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Abstract
Introduction: There is a knowledge gap about the current experiences and needs of people with low back pain (LBP) seeking
primary care in Australia.
Objectives: The aim of this studywas to understand the experiences and needs of Australianswho have received treatment for LBP
in primary care.
Methods: This was a prospective, cross-sectional internet survey conducted between July 2017 and September 2017. Participants
were adults who had experienced an episode of LBP in the past year, had sought primary care in Australia, and were proficient in
English. Outcomes were patient-reported experiences about primary care treatment, including reasons for seeking care, health care
practitioners consulted, components of care received, and patients’ evaluations of the importance and helpfulness of treatment.
Results: A total of 426 Australians completed the survey. The response rate of survey completion was 50%. Participants reported
seeking primary care for LBP not only for pain relief, but for difficulties with activities and participation with usual social roles as well as
quality of life and mood. Participants consulted multiple health care practitioners and used numerous treatment modalities. Only half
reported they received education and a very low proportion were aware of receiving guideline-based advice. The level of satisfaction with
care was belowmoderate for 42% of respondents. Participants reported that they want LBP care to bemore person-centred and better
tailored to their needs; they also reportedwantingmoreeducation, particularly about preventionof future episodes and self-management.
Conclusions: The needs of people currently seeking primary care for LBP in Australia do not seem to be adequately met. Improving
patients’ experiences and outcomes may require better integration of health care across providers and delivery of more person-
centred care.
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1. Introduction

TheGlobal Burden of DiseaseStudy 2016 reports that low-back pain
(LBP) is the highest cause of years lived with a disability in Australia
and globally, and that this burden is worsening.5 According to the

2014 to 2015 National Health Survey, 1 in 6 Australians report
suffering from LBP during the previous year.25 The 2018 Lancet
series identified that LBP now poses a major global challenge and
advocated for low-value care that is ineffective or potentially harmful
to be reduced, and for high-value guideline-based care to be

implemented.3 However, it is widely recognised that the translation of

evidence from guidelines into clinical practice is challenging. One

contributor to this problem may be that the domains of clinical

expertise, and patient values are frequently overlooked when

implementingevidence-basedpractice (EBP),withadisproportionate

focus on the third element of the EBP model, research evidence.12

For clinicians to successfully implement high-value guideline-
based care for peoplewith LBPwithin an EBP framework, it is critical

to understand the health care needs and experiences of patients.

Although efforts have been made to understand factors related to

primary care clinicians in LBP care in Australia,8,19 relatively little is

known about patient-related factors. A systematic scoping review of

studies investigating patients’ health care needs and experiences for

LBP4 found that only 2 studies have been conducted in Australia,

both exploring patients’ experiences in specific clinical settings

beyondprimary care.2,20,21 Therefore, a knowledgegapexists about

the broader experiences and needs of people with LBP seeking

primary care in Australia.
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The aim of this study was to understand the experiences and
needs of patients seeking primary care for LBP in Australia. This is
the first of a series of studies to develop a codesigned model of
care for acute LBP that meets consumers’ needs and addresses
local health system factors.

2. Methods

2.1. Study design

This study was a prospective cross-sectional internet survey of
Australians who had received primary care treatment for LBP. The
survey design, including quantitative and qualitative responses, is
a widely accepted methodological approach to investigate people’s
experience of health care (eg, Measuring Patient Experiences, The
U.K. Health Foundation, Evidence Scan, June 2013). The survey
was hosted by Qualtrics (Provo, UT), licensed to Macquarie
University. The studywas approved byMacquarie University Human
Research Ethics Committee (Ref: 520170078) and is reported using
the Checklist for Reporting Results of Internet E-Surveys (CHER-
RIES, Appendix 1, available at http://links.lww.com/PR9/A46).

2.2. Participants

Participants consisted of respondents to an internet survey
conducted between July 1 andSeptember 30, 2017. Participants
were eligible if they were an Australian resident, aged 18 years or
older, had experienced an episode of LBP in the past 12 months,
had adequate proficiency in English, and had sought primary care
treatment for their LBP. People were invited to complete the
survey through advertising through professional networks (eg,
Australian Pain Society, Australian Physiotherapy Association,
NSW Agency for Clinical Innovation, and Painaustralia) and other
networks (eg, university communities), using electronic and
manual methods in health care clinics (community general
practice and physiotherapy clinics, hospitals) and notice boards
in the community (eg, shopping centres, gyms, and libraries) as
well as through social media posts (eg, LinkedIn and Facebook).
Participation in the survey study was voluntary and anonymous.

2.3. Survey design

The survey (Appendix 2, available at http://links.lww.com/PR9/
A46) was designed to take approximately 15minutes to complete
and consisted of questions in the following categories:

2.3.1. Sociodemographic characteristics and clinical
information

Descriptive sociodemographic data were collected and clinical
information about participants’ LBP, including episode duration
and recurrence, using single-item questions. In this survey, an
episode was defined as LBP that lasted at least 24 hours.
Participants rated their average pain during their most recent LBP
episode on an 11-point numerical rating scale (05 no pain at all,
10 5 worst pain imaginable). Levels of interference of LBP with
daily functioning were assessed using the Brief Pain Inventory
(BPI), which has been validated in an LBP population.13

2.3.2. Primary care–seeking behaviour

Data were obtained about health care provider participants had
consulted for their LBP, including the number of consults to each
provider and reasons for seeking care.

2.3.3. Primary care treatments received

Participants reported what types of treatment they received, how
important they considered each treatment component (on a 4-point
Likert scale, not at all to extremely) and the perceived helpfulness of
those treatments (on a 4-point Likert scale, not at all to extremely).
Participantswho reported receiving educationwere further asked (1)
whether they received any of the key educational messages
recommended in current LBPclinical guidelines16–18 and (2)whether
they received any educational resources, such as a booklet or video.
Data were also obtained about whether participants received self-
management advice, defined in the survey as “a way in which you
can manage your symptoms or condition in your own time, eg, at
home or outside the home to manage your low-back symptoms.”
Those who had were asked whether they implemented these
strategies and how helpful these were in managing their LBP.

2.3.4. Satisfaction with care

Participants were asked to rate their overall satisfaction with the
treatment they had received on a 5-point Likert scale (extremely
dissatisfied to extremely satisfied).

2.3.5. Qualitative responses

Participants could provide free text responses about aspects of
treatment for their LBP. Twoauthors (M.A. andJ.M.H.) independently
reviewed the responses and identified common themes, which were
grouped into (1) treatment gaps and barriers and (2) treatment
facilitators. Illustrative quotes were extracted for each theme.

2.4. Data analysis

Participants’ data were only included in the analysis if they
completed the whole survey. Descriptive statistics (means or
percentageswith appropriatemeasures of variance) were used to
analyse all outcomes. Data were analysed using SPSS, version
22 (SPSS, Inc, Chicago, IL).

3. Results

3.1. Sociodemographic and clinical characteristics
of participants

A total of 426 participants completed the survey. The 95%margin of
error was 5%, based on National Health survey data from the
Australian Institute of Health and Welfare.25 The response rate of
survey completion was 50%. Participants were included from all 6
states of Australia and from the Australian Capital Territory. Table 1
summarises the demographic and clinical characteristics of the
sample.Participants’ age ranged from18 to82years (mean:43 years,
SD 15); a high proportion of the sample was female and had a tertiary
or postgraduate education level. Moderately high pain severity of the
last LBP episode was reported (mean: 6.3 on 0–10 numerical rating
scale, SD 1.9), and episode recurrence was common. Moderate to
complete interference of back pain was reported with work (70% of
participants), general activity (69%), enjoyment of life (67%), mood
(65%), and sleep (60%) (Fig. 1). The mean BPI interference score for
the sample was 5.5/10 (SD 2.5), indicating moderately high pain
interference, given that people with complex chronic pain seeking
specialist pain services in Australia have BPI scores of 7.0/10.22

3.2. Primary care–seeking behaviour

Most patients reported consulting multiple health care providers
for their LBP in the past 12 months (Fig. 2) including general
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practitioners, physiotherapists, chiropractors, osteopaths, mas-
sage therapists, psychologists, pharmacists, acupuncturists,
and specialists. The most common health care providers
consulted were general practitioners and physiotherapists, at
65% and 61%, respectively; the lowest reported provider was
osteopaths at 9% (Fig. 2). Analysis revealed that 79% of patients
consulted 2 or more different types of health care practitioners for
treatment of LBP, with more than a quarter (28%) consulting 4 to
8 different practitioners.When 2 practitioners were consulted, the
most common professionals were general practitioners and
physiotherapists (31% of participants). Most health care pro-
viders were consulted 2 to 4 times each for an episode of care
(Appendix 3, available at http://links.lww.com/PR9/A46). The
level of pain was the most common reason for seeking primary
care, but other common reasons were reduced general activity,

walking ability, and ability to do normal work (Appendix 4,
available at http://links.lww.com/PR9/A46).

3.3. Primary care treatment received

Patients reported receiving multiple treatments for their LBP
(Table 2). Most (61%) had received analgesicmedications. A high
proportion of participants reported being prescribed exercises
(78%), although only half (49%) were advised to do general
activity or walking. Passive therapies were very common,
including massage therapy (67%), heat and cold therapies
(61%), electrotherapies (24%), and acupuncture (18%).

Approximately half of the participants reported receiving
education. Of those that did, low proportions recalled being
advised about key educational messages recommended in
current LBP clinical guidelines, such as returning to normal
activities (35%), avoiding prolonged bed rest (12%), and that LBP
is common and serious damage is rare (14%); very few patients
(15%) were advised that imaging is unlikely to be helpful (Table 3).
More than half of patients (58%) reported receiving educational
resources from their provider. The most common were exercise
sheets (82%), then less frequently pamphlets (16%), online
resources (15%), and smart phone apps (11%). Almost 60% of
participants reported these resources were moderately or
extremely helpful.

A high proportion (78%) of patients reported they were advised
about self-management strategies, and of these, most stated
they used them. The most common self-management
approaches recommended were exercises to improve strength,
range of motion, or muscle coordination (67%–81%).

Participants rated how helpful different aspects of treatment
were for their LBP (Table 4). Treatments that had the highest
ratings of being moderately or extremely helpful (by $70% of
participants) were massage, analgesic medications, and pilates.
Treatments that were reported as being moderately or extremely
helpful for between 60% to 69%of participants included exercise,
heat and cold therapies, acupuncture, and yoga/relaxation/
meditation.

Participants reported that the components of primary care for
LBP they considered moderately or extremely important were
education about their condition (78%); management of re-
currence or flare ups (88%); learning self-management strategies
(92%), and advice about when to access further treatment (83%)
(Fig. 3).

Table 1

Characteristics of participants (n 5 426).

Characteristic

Age (SD), y 42.9 (14.7)

Sex, n (% female) 349 (82)

Education, number (%)
High school certificate and below 72 (17)
TAFE and/or diploma 94 (22)
Tertiary 111 (26)
Postgraduate 141 (33)
Other 8 (2)

Health care funding, n, (%)
Private insurance 250 (56)
Health care concession card 77 (18)
Pensioner 61 (14)
Department of Veteran’s Affairs 3 (1)
Other (eg, Medicare) 45 (11)

Duration of last pain episode, n (%)
0–3 weeks 238 (56)
4–12 weeks 64 (15)
.12 weeks 124 (29)

No. of episodes in the last 12 months, n, (%)
1–3 139 (33)
4–10 109 (25)
.10 178 (42)

Pain severity, 0–10 NRS (mean, SD) 6.3 (1.9)

Current episode of LBP, n (%) 290 (68)

LBP, low-back pain; NRS, numerical rating scale; TAFE, technical and further education.

Figure 1. Level of pain interference from LBP (measured with the Brief Pain Inventory) with daily functioning (percentage of participants endorsing interference
categories). LBP, low-back pain.
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3.4. Satisfaction with primary care treatment for low-
back pain

Two hundred forty-three (57%) patients reported they were
moderately (33%) or extremely (24%) satisfied with their primary
care treatment for LBP. However, 183 patients (43%) reported
satisfactionwas belowmoderate, with 16%slightly satisfied, 10%
neither satisfied nor dissatisfied, and 17% dissatisfied with care.

3.5. Qualitative responses

Of the 426 participants, 52% (n 5 221) provided free text
responses about their needs and experiences of health care for
LBP. Common themes are summarised in Table 5, and
illustrative quotes are provided for each theme. Factors that
participants identified as gaps or barriers in their LBP treatment
included inadequate explanation and diagnosis of their LBP;
insufficient education about pain management, self-
management skills, and how to prevent or deal with LBP
recurrence; inadequate tailoring of treatment to patients’ needs;
a lack of person-centred care and/or poor therapeutic alliance;
and high costs of treatment. Treatment facilitators that partic-
ipants reported included: analgesic medications; exercises and
active approaches, including yoga; learning about pain manage-
ment; modalities such as acupuncture and massage; treatments
that were tailored to the individual; a good therapeutic alliance;
and an integrated or multidisciplinary health care approach.

4. Discussion

The results of this survey provide valuable insights into the
recent experiences and needs of people seeking primary health
care for LBP in Australia. The data show that satisfactionwith LBP
care in this Australian sample was relatively low, compared with
a previous report of satisfaction in primary care for musculoskel-
etal conditions in Australia.11 Given that LBP is so common,
affecting 1 in 6 Australians,25 this suggests that there is significant
scope to improve patient satisfaction in primary care for LBP.

The survey reveals that most people with LBP consult multiple
practitioners for health care, with more than a quarter of
participants consulting 4 to 8 different types of practitioners; the
clinicians most commonly consulted are general practitioners
and physiotherapists. One reason for this treatment-seeking
behaviour may be that patients were dissatisfied with care from
an individual practitioner. However, another explanation may be
that patients seek interprofessional care from a range of

practitioners to address different needs for care of their LBP.
This latter explanation is supported by other evidence from the
survey: participants reported seeking care not just for pain, but
also to address difficulties with activity limitations (eg, walking)
and participation restrictions (eg, the ability to do normal work), as
well as reduced enjoyment of life, social activities, and difficulties
with mood. Furthermore, components of primary care for LBP
considered helpful and important by patients were multimodal,
including education, massage, analgesic medication, self-
management advice, and exercise. These results suggest that
people seek care for LBP to address the personal biopsy-
chosocial contributors to their pain.7

Although the use of treatments not recommended by LBP
clinical guidelines is often criticised, patients in our study reported
they used and valued a wide range of treatment modalities,
including those not endorsed by current guidelines. For example,
while the National Institute for Health and Care Excellence (NICE)
Guidelines for LBP16 state that simple analgesics such as

Table 2

Number and percentage of participants who received each
treatment component for LBP (multiple treatment types could be
reported).

Treatment component n (%)

Exercises 334 (78)

Massage 286 (67)

Medications 258 (61)

Heat/cold therapies 258 (61)

Education 229 (54)

Walking/general activity 208 (49)

Specialist referral/investigations 120 (28)

Yoga/meditation/relaxation 110 (26)

Assistive equipment 103 (24)

Electrotherapies 102 (24)

Pilates 88 (21)

Injections/surgery 80 (19)

Acupuncture 76 (18)

Other 76 (18)

LBP, low-back pain.

Table 3

Number and percentage of participants who received educational
messages recommended in current guidelines, for the 236
patients who received education (multiple education messages
could be reported).

Education message n (%)

Exercise or staying active has been shown to be
an effective treatment for LBP

186 (44)

It is important to start moving normally again and
doing ordinary activities soon

147 (35)

Back pain is common 131 (31)

Even if pain persists, it should ease as you get
back to doing normal activities

97 (23)

Imaging is likely to be unhelpful in determining
the cause of nonspecific LBP

63 (15)

Serious or permanent damage is rare 58 (14)

Bed rest after the initial 24–48 hours can make
your pain worse

49 (12)

LBP, low-back pain.

Figure 2.Percentage of health care practitioners consulted by patients for LBP
in the past 12months (multiple practitioners could be reported). LBP, low-back
pain.
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paracetamol should not be offered, 71% of participants in this
study reported that they found simple analgesic medication
moderately or extremely helpful, in addition to active approaches
to management. These findings provide perspective on how
patient’s preferences and experiencesmight be incorporated into
evidenced-based and person-centred care for LBP.

Although education was rated as important by most partic-
ipants, only half of the participants reported receiving any
education, or being advised to return to general activity, both of
which are central elements of guideline-based care.1 Of those
who did receive education, very low proportions reported being
given recommended guideline-based messages,15 such as to
avoid prolonged bed rest, that LBP is common and serious
damage is rare, or that imaging is unlikely to be helpful for most
LBP patients. These results suggest that greater emphasis on
delivering effective education in primary care for LBP is
warranted.

This survey suggests there are disparities between guideline-
based care for LBP and the treatments that patients are reporting
they are using and finding helpful. Two perspectivesmight explain
this finding. The first relates to practitioner behaviour: there is now
good evidence that clinicians have difficulty implementing
guideline-based care for many reasons, including that they
believe guidelines restrict clinical judgement and challenge
professional autonomy, and they consider guideline-based care
does not adequately empower patients.19 Such factors may

influence treatments offered by primary care practitioners to
people seeking care for LBP in Australia. The second consider-
ation relates to patients’ needs. Although there are guideline-
based treatments that patients clearly do want but are not
receiving, (eg, education and self-management) there are also
nonrecommended treatments (eg, massage or hot and cold
therapies) that some patients find very beneficial. This exemplifies
potential tensions between EBP guidelines and person-centred
care that can impact on clinical practice. For example, in a study
of Australian general practitioners treating other common
conditions (dementia, chronic obstructive pulmonary disease,
and hypertension), clinicians reported they found guideline-
based recommendations sometimes inappropriate because their
care needed to focus on treating the whole person and meet the
priorities and needs of their patients.9 The challenge to deliver
person-centred care within the framework of clinical guidelines
clearly requires the judicious integration of clinical judgement and
shared decision-making.

The qualitative responses from participants in this study show
that patients want LBP care to be more person-centred, to
receive better diagnostic information, to be better educated
about their LBP and self-management skills. The findings also
emphasise how patients value being listened to and believed,
being treated as an individual, so that care could be better tailored
to their needs. These results align closely with an earlier study of
patient’s perceptions of “a good back consultation”14 and with

Table 4

Participants’ ratings of helpfulness of treatments received for LBP.

Treatment type (n) Not helpful at all, n (%) Slightly helpful, n (%) Moderately helpful, n (%) Extremely helpful, n (%)

Education (229) 17 (8) 79 (34) 85 (37) 49 (21)

Massage (286) 10 (4) 74 (26) 110 (38) 93 (32)

Exercises (334) 21 (6) 93 (28) 140 (42) 81 (24)

Heat/cold (258) 11 (3) 82 (32) 123 (48) 43 (17)

Assistive equipment (103) 13 (13) 33 (32) 40 (38) 18 (17)

Electrotherapies (102) 10 (10) 40 (39) 30 (29) 22 (22)

Walking/general activity (208) 27 (13) 73 (35) 75 (36) 34 (16)

Specialist (120) 15 (12) 38 (32) 41 (34) 26 (22)

Injections/surgery (80) 17 (21) 18 (22) 30 (38) 15 (19)

Acupuncture (76) 4 (5) 22 (29) 35 (46) 15 (20)

Yoga/meditation/relaxation (110) 9 (8) 31 (28) 35 (32) 35 (32)

Pilates (88) 6 (7) 19 (22) 26 (30) 37 (42)

Analgesic medications (258) 16 (6) 59 (23) 116 (45) 68 (26)

Other (76) 5 (7) 12 (16) 23 (30) 36 (47)

LBP, low-back pain.

Figure 3. Patients’ ratings of the importance of specific LBP treatment components (percentage of participants endorsing importance categories). LBP, low-back
pain.
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Table 5

Qualitative responses from participants (n 5 221, 52%) about their needs and experiences of health care for LBP.

Theme Illustrative quotes

A. Treatment gaps and barriers: Factors
participants perceived would have been helpful for
their recovery from LBP

Inadequate explanation and diagnosis of back
pain problem

I think they could have done more, but no one was ever really interested in finding out the real causes of my back
pain.
Investigations sooner would have uncovered the underlying problem sooner. Reluctance to investigate was unhelpful
in this instance.
If it could be explained why I have back pain.
Earlier detection would have been vital. Due to the common place of back pain, I was not referred for scans until it
was too late, and I required surgery. I understand most back pain resolves itself, but I feel that due to this conception,
I was not referred for appropriate scans which may have identified my issues earlier and helped me avoid surgery and
the ongoing disability of foot drop.

Inadequate education about pain management,
self-management, and prevention of
recurrences.

Education on how the mind influences pain.
More info on causes, self-management, likelihood of improvement, other treatment options, effective treatment.
More education as to avoiding a recurrence.
More education about why the pain can return or flare up, and what to do when it does.
I found most GPs were not helpful at giving any advice about dealing with back pain.
On-going preventive program that will stop the reactive one I have at the moment.
I would like to know what to do when it reoccurs, apart from pain killers.

Treatment not tailored to patients’ needs. Treatment needed to start much earlier but the early attitude was it will fix itself.
The exercises were too hard sometimes because of the pain I was in and the tightness I felt but I was still sent away
encouraged to keep doing them.
More detail needed about the types of exercises for the different types of back pain.
Some of my back pain relates to some previous sporting injuries. I try to remain active, but doctors regularly tell me
NOT to exercise/play sport anymore.

Poor therapeutic alliance and lack of patient-
centred care.

I felt a little bit like I was just another person with lower back pain.
Actually listening to the patient.
Not understanding the complexity of my pain.
I feel dismissed and they just offer physiotherapy which I already attempted.
Taking my level of pain seriously, offering options for treatment, offering timely specialist referrals
I have lost faith in the medical profession from being dismissed on an ongoing basis and not provided with any
information when I have had contact and have requested information.
As my injury was through Work Cover, I was treated like a scam and not always believed. Not being believed hurts.

High costs were a barrier to effective treatment. More resources to attend physio more often.
Cheaper, more accessible treatment would be great.
Reduce cost of Pilates, hydrotherapy, and exercise programs because it gets very expensive.
Ability to have more frequent physiotherapy. At times, lack of rebates, from health insurance companies runs out, or
decreases, which makes treatments unattainable.
Funding under Medicare for more than 5 subsidised visits to physio per annum is needed.
A mental health plan along with hydrotherapy and physio is essential, but costs can sometimes be restrictive.

B. Treatment facilitators: Factors participants
perceived were helpful for their recovery from LBP

Analgesic medications Anti-inflammatories were my saviour. Nothing seemed to help until I started taking Voltaren, I wish this was
suggested earlier.
Medication is helpful.

Exercise and activity, including yoga The advice to keep moving is something that I have taken on board and continually remind myself to incorporate
during the working day.
I found that the ongoing classes and support from exercise physiologist to be the most important.
Regular Pilates exercises have been extremely helpful for my back condition.
Hydrotherapy is great because one is responsible for one’s own treatment which gives a sense of self control that I
like. The water supports one making on land exercises so much easier to carry out.
Combination of physio followed by exercise program to strengthen stability muscles provided a recovery from a lower
back injury. I now manage minor flareups using techniques learned.
Restorative yoga suggested earlier could have been very helpful, this has helped me greatly.

Pain management Exercise and learning to manage the pain were immensely helpful.
Pain psychology is possibly the most important thing I have done when managing my LBP.

Specific passive modalities: acupuncture,
massage, and chiropractic.

The massages relieve pain for a period of time.
Physio and massage have been extremely beneficial to me.
Acupuncture provided almost immediate relief from pain.
Chiropractors and acupuncture provide relief very quickly.

Treatments that were tailored Their understanding of your goals and their willingness to tailor treatment to what works best for you (not force their
cookie-cutter business approach on you and make you fit their mould) was the best.

Good therapeutic alliance My osteopath has great skill with rapport. I feel really heard when I go to her. This helps me relax and the treatment is
more effective overall.

Integrated health care An integrated approach to maintaining a healthy body works best for me.
I attended a multidisciplinary course which was helpful.

Common themes and illustrative quotes are provided for (A) treatment gaps and barriers and (B) treatment facilitators.

LBP, low-back pain.
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the systematic review of Chou et al.4 of patient’s perceived needs
for management of LBP in other countries. This latter review
identified that patients’ needs included person-centred care with
good communication and shared decision-making, provision of
more information from clinicians (including a cause of their LBP
and legitimising their symptoms) and holistic, individualised care
that fosters a good provider–patient relationship.

What are the clinical implications of this study? Health care
practitioners may be better positioned to providemore high-value
care for LBP if they can better understand individual patient’s
needs and develop person-centred treatments that address the
multidimensional contributors to LBP; for some patients, this may
require integrated care from multiple practitioners. The results
also indicate that targeting effective and tailored patient
education may be a useful priority. Enhanced understanding of
patients’ needs will also impact on the therapeutic alliance
between the patient and clinicians, which is critical for optimising
LBP outcomes.6 Finally, embracing a genuinely EBP approach to
LBP emphasises not only person-centeredness but enables
clinicians to prioritise their clinical reasoning, for example, to
prescribe analgesic medication or order imaging in cases where it
is deemed most efficacious for that individual patient in that
clinical context.

This is the first of a series of studies that is using complex
intervention development methods to design a model of primary
care for acute LBP, calledMy Back My Plan. The model of care is
being designed to align with a contemporary model of health care
known as the Quadruple Aim,23 which aims to meet consumers’
needs with person-centred care, address clinicians’ work life,
improve population health, and reduce costs with high-value
care. This survey contributes to the first aim of meeting
consumers’ needs. A second survey has been completed that
evaluates primary care clinicians’ practices and experiences of
delivering care for acute LBP. To ensure codesign with relevant
stakeholders, focus groups have been heldwith LBP patients and
primary care clinicians for their input into the new model of care,
before feasibility and acceptability testing.

4.1. Strengths and limitations

The sample is representative of people who seek primary care for
LBP in Australia, with respect to age, pain severity and
recurrence, education level, and interference with function.10,24

There was also representation of people across geographical
regions of Australia, including metropolitan and rural or remote
areas. The response rate of completion for this study was 50%.
Although survey results can be biased if the nonresponse is
nonrandom, the ethical requirement of maintaining anonymity of
survey participants in this study precluded the reasons underlying
nonresponse to be identified. Participants’ experiences of
treatment for LBP were evaluated from a range of different
primary health care providers. In addition, we sought information
about recent clinical experiences of guideline-based care, which
is of value in exploring patterns of adherence to clinical guidelines
for LBP.

A limitation of the study is that it was based on a convenience
sample, and as such, it is possible that the sample was biased
toward those who were highly dissatisfied or highly satisfied with
their care. Another limitation, inherent in attaining self-reported
data from a survey, is that recall bias may influence the accuracy
of the data; it was not possible to evaluate how accurately our
survey sample recalled their experience of health care. Finally,
although more females seek care for LBP than males,24 our
sample has an unusually high proportion of females.

5. Conclusion

People seeking primary care for LBP in Australia do not report
high satisfaction with care and are consulting multiple
practitioners for treatment. Patients are using multiple treat-
ment modalities and value many treatments that are not
endorsed by current guidelines. The results illustrate that the
path between EBP guidelines and person-centred care is
difficult to navigate in clinical practice. However, patients with
LBP clearly want more person-centred, individualised care,
and for clinicians to provide more education about their LBP
and how to manage it.
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