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Abstract

Back pain is a significant health care problem that has been managed unsatisfactorily in primary care settings. Providers typically address
medical issues but do not adequately address patient concerns or functional limitations related to back pain. We evaluated a brief intervention
for primary care back pain patients designed to provide accurate information about back pain, instill attitudes favorable towards self care,
reduce fears and worries, assist patients in developing personalized action plans to manage their back pain, and improve functional outcomes.
Patients enrolled in a large health maintenance organization were invited to participate in an educational program to improve back pain self
care skills 68 weeks after a primary care back pain visit. Patients (n = 226) were randomly assigned to a Self Care intervention or to Usual
Care, and were assessed at baseline, 3-, 6-, and 12-months. The intervention involved a two-session Self Care group and an individual
meeting and telephone conversation with the group leader, a psychologist experienced in chronic pain management. The intervention was
supplemented by educational materials (book and videos) supporting active management of back pain. The control group received usual care
supplemented by a book on back pain care. Participants assigned to the Self Care intervention showed significantly greater reductions in
back-related worry and fear-avoidance beliefs than the control group. Modest, but statistically significant, effects on pain ratings and
interference with activities were also observed. © 2000 International Association for the Study of Pain. Published by Elsevier Science

B.V. All rights reserved.
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1. Introduction

Back pain occurs in most individuals and is one of the
most common reasons for seeking health care (Cypress,
1983; Carey et al., 1995a; Hart et al., 1995). The annual
costs of medical care for back pain in the United States
have been estimated at approximately $25 billion
(Frymoyer and Cats-Baril, 1991), and productivity losses
at $28 billion (Rizzo et al., 1998).

Back pain does not typically resolve completely within a
few weeks time as previously believed. Rather, recurrent
and chronic back pain are common (Roland and Morris,
1983; Von Korff et al., 1993; Carey et al., 1995, 1999;
Cherkin et al., 1996; Von Korff and Saunders, 1996). Recur-
rent or chronic back pain frequently result in significant
worry and interference with activities (Von Korff et al.,
1993, 1998). For these reasons, effective primary care
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services need to address the concerns and activity limita-
tions of patients, as well as meet diagnostic and pain
management needs.

According to Waddell (1996), disability related to back
pain has increased exponentially over the past 20 years due,
at least in part, to psychological and social factors that
influence adaptation to back pain early in the process. For
example, fear of pain and other psychosocial variables
during an acute episode of back pain are related to chronic
pain status at follow-up (Gatchel et al., 1995; Klenerman et
al., 1995; MacFarlane et al., 1999). There is a growing
consensus that a biopsychosocial approach to back pain is
needed that recognizes the non-medical factors influencing
back pain (Waddell, 1987; Fordyce, 1995). Waddell (1996)
suggested that the situation may improve if primary care
physicians focused less on diagnostic studies and specialty
referrals, and more on reassurance and returning the patient
to normal roles and levels of functioning. Indeed, research
has shown that repeat visits, diagnostic testing, and specialty
referrals add to the cost of care, but are not associated with

0304-3959/00/$20.00 © 2000 International Association for the Study of Pain. Published by Elsevier Science B.V. All rights reserved.

PII: S0304-3959(00)00314-6



146 J.E. Moore et al. / Pain 88 (2000) 145-153

better long-term outcomes (Sundararajan et al., 1998, Carey
et al., 1999).

Deyo and Phillips (1996) point out that there is inade-
quate time during the typical 15-min primary care appoint-
ment to rule out serious medical problems, prescribe
appropriate treatment, reassure and educate the patient,
address occupational problems, and assist in the develop-
ment of specific self care strategies for back pain manage-
ment. In a study that audiotaped primary care visits for back
pain (Turner et al., 1998; Von Korff, 1999), physicians often
did not adequately reassure patients that serious conditions
were ruled out, nor did they consistently address explicit
worries raised by the patient. Furthermore, physicians infre-
quently asked about functional limitations at work or at
home and rarely clarified patients’ goals for the wvisit.
When advice was given regarding the use of medications,
exercise programs and other self care strategies, physicians
did not determine if the patient agreed with the advice or
was ready to follow it. Given these deficiencies, it is not
surprising that outcomes are less than optimal (Cherkin et
al., 1996; Waddell, 1996) and that both patients and physi-
cians are dissatisfied with back pain care (Cherkin et al.,
1988; Cherkin and MacCornack, 1989).

In managing back pain, or any chronic health condition,
improved outcomes can result from better collaboration
between patients and health care providers (Von Korff et
al., 1997). Collaborative management of chronic illness has
been defined as, ‘care that strengthens and supports self
care...while assuring that effective medical, preventive and
health maintenance interventions take place’ (Von Korff et
al., 1997). Self care is an important and clinically desirable
ingredient in the effective management of back pain
(Fordyce, 1976; Deyo, 1983; Von Korff et al., 1991;
Waddell, 1991; Von Korff, 1999), and enhancement of
self care strategies has been identified as a top priority for
future research in this field (Borkan and Cherkin, 1996;
Borkan et al., 1998).

Clark et al. (1991); Lorig (1993) and Von Korff et al.
(1997) have identified core self care tasks for chronic illness
that may be directly applicable to back pain. These include
engaging in health promoting activities (e.g. exercise);
minimizing the impacts of illness on daily activities; moni-
toring illness and adapting to changes (e.g. managing a
flare-up); collaborating with health care providers in devel-
oping a management plan; and carrying out or adhering to a
management plan and to specific treatments. Although the
ability of patients to carry out these tasks may improve
health outcomes, health care interventions typically do not
target these self care tasks (Von Korff, 1994, 1999). Primary
care back pain visits tend to focus on diagnostic assessment,
short-term pharmacological management, and directive
advice from the physician regarding exercise and other
self care modalities (Turner et al., 1998; Von Korff, 1999).

Turner (1996) has reviewed research on educational and
behavioral interventions to enhance back pain self-manage-
ment among primary care patients. She concluded that back

schools have not proven effective in improving long-term
outcomes. However, educational and behavioral interven-
tions that activate patients and encourage active manage-
ment of back pain have yielded more promising results in
randomized controlled trials (Turner, 1996). Turner
observed that it may be useful to incorporate activating
educational and behavioral interventions in primary care
management of back pain, but that additional research is
needed. In subsequent research using lay-persons as group
leaders, we demonstrated that an educational intervention to
promote self care of back pain was effective in reducing
worries, stimulating positive attitudes toward self care,
and improving functional outcomes over a one year
follow-up (Von Korff et al., 1998). The present paper eval-
uates a brief professionally-led cognitive-behavioral inter-
vention intended to enhance confidence in self care and
improve long-term functional outcomes among primary
care patients with back pain.

2. Methods
2.1. Setting and participants

This research was carried out among back pain patients
enrolled in Group Health Cooperative of Puget Sound, a
health maintenance organization in western Washington
State. Primary care back pain patients, age 25-70 years,
were contacted by mail 6-8 weeks after a back pain visit
to a Group Health primary care physician. Only patients that
had been enrolled in Group Health for at least 1 year were
contacted to minimize the risk of discontinued enrollment
over the follow-up period. Patients with at least one prior
back pain visit who expressed interest in learning more
about how to care for back pain by returning a two page
questionnaire became eligible for the study.

2.2. Enrollment and randomization

Patients returning the questionnaire were contacted by
telephone. Those who reported that they were being consid-
ered for surgery were excluded from the study. Eligible
patients willing to participate after informed consent,
completed a 25-min baseline interview by telephone. They
were then randomly assigned to either Self Care or to Usual
Care.

2.3. Outcome measures

Follow-up interviews were conducted 3, 6, and 12 months
after randomization for all patients randomized (including
those who failed to participate in the intervention, and those
leaving Group Health Cooperative). The major outcomes
assessed in the baseline and follow-up interviews are
described below.
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2.3.1. Attitudes toward back pain self care

At each interview, participants were asked questions
about their attitudes toward back pain self care. A five-
item Self Care Orientation Scale was administered. These
five items were previously included in a factor analysis of a
larger set of self care orientation items which yielded three
factors (Saunders et al., 1999). Although the internal consis-
tency reliabilities of this larger set were only moderate
(a =0.51-0.61), the five items in this scale were shown to
predict future use of health care for back pain and/or future
use of prescription pain medications in two different
samples (Saunders et al., 1999). Individual items, rated on
a 5-point scale from strongly agree to strongly disagree,
were:

e For your back pain problem, prescription pain relievers
are necessary to control pain when it is really bad.

e Your back problem requires ongoing attention and advice
from a physician.

¢ You have found things that you do on your own are more
helpful than medical treatments.

e You feel able to care for your back problem on your own.

¢ You would avoid using prescription medicines for back
pain, even if it were severe.

2.3.2. Back pain worry

At each interview, participants were asked, ‘How worried
are you about your back problem where O is not at all
worried and 10 is extremely worried?” While the psycho-
metric properties of this item have not been studied, it has
face validity and has shown significant response to an inter-
vention designed to reduce back-related worry in a previous
study (Von Korff et al., 1998).

2.3.3. Pain intensity and interference

At each interview, participants were asked to rate their
average pain intensity and the extent to which back pain
interfered with daily activities over the prior three months
(Von Korff et al., 1992). Pain intensity was rated on a 0-10
scale where 0 was no pain and 10 was pain as bad as could
be. Interference was rated on a 0-10 scale where 0 was no
interference and 10 was unable to carry on any activities.
Jensen et al. (1999) have concluded that 0 to 10 pain inten-
sity ratings have sufficient reliability and validity to be used
in chronic pain research. Von Korff et al. (1992) also present
data on the reliability and validity of these measures.

2.3.4. Fear-avoidance

At each interview, participants completed a shortened
version of the Tampa Scale for Kinesiophobia (TSK), a
scale with well documented reliability and validity (Vlaeyen
etal., 1995, 1999; Crombez et al., 1999). This ten-item scale
measures fear of movement, pain and injury. Participants
rated on a four-point scale (1-4 points for each item)
whether they strongly agreed, somewhat agreed, somewhat
disagreed or strongly disagreed with statements such as:

e My body is telling me I have something dangerously
wrong.

e Simply being careful that I do not make any unnecessary
movements is the safest thing I can do to prevent my pain
from worsening.

e [ wouldn’t have this much pain if there weren’t some-
thing potentially dangerous going on in my body.

e Although my condition is painful, I would be better off if
I were physically active.

e Pain lets me know when to stop exercising so that I don’t
injure myself.

e It’s really not safe for a person with a condition like mine
to be physically active.

2.3.5. Roland Disability Questionnaire score

The 23-item version of the Roland Disability Question-
naire measuring the severity of impairment and limitation of
activities due to back or leg pain was administered at each
interview (Roland and Morris, 1983; Patrick et al., 1995).

2.3.6. SF-36 mental health inventory

The five-item mental health inventory from the Short-
Form 36 was administered at each interview (Ware et al.,
1994).

Study participants were interviewed by trained telephone
interviewers blinded to the treatment to which subjects had
been assigned.

2.4. The intervention

The intervention consisted of two two-hour group
sessions, with 12-16 participants, led by one of two
psychologists experienced in chronic pain management.
Within 2 weeks following the group sessions, each partici-
pant met individually with his or her leader for approxi-
mately 45 min to develop a personal self care plan.
Leaders made one brief (approximately 3 min) follow-up
telephone call to each participant to encourage continued
action on the self care plan.

The groups were conducted according to a fully struc-
tured protocol. Standardized information was presented
via brief lectures, flip charts, and visual aids. Topics
included back anatomy, the ‘red flags’ indicating a serious
medical condition, the more common (and less worrisome)
causes of back pain, factors contributing to fluctuations in
pain, appropriate pacing of exercise and activity, basics of
posture and body mechanics, cognitive restructuring, hand-
ling back pain flare-ups and working with health care provi-
ders. The leaders employed problem-solving techniques that
engaged participants in identifying problems or limitations
related to back pain, setting personal goals, brainstorming
options for achieving these goals, developing specific beha-
vioral plans and then implementing their personal plans. In
subsequent sessions, participants reviewed their action plans
and their progress toward goals, and engaged in problem
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solving around difficulties that had arisen in trying to imple-
ment their plans.

Self care materials, developed specifically for this study,
were provided to study participants at the end of the first
group session as part of the intervention. These materials
included a book developed for this study (Moore et al.,
1996), a 40-min videotape on back pain self care, and a
25-min videotape demonstrating exercises (Patient Educa-
tion Media, 1996). The self care videotape emphasized the
safety and importance of resuming normal activities, and
showed a variety of real back pain patients effectively mana-
ging back pain in their daily lives. The book was 168 pages
long, with full color illustrations showing the anatomy of the
back, pain mechanisms, and exercises for managing back
pain. The book covered many topics related to back pain
including:

the anatomy of the back;

rare and common causes of back pain;

pain mechanisms;

the importance of maintaining physical activities and
resuming daily activities;

action planning and problem solving techniques;

how to work effectively with health care professionals;
use of medicines for controlling back pain;

physical methods of pain control;

mind-body techniques for pain control;

use of proper posture and body mechanics;

stretching exercises; strengthening exercises; aerobic
exercise;

managing sleep difficulties;

managing sexual difficulties due to back pain;
managing flare-ups of back pain;

strategies for increasing activity levels;

handling emotional and interpersonal effects of back
pain;

e managing work problems associated with back pain.

The book was subsequently published in a slightly
revised version (Moore et al., 1999). The book and the
videotapes were designed to complement and supplement
the information provided in the groups. The control group
received usual care supplemented by a popular book on
back pain care, Augustus White’s Your Aching Back
(White, 1990).

2.5. Analyses

The analyses followed the intent-to-treat rule, including
all randomized respondents for whom follow-up data were
available. At each follow-up (3, 6, and 12 months), the
significance of differences in means between the Self Care
and Usual Care groups were assessed by a z-test, adjusted
for the baseline value of the outcome variable and for educa-
tion, which differed between groups at baseline. The z-test
was estimated using empirical standard error estimates from
a general estimating equations approach (Liang and Zeger,

1993), as implemented by the GENMOD procedure of SAS
(SAS Institute, 1996). The general estimating equations
approach was used to account for any correlation of
responses within subjects assigned to the same group. We
report separate tests for 3-, 6-, and 12-month follow-ups for
each outcome variable since no a priori hypothesis existed
about the timing of outcome effects. The criterion for statis-
tical significance for the outcomes was o = 0.05. A priori
hypotheses predicted improvement in the experimental
versus control condition on all measures except pain inten-
sity and mental health.

3. Results
3.1. Enrollment, randomization and follow-up

Invitation letters were sent to all patients making a
primary care visit for back pain over a 4-month period
(n = 2582). Roughly 11% of these patients returned a two
page eligibility questionnaire by mail and were eligible.
Among the 276 persons who returned the questionnaire
while recruitment was still open, 226 completed the baseline
interview and were randomized: 113 to Self Care and 113 to
Usual Care. Among patients assigned to Self Care, 3-month
follow-ups were completed with 108 (95.6%), 6-month
follow-ups with 100 (88.5 %), and 12-month follow-ups
with 97 (85.8%). Among patients assigned to Usual Care,
3-month follow-ups were completed with 105 (92.9 %), 6-
month follow-ups with 101 (89.4 %) and 12-month follow-
ups with 95 (84.1%).

3.1.1. Characteristics of participants

The characteristics of study participants (Table 1) gener-
ally reflected the composition of the enrollment of Group
Health Cooperative of Puget Sound (Saunders et al., 1994)
and of primary care back pain patients in this care setting.
Participants were typically middle aged, well educated,
employed, married and Caucasian. Approximately half
reported persistent back pain (pain on 90 + days in the
previous 6 months) and a somewhat larger percentage
showed moderate to severe interference with activities
(Chronic Pain Grades III and IV) (Von Korff et al.,
1992). The pain status of the participants suggests some-
what greater chronicity and severity than is typical for
unselected primary care back pain patients (Von Korff et
al.,, 1992). This is not surprising, given that the patients
who volunteered to participate 6-8 weeks after their
primary care back pain visit were likely those with conti-
nuing problems. Relatively small percentages reported
having had back surgery (8%), receiving worker’s compen-
sation or disability payments (3%), or being involved in
legal action related to their back problem (4%). The base-
line characteristics of the intervention and control groups
were similar (Table 1).
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Table 1
Baseline characteristics of Self Care and Usual Care groups (n = 226)

Self Care Usual Care P-value
(n=113) (n=113)
Mean age (SD) 49.8 (10.4) 49.1 (10.8) 0.589
Gender (% female) 58.4% 49.6% 0.182
Education
12 years or less 13.4% 8.0% 0.042
Some college 19.6 33.6
College graduate 67.0 58.4
Race/ethnicity
Caucasian 89.3 % 83.9 % 0.239
Non-white 10.7 16.1
Employment
Working full-time 63.7% 61.1% 0.35
Working part-time 10.6 8.9
Homemaker 3.5 5.3
Retired 15.9 14.2
Unable to work 53 35
Unemployed/laid off 0.9 5.3
Other 0 1.8
Marital status
Married or living as married 66.4% 75.2% 0.431
Never married 11.5 8.0
Separate/divorced 19.5 15.9
Widowed 2.7 0.9
Chronic pain grade
Grade 1 26.6% 22.1% 0.596
Grade II 16.8 21.2
Grade III or IV 56.6 56.6
90+ back pain days in 6 54.0% 45.1% 0.183
months (%)
Prior surgery for back pain (%) 8.9% 7.1% 0.609
Receiving worker’s 4.2% 1.8% 0.249

compensation or disability
payments for back pain
Involved in legal action to 2.7% 5.3% 0.307
obtain compensation for back
problem (%)

3.1.2. Participation in the Self Care groups

Among those randomly assigned to the Self Care groups,
92% attended the first session and 80% attended both
sessions. Individual sessions with the psychologist were
attended by 83% of participants. The no-shows are included
in the outcome analyses (following the intent to treat rule).

3.1.3. Attitudes toward self care

Attitudes toward back pain self care (Self Care Orienta-
tion Scale) were more favorable at follow-up among the
participants in the Self Care group than among those in
the Usual Care group (Table 2). This difference reached
statistical significance at the 3- and 6-month follow-ups,
but was no longer significant at 12-months due to improve-
ment in the control group between 6 and 12 months.

3.1.4. Worry about back pain
Self Care group participants, relative to Usual Care

controls, showed highly significant reductions in overall
worry about back pain at all follow-up periods (Table 2).

3.1.5. Pain intensity

There was a greater reduction in average pain intensity
for the Self Care group than for the Usual Care group, but
this difference was significant only at 6-months (Table 2).

3.1.6. Interference with activities

The Self Care group demonstrated significantly less inter-
ference with activities compared to the Usual Care group at
both the 3- and 6-month follow-ups (Table 2), but there was
no longer a difference between groups at 12-months.

3.1.7. Fear-avoidance scale

The Self Care group demonstrated significantly lower
fear-avoidance scale scores compared to the Usual Care
group at all follow-up periods (Table 2).

3.1.8. Roland Disability Questionnaire

At 3 months, the Self Care group reported significantly
less disability than the Usual Care group on the Roland
Disability Questionnaire. This effect was no longer signifi-
cant at 6 or 12 months (Table 2).

3.1.9. Mental health
The Self Care group did not show more favorable mental
health outcomes than the Usual Care group (Table 2).

4. Discussion

This research found that a brief psychologist-led cogni-
tive-behavioral intervention designed to enhance back pain
self care can be modestly effective in reducing worries about
back pain, pain intensity, interference with activities, fear-
avoidance and dysfunction, while favorably altering attitudes
toward back pain self care. The intervention described in this
study presents a method of providing patients with the infor-
mation and skills they need to manage back pain and that they
normally do not receive from their primary care providers.

The Self Care group in this study showed significant
reductions in worry about back pain relative to controls.
Worries in this population are not minor concerns. Other
data from this patient sample have shown that two months
after seeing a primary care physician for back pain, approxi-
mately 64% of patients still feel that the wrong movement
could lead to a serious problem. Over 46% still feel they
could be disabled for a long time. This degree of concern
may contribute to avoidance of activities or to additional
health care visits, making worry an important target of clin-
ical care. Although the Self Care intervention reduced over-
all worry about back pain at all follow-up periods, a
substantial number of intervention patients continued to
have concerns even at the end of the 12-month follow-up.
There was also room for improvement in the area of func-
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Means (SD) and significance tests for comparisons of Self Care and Usual Care groups®

Baseline 3 months 6 months 12 months
Self care orientation
Self Care class 2.85 (0.67) 3.35 (0.75) 3.37 (0.92) 3.37 (0.93)
Usual Care 2.85 (0.70) 3.14 (0.79) 3.20 (0.75) 3.26 (0.75)
z=2.7,P=0.007 z=2.1,P=0.037 ns
Worry rating (0-10)
Self Care class 5.64 (2.59) 3.05 (2.93) 2.73 (2.60) 2.12 (2.48)
Usual Care 5.32 (2.65) 4.28 (2.72) 3.59 (2.58) 3.04 (2.64)
z=4.9, P=0.0001 z=3.0, P=0.003 z=29,P=0.004
Average pain intensity
Self Care class 5.40 (1.89) 3.69 (2.05) 3.15 (2.14) 2.74 (2.09)
Usual Care 5.20 (1.95) 4.06 (2.17) 3.71 (2.28) 2.98 (1.99)
z=19, P=0.063 z=2.1,P=0.034 ns
Interference with activities
Self Care class 4.94 (2.51) 3.17 (2.45) 2.61 (2.15) 2.40 (2.47)
Usual Care 4.69 (2.31) 3.67 (2.28) 3.30 (2.50) 2.54 (2.28)
z=2.2,P=0.032 z=2.2,P=0.029 ns
Fear-avoidance scale
Self Care class 2.34 (0.54) 1.90 (0.52) 1.90 (0.55) 1.89 (0.57)
Usual Care 2.29 (0.55) 2.19 (0.57) 2.15 (0.52) 2.05 (0.53)
z=17.2, P=0.0001 z=4.5, P=0.0001 z=2.7,P=0.008
Roland disability
Self Care class 8.58 (6.52) 5.39 (5.76) 5.23 (6.00) 4.84 (6.01)
Usual Care 8.29 (5.88) 6.55 (6.15) 6.40 (5.99) 5.56 (5.80)
z=24,P=0.017 z=18,P=0.071 ns
Mental health inventory
Self Care class 70.6 (18.4) 75.6 (17.9) 75.8 (19.0) 75.5 (18.0)
Usual Care 67.3 (18.2) 73.2 (17.9) 74.3 (17.6) 73.4 (20.2)
ns ns ns
Includes subjects completing at least one follow-up interview (n = 218)
Self Care 110 108 100 97
Usual Care 108 105 101 95

* Significance tests are adjusted for education and baseline values of outcome variables.

tional restoration. The intervention produced greater
changes in functioning, as measured by the Roland Disabil-
ity Questionnaire and the interference with activity rating,
than was seen in the Usual Care group at 3- and 6-month
follow-ups. However, problems with limited functioning
remained even a full year after patients completed the inter-
vention. In other words, many patients had continuing back
pain problems. A critical question for further research is
whether improved educational and behavioral interventions
can further mitigate these problems for patients.

Although statistically significant, the magnitude of some
of the effects of this intervention are modest, and not all
were maintained at 12-month follow-up, due largely to
continued improvement in the controls. This may be a
reflection of the low level of initial dysfunction in this
group of patients and the brief nature of the intervention.
Prior research has focused on the efficacy of various lengths
of treatment. For example, Lorig et al. (1998), evaluating a
similar self-management program for arthritis, found that a
6-week program was more effective that a 3-week program.
In contrast, a comparison of 15-, 30-, and 60-h cognitive
behavioral rehabilitation programs for back pain found no
differences in outcome (Rose et al., 1997). There may be no

one optimal length of treatment for all patients. It is likely
that many patients improve with relatively brief treatment,
whereas others, with more severe problems, may require
longer treatment programs to benefit (Von Korff, 1999).
This concept has been demonstrated in cognitive behavioral
treatment of depression (Shapiro et al., 1994), eating disor-
ders (Eldredge et al., 1997) and drug addiction (Bell et al.,
1996). In future research, we plan to target a more disabled
population, refine the intervention to produce greater beha-
vioral activation, and add selective booster treatments for
subgroups of patients who do not improve initially.
Overall, this study replicates the positive results found
previously in a large randomized controlled trial using a
very similar intervention, but one administered by lay
volunteers rather than professional leaders (Von Korff et
al., 1998). In that earlier study, the intervention was simi-
larly brief (four group sessions) and the positive results were
also modest in magnitude. However, some differences did
occur. In the earlier study, we found that most treatment
effects did not materialize until the 6-month follow-up. In
that study, substantial improvements after 3 months were
evident in both the Usual Care and intervention groups.
After the 3-month follow-up, the controls tended to plateau,
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whereas the Self Care group continued to improve, reveal-
ing significant group differences by the 6-month follow-up.
In the current project, treatment effects were typically more
significant at the 3-month follow-up, reflecting greater
initial change in the Self Care group relative to controls.
Both groups tended to continue to improve on measures
over the 12-month follow-up, sometimes with enough
improvement in the Usual Care group to leave differences
no longer statistically significant by the 12-month follow-
up. The reason for the stronger 3-month treatment effects in
this study is unclear. However, it is possible that the use of a
professional leader added more credibility to the interven-
tion; or it might be that our efforts to strengthen the part of
the intervention designed to reduce worry about back pain
led to stronger 3-month outcome effects.

Although the results of this study are modest, they are not
too dissimilar from other clinical trials using like measures.
For example, in a randomized controlled trial comparing 8
weeks of progressive exercise with usual care controls,
Moffett et al. (1999) found changes in Roland disability
questionnaire scores of slightly less magnitude than was
found in this study. Recruiting from the same population
used in this study, Cherkin et al. (1998) found greater
magnitude Roland changes following chiropractic treatment
and physical therapy, but also similar large changes in their
controls, who received an educational booklet. The primary
care patients in that study were enrolled one week after a
primary care visit for back pain (versus 6-8 weeks in this
study) and had higher baseline Roland scores. It is possible
that many of the patients in the Cherkin et al. study
improved independent of treatment because of the relative
acuteness of their back pain. Thus our sample, and those of
Moffett et al. (1999) and Von Korff (1999), were less acute
and less likely to show large spontaneous improvements.

This study is limited by its restriction to a largely Cauca-
sian population with high levels of education, representative
of the Seattle area. It is possible that this population is more
likely to volunteer for an educational intervention, and more
likely to use and benefit from the educational materials. The
subjects in this study also self selected to participate, raising
concerns that they may differ from the larger group of eligi-
ble subjects who chose not to participate. Indeed, analyses
showed that volunteers for this study, and our prior study
(Von Korff et al., 1998), differed from non-volunteers in
several ways. They were more likely to be Caucasian,
older, better educated, and more likely to be retired than
the non-volunteers. Additionally, patients with the highest
(and lowest) levels of activity interference were less likely
to volunteer than those with moderate activity limitations
(Saunders et al., 2000).

This study is also limited by the exclusive reliance on
patient self-report for outcomes assessment. It is possible
that the positive results reflect, in whole or in part, non-
specific effects of the intervention for group participants,
who were not blinded to the fact they received an active
intervention. However, long-term follow-up of the patients

enrolled in this study will assess health care utilization for
back pain (office visits and medication prescriptions), using
the automated health care information systems of Group
Health Cooperative. This long-term follow-up will permit
assessment of whether the reported positive effects on self
care attitudes, worries, fear-avoidance, pain, and functional
status observed in this study are subsequently accompanied
by objective changes in the use of health care services.

Some of the measures used in this study (Roland, SF-36,
TSK) are well-known and have well-documented reliability
and validity. Others, such as the back pain worry rating,
have not been as well studied. The reader should use appro-
priate caution in interpreting the results based on measures
with less well documented psychometric properties.

There is now sufficient evidence supporting the effective-
ness of activating interventions for improving back pain
outcomes to suggest the need for more refined research
questions than simply whether educational interventions
are effective or not in a particular study (Turner, 1996).
These include what kinds of educational and behavioral
interventions are effective for which patients; how intensive
these interventions need to be; how they can effectively be
delivered; what types of professionals or non-professionals
should conduct the interventions; how educational and
behavioral interventions produce effects; and when in the
course of the illness or intervention do benefits occur? Criti-
cal questions for future research are whether reducing
common patient worries about serious medical conditions,
about long-term disability, and about activity and move-
ment results in subsequent reductions in activity limitations
and use of health care. There is research to suggest this
might occur (Klenerman et al., 1995; Crombez et al.,
1999). If so, for which patients is worry reduction alone
sufficient to ensure a favorable functional outcome?

Questions for future research include how to best provide
information to patients to reduce worries and fears and
encourage functional activities. In this project we used a
book and videotapes, group meetings, an individual session,
and a telephone call. Which of these components are essen-
tial? Future research could contribute to our understanding
of how to most effectively reduce specific patient worries
about back pain by comparing the effects of different kinds
of educational interventions.

Another question for future research is how primary care
physicians or other health care providers can become more
effective in addressing and ameliorating the common
worries of back pain patients. The principal worries that
our research program has identified include the belief that
there might be a serious underlying medical condition caus-
ing the pain, concern that movement or activity could cause
injury or increased pain, and the concern that pain could
result in long-term disability. Our data suggest that these
worries are sufficiently common that they should be actively
addressed in every primary care back pain visit.

Von Korff (1999) has proposed a stepped care treatment
model for primary care back pain management. He
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proposed three graduated steps, with each step applying to a
successively smaller percentage of patients. The first step,
identifying and addressing common patient worries and
enhancing readiness for self care, is relevant to essentially
all primary care back pain patients and should be addressed
in the initial primary care visit. A second step, relevant to
the 20-30% with significant ongoing activity limitations,
calls for activating patients to manage activity limitations
more effectively. While the second step may be partially
addressed in primary care visits, this step may require inter-
vention modalities, like the Self Care intervention approach
described in this paper, that augment what the primary care
physician is able to accomplish. The third step, relevant to
the much smaller percentage of patients either off work or at
risk of work-role disability, calls for active management to
ensure early return to work or rehabilitation of work-role
function, including treatment of psychological disorders.
While Self Care groups may provide support for these
tasks, patients with psychological disorders, or who are at
risk of work-role disability, may require more active
management than is possible within these brief groups.
The intervention we evaluated seems most relevant to the
first and second steps of this proposed stepped care
approach.

This study provides some guidance for future research
efforts to find more effective ways of addressing common
patient worries, and to reduce ongoing activity limitations.
The intervention in this study yielded results of only modest
magnitude. However, this study suggests that addressing
common patient worries, and engaging patients in problem
solving to overcome ongoing activity limitations, may be
important components of activating interventions. In keep-
ing with a proposed stepped-care strategy (Von Korff,
1999), we initiated this intervention more than two months
after the primary care visit, a point at which the acute flare-
up had typically resolved, but ongoing worries, pain, and
activity limitations were still problems for many. Clearly,
further research is needed to shed light on how, when and
for whom interventions that enhance back pain self care
produce effects on patient outcomes.

In summary, the Self Care group program yielded
modest, but encouraging benefits in terms of patient worries,
attitudes toward self care, pain intensity, fear-avoidance and
functional outcomes. These results point to the potential for
patients to assume greater responsibility for managing back
pain than is often expected by health care professionals. The
specific results of this study also point to avenues for
improving educational interventions for primary care back
pain patients.
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