrum of quantitative data (questionnaires and demographic) and
qualitative data (diary text).

286

The study was felt to be strengthened by using a well validated and relatively simple
primary outcome measure of LBP disability (RMDQ). The process of the testing of the
RMDQ’s reliability and validity is discussed in the methods section. Because this
measure of disability was designed to be used with patients suffering from LBP in the
primary care setting, readily obtainable, easily understood and easily completed by
patients, it was felt to be a very practical outcome measure to use in the clinical setting
should this study be replicated elsewhere.

A potential limitation however, should be acknowledged here in that the outcome
categories at presentation and six week follow up were based on categorising individual
RMDQ scores into an FR group if the score was between 0 and 7, PR group if the score
was between 8 and 16, or NR group if the score was between 17 and 24.
In other words, the RMDQ score range (0-24) was simply divided into thirds; the lower
third (0-7) being no or little disability (or fully recovered), the middle third (8-16) being
moderate disability (or partly recovered) and the upper third (17-24) being high disability
(or not recovered). The rationale behind the decision to divide patients into three outcome
groups was felt to be sound. It has strong clinical relevance; patients are commonly
categorised into one of three “groups” at virtually every stage of the healthcare process.
During the process of triage (‘acute’, ‘sub-acute’ or ‘chronic’), during treatment (‘high
risk’, ‘medium risk’, ‘no risk’), with outcome measures (the DRAM classifies patients as
‘not distressed’, ‘at risk’, or ‘distressed’). While this three-way split of the RMDQ score
range is a logical one clinically, and while it was endorsed by the questionnaire’s original
designer Professor Martin Roland (Roland and Morris, 1983), no other studies have been
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found that have used it as an outcome measure in the same way it was used in this study
(three-way split). This could present a problem when attempting to compare this study’s
RMDQ outcome measures to those from other studies.

5.4.3

Combining qualitative and quantitative paradigms

Recent debate around methodological theory presents a unified front that as far as two
discrete paradigms can exist, a number of important differences must be acknowledged.
Firstly, and perhaps the most important of these differences is the way in which each
tradition treats data. Theoretically, the quantitative researcher is seen to isolate and define
variables. These variables are linked together to support a proposed hypothesis before
data is collected and then tested on the data set. In contrast, the qualitative researcher
starts by defining the general concepts which change as the research process progresses.
The quantitative researcher looks through a narrow lens at a pre-determined set of
variables, while the qualitative researcher looks through a wide lens searching for
patterns of relationships and connections between a previously unspecified set of
concepts (McCracken, 1998).

Secondly, how the data is collected is fundamentally different. The qualitative researcher
is said to use him/herself as the data collection instrument, and while maintaining
distance, is expected to possess flexibility and reflexivity as insights into the respondent’s
social world are exposed and identified. The quantitative researcher’s instrument is a pre
determined outcome measure which allows for much less flexibility and reflexivity.
Consequently, quantitative methodologies are more suitable for research issues that are
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clearly defined and responses from subjects are apparent and explicit. In contrast, when
research issues are less clear cut and are likely to result in complex, discursive responses,
qualitative techniques are more appropriate.

Thirdly, there are important differences in the generalisability of quantitative and
qualitative data. Quantitative research attempts to discover how many and what kinds of
people in the general or parent population have a particular characteristic which has been
found to exist in the sample population. It then aims to infer that characteristic to a parent
or broader population. In qualitative research, it is the concepts and categories that
emerge from the data that matter. It is the generation and testing of theory that underpins
qualitative research rather than the issue of inference and generalisability .

This combination of research paradigms was felt to provide a robust structure to the study
despite the apparent gulf which has traditionally existed between qualitative and
quantitative research. It is increasingly popular and regarded as methodologically sound
to combine the two within a single piece of research despite some residual contention
from advocates of both paradigms (‘the separatist versus combinationist debate’, Duffy,
1987). The collaborative co-existence and combination of both paradigms can lead to
improved validity as the qualitative approach provides evidence around the process and
the quantitative approach provides evidence of reliable outcomes.

In quantitative research, validity is the extent to which a proposition is generated, refined,
tested and resembles what occurs in real life. This concept of validity is however, based
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on an assumption that there is one single reality. Qualitative research embraces the notion
of multiple constructed realities and, as a result, it is difficult to develop a single
benchmark against which the truth and value of its claims can be judged.

It is suggested that the differences in paradigms between qualitative and quantitative
methodologies become less obvious as movement between the paradigms at an
epistemological and theoretical level occurs during combined methods research
(Brannen, 1992). The importance of being able to recognise and understand the
fundamental differences between the two paradigms at all stages of the research process
is paramount.

5.4.4

Design of the health diary

The design of the diary itself was carefully considered and the decision to use an
unstructured diary was felt to strengthen the study. The unstructured diary (free-format,
open-ended style) has been found to collect data that is much richer in content, as it
encourages spontaneity on the part of the respondent, and allows him/her to report all
problems and relevant life events that they feel are related to the problem, and important
to them, regardless of triviality (Gibson, 1995; Verbrugge, 1980).

Unstructured diaries however, do pose some problems at the data analysis stage; they are
more time consuming and complex to code than a structured ‘checklist’ diary format, and
researchers sometimes face the problem of deciphering an individual’s handwriting
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which is not easily overcome and can render a completed diary useless at the coding and
analysis stages.

Unstructured diaries can be more daunting for the respondent as they are forced to reflect
on how they have felt and what they have done before any written account can be made.
This view is supported by published literature (Verbrugge, 1980). The perceived
inconvenience and increased time needed for reflection can have a negative effect on
compliance and diary detail as diary entries are omitted completely or in a cursory
manner, which are of little value in generating a rich account of an individual’s
experience of illness. However, these potential negative effects were largely overcome by
careful encouragement and well-invested time with the respondents.

Vigilant communication with the study participants providing a thorough introduction to
the researcher, explaining the importance and purpose of the research, instructing them
on the use of the diary, and addressing any questions or concerns maintained a high level
of compliance and, in most cases, ensured good quality and detail of diary data. Adequate
communication with patients, and instruction regarding diary completion are important
procedural factors to ensure good participation. Burman (1995) recommends that diary
instruction should ideally be delivered in a face-to-face meeting with the researcher, and
although this wasn’t possible in this study, the principal researcher is satisfied that the
telephone communication was sufficiently clear and concise.
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The literature supports the use of telephone contact with diary participants during the
diary completion period, to identify any problems and address any questions that
participants might have to improve completion rates (Norman et al, 1982), and that
completed diaries be collected by the researcher as opposed to returned by mail as an
additional method of preventing attrition (Sudman and Lannom, 1980).

5.4.5

Triangulation

The study design was strengthened by employing two specific methods of triangulation.
Triangulation involves the combination of research methods to answer the same research
question and the merits of combining qualitative and quantitative methods has been
discussed earlier in this section. This strengthens any qualitative research by enhancing
the completeness of the data (Murphy et al, 1998) and by enabling the researcher to
corroborate the data from one method of data collection with a different method of data
collection (Silverman, 2000).

This research used three independent investigators for the coding and thematic analysis of
the first 20 diaries to examine the level of agreement in the interpretation and thematic
analysis of diary text. The independent investigators came from combined backgrounds
in physiotherapy, medicine, education, and academia. This process was felt to provide
evidence of an attempt to control for validity (as much as is possible) for the qualitative
component of this study.
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5.5

How do the findings fit into and advance our scientific knowledge of LBP

and the prediction of its outcome using diaries?

Some of the findings that emerged from the data were expected and unsurprising, some
were unexpected. This study supports many of the well recognised factors surrounding
LBP.

Firstly, most patients with LBP will follow the natural history for the condition (Roland
and Morris, 1983; Croft et al, 1998) and demonstrate varying degrees of improvement in
pain, function and distress over a relatively short period of time.

Secondly, some patients don’t recover at six weeks as thoroughly as other patients. The
literature suggests that approximately 30% won’t recover much at all over a one year
period resulting in persistent disabling symptoms (Thomas et al, 1999; Croft et al, 1998).

Thirdly, there is a relationship between how well a patient recovers and how much
psychological distress they have (Von Korff and Simon, 1996).

Fourthly, there is a relationship between the disability associated with LBP and
psychological distress (Pincus, 2002; Burton, 1995). The more disabled an individual is,
the more distressed the individual is likely to be.
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Finally, most patient characteristics such as age and gender do not generally affect the
degree of recovery.

Although some of the findings from the diary data were also unsurprising and expected,
some of the findings seem to fit our existing knowledge of LBP less uniformly.

Not surprisingly, those patients whose six week outcome classification was FR talked
about their pain in negative ways (worsening pain) less often than those who ended up
not recovering. One could simply assume that the non-recovered patients had more pain
and/or worse back problems from the outset although this is not known. These same
patients (fully recovered) talked about their functioning in negative ways (not able to do
something) less often than those ending up not recovered. This is not an unpredicted
finding either; those patients with higher perceived disability are clearly likely to have
more difficulty in performing functional tasks.

Some findings were neither expected or unexpected, based on what was known by the
researcher from prior published literature. Those patients who fully recover tend not to
write about illness narrative as frequently as those patients who do not recover and
several possible explanations are proposed; those patients who fully recover internalise
their ‘illness’ (back pain) far less often and that they saw their LBP as transitory,
temporary, and something to be resisted and then forgotten. This group didn’t feel the
need to write detailed accounts of their illness.
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Conversely, those patients who fully recovered wrote about relationships and roles, both
at work and within the family unit in particular, more frequently than those who did not
recover. It is proposed that those patients who didn’t recover from their back pain were
less able to get their ‘illness’ legitimised by those closest to them and found it harder to
be exempted from normal roles and responsibilities while suffering from LBP. Failure to
be allowed to enter the ‘sick role ’ might have been a contributing factor to not recovering
from their back pain.

One of the most unexpected findings from the diary data was the relationship between
recovery group and the reference to negative emotional issues. There was a significant
difference between the average number of references to negative emotional issues when
comparing patients who ended up fully recovered and those who did not recover. Those
patients who fully recover refer to negative emotional issues more often than those who
don’t recover. Considering the strong relationships between recovery (disability) and
psychological distress in LBP, it was surprising to find that it was the individuals with the
least disability (most recovery) who wrote about negative emotional issues the most. Or
maybe the individuals with the least disability are the ones who just talk (write) about
negative emotions more frequently?

It is possible that, as a direct result of writing their negative emotions down in the diary,
patients were able to unburden themselves of those emotions. This possibility needs to be
fully explored in a combined quantitative-qualitative study that attempts to identify the
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potential links between writing about emotions and associated reductions in emotional
distress.

5.6

Implications for practice

Based on this study’s findings in relation to data from the diary in its current format,
there are some identified themes that have been found to show significant differences in
the frequency of references between those patients who fully recover (FR group) and
those who do not recover at all (NR group).

The main emergent themes from the diary that showed significant differences in the
number of references between recovery groups were negative physical (worsening pain),
negative functional (inability to do things), negative emotional (distressing emotions),
illness narrative (writing an account of the illness), coping strategies (how patients cope
with the LBP) and relationships and roles (how relationships and roles might have altered
since the LBP).

The implications for practice could be significant. Enabling healthcare professions to
predict the likely outcome of an episode of LBP during the very early stages of the
episode could be useful in making decisions about both prioritising treatment and what
type of treatment is needed. It could be argued that those patients who, based on the
content of diary text, are deemed likely to be fully recovered at six weeks post
consultation, may not require active physiotherapy treatment as much (if at all) as those
patients who are felt to be at risk of not recovering at six weeks. It is these patients who
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are at risk of not recovering who may need to be given priority for physiotherapy
intervention.

Currently, decisions regarding priority for physiotherapy treatment for patients with LBP
are centred around the duration of symptoms; patients with recent onset episodes (acute)
are seen quickly, while those with longer durations (chronic) are seen as less appropriate
for rapid access to physiotherapy treatment and are typically deferred to a waiting list.
The author feels this system of priority for physiotherapy intervention is dated, unfair to
those patients who, for whatever reason, have not recovered relatively quickly and
spontaneously, and quite contradictory to a patient’s needs. It is felt that those patients
most likely to have not recovered at six weeks are the patients who should be given
priority to physiotherapy intervention.

These findings add to our knowledge base of predicting outcomes from episodes of LBP.
They provide a starting point from where the lived experiences of individuals with LBP
can be further explored using qualitative approaches, to identify the existence of more
specific elements of diary text that could be highly predictive of outcome than measures
available and readily used today. The ability to predict the outcome of LBP in the early
stages of an episode with confidence is likely to drastically shape both the clinical
management of the condition and the provision of precious resources to it.
The findings from this study do not inform implications for practice from a clinical
perspective; it is already well recognised in the literature that LBP patients who are at
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risk of poor outcomes (chronicity) due to any number of non-physical factors, require
different types of interventions than those who are not at risk.

5.7

Implications for future research

It would be naive and inappropriate to conclude that a health diary in the current format
of the one used in this study, can act as a precise tool in predicting outcome in episodes
of LBP. The diary used here must be regarded as a prototype, which, despite yielding rich
accounts of how LBP had affected individuals over a one week period, requires further
development and modification. Further development of the health diary as a health
outcome measure and further exploration of qualitative data as an outcome predictor are
recommended.

The importance of exploring narratives and the lived experiences of illness, particularly
low back pain, is already well documented and accepted (Bury, 2001; Ong et al, 2004).
Continued exploration, particularly in patients with LBP, may identify and enlighten the
nature of such a condition as a disrupting experience, what this means to individuals, and
what actions can be taken to deal with it. The findings from further research in this arena
may also help reveal a wider set of important issues, yet to be recognised, that could
provide totally distinct views of how LBP is regarded. Such revelations could lead to
alternate and reliable ways of predicting LBP outcomes and even alternate management
strategies.
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As a result of the thematic analysis performed on the diary data, a number of patterns
emerged regarding what was written in the diaries by those patients who ended up fully
recovering from their back pain and those who did not recover. Those themes that show
differences need to be explored further; thorough research practice demands that these
results be tested for reproducibility in other samples of patients with LBP.
Additionally, further research should build on these findings to explore the predictive
strength of each theme; which aspects of themes such as negative physical, negative
functional, negative emotional, illness narrative, coping strategies and relationships and
roles are the most important in identifying those patients at risk of persistent low back
pain?

Lastly, the concept of whether the act of writing one’s experiences of a particular illness
in a diary is a therapeutic process in its own right should be explored. There is clear
evidence from this study that a number of patients felt that completing their diary had
made them feel better. It is not clear if these patients were referring to their LBP
specifically, or more general and holistic improvements. Regardless, the process of
reflecting on their symptoms, behaviours, thoughts and beliefs in a one-week diary
appeared to provide some relief to some patients, some of the time and therefore demands
further inquiry. Indeed, findings from this study lend support to the findings of the study
conducted by Meth (2003). Meth’s study of South African women’s experiences of
violence in the home appears to suggest that recording experiences in a written account
can be somewhat of a cathartic experience, can be seen as unburdening and can promote
improvements in health. Other authors have published work on the emotional (and
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physical) benefits of “expressive” writing. Baikie and Wilhelm (2005) reported that the
act of writing about traumatic, stressful or emotional events has been found to result in
improvements in both physical and psychological health. These findings have been
identified both in clinical populations, such as lung function in patients with asthma
(Smyth et al, 1999) and pain intensity in women with chronic pelvic pain (Norman et al,
2004), and non-clinical populations, such as improved body image in women (Earnhardt
et al, 2002), and improved psychological state in patients with post-traumatic stress
disorders (Sloan and Marx, 2004).

It should be noted here that this study originally intended to progress to a randomised
controlled trial to examine the therapeutic value of diaries if the diary data identified any
potential links to outcome. This additional phase of the study was felt likely to be an
unrealistic one when it became clear that the diary data analysis was far more complex
and time-consuming than originally predicted. It was subsequently deferred to a future
study.

In conclusion, it is conceivable at this point, that a self-administered, qualitative diary can
be developed which will provide a valid, reliable and efficient method of obtaining rich
data from patients with LBP, and that this data will provide an alternate means of
predicting the outcome of LBP.
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CONFIDENTIAL

Name..

Your GP practice is taking part in a study to look at the early stages of low back
pain. This information will make it easier for us to know how best to help you

• We would like you to write down how your low back pain is affecting you each day
for 7 days in this diary

• We have tried to make this diary as easy as possible to use, and we would
appreciate you taking a little time each day to complete it

• Everything you write in this diary is strictly confidential. Only the researchers will
read it

• If you lose or misplace your diary, please contact us immediately and we will send
you another

• If you have any questions about this diary or the study, call Mark Pinnington
(Research Physiotherapist) on 0151 794 5613 and I will be pleased to
answer them

Remember, please feel free to write anything that you
think is important about your back pain .

Day.

Date.

H ow has your back pain affected you today?

Day,

Date.

H ow has your back pain affected you today?

Day,

Date.

H ow has your back pain affected you today?

Day.

Date.

H ow has you back pain affected you today?

Day.

Date,

H ow has your back pain affected you today?

Day,

Date.

H ow has your back pain affected you today?

Day,

Date,

H ow has your back pain affected you today?

Thank-you for taking the time and trouble to complete
this diary.

APPENDIX 2
Roland and Morris Disability Questionnaire (RMDQ)
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F orm 1

When your back hurts, you may find it difficult to do some o f the things you usually do.
If the follow ing sentences describe HOW Y O U FEEL TODAY put a tick against it. If the

sentence

does not describe you, leave it blank.

TIC K HERE
I stay at home most of the time because o f my back
I change my position frequently to try and get my back comfortable
I walk more slowly than usual because o f my back
Because o f my back I am not doing any o f the jobs I usually do around the house
Because o f my back I use a handrail to get upstairs
Because o f my back I lie down to rest more often
Because o f my back I have to hold on to something to get out o f an easy chair
Because o f my back I by to get other people to do things for me
I get dressed more slowly than usual because o f my back
I only stand up for short periods o f time because o f my back
Because o f my back I try not to bend or kneel down
I find it difficult to get out o f a chair because o f my back
My back is painful almost all the time
I find it difficult to turn over in bed because o f my back
My appetite is not very good because o f my back pain
I have trouble putting on my socks/tights because o f my back pain
I only walk short distances because o f my back pain
I sleep less well because o f my back
Because o f my back I get dressed with the help from somebody else
I sit down for most o f the day because o f my back
I avoid heavy jobs around the house because o f my back
Because o f my back pain I am more irritable and bad tempered with
people than usual
Because o f my back I go upstairs more slowly than usual
I stay in bed most o f the time because o f my back

*

APPEN DIX 3
Hospital Anxiety and Depression Questionnaire (HADQ)
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Form 2
-

• ' - - r ' S i'm ^

j

vi^rf n'j-

■

Th» folmrtng questions tel us about how you foal. R sa d e a c h
which com es d o s e s t to hoM yoü ham been feeing in the past
immediate reaction to each Asm « i probably be more accurate

and place a tick in the box opposite the reply
Dont take too long over your raples: your
a long th o u g h t-o u t response.

Tick only one box in each section
I feel t e n s e o r 'w ound up':
Most of the tim e..................
A lot of the time...................
Time to time. Occasionally.,
Not at all................................

I feel a s if i am slow ed down:

a*

I still e n jo y th in g s I u s e d to enjoy:
Definitely a s m uch.
Not quite as much..
Only a l i t t l e ............
Hardly a t all............

Nearly all the time.
Very o f te n ..............
Sometimes .............
Not at all.................
I g e t a s o f t o f frig h ten ed feeling iBce
’b u tte r f lie s ’ in th e stom ach:
Not at all ....
Occasionally
Quite often ..
Very often ...

1

I g e t a s o r t o f frightened feeling a s if
so m e th in g atyful is a b o u t to h a p p e n :
Very definitely and quite badly
Yes but not too badiy,
A tittle but It doesn't worry me
Not a t all............ .....................................

Definitely ..........................
I d o n t take as much care as I should..
I m ^ rt net taka m much care ...
I taka just as much care as
"
r

1

I c a n fa u g h a n d s e e th e funny sid e
o f th in g s:

i

i

0

I fe e l r e s tle s s a s if t h a m to b e on
th e m ove:

As m uch a s I
could.
Not quite as much now........
Definitely not as much now
Not a t all.................................

Very much indeed
Quite a k r t..............
Not very m u c h ......
Not a t all................

W orrying th in g s g o th r o u g h my mind:

1

I look fo rw a rd w ith enjo y m en t to things:

A great deal of toe time......
A lot of toe time....................
From time to time but not often.
Only o ccasionally ................
m
I feel cheerful:

As much as I ever d i d .........
Rather less than I used to......
Definitely less than I used to
Hardly a t all ...........................

iia

1

g e t s u d d e n fe e lin g s o f p a n ic :
i
_

hH

^¡B m
™

'

Very often ind eed ................................... i— asm
Quite often........................................ '"•"l
mm
Not very o f te n ................................
^
Not a t all ............................................ — Wm
I enjoy
p ro g n

I c a n s i t a t e a s e a n d feel relaxed:
Definitely .
Usually ....
Not often
Not a t ail.

1

I h av e lo s t in te r e s t in my a p p e a ra n c e :

r

Not a t all .............
Not o fte n ...............
S om etim es...........
M ost of th e time.

3>

£1 7

a g o o d book o r radio o r TV

......{=■

.r ~ P a ^

Not often ...........................................

■J

Very seldom..................................Z I " j f

lü

/

2
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General Patient Information Questionnaire (GPIQ)
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Form 3

Name......................................
Contact number (day)..............................
Contact number (evening)...............................
Date of birth...............................................
GP’s name...............................................
How long have you had your back pain this time?...........
Did your GP give you a prescription for your back pain?
If yes, what was it for?...............

Have you bought any medication for your back pain?,
If yes, what was it?................

APPENDIX 5
Study Exit Q uestionnaire
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Study Exit Questionnaire

• H ave you had any o f the follow ing treatments for your
back pain since com pleting the diary?

yes

no

Number of
sessions

Physiotherapy
Osteopathy
Chiropractic
Acupuncture
Reflexology
Other (specify)

• Have you been back to see your GP about your back pain
since com pleting the diary?

• Are you still taking any m edication (prescribed or bought)
for your back pain?
If yes, what is it?
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Low Back Pain Diary Study
Patient Information Sheet

Thank you for taking part in the Diary Study.
This study is being done to find out how low back pain affects people
over a one week period.
The information we get from the diary will help us better understand what
it is like for people to suffer from back pain. It will also make it easier for
us to know how to help you with your back pain.
We ask that you take a little time each day to write how your back pain
has affected you in your diary.
We also ask that you fill in the 3 questionnaires that you will find in your
diary pack.
When you have finished the diary and filled in the questionnaires, please
send them all back to me in the envelope provided.
We will send you 2 more questionnaires to fill in and send back in 2
weeks time and 6 weeks time.
We would like to assure you that everything you write down in the diary
is strictly confidential. Only the research team will see the diaries and
they will be safely and securely stored.
If you have any questions about the diary or any part of this study, please
call me and I will be happy to answer them.
I can be contacted at the number below.
Thanks again for taking part in this study.
Mark Pinnington (Research Physiotherapist)
Tel: 0151 794 5283
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THE

UNIVERSITY
of LIVERPOOL
D epartm ent o f Primary Care
Whelan Building (2nd Floor)
Quadrangle
Brownlow Hill
Liverpool
L69 3GB
Telephone: +44 (0)151 794 5597/5614
Facsimile: +44 (0) 151 794 5604
h t tp : / / www.liv.ac.uk/primarycare/

CONSENT FORM
I have read and understood the information sheet about the Low Back Pain
Diary Study that was given to me by my GP. The researcher named at the
bottom of this form has contacted me and explained the purpose of the
study, and has answered any concerns or questions that I may have had.
I am aware that the information I provide is being used for research
purposes and that all information will be kept confidential.
I understand that my treatment will not be affected in any way should I
choose to participate or not, and that I can withdraw from the study at any
time.
I freely consent to taking part in the study.
_
Name.......................................................
Signature................................................
Address.................................

Mark A Pinnington
Research Physiotherapist
University of Liverpool
Tel: 0151 794 5283

Head o f D epartm ent
P r o f e s s o r C h r i s t o p h e r D o w ric k

.
Date................................
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LOW BACK PAIN DIARY STUDY FOCUS GROUP

___________

_______________

INFORMATION SHEET
Welcome, and thank you for taking part in this focus group. The focus group is about
how your back pain is or has been affecting you. We want to make sure that the low
back pain diary that you filled in for us last year allowed you to tell us everything that
you wanted to tell us. This focus group may identify things about your back pain that
you did not tell us about in the diary. For example: how your back pain affected you
physically, emotionally, socially or functionally.
Everything you say in the focus group will be kept private and all this information is
confidential. It will only be seen by the researcher.
It will not affect any treatment you may receive from your GP, or anybody else, if you
choose to participate or not. You can withdraw from the focus group at any time
should you wish to do so.
This focus group is being carried out by the Chester and Halton Community Trust and
the University of Liverpool. If you have any concerns or questions, please ask one of
the researchers named below.

Mr Mark Pinnington

Dr Andrea Litva

Department of Primary Care

Department of Primary Care

Liverpool University

University of Liverpool

0151 794 5283

0151 794 5603
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THE

UNIVERSITY

of Liverpool
D epartm ent o f Primary Care
D u tC

Whelan Building (2nd Floor)
Quadrangle
Brownlow Hill
Liverpool
L69 3GB

D e a r
................................................................................

Telephone: +44 (0)151 794 5597/5614
Facsimile: +44 (0) 151 794 5604
http://w w w .liv.ac.uk/prim arycare/

Thank you for taking part in the Back Pain Diary Study.
We would like to explore some of the issues raised in the diaries in more
detail. We are therefore inviting you to take part in a focus group to
explore how back pain affects people’s lives. During this meeting, we will
be asking you to discuss your thoughts about what it is like to have back
pain with others who have had similar experiences.
The meeting will take place on Wednesday, March 14th, from 7pm9pm. It will take place in the Physiotherapy Department at Kingswav
Health Centre, Widnes.
Refreshments will be provided and we are happy to pay for your travel
expenses to get to the meeting.
Please fill in the enclosed form indicating if you can take part in this
meeting, and return it in the addressed, pre-paid envelope provided. If you
have any questions about the meeting, please feel free to call me at the
number below.
I look forward to hearing from you.
Sincerely,
Mark A Pinnington, MSc, MCSP, SRP
Research Physiotherapist (Tel: 0151 794 5283)

Head o f D epartm ent
P r o f e s s o r C h r i s t o p h e r D o w ric k

Focus Group Meeting
Wednesday, March 14th, 2001
Kingsway Health Centre
Kingsway, Widnes

Name

I will be attending

I will not be attending

(Please tick appropriate answer)
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T ist of preliminary themes with examples

P hysicaV pain
N egative (-)

P h ysica l/p a in
Positive (+)

E m o tio n a l
N egative (-)

E m o tio n a l
E m p lo ym en t
N egative

(-)

E m p lo ym en t
rosixive

Where patients report
experiencing pain (sym ptom s)
ar a worsening o f pain
(symptoms)
Where patients report
experiencing little or no pain
(symptoms), or an
improvement in pain
(symptoms)
Where patients report an
unpleasant em otional
experience or a worsening o f
mood
Where patients report a
pleasant em otional experience
or an improvement in mood
Where patients report an
inability to work or inability to
return to work
Where patients report being
able to continue at work or
being able to return to work

"My leg s have been v e ry painful
to d a y "
“Very uncom fortable during the
n is h t”
_____________________________________________
“P ain n early g o n e ”
"My back d o e sn ’t f e e l a s painful

No. of
hits
551

to d a y ”

322

“I'm so d ep ressed with m yself
“Starting to f e e l u seless”

251

“I ’m in a better mood, n ot irritaDie
“G en erally f e lt w ell and h a p p y ”
“H ave been o f f w ork due to p a in and
restriction o f m ovem en t”
“Went into w ork a t 8am but w a s
unable to carry o n ”
“M a n a g ed to com plete the d a y a t
w o rk ”
m
“I d ecid ed to g o back to w ork to day ”

39
48

32

“I d id n ’t sleep very well, tossin g and

F u n ctio n a l
(-)

N egative

F u n ctio n a l
Positive

Example

Definition

Them e

(+)

T em porality
Negative

(-)

T em porality
Positive

(+)

Where patients report
tu rn in g”
difficulty in performing a
“I t took me 20 m inutes to g e t ou t o f
activity o f daily living, a
b
e d a n d downstairs"
worsening o f ADL, or feel
impaired
________
“I g o t a fe w o f m y cleaning jo b s done
Where patients report still
which
I have left o f late
being able to perform
“Walking is easier to d a y ”
activities o f daily living, an
improvement in ADL, or
imnrovement in impairment
“C ouldn't p la y in fo o tb a ll training
Where patients provide
a
n d w on t consider it f o r a t lea st
evidence o f looking ahead in
another
3 o r 4 w eek s”
tim e and predicting not being
“I wouldn 7 even contem plate making
ready to do what they want to
olans for the next ten d a y s ”
do.
“I ’m hoping to sta n d up tom orrow
Where patients provide
“I ’m looking fo rw a rd to g o in g ou t fo r
evidence o f looking ahead in
a
q u iet w alk in a couple o f d a y s ”
tim e and feeling confident thaï
they w ill be better.__________

444

191

20

13

Them e

Definition

Example

C on centration

Where patients report
difficulty concentrating

“C annot concentrate on w ork due to
constant ache ”

C on centration

Where patients report
improved concentration

m ore on w o rk ”

A com bination o f them es

See individual them es f o r exam ples

Illn e ss
n arra tive

R ela tio n sh ip s
& ro le s

C oping
stra teg ies

D ia ry as
th erapeutic

See individual them es f o r exam ples

188

See individual them es f o r exam ples

(diary being a therapeutic
to o l in itself, s e lf treatment,
attem pt a t humour, being
hopeful, cautious o f m aking
L B P worse, drinking more,
optimism, recogn ises n eed
to lose weight, resignation,
sta rted smoking) that

collectively provides
evidence o f patients
adopting strategies to cope
with their LBP
Where patients have
reported that com pleting the
diary has helped their back
pain

1

271

(help fro m fam ily, help fro m
neighbours, h a d visitors,,
children d o n ’t understand,
no access to help with
children, fa m ily problem s,
fe e ls like letting p eo p le
down, no sym pathy fro m
fam ily, refusing help fro m
fam ily, reprim an ded f o r n ot
asking f o r help, mindful o f
others) that collectively

provides evidence o f
patients attempting to
describe their relationships
and roles w ith others
A combination o f them es

2

"I have been able to c o n c e n tra te

(fam ily history, m edication,
reporting the diagnosis,
seeks healthcare, doctors
advice, how L B P started,
unhappy w ith G P treatm ent)

that collectively provides
evidence o f patients
attempting to create a
descriotion o f their illness
A combination o f them es

No. of
hits

297

“I d on 't know whether this is a n y
g o o d but it has h elp ed me ”

7

Theme

Definition

Family history

Where patients refer to other
fam ily members w ith similar
problems
Where patients report having
to get fam ily members to do
things for them

Help from
fam ily
Hope I ’ve
been helpful
Medication

Where patients have
expressed hope that the diary
has been com pleted properly
and helpful to the researcher
Where patients report the
use o f m edication to control
symptoms

Example
"Funnily enough m y mum suffered
ex actly the sam e ”
“M y h usband p u t m y socks on f o r me
th is m orn in g”
“H a d to ask m y d a d to help out again
w ith a lift to p la y g ro u p ”
“I hope I have h elp ed in som e sm all
w ay”

“Took p a in k illers a t bedtim e a n d
m a n a g ed to sleep O K ”
“Took m ore p a in r e lie f a n d fe lt
b e tte r ”
“P lea se m ake m e b a ck to n o rm a l”

Plea fo r help

Where patients ask the
reader to make them better

Seeks
healthcare

Where patients have
reported seeking the help o f
a healthcare practitioner

S elf treatment

Where patients report doing
som ething specific to ease
their symptoms (other than
the use o f m edication)
Where patients report being
concerned they are
disturbing other fam ily
members
Where patients try to make
reader laugh

“W ent to a fu n era l an d everyb o d y
m entioned that I lo o k ed ill! ”

Where patients report being
hopeful o f improvement

“I ju s t hope the scia tica is startin g to
go, I 'll keep m y fin g e rs c ro sse d ”

Where patients report
purposefully not doing an
activity in case it makes
them worse

“W ant to g o o u t walking. M akes m e
f e e l b etter once I'm out, b u t d o n 't
w a n t to aggravate m y b ack anym ore ”

Where patients report that
„children cant understand
their situation
Where patients report
because it seemed
interesting to them

“G randchildren can t understand why
I w on t p ic k them up o r g iv e them
rid e s on m y b a c k ”
“A g re e d to f i l l ou t the d ia ry a s I'm
d o in g an a ccess course into nursing
a t the m om ent so it w ill b e o f interest
to m e ”
“D o cto r to ld m e y e ste rd a y to lie f la t
fo r 2 days”

Mindful o f
others
Attempt at
humour
Being hopeful
Cautious o f
making LBP
worse
Children cant
understand
Diary seems
interesting
Doctors advice

Where patients report what
their GP advised ¿hem to do

No. of
hits
5

64

4

1 79

3
“V isited D r M artin to d a y after
having back p a in f o r 6 d a y s ”
“Today I h a d to g o to the d o cto rs as
the pain w a s g e ttin g w orse ”
“Stuck m y handbag a t the b a se o f m y
back”
“S p ra yed m y b a ck with R adian B ”
“I f e l t b a d abou t w aking him up ”
"I’m w o rried ab o u t disturbing m y
h u sban d”

53

186

4

6

6
28

12

2

8

Them e

Drinking
more
Employer
doesn’t
believe me
Feels like
letting people
down
Feels unfit
Felt better at
church
Had visitors
Help from
neighbours
H owLBP
started
Financial
dependency
on work
Lack o f
motivation
Loss o f
appetite
No help with
children
Supportfrom
work
colleagues
Unhappy with
GP treatment
Unpredictabili
ty o f LBP

Definition

Example

W here patients report
drinking m ore alcoh ol as a
result o f their LBP
W here patients report that
they fe e l their em ployer
does not b eliev e they have
back pain

“Since A u g u st when m y b ack p a in
started, I have fo u n d I drink m ore “

W here patients report
feelin g that they are lettin g
people dow n

“P ro m ised m y siste r I w o u ld b a b y-sit
tonight, ca n t le t her down, she never
g o e s o u t”

W here patients report
feelin g unfit and/or
overw eight
W here patients report better
having gone to church

“I f e e l rea lly unfit a n d o verw eig h t”

W here patients report b ein g
v isited b y fam ily or friends

W here patients report
having help from
neighbours
W here patients report how
their LBP started
W here patients describe
w hy it is im portant that they
m ust b e able to work
W here patients report not
having the m otivation to do
things
W here patients report not
feelin g lik e eating
W here patients report not
having any access to help
w ith children
W here patients report
getting help and support
from people at work
W here patients report b ein g
unsatisfied w ith GP care
W here patients report
recognising the
unpredictability o f their
LBP

“3pm : w o rk phones, I f e e l a s i f they
d o n ’t believe m e "

No of
hits
6
5

15

3
“I f e l t b etter a t church even though I
d id nothing b u t listen ”
“I h a d qu ite a fe w v isito rs ca ll to see
m e this afternoon "
“M y daughter cam e around with m y 9
m onth o ld gran dson ”
“A rra n g e d f o r a neighbour to p ic k up
children fro m sch o o l so I co u ld re st f o r
h a lf an h o u r”
“I tw iste d m y b ack n o t lon g before
g o in g to b e d pu ttin g w ashing in the
w ashing m achine ”
“I h a d to g o into w ork a s I n eed ed the
extra m o n ey”

1
19

13
9

2
"I can t seem to m otivate m y s e lf ’

4
“I n ever m ade any dinner f o r m y se lf
today, I ju s t d id n ’t w ant a n y ”
“I have no p a re n ts o r frie n d s lo ca lly to
h elp with sc h o o l”
“G en erally m y w ork colleagu es w ere
v e ry sym pathetic ”

"GP seem ed v e ry unsym pathetic an d
su g g ested th at I m a y be o v e r reactingch eers!”
“I t takes m e b y surprise, eg having sa t
quite com fortably on a sh ort bus ride,
g o t o f f a n d fo u n d it difficult to w alk
p r o p e rly ”

3
10
16

11
4

bbbbbbbbbb

Theme

Definition

No energy

Where patients report being
very tired and not having
the energy to do things

Inquisitive
people

Where patients report that
their sex life has been
affected
Where patients report
getting no sympathy from
fam ily
Where patients report
feeling hopeful about the
outcome
Where patients report that
people are asking what is
wrong w ith them

Family
problems

Where patients report
problems with other fam ily
members

No sex
No sympathy
Optimism

Recognises
need to lose
weight
Referredfor
investigations
Refused help
Reprimanded
fo r not asking
fo r help
Resignation
Sorry fo r
moaning
Started
smoking

Where patients provide
evidence o f recognising the
need to lose w eight

Example
“Couldrt't be bothered to get up o ff the
floor to answer the phone ”
“I ’ve got loads o f things to do around
the house but no energy to do it"
"My sex life has been drastically
affected by my condition ”
“No sympathy from wife who says it is
my own fault that I hurt m yself on a
body-board"
“I ’m optimistic because fo r the past
two months I have taken up walking
briskly"
“People are asking me what is the
matter. This can only be down to the
faces I am pulling when the pain
comes”
"Refused help from my partner because
I thought he didn’t sound genuine
enough in his offer and sensed some
irritation in him ”
“I need to lose about 2 and a ha lf to 3
stones at least”

When patients report
refusing help from som eone

"Prescribed Diazepam, blood teat and
when the pain is OK, X-ray and
physio ”
"I wish I could have an X-ray to see i f
anything is wrong inside me ”
“Cut my nose to spite myface last night
and refused help ”

Where patients report being
reprimanded for not asking
for help

“M y daughter called and completed the
job, and told me o ff for not asking her
to do it in the first place ”

Where patients report that
they just have to put up with
the pain and deal with it

“As they say in the Army; ’Improvise,
adapt and overcome ’

Where patients apologise
for moaning in the diary

“Sorry fo r all the moaning but you did
ask!”

When patients report that
they have started smoking
since getting LBP

“I have also started smoking again,
maybe due to boredom as I know it
doesn ’t help with the pain ”

Where patients report being
sent for or want further
investigations

No of
his
6

4

11

18

4

16

6

9

5

3

10

2

3
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List of negative emotional words used by patients

Short-tempered ( “I ’ve been really short-tempered today’’ P I)
Ratty ( “Very painful making me fee l ratty’’ P I 8)
Self-pity ( “Feel I shouldn’t befeeling sorry fo r m yself as there are plenty worse o ff
than m e”P51)
Fed-up ( “Really, really fe d up because I can’t do things” P2)
Hopeless ( “Felt hopeless, couldn’t do anything so ju st sat all night”P2)
Useless ( “Starting to feel very useless ” P5, “Feeling helpless/useless ” P I 5)
Guilty ( “One o f my grandchildren was with me fo r most o f the day. I feel guilty
because I seem to be saying ‘sit down now and draw/read’ when usually we go
outside ’’ P36)
Annoyed ( “Starting to get a little annoyed with myself because I have to rely on a
close friend to do almost everythingfo r me ” P21)
Depressed ( “It depresses me to feel I can't do things without thinking about itfirst"
P24)
Frustrated ( “Frustrating not being able to get in the garden ” P ll)
Impatient ( “I am trying to remain patient but its easier said than done ” P21)
Irritable ( “Got irritated with the children this morning” P I5)
Trepid ( “Continualfeeling o f trepidation not knowing what movements would bring
p ain” P81)
Argumentative ( “I keep fidgeting and trying to get comfy and this makes me annoyed
and argumentative with my boyfriend” P83)
Worried ( “I was worrying about what I would say to work the next day, and I was
upset because I have an important interview on Wednesday” P I 6)

Tearful ( “Tried to put my shoes on to walk the dogs but was unable to and fe lt quite
tearful” P60)
Bored ( “Getting bored”P51)
Frightening ( “There was a horrible pain going down my right leg. It wasfrightening”
P76)
Pessimistic ( “I fe e l very pessimistic about long term back condition ” P25)
Down ( “The aching is still there down my right leg which gets me down and once
again I take it out on myfam ily ”P76)
Angry ( “I couldn’t help feeling angry and annoyed with m yself and kept thinking ‘if
only I hadn Ybothered with the washing ’” P I 6)
Miserable ( “Once the pain is severe I can Ystand up, i t ’s ju st too painful and makes
me fe e l and look very miserable ” P69)
Low ( “M y spirit is low ”P86)
Distressing ( “M y husband has a chronic back complaint so I am finding it very
distressing because I have to help him to dress most days” P85)
Wearing ( “Everything was an effort to do, really wearing me down " P88)
Awful ( “Can Yexercise, fe lt awful as we have a really good teacher ” P34)
Concerned ( “Still concerned about bending as it causes pain ” P62)
Panicky ( “M y tooth broke so I was panicking how I could manage getting to the
dentist tomorrow with a 3 year old in tow, when I can hardly walk” P61)
Anxious ( “Feeling quite anxious about the weekend” P36)
Disappointed ( “Ife e l very disappointed as I thought I wasfeeling better this morning
and I know i t ’s not going to go away overnight ” P56)
Helpless ( “I fe e l completely helpless and I hate being dependant on other people ”
P42)

Afraid ( “I am now getting very afraid that something is going very wrong” P75)
Embarrassed ( “Today pain is quite severe, in fa ct I found myself limping which
embarrasses me ” P59)
Tense ( “Felt very tense andcouldn’t relax” P58)
Snappy ( “Been snappy with my son when he wanted to play ” P92)
Moody ( “Moody with children" P73)
Apprehensive ( “Felt a bit apprehensive about going to work" P77)
Nervous ( “I am still nervous that it will happen again and my confidence o f a quick
recovery has been knocked slightly” P42)
Burdening ( “You just feel you are a burden on everyone with ju st the back pain
without troubling them with all your emotional problems also” P86)
Grumpy ( “I fe lt grumpy with the children ” P76)
Degrading ( “My husband has to dry my lower body, how degrading” P46)
Isolated ( “This leaves me isolated and not wanting to ask fo r help ”P83)
Insecure ( “Getting insecure because I can’t do things” P2)
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List of positive emotional words used by patients

Not irritable ( “I ’m certainly not as irritable as I have been ’’ P2)
Lighter mood ( I am in a lighter mood because the pain is easing and I can get
around easier ” P25)
Better mood ( ‘Ife e l in a better mood compared to yesterday” P80)
Better emotionally ( “I have been able to relax as I feel better emotionally” P41)
Better in myself ( “.I am better in myself” P30)
Well ( “As things improve, I fe e l well generally” P2)
Quite happy ( “Ife e l quite happy today as pain has improved compared to yesterday”
P60)
Happy ( “Generally fe lt well and happy with the way my backfeels today ” P21)
Much happier ( “I ’m sure I must appear much happier to my husband than afew days
ago” P51)
Cheerful ( “I woke up in a cheerful mood as I had a good night's sleep” P72)
Pleased ( “I was pleased that I managed the housework today ” P62)
Proud ( “I ’m proud o f myself that I got through all this” P47)
Relieved ( “I am relieved that my pain isfinally starting to settle down ” P8)
Lovely ( “It's a lovelyfeeling when you wake up and the back pain has gone ” P7)
Upbeat ( “Ife e l more upbeat about things now ” P43)
Positive ( “Starting to be more positive about how things are going” P62)
Enjoying ( “I am enjoying things again as my back pain has eased a lot ”P51)
Relaxed ( “Feeling a lot more relaxed with people ” P65)
More confident ( I think I feel more confident in my ability to do things compared to
last Wéék” P34)

Less tense ( “As my back pain improves, I am feeling less tense and wound up” P I 1)
Brighter ( “Ife e l a lot brighter” P55)
More peace of mind ( “M y backfeels better and this gives me peace o f m ind” P I 1)
Looking forward to... ( “I am now looking forward to going out with my children
because I feel so much better ” P76)
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List of negative physical words used by patients

Sore ( “Legs sore this morning” P3)
Very sore ( “Back very sore this morning” P38)
Uncomfortable ( “Travelled home and was uncomfortable in the car” P25)
Very uncomfortable ( “Still very uncomfortable " P2)
Toothache ( “M y backfeels like toothache, constantly aching and annoying” P34)
Aching ( “The aching is ever present” P21)
Discomfort ( “I was in a lot o f discomfort” P55)
Twingeing ( “Ig o t twinges o f pain in lower back” P28)
Bad ( “Pain was bad today” P3)
Quite bad ( “The pain has been quite badfor a few days, but it is worse today ” P4)
Very bad ( “The pains in my lower back and legs were very bad” P I4)
Extremely bad ( “The pain was extremely bad all through the night” P16)
Hurting ( “It really hurts to walkfa r " P76)
Throbbing ( “Felt a throbbing in my back all day ”P41)
Painful ( “Painful when changing gear in the car” P79)
Very painful ( “Very painful, had to put my back support on all afternoon and night ”
P3) Extremely painful ( “My back was extremely painful this morning” P77)
Great deal of pain ( “I ’ve had a great deal o f back pain today ” P I)
Sickening pain ( “I slipped and got a sickening pain " P24)
Sharp pain ( “Sharp pains had returned to my lower back and hip ”P28)
Shooting pain ( “Had shooting pains in the low back when putting shoes o n ” P31)
Horrible pain ( “I f I try to lift my legs without thinking the pain is horrible ” P34)
Pain with a vengeance ( “Pain back with a vengeance ” P I2)

Stabbing ( “Pain in backfeels like something is stabbing in me ”P56)
Sharp jabs ( “A sudden sharpjab affected me and I had to stand still fo r a while ” P3 7)
Nagging ( Wentfo r a walkfo r 10 minutes and the pain was really nagging me ” P23)
Burning ( “Legs and back burning as the day progressed ” P81)
Jamng ( “Ran across the road and the pain jarred down my spine ” P24)
Awful ( “The pain in my back is awful”P46)
Severe ( “Woke with severe back pain ” P9)
Terrific ( “The pain was terrific when 1 bent down ” P31)
Dreadful ( “Pain dreadful, effected my left side ”P40)
Immense ( “GP requested I bend backwards, immense pain ”P90)
Crippling ( “pain is crippling” P6)
Unbearable ( “The pain was unbearable " P44)
Absolutely unbearable ( “My husband had to hold me-I was shaking, pain absolutely
unbearable ” P74)
Torture ( “Another day o f torture ” P51)
Agony ( “I was in agony so my back still can’tfunction correctly ” P22)
Excruciating ( The pain in my lower back and side was excruciating which made me
fe e l quite sick” P 4 f
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Better ( “Definitely getting better ” P9)
Easier ( “Pain has eased quite a lot" P I 2)
OK ( “Woke up feeling OK today" PS)
Improved ( “The back is slowly improving” P I 1)
Pain-free ( “Ife e l a lot better today and I am pain-free fo r the first time in 3 weeks"
P65
Normal ( “Had a relatively normal day" P9)
Moderated ( “By lunchtime it moderated and by evening almost gone " P33)
Not too bad ( “Not too bad today" P I)
Fine ( “Woke up fine " P7)
Bearable ( “Pain bearable " P12)
Relieved ( “After ice packs there was some relief” P81)
Subsiding ( “The sharp agonising pain is subsiding” P21)
Brilliant ( “Because I don’t have to walk my back has been brilliant ” P23)
Comfortable ( “Feel quite comfortable walking using pram as support" P32)
Tolerable ( “The pain in my leg has been much more tolerable today” P43)

