
Predicting persistent disabling low
back pain in general practice: 

a prospective cohort study

ABSTRACT
Background 
Patients may adopt active and/or passive coping
strategies in response to pain. However, it is not known
whether these strategies may also precede the onset of
chronic symptoms and, if so, whether they are
independent predictors of prognosis.

Aim
To examine, in patients with low back pain in general
practice, the prognostic value of active and passive
coping styles, in the context of baseline levels of pain,
disability and pain duration.

Design of study
Prospective cohort study.

Setting
Nine general practices in north west England.

Method
Patients consulting their GP with a new episode of low
back pain were recruited to the study. Information on
coping styles, pain severity, disability, duration, and a
brief history of other chronic pain symptoms was
recorded using a self-completion postal questionnaire.
Participants were then sent a follow-up questionnaire,
3 months after their initial consultation, to assess the
occurrence of low back pain. The primary outcome was
persistent disabling low back pain, that is, low back pain
at 3-month follow-up self-rated as ≥20 mm on a 100 mm
visual analogue scale, and ≥5 on the Roland and Morris
Disability Questionnaire.

Results
A total of 974 patients took part in the baseline survey, of
whom 922 (95%) completed a follow-up questionnaire;
363 individuals (39%) reported persistent disabling pain at
follow-up. Persons who reported high levels of passive
coping experienced a threefold increase in the risk of
persistent disabling low back pain (relative risk [RR] = 3.0;
95% confidence interval [CI] = 2.3 to 4.0). In contrast,
active coping was associated with neither an increase nor
a decrease in the risk of a poor prognosis. After adjusting
for baseline pain severity, disability, and other measures of
pain and pain history, persons who reported a high
passive coping score were still at 50% increased risk of a
poor outcome (RR = 1.5; 95% CI = 1.1 to 2.0).

Conclusion
Patients who report passive coping strategies experience
a significant increase in the risk of persistent symptoms.
Further, this risk persists after controlling for initial pain
severity and disability. The identification of this low back
pain subgroup may help target future treatments to those
at greatest risk of a poor outcome.

Keywords
coping behavior; general practice; low back pain;
prognosis.

INTRODUCTION
Each year around 7% of the UK adult population
consult their GP with low back pain and, for the
majority, this is of non-specific origin.1,2 The costs
associated with the condition are considerable. It is
estimated that in the UK the economic burden of
back pain in terms of healthcare costs and lost
productivity is around £12 billion per annum,3 and
the majority of these costs are attributable to the
subset of individuals with persistent or recurrent
disabling symptoms. It is generally perceived that, of
those patients with acute low back pain, most cases
resolve spontaneously and only a small proportion
experience chronic symptoms. However, recent
studies have shown that around half of patients who
present with low back pain in primary care still
experience pain and disability 3 months after their
initial consultation.4

A number of factors have been shown to be
associated with poor prognosis, including episode-
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specific factors and duration of symptoms.5–7

Further, recent evidence has highlighted the role of
psychological and psychosocial factors in the
aetiology of low back pain.8–10 At a consultation,
however, although adequate markers for poor
outcome, these factors are difficult to identify and to
modify or treat. Available evidence suggests that a
bio-psychosocial approach, encouraging better self-
management, may be effective at reducing pain and
disability in the long term.11 It is important, therefore,
to identify factors that are clinically useful in terms of
a practical intervention.12,13

A number of recent studies have demonstrated
that patient coping strategies predict self-rated
outcome and functional disability at 3 months,7,14

and emerging psychological therapies have been
shown to result in improvements in coping and
disability.15–17 It is not known, however, to what extent
coping style is a separate phenomenon, or whether
it is a marker for more severe pain initially, and/or
higher disability. Thus, the aim of the current study
was to examine, in persons consulting their GP with
a new episode of low back pain, the prognostic
value of active and passive coping styles, in the
context of baseline levels of pain intensity, disability
and pain duration.

METHOD
A prospective cohort study was conducted involving
nine general practices in Cheshire, UK. All patients,
aged 18–65 years, consulting their GP with a new
episode of low back pain between January 2002 and
July 2003 were invited to participate in the study.
Those who had consulted with low back pain in the
6 months prior to the index consultation were
excluded. Consenting patients were sent a postal
questionnaire to collect information on potential risk
factors for symptom persistence. Reminder
questionnaires were sent to non-responders.

Baseline questionnaire
This questionnaire collected data on age, sex and
socioeconomic status using the occupation-based
National Statistics Socio-Economic Classification
system.18 Information was gathered on the extent to
which participants employed active and/or passive
coping strategies, with respect to their low back
pain, using the Vanderbilt Pain Management
Inventory (examples of items from this instrument
can be seen in Box 1).19 In addition, data were
collected on a number of potential confounding
variables: low back pain intensity ‘during the past
week’ and disability were measured using a 100 mm
visual analogue pain scale and the Roland and
Morris Disability Questionnaire,20 respectively. This
latter instrument is well validated for use in

population samples and the scale ranges from 0 (no
disability) to 24, with a score of 5 being considered
disabling. A brief history of other chronic pain
symptoms was recorded and also whether the
patient had ever previously consulted their GP with
low back pain (although, by definition, this would be
not within the 6 months prior to the current
consultation).

Follow-up questionnaire
All baseline participants were sent a follow-up
questionnaire, to arrive 3 months after their initial GP
consultation. Subjects were asked to self-rate their
back pain ‘during the past week’ using a 100 mm
visual analogue scale and the Roland and Morris
Disability Questionnaire. Participants were rated as
having persistent disabling low back pain if they
reported pain intensity of ≥20 mm on the visual
analogue scale, and scored ≥5 on the Roland and
Morris Disability Questionnaire.

Analysis
Active and passive coping styles were examined

How this fits in
Recent work in patients with low back pain has shown that patient coping
strategies predict self-rated outcome and functional disability at 3 months,
although it is not known to what extent coping style is independent of baseline
levels of pain severity and disability. The current study shows that after
adjusting for pain and disability, and a number of other pain-related variables,
patients who adopt passive coping strategies are still significantly more likely to
report persistent disabling low back pain 3 months after their initial
consultation. The early identification of this group may help clinicians target
treatment to those at greatest risk of persistent symptoms.
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Subjects were asked to rate how frequently (never, rarely, occasionally, frequently,
very frequently) they undertake the following, when their back pain is at a moderate
level of intensity, or greater.

Active coping (examples)

P Staying busy or active

P Distracting your attention from the pain

P Taking part in physical activity or physical therapy

Passive coping (examples)

P Saying to yourself: ‘I wish my doctor would prescribe better pain medication for
me’

P Depending on others for help with your daily tasks

P Thinking: ‘I can’t do anything to lessen this pain’

Box 1. Items from the Vanderbilt Pain Management
Inventory.19
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for their ability to predict persistent disabling low
back pain using Poisson regression. Thus, results
are expressed as relative risks (RR) with 95%
confidence intervals (95% CI), the latter being
derived using robust estimators of standard error.21

The predictive ability of other baseline variables
was assessed in the same manner. Variables that
predicted persistent disabling low back pain with a
significance of P<0.2, as assessed using a Wald
test, were entered into a forward stepwise Poisson
regression model. This statistical criterion was
chosen to ensure that all variables that predicted
the outcome with significance, or even marginal
significance, were considered for the final model.
An ‘intelligent’ modelling procedure was adopted
whereby variables were selected for potential
inclusion in the model based on both statistical and
biological criteria. Coping style, age, sex and
socioeconomic status were forced into the model;
other variables were accepted into the final model
at P<0.10 and removed at P>0.15. Thus, the
relative contribution of coping style to the
predictive model could be assessed, after
adjusting for any potential confounding effect of
other variables.

All analyses were undertaken using Stata v8.2
(Stata Corporation, Texas) and, unless otherwise
stated, were adjusted for age, sex and
socioeconomic status.

External validity
Because of only a moderate participation rate at
baseline, there was concern over the external
validity of the study. The only available data on non-
participants were age and sex. Thus, to assess
external validity, a second multivariable model was
constructed, weighting the results back to the
age/sex distribution of the target population.
Differences between the weighted and unweighted
models were then assessed.

RESULTS
Of 1917 eligible consulting patients, 1104 agreed to
participate in the study. Of these, 974 subsequently
returned a completed baseline questionnaire
(adjusted response rate: 51%). The median age of
participants was 47 years (interquartile range:
38–56 years), 577 (59%) were female, and 608
(62%) were known to be in paid employment. Pain
severity (visual analogue scale) and disability

Eligible consulting
patients n = 1917

Persistent disabling 
low back pain
n = 363 (39%)

Free of low back pain
n = 559

Response
n = 922 (95%)

Non-response
n = 52

Non-response
n = 130

Non-consent
n = 813

Consent
n = 1104

Questionnaires, plus
reminders to 

non-responders

Response n = 974 
(adjusted response rate:

51%)

Questionnaires, plus
reminders to 

non-responders

Baseline

Follow-up

Figure 1. Flow of patients
through the study.
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(Roland and Morris Disability Questionnaire) were
moderate: median (interquartile range): 30 mm
(12–50 mm) and 8 (4–13), respectively. Nine-hundred
and twenty-two participants returned a 3-month
follow-up questionnaire (follow-up response rate:
95%), of whom 363 (39%) reported persistent
disabling low back pain (hereafter referred to, more
simply, as ‘low back pain’). The flow of patients
through the study can be seen in Figure 1.

The relationship between demographic
characteristics and low back pain at follow-up can
be seen in Table 1. Neither age (quartiles) nor sex
was associated with low back pain at follow-up.
However, persons with a lower income were 50%
more likely to report a poor outcome than other
individuals (RR = 1.5; 95% CI = 1.3 to 1.9). Similarly,
persons not currently in paid employment
experienced an increased risk of low back pain at
follow-up.

Coping strategies
A high score on the active coping scale was
associated with neither an increase nor a decrease
in the risk of low back pain at follow-up (Table 1). In
contrast, persons who adopted high levels of
passive coping behaviour experienced a threefold
increase in the risk of poor outcome (RR = 3.0; 95%
CI =  2.3 to 4.0).

Episode-specific factors
After adjusting for age, sex and socioeconomic
status, a number of episode-specific factors were
identified that were significantly predictive of pain
outcome (Table 2). There was a significant trend to
suggest that patients who, at baseline, reported
higher levels of pain intensity experienced a
increase in the risk of low back pain at follow-up:
persons who rated their pain at 80–100 mm were
five times more likely to report low back pain at
follow-up than those who rated their pain at
0–20 mm (RR = 5.1; 95% CI = 3.8 to 7.0). Similarly,
patients with high levels of disability were at
increased risk of poor outcome: (RR = 4.8; 95% CI
= 3.3 to 6.8). Subjects reporting low back pain every
day, and those whose low back pain episode had
lasted over 3 months prior to GP consultation were
also at increased risk.

Pain history
Persons with a prior history of non-consulting low
back pain were no more likely to report low back
pain at follow-up than those with no history (Table
2). However, those who had previously consulted
their GP with low back pain (although not within the
6 months prior to the baseline consultation)
experienced a 70% increase in the risk of poor

outcome (RR = 1.7; 95% CI = 1.3 to 2.3). Also,
those with a history of other chronic pain symptoms
were at significant increased risk (RR = 2.0; 95% CI
= 1.7 to 2.4).

Multivariable analysis
A multivariable prediction model was constructed
into which age, sex, socioeconomic status and
passive coping score were forced. Because of the
absence of any association between active coping
and low back pain at follow-up, this variable was
excluded from further analysis. Six episode-specific
factors or variables relating to pain history entered
the final model. Even after adjusting for these
variables, passive coping significantly contributed
to the final model (Wald χ2 = 7.87; P = 0.048);
persons with high passive coping score
experienced a significant increase in the risk of poor
outcome (RR = 1.5; 95% CI = 1.1 to 2.0; Table 3,
Model 1). The final model was highly discriminatory
with respect to low back pain prognosis: among
patients with none of the factors in the final model
(at baseline), only 5% reported persistent disabling
low back pain at 3 months. In contrast, among
those with all seven factors, 87% reported a poor
outcome.
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Persistent disabling Crude RR Adjusted RRa

Exposure low back pain n (%) (95% CI) (95% CI)

Age (quartiles) years
18–38 97 (42.0) 1.0 1.0
38–48 95 (41.1) 1.0 (0.8 to 1.2) 1.0 (0.8 to 1.3)
48–56 86 (37.2) 0.9 (0.7 to 1.1) 0.9 (0.7 to 1.2)
56–65.9 85 (37.1) 0.9 (0.7 to 1.1) 0.9 (0.7 to 1.1)

Sex
Male 135 (36.8) 1.0 1.0
Female 228 (41.1) 1.1 (0.9 to 1.3) 1.1 (0.9 to 1.3)

Socioeconomic status
High income 128 (32.0) 1.0 1.0
Medium income 92 (41.1) 1.3 (1.04 to 1.6) 1.3 (1.03 to 1.6)
Low income 131 (49.4) 1.5 (1.3 to 1.9) 1.5 (1.3 to 1.9)

Currently in paid employment
Yes 224 (37.0) 1.0 1.0
No 107 (49.8) 1.3 (1.1 to 1.6) 1.5 (1.2 to 1.8)

Active coping (score out of a possible 35)
7–19 (low) 97 (41.8) 1.0 1.0
20–22 93 (37.1) 0.9 (0.7 to 1.1) 0.9 (0.7 to 1.1)
23–25 90 (39.1) 0.9 (0.7 to 1.2) 1.0 (0.8 to 1.2)
26–34 (high) 72 (38.5) 0.9 (0.7 to 1.2) 1.0 (0.8 to 1.3)

Passive coping (score out of a possible 55)
11–24 (low) 50 (18.9) 1.0 1.0
25–28 67 (32.8) 1.7 (1.3 to 2.4) 1.7 (1.2 to 2.4) 
29–33 114 (48.3) 2.6 (1.9 to 3.4) 2.5 (1.9 to 3.3)
34–51 (high) 123 (61.2) 3.2 (2.5 to 4.3) 3.0 (2.3 to 4.0)

aAdjusted for age, sex and socioeconomic status, where appropriate. RR = relative risk.

Table 1. Predictors of persistent disabling low back pain at
follow-up: demographic characteristics and coping styles.
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External validity
Of the 1917 eligible consulting patients, only 974
returned a completed baseline questionnaire.
Participants were more likely to be female (59%,
versus 49% of non-participants; χ2 = 20.7; P<0.001)
and were slightly older (median age = 47 years and
40 years, respectively; Mann–Whitney Z = 9.63;
P<0.001). However, weighting the analysis back to
the age/sex distribution of the original target
population did not alter the multivariable model to
any great extent (Table 3, Model 2) and did not
change the study interpretation. Persons with high
passive coping score still experienced a significantly
elevated risk of low back pain at follow-up (RR = 1.4;
95% CI = 1.01 to 1.9).

DISCUSSION
Summary of main findings
This study has demonstrated that approximately
40% of patients who consult their GP with low back
pain still report persistent disabling symptoms
3 months subsequently. Further, patients who adopt

high levels of passive coping strategies experience
a significant increase in the risk of poor short-term
outcome, and this relationship persists even after
adjusting for baseline levels of pain intensity,
disability and duration. In contrast, the adoption of
active coping strategies appears not to confer any
benefit.

Strengths and limitations of the study
There are a number of methodological aspects to
consider. Firstly, baseline participation was low and
it is important, therefore, to assess whether
selection bias, caused by selective participation
and/or follow-up, may have influenced results. Of
1917 individuals invited to participate in the study,
58% agreed to participate, although only 88% of
these subsequently returned a completed full-length
baseline questionnaire. By definition, little data are
available on non-participants. However, one can
calculate that if all non-participants were pain-free at
3-month follow-up the prevalence of persistent
disabling low back pain would still be around 20%.

Although participants and non-participants
differed by age and sex, a weighted analysis,
weighting the population back to the age/sex
distribution of the target population, revealed similar
results to the main findings. This would suggest that
the demographic differences between participants
and non-participants (insofar as we are able to
examine them using available data) have not
introduced a bias to the current study. Further,
follow-up participation was high (95%) and it is
unlikely, therefore, that bias was introduced through
loss to follow-up.

Secondly, although we purport to have measured
persistent low back pain, our exposures and
outcome were measured in two consecutive cross-
sectional surveys. Not having information about pain
status between the two time points, it is possible
that in some individuals we have identified recurrent
low back pain, rather than persistent symptoms.
Notwithstanding the fact that this may also be a
valid outcome in general practice, this would serve
to overestimate the prevalence of persistent low
back pain. A corollary of this, however, is that the
true associations between passive coping (and
other risk factors) and outcome will actually be
greater than we report here.

Thirdly, it seems somewhat counterintuitive that
active and passive strategies do not elicit contrary
responses: persons who reported high levels of
passive coping behaviour experienced a significant
increase in the risk of low back pain at follow-up,
whereas those who adopted active coping
strategies did not experience a decrease in risk.
Active coping in the current study was defined as

Persistent disabling Crude RR Adjusted RRa

Exposure low back pain n (%) (95% CI) (95% CI)

Pain score (mm) (100 mm visual analogue scale)
0–19 46 (14.5) 1.0 1.0
20–39 85 (37.1) 2.6 (1.9 to 3.5) 2.6 (1.9 to 3.6)
40–59 73 (48.3) 3.3 (2.4 to 4.6) 3.3 (2.4 to 4.6)
60–79 101 (68.7) 4.7 (3.6 to 6.3) 4.8 (3.5 to 6.4)
80–100 55 (76.4) 5.3 (3.9 to 7.1) 5.1 (3.8 to 7.0)

Low back pain disability (Roland and Morris Disability Questionnaire20)
0–4 (low disability) 30 (12.4) 1.0 1.0
5–8 87 (39.0) 3.2 (2.2 to 4.6) 3.0 (2.1 to 4.4)
9–13 105 (45.1) 3.7 (2.5 to 5.3) 3.4 (2.4 to 4.9)
14–23 (high disability) 141 (63.2) 5.1 (3.6 to 7.3) 4.8 (3.3 to 6.8)

Occurrence of low back pain every day
No 72 (19.5) 1.0 1.0
Yes 291 (52.6) 2.7 (2.2 to 3.4) 2.5 (2.0 to 3.1)

Duration of current episode
<1 week 66 (29.7) 1.0 1.0
1–4 week 92 (29.9) 1.0 (0.8 to 1.3) 1.0 (0.8 to 1.3)
1–3 months 51 (38.1) 1.3 (0.95 to 1.7) 1.2 (0.9 to 1.7)
>3 months 154 (59.7) 2.0 (1.6 to 2.5) 2.0 (1.6 to 2.5)

Previous history of low back pain
No low back pain 45 (28.7) 1.0 1.0
Low back pain, without 

previous consultation 60 (28.0) 1.0 (0.7 to 1.4) 1.0 (0.7 to 1.4)
Low back pain, with ≥1

previous consultationb 258 (46.8) 1.6 (1.3 to 2.1) 1.7 (1.3 to 2.3)

Previous history of other chronic pain symptoms
No 145 (26.8) 1.0 1.0
Yes 218 (57.4) 2.1 (1.8 to 2.5) 2.0 (1.7 to 2.4)

aAdjusted for age, sex and socioeconomic status, where appropriate. bPrevious consultation,
by definition, not within the 6 months prior to baseline survey. RR = relative risk.

Table 2. Predictors of persistent disabling low back pain at
follow-up: episode-specific factors and pain history.
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positive responses to statements such as, ‘I am able
to ignore my pain’ and ‘I participate in all my usual
leisure activities’; whereas a high passive coping
score required positive responses to statements
such as, ‘I wish my doctor would prescribe better
pain medication’ and ‘I restrict or cancel my social
activities’. However, rather than showing a strong
inverse correlation between active and passive
coping strategies, the current results show only a
poor correlation (r = -0.13). This slight inverse
correlation, confirming previous findings,19 goes
some way to explaining the specificity of the results
for passive coping. Furthermore, it could be argued
that persons who consult their GP are already
exhibiting characteristics of passive coping
behaviour and, therefore, the range of coping
strategies in our cohort may be restricted. However,
this would make it more difficult to detect any
association between passive coping strategy and
low back pain. Despite this, individuals in the
highest quartile of passive coping score were more
than three times more likely to report a poor
outcome at 3-month follow-up than those in the
lowest quartile. This would suggest that across the
full range of coping strategies the effect might be
even greater.

Fourthly, a number of factors previously shown to
be important in the epidemiology of low back pain
are missing from our model. Previous studies have
demonstrated that psychological distress and work-
related psychosocial factors are important
predictors of low back pain outcome,6 and these
factors may influence coping strategies. However,
our multivariable model performs well and among
persons with all seven factors in the final model (that
is, excluding age, sex and socioeconomic status),
87% report low back pain at follow-up. We suggest
that the addition of other variables, such as
psychological distress, would actually add little to
the overall model.

Finally, some have suggested that a high passive
coping score is only a proxy for severe baseline
pain.22 Our results only partly support this theory —
the risk ratio associated with a high passive coping
score drops from 3.0 (2.3 to 4.0) to 1.5 (1.1 to 2.0) on
adjustment for pain severity, disability and other
baseline variables. However, passive coping
remains independently and significantly predictive in
the final model, suggesting that it is an independent
construct and can precede chronic pain symptoms.

Comparison with existing literature
We have shown that, in a population of adults with a
new consulting episode of low back pain, 39%
report persistent disabling low back pain 3 months
subsequently. This is in contrast to the common

preconception that only a small proportion of
patients experience chronic disabling symptoms.
However, other authors have demonstrated similar
findings: Croft et al showed that 50% of patients
reported pain and disability 3 months after their
initial consultation.4 Further, these authors also
demonstrated that the same proportion were
reporting symptoms 12 months post-consultation,
although the majority will have stopped consulting
with this pain.

Some authors have demonstrated the ability to
identify patients at risk of poor work and functional
outcome using a combination of pain intensity, fear
avoidance, function and mood, but have been unable
to predict persistent pain.23 Others have shown that
psychological factors, in particular distress and
somatisation, are strong predictors of chronic low
back pain,24 and there is an emerging body of
evidence to support the involvement of various
aspects of coping behaviours in the epidemiology of
low back pain, to which this study adds.
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RRa (95%CI)
Exposure Model 1 (unweighted) Model 2 (weighted)b

Passive coping (score out of a possible 55)
11–24 (low) 1.0 1.0
25–28 1.3 (1.0 to 1.8) 1.2 (0.9 to 1.7)
29–33 1.5 (1.1 to 2.0) 1.5 (1.1 to 2.0)
34–51 (high) 1.5 (1.1 to 2.0) 1.4 (1.01 to 1.9)

Pain score (mm) (100mm visual analogue scale)
0–19 1.0 1.0
20–39 1.6 (1.2 to 2.3) 1.7 (1.2 to 2.4)
40–59 1.7 (1.2 to 2.4) 1.7 (1.2 to 2.5)
60–79 2.0 (1.4 to 2.9) 2.1 (1.5 to 3.0)
80–100 2.1 (1.5 to 3.1) 2.2 (1.5 to 3.2)

Previous history of other chronic pain symptoms
No 1.0 1.0
Yes 1.4 (1.2 to 1.7) 1.4 (1.1 to 1.6)

Duration of current episode
<1 week 1.0 1.0
1–4 week 1.0 (0.8 to 1.3) 1.04 (0.8 to 1.4) 
1–3 months 1.1 (0.8 to 1.4) 1.1 (0.8 to 1.4)
>3 months 1.3 (1.04 to 1.6) 1.3 (1.04 to 1.7)

Roland and Morris Disability Questionnaire20 disability (quartiles)
0–4 (low disability) 1.0 1.0
5–8 2.0 (1.3 to 2.9) 2.2 (1.4 to 3.3)
9–13 1.8 (1.2 to 2.7) 2.0 (1.3 to 3.0)
14–23 (high disability) 2.1 (1.4 to 3.2) 2.3 (1.5 to 3.5)

Currently in paid employment
Yes 1.0 1.0
No 1.2 (1.04 to 1.4) 1.2 (1.03 to 1.4)

Occurrence of low back pain every day
No 1.0 1.0
Yes 1.3 (1.02 to 1.7) 1.3 (1.04 to 1.7)

aAdjusted for age, sex and socioeconomic status. bWeighted to age and sex distribution of
target population.

Table 3. Predictors of persistent disabling low back pain at
follow-up: multivariable model.
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Our results are consistent with recent findings of
Smith et al who reported that at 4-year follow-up, in
addition to clinical factors, health-seeking
behaviour was significantly associated with the
onset, and persistence, of chronic back pain in the
community.13 A smaller study, in general practice,
demonstrated that initial pain intensity, a prior pain
history, and low levels of active coping were
predictive of low back pain outcome 3 months after
consultation,14 and Burton et al report that aspects
of coping strategy are important predictors of low
back pain in acute patients (pain ≤3 weeks) but not
those with subacute symptoms (>3 and
<52 weeks).25 In addition, other authors have shown
the importance of strategies for coping with pain in
the prognosis of other musculoskeletal conditions:
whiplash disorder,26,27 and rheumatoid- and osteo-
arthritis.28,29

To focus on coping strategies, rather than other
psychological and psychosocial indicators is
important, as patients’ coping strategies may be
modified through cognitive-behavioural therapy.30

Several studies have demonstrated that intensive
cognitive-behavioural treatments can be effective in
improving pain, coping and disability in chronic low
back pain patients,15–17 and others have shown that
in patients with subacute low back pain a cognitive-
behavioural therapy-based educational programme
results in demonstrable improvements in pain and
disability at 3- and 6-month follow-up.31 Other
authors have shown that exercise programmes
using cognitive-behavioural therapy principles can
be effective at reducing pain and disability for up to
a year,11 and these authors subsequently
demonstrated that cognitive-behavioural therapy-
based exercise programmes were most effective in
patients with high fear avoidance behaviour.32

Although few GPs have quick access to individuals
trained in cognitive-behavioural therapy, they may
still provide education reassurance and advice,
encouraging early mobilisation and recommending
light activity.

Implications for clinical practice and future
research
In summary, this is one of the first studies to
examine, prospectively, the role of coping
strategies in the prognosis of low back pain in
primary care. While not dismissing the notion that
chronic pain may lead to an increase in passive
coping, our findings demonstrate that such coping
strategies can also precede the occurrence of
persistent disabling low back pain and that patients
who report high passive coping strategies
experience a significant increase in the risk of
persistent symptoms. Further, although somewhat

attenuated, this risk remains after adjusting for
baseline levels of pain severity, disability and other
measures of pain and pain history. We propose that
the identification of such an ‘at risk’ group may help
inform future treatment and management decisions
— in particular, in targeting treatments that have
been shown to be effective, but resource intensive,
to the subgroup of patients who are at highest risk
of a poor outcome.
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