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THE FUNC'rI0NA.L A B I u n E s  CONFIDENCE SCALE (FACrn AND 
THE -ON OF ACTWITES OF DAILY LIVING (RADL) SCALE 

FOR INJWRED WORKERS W ï ï H  IX)W BA- PAIN 

The Communïty C h i c  Rogram (CCP) of the Ontario Worhrs' Compensation Board 

ernphasizes early intervention consisting of physical conditionhg and badc education for 

injured worken with low back pain (LBP). The main goal of the CCP is to retum injured 

workers m their preaccident state of heaith. While CCPs asses cJients' physicai conditioning, 

there is little consistency across clinics in measuement techniques. R e m  to work is used 

as a proxy measure that clients have made a complete mvexy.  The abi1ity to waiuate the 

effeaiveness of the CCP has been hampered by a lack of valid, diable, and cl inidy 

meaningfd outcome measufes. This study developsd and psychometricaiiy tested two 

instruments--the FACS and the RADL- with the input of both CCP ciinicians and clients. 

This study useû the International Classification of Impainnents, Disabilities, and Handicaps 

to distinguish and relate impairments, disabilities, and handicaps inauenced by LBP. The 

FACS was based on the disability component, as weii as Bandura's theory, while the RADL 

was based on the handicap component. The Dictionary of Occupational Tities was used to 

identify movements and postures potentially affected by LBP. The îiuee phases involved pilot 

testing, test-retest reIiability, and validation using 104 clients h m  seven different CCPs. The 

FACS and the RADL both showed bigh intemal consistency, test-retest reliability, 

responsiveness to change, and convergent and discriminant validity with the Roland SIP 

disability measure. The 15-item FACS and the 12-item RADL cari each be cornpleted in less 

than 10 minutes, the instructions are understandable, and the content is meanin@ to clients 

and clinicians. Both d e s  can be used for clinicai and research purposes. 
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CHAPTERI 

INTRODUCTION AND OVERvlEW 

Low back pain (LBP) is a coxnmon, costly, and disabbg disorda (Frymoyer k Cats- 

Baril, 1991; Lawrence, Tugwell, Gafni, Kosuwon, k Spitzer, 1992). It is the major cause 

of morbidity and disability in people between the ages of 18 and 44 years (Hanson & Gerber, 

1990; Spitzer, LeBlanc, & Depuis, 1987). Low back injuries are the most muent and 

intensive of the musculoskeletal disorders seen in the workplace (Andersson, Fine, & 

Silverstein, 1995; Deyo, Cherkins, Conrad, & Violinn, 1990). An estimateci 10 to 15 percent 

of adults have some work disabilïty due to back pain in any given year (Ostenveis, Kleinman, 

& Mechanic, 1987). The high costs incumd in the management of LBP pertain mallily to 

simple backache or non-spdc LBP; that is, back wmpïaints occurring without identifiable 

specific anatomid or neurophysiologicai causative &tors (Fordyce, 1995). 

Early and active rehabilitation of work i n j d  individuais with LBP is popularly 

viewed as superior to traditional passive treatments (Le., bed nst, medication, and passive 

physiotherapy) in reducing the economic and personal consequences of chronic disability 

(Feuerstein, 1991; MitCheil& Carmen, 1990). In 1988, the Medicai Rehabilitation Strategy 

of the Ontario Workn' Compensation Board (WCB) adopted the approach of early, active, 

intensive, and individuaihl rehabilitation for injured worken. ûver the past year, the 

Institute for Work k Health (1995) has questioned the eady intervention approach based on 

findings fiom a cohort study, and, as a resuit, new criteria for admission to WCB 

rehabilitation progtams have been established. These recent findings and policy implications 

will be discussed further in the Discwsion and R e c o m m e ~ o m  section (Chapter Seven) of 

this thesis. It should be noted that the present study was undertaken with the original WCB 

admission criteria for rehabiiitation of injwd workers in place. These criteria will be 

addressed later in this chaptet. 

The Cornmunity Clinic Program (CCP) was lamched by the Ontario WCB in 1989 

to address the problems of soft tissue injuries (sprain, sttallis, back injuries). Presentiy there 



are onr 100 WCB approved CCPs in Ontario. It should be noted that while the CCPs assess 

and tnat aîi work-related sprains, mains, and minor musculoskeletai injuries, this thesis 

fonisc~ on clients with work-related LBP. The CCPs emphasize physical conditioning (e.g., 

musck mgth,  range of motion, endurance, etc.), as weIl as back education (e.g., propet 

lifting techniques, etc.) for workers with occupational back injuries. The formally stated goal 

of the Medical Rehabilitation Strategy is ' O  r e m  the injured worker to Mer pre-accident 

state of health' (Ontario WCB, 1989, p. 2). 'Recoveryu is viewed fist and foremost as the 

individuai's ability to retum to work, while the ability to remme other customary activities 

such as household chores and reaeationonal activities are considered to be important secondary 

objecîives. 

The abiüty to evaîuate the effectiveness of active rehabilitation interventions for 

individuais with LBP, including but not limited to the CCPs, has been hampemi by the lack 

of valid, reliable, and clinidly meaningful measures of client outcornes. Mitchell and 

Carmen (1990) advocated that "rem to full-time work be regardeci as proof that the patient 

had made a N1 and complete recovery" @. 515). Similarly, other studies of back 

rehabilitation pmgrams (Mayer et al., 1987; Mitchell & Carmen, 1994; Teasel1 & Harth, 

19%) have used ntum to work as a proxy outcome measure. Return to work is the pnmary 

Mormance or outanae indicator presently used by the CCPs. B a d  on clinical judgement, 

the CCPs rate each client at discharge as to whether the client is: 1) able to return to work 

on an d c t e d  basis; 2) able to retum to work on a restricted basis; or 3) unable to r e m  

to work at present and should be referred to the Regional Evaluation Centre for fbrther 

assessmen t. 

There is ample evidence that ntum to work is a problematic outcome indicator. 

Return to work may be influenad by several factors including: inherent job demands 

1995; - .. . 1991); job satisfaction and social support h m  employers and 

coworkers (Bigos et al., 1991; Bongers, de WUiter, Kompier, & Hildebrandt, 1993); 

employer's cooperation (Le., ability and willingness to make the necessary job modifications); 

and worker characteristics such as age and gender (McIntosh, 1993). Fear of losing one's job, 



particularly in an era of down &hg, is iikely to be a powerfbl motivator to tetuni to work 

as soon as possible. 

A major issue in evaluating interventions with such individuais has to do with 

"spontaneous recavery " or the naturaï course of LBP. Maya and Gatchel(1988) suggest that 

within two week after an acute episode, neaüy 50% of clients will have recovered. The 

number of re~ponding clients increases to appmximately 70% at one month, and to 90% by 

three months foilowing the episode Wyex & Gatchel, 1988). Since back pain tends to 

improve over time, the difference in impmement between a treated and a non-treated group 

may be relatively srnaii. T h e  of intervention from the injury appeacs to be aitical to 

consider as does the assessrnent of amount of 'recovery" from the time of injury to the 

baseline intervention. 

Other factors also are important to consider in addressing the recovery of injured 

workers with LBP. For instance, workers who have had a previous back injury are more 

Uely to perceive theu injury as being permanent and feel that they are more wlnerable to 

further injury (Tarasuk & Eakin, 19%). Clients' preinjury physical conditioning state, their 

attitudes towards exercises in general, as weii as their past enperiences with treatrnent may 

influence clients' de- of participation in such pfograms. Pain tolerance, coping styles, and 

previous exercise participation are M e r  consideratioas. Compensation payments rnay be the 

most important motivator for participation in rehabilitation programs such as the CCPs. 

While the CCPs routinely assess markers of impmvement in physical conditioning 

such as muscle strength, endurance, and flexibility, there appears to be littie consistency 

across clinics in measurexnent techniques, the zecording, or the use of such information. 

Furthemore, then is no theory or framework guiding the selection of these measUres. Given 

the most recent WCB accreditation guidelines for CCPs developed in August 1994 based on 

quality improvement, the measurement of performance indicators or client outcornes has 

become paramouni. This is in keeping with a more generai trend in the rehabilitation field 

to encourage the use of reliable, valid, and clinicaily meaningfbi outcome measures (Cole, 

Finch, Gowland, & Mayo, 1994; Kane, 1994). 
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In addition to assessing physical ca~aûilitie~, the CCPs recognize that clients' 

perceptions of the impact of thek injury and LBP on th& M y  aaivities (i-e., extent of 

"disablementu) is important to address. Accordingiy, some CCPs administet disability d e s  

such as the Roland Sickness impact Pronle (SIP) (Roland & Moms, 1983) or the Oswesüy 

(OSW) Low Back Disability S d e  (Faihanks, Couper, Davies, & O'Brien, 1980). 

Furthemore, most rehabilitation pmgrams encourage client involvement in goal setting, 

however, the process tends to be informai, unstandardized, and such data are rarely used for 

evaluative purposes. 

In other areas of rehabilitation, evidence is accumuïating h m  various client 

populations-rheumatoid arthritis (Long, Chastan, Ung, Shoor, & Holrnan, 1989; O'Leary, 

Shoor, Lorig, & Holman, 1988), postmyocardial inf;arction (Ewart et ai., 1986; Ewart, 

Taylor, Reese, & DeBusk, 1983), chronic obstructive lung disease (Kaplan, Atkins, & 

Reinsch, 1984; Toshima, Kaplan, & Ries, 1990). chronic pain (Dolce, Cmcker, Moletterie, 

& Doleys, 1986; Dolce, Crocker, & Doleys, 1986; Kores, Murphy, Rosenthal, Eiias, & 

North, l99O), and persoas with multiple chronic conditions (Gage, Noh, Polatajko, k Kaspat, 

1994)-that client efficacy expectations an one of the most important factors înfiuencing 

treabnent outcorne. 

In brief, Bandura's (1986) self-efficacy theory suggests that efficacy expectations (or 

beliefs) (i.e., clients' confidence in theu ability to engage in activities) will be more 

predictive of behaviour than actud physid abilities. Bandura (1977) assexted that belief in 

one's ability to use a specific skiii partially explaias why people of quivalent ski11 achieve 

at different levels. People tend to avoid activities for which they distrust their capabilities. 

For example, when individuals with musculoskeletal work-rehted injuries engage in physical 

activities, they may experienœ adverse reactions such as pain, muscle spasm, or fatigue that 

may discourage M e r  efforts. Efficacy beliefs influence motivation, that is, the effort people 

wiU exert and how long they wiU penevere in the face of obstacles (Bandura, 1986; Kaplan, 

Atkins, & Reinsch, 1984). WMe verbal persuasion (such as positive feedback from 

therapists) and viarious experience (obseMng similar others) can influence efficacy 
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expectations, mastery or actuai performance accompiishments exert the strongest influence 

(Bandura, 1986). Efficacy beliefs and mastery are seen to Muence one another in a 

r e c i p r d  fashion. 

While Bandura's (1986) self-efficacy theary seems equaiîy applicable to the 

rehabilitation of injureci workers with LBP as to cardiac rrhabilitation and other anas of 

rehabilitation, Bandura (1986) cautions that efficacy expectations must be examined for the 

domain in question. T M  is, while there may be some genedkability of efficacy expectations 

to similar areas of fiinctioning, seEeffiay is situation specinc. Successfd performance of 

some tasks rcsults in a strengthening of efficacy expectations for that task alone, or simila. 

tasks (Bandura, 1977). Accordingiy, self-efficacy d e s  have been developed for specific 

client populations andor domains of functioaùig. Such examples include Lorig et al's (1989) 

Arthritis SeKEfficacy Scale, Ewart et al's (1986) measure for cardiac rehabifitation, and 

Powell and Myers' (1995) Activities-specific Balance Confidence S d e .  To date, the only 

self-efficacy measure tailored qecifically to individu& with LBP is Nicholas' (1989) Pain 

Self-Efficacy Questionnaire (PSEQ). As wiil be discussed fiuther in ihis chapter, the PSEQ 

was designed for individuais with chronic LBP and may not be applicable to clients attendhg 

the CCPs who tend to have acute or subacute LBP. 

The broad irnpehis for this projet was to explore &tors that may be important in the 

recovery process of injured w o r h  with LBP undergoing active rehabilitation (as in the 

CCPs). Given that seif-efficacy has ken found to be an important factor with other 

rehabilitation populations (Dolce et al., 1986; Kores et al., 1990; M g  et al., 1989), we set 

out to operationalize the concepts of self-efficacy and recovery, and tailored them to injured 

workers with LBP attending the CCPs. The involvement of both cliriicians who were experts 

in the acea of work-related musculoskeletai injuries, and injured workers with LBP 

themselves were instrumentai to this procw. W e  look4 to the International Classification 

of Impairments, Disabilities, and Eandicaps (ICIDH) (World Health Organization (WHO), 

19 8O), and the Dictionary of Occupational Titles (DOT) (Fishbain, Abdel-Maty , Cutler , 
Khalil, Sadek, Rosomoff, & Rosomoff, 1994) to gain a better theoreticai understandhg of 
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the disablernent and the rrcovery proass. Existing measures rrlating to recovery that were 

appropriate for this population were scrutinized. Ultimately, the goel of this pmject was to 

investigate the development of potentially psychometridy sound and clinically meanin@ 

measures of recovery for rehabilitation program workhg with this client population. The 

ease with which these measures muid be used and the suitabiIity of the instruments for 

injured workers with LBP, while stiii adequately measuriag the constnrcts of seIf-efficacy and 

recovery, were important considerations in this proass. The intent was to develop measures 

for planning treatments and for monitoring clients' progress that cwld be used for clinid 

and research purpose-. 

Two new des-the Functionai Abilities Confidence Scale (FACS) and the 

Resumption of Activities of Daily Living (RADL)-were developed in the course of this 

project. Two fhmeworks-the ICIDH (WHO, 1980) and the DOT (Fishbain et al., 1994). and 

one theory-seIf-efficacy theory (Bandura, 1986)-guided the present study. Each famework 

will be briefly introduced and then presented in detail. 

The f h t  Framework-the ICIDH (WAO, 1980)-has fresuently ben used as a guiding 

framework in =habilitation (Badley, 1987; Badley, 1993; Jette, 1989). The terms comprising 

the ICIDH taxonomy-impairment, discrbilip, and handicap-enable one to intepte the direct 

consequences of diseaseldisorder with the social, physical, cultural, psychological 

environment of the individuai, This classification scheme is fundamental in the assessrnent 

and management of clients undergoing rehabilitation. With this fiamework in mind, both the 

FACS and the RADL were constructeci based on the disability and handicap wmponents, 

respectively, of the ICIDH (WHO, 1980). 

An essential aspect in the rehabilitation of injured workers with LBP is the 

detennination of their ability to perform the activities and movements necessary to hilN the 

demands of thek job. Accordingly, the second ftamework used for the selection of items for 

the development of the FACS was taken nom the DOT (Fishbain, et al., 1994). The DOT 
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is a List of job factors Rkting to a Speatic job (Fishbain et al., 1994). niese job fhctors 

express both the physicai rquirements of the job, as well as the physid capabilitiies that 

workers must have to meet these demands (Fishbain et al., 1994). The item content for the 

FACS was based on basic movements and postures outiined in the DOT, while the item 

content for the RADL was based on clients' tesumption of their daily activities such as 

occupational, social, sports, and recreatioaal activities, as well as activities of daily living 

(ADL) which involve these basic movements and postures. 

SeIf-efficacy th- (Bandura, 1986) was used to guide the development of the FACS. 

As previously mentioned, seIf-efficacy has been found to be one of the most imporîant factors 

influencing treatment outcornes in other areas of rehabilitation (Dolce et al., 1986; Ewart et 

al., 1986; Lorig et al., 1989). We felt that the use of Bandura's (1986) seIf-efficacy theory 

was equaiiy applicable for the development of measuns for i n j d  workers with acute or 

subacute LBP undergoing rehabilitation. These three fÎameworlrP are pnsented in detail 

below . 

International Classification of Immiments. Diibilities and Handicabs (ICIDm 

The ICIDH is a classification system nlating to the consequences of diseases and 

disorders. It offers a framework for interrelating impairments, disabilities, and handicaps 

(WHû, 1980). In the ICIDH framework, impairment is considered to be any loss or 

abnormality of psychological, physiological, or anatomid stnicture or function. Impairment. 

can occur at the organ, body part, or system level. In persons with LBP, examples of 

impairrnents include restricted range of motion, decreased muscle saength, stifiess, and 

pain. 

Disabiliq refers to the restriction or la& of ability, resulting h m  an impairment, to 

carry out everyday activities in the manner or within the range considered normal for a 

person of the same age, sur, culhue, or education (WHO, 1980). Whereas impgirrnents are 

concemed with the function of organs, body parts, or body systems, disabilities represent 

integrated (holistic) functioning of the entire pason that is brought to bear on the completion 
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of tasks, skills, or other human behaviours (Frey, 1988). Some exampies of activities which 

may be affected by low back injuries include: self- (hygiene, dressing), walking, stair 

climbing, standing, sitting, reaching, carrying, Iiftuig, and bending. 

The ADL (activities of daily living) concept has ken  extended to consider higher 

order activities involved in community lMng such as shopping, cooking, and managing 

money (McDoweU & Newell, 1987). These activities are hown as instrumental activities of 

daily M g  @DL). Rehabilitation has increasingly stressed the need to restore clients to full 

functioning, and consequently assessing IADL is important in the rehabilitation process. To 

assess a client's ability to live in the community requins information on severai factors such 

as the Ievel of disability. the nature of the worlang or living environment, and the amount of 

social support that may be available. These factors often determine whether or rot a diability 

becomes a "handicap". 

Handicap is considered to represent the consequences or particuiar disadvantage for 

a given individual (resulting fiom an impairment or a disabiiity) that limits or prevents the 

fiilfilment of a role as denned by noms based on age, gender, social. and cultural 

expectations (WHO, 1980). Some examp1es of handicaps ïnclude not king able to perform 

customary roles such as going to school, working, or taking Gare of a household (UDL). 

Several authors (Heerkens, Brandsma, Lakeweld-Heyl, & van Ravenburg, 1994; Jette, 

1994; Wagstaff, 1982) argue that the definitions of impairment, disability, and handicap are 

unclear and there are probiems in the application of the ICIDH. For instance, the categories 

included in the disability component may overlap with those in the handicap component. One 

example is that family and occupational roles may be included under both the disability and 

the handicap classifications (Jette. 1994). Lt also is unclear as to how to classify an individual 

when restrictions an multidimensionai (Jette, 1994). For example, if an occupational 

restriction is due to muscle weakness, as well as architectural bamers, does one classi@ the 

restriction as a disability or as a handicap? Jette (1994) argues that the ICIDH fails to 

differentiate between limitations in social petformance and causes of these limitations (Jette, 

1994). Wagstaff (1982) simiiarly suggests that the handicap component of the ICIDH is the 



most problematic are? of the classification because it involves a cornparison of the individual 

with his or her peers in order to detamine a disadvantage status. Heerkens et al., (1994) 

hrther argue that the classification of disabiiity is 'negativew, and it is more important to 

focus on an individuai's capabilities. 

Authors in rehabilitation journals have vigoiwsly debated the definitions of 

impairments, disabilities, and handicaps and the ICIDH fhmework (WHO, 1980) itself 

(Badiey , 1987; Badley, 1993; Harper et al., 1992; Jette, 1989). 0th- fnmeworks have ben 

suggested such as N a ' s  Disablement Scheme @eiitto, 1994; Guccione, 1991). This 

framework consîsts of the foiiowiag tenns4ve pathology, im@nrienr, jimn'onal 

Zirni~~ons, and disobiliiçy. Nagi proposed a process of 'disablement* that begins with active 

parhology and lads to irnpoinnenf which is quivalent to the ICIDH. In Nagi's scheme, 

impairnent was defined as a Ioss or abnormality of an anatomid, physiological, mental, or 

emotional nahue (Delitto, 1994). Some ewnples include range of motion, flexibiiity, and 

muscle performance. Nagi tecognized the need for a concept that se& as a bridge between 

the presence of impairment and an individual's disability (Guccione, 1994). He proposed the 

concept of fwctionat limitatzOnr which are mtnctions in performance at the level of the 

individual. These include inabilities to perform basic ADL (e.g., Sitting, standing, seIf-care). 

Nagi r e ~ e ~ e d  the term disubiiity as restrictions in the person's ability to morm socially 

defined roles and tasks within a socioculturai and physicai environment. Nagi's scheme has 

ment in that it ncognizes that functional iimitations is a bridge between impairments and 

disabilities. However, the ICIDH (WHO, 1980) with its classification of imMnnents, 

disabilin'es, and hadicops was adopted for this thesis because it is wmmody used in the 

field of rehabilitation (Cole et al., 1994; EIarpu et al., 1992; Jette, 1989; Townsend, Ryan, 

& Law, 1990). and is a more weU known and universaiiy adopted hmework (WHO, 1980). 

While 'being able to work or not work" can be considered a "handicap" or 

consequence of a disability injury, the job dernands of different occupations Vary 

considerably. For example, pipe fiaers o k n  must assume awkwatd positions, such as a 

backward crouch with knees bent whüe manipulating heavy tools above their heads, and work 



in confined spaces (e-g., &en of buildings). In contrast, zt!œptionists usually 9t  much of 

the working day fkequently at a compum or typewriter. In other words, diff-t movements 

or postures underlie the pedormance of various occupations (Fishbain et al., 1994). 

Therefore, we chose to consider movements and poshuer as "disabiiities". Because of the 

multitude of factors that bear on return to work (job demands king just one of these), we 

chose to concepnialize r e m  to work as a more distal outcorne or "handicap". 

Dictionam of Occupational Tiks 

Activities and postures involveci in various occupations may be referzed to as ljob 

factors" or the physïcal demands of a given job. The DOT (Fishbain et aï., 1994) has 

classified most occupations as involving one or more of the foilowing "factorsw or activities: 

standing, wallang, sitting, lifting, carrying, pushing, pulling, climbing, balancing, stooping, 

kneeling , muchhg , crawling , reaching , handling (seizing , holding, grasping , tuming), 

hgering (picking, pinching) , feeling (Sue, shape, temperature, texture), talking , hearing , and 

seeing (acuity, depth, perception, field of vision, accommodation, colour vision). These job 

factors express both the phytical requirements of the job and the physicai capacities that 

workers must have to meet the demands (Fishbain et al., 1994). The item content for the 

FACS was prirnarily based on items fiom the MYT with two additions-sleeping and transfers. 

The rationale for the selection of these items was that such movements and postures are 

affected by back pain, and underlie the performance of a range of fiuictional ADL reiated to 

work, social, and recreational activities. It should be noted that not ai i  of the DOT activities 

were incorpomted into the FACS (e.g., balancing, handling, feeling, tallting, hearing, and 

seeing) as it was felt that these would be less affecteci by back injuries. 

Self-Efficacv Theow 

SeIf-efficacy is defineci as people's judgements (beliefs) of their capabilities (self- 

confidence) to perfonn certain behaviours, activities or tasks (Bandura, 1986). A rdated 

construct is outcome expectations which refer to the outcome that is expected when the 



11 

behaviour (activity or tasic) is executed. Eacacy expectations conskt of beliefs about how 

capable one is of performing specinc behaviwn, whereas outcome expectations consist of 

beliefs about whether a given bebaviour or regimen wi. lead to certain outcornes. For 

example, individuais with LBP may believe that if they undergo rehabilitation, they wiU 

become stronger, and ultimate1y, will be able to remme thek usual activities (outcome 

expectations). However, if pain, fatigue, or stiffness, etc. are associated with the exercise 

regimen, confidence to continue with the exercïses may be affected, and individuais may not 

participate to their maximum. Similady, individuais with a prevïous back injury may feel that 

they are more vulnerable to fiirther injury (Tarasuk & talin, 1994), and as a resuit rnay be 

hesitant to participate in the activities. Bandura (1977) advocates that the most effective means 

of enhancing self-efficacy is through performancebasecl procedures: the physical activities 

in the CCPs consists of performance-based activities. 

Rodgers and Brawley (1991) have shown that belief in the effectiveness of a 

recommended regimen (outcome expectation) may be an important factor in initiating an 

exercise program. Self-efficacy research to date has ken conducted with individuais whose 

participation in exercise or rehabilitation pmgrams have been voluntary. Since compensation 

payments may be contingent upon attendance in the CCP, participation may be on a non- 

voluntary basis. An issue that has not been addressexi in the literature is how seif-efficacy 

affects initial and continued participation in programs when such participation may not be 

voluntary . 
Perhaps the most meaningfid hdùig nom the rehabilitation literature is that self- 

efficacy is not static, but amenable to therapeutic change (Bandura, 1991). Efficacy 

expectations are shaped and reHiforced by four sources of information-mastery, vicarious 

experience, verbai persuasion, and physiologid arousal. The most signifiant of these 

sources is martery or acn~ll per$unnance accomplishments. Mastery and efficacy are 

reciprocal. That is, knowing one can do something enhances one's confidence, and self- 

efficacy in tum is necessary to tak the next steps (Bandura, 1986). For example, the graduai 

increase in the number of repetitions of exercises and an increases in the arnount of weights 



used by the CCPs should enhance clients' sense of mastery. As participants perceive that their 

muscle strength or pain fke range of motion is i n d g ,  their seIfkonfIdence regarding 

such exercises should also increase. 

The second source of information that impacts upon efficacy expectations is vicariour 

qerience or modelling. For instance, if clients observe that other injureci workers with back 

injuries who are similar to themseives are able to perform the exercises, this may give them 

a "boost" to continue with their exercises. 

Verbal persuasion, the third source, is provideci by therapists, other participants, 

families, and niends who encourage clients to persist with the exercises (both at the program 

and at home). Positive feedback, commonly used as a motivation technique by therapists, may 

be the most influential source of verbal persuasion for these clients. 

Physdogical ccues (e.g. müety, pain, muscle spasm, stifkess, fatigue, etc,) are the 

fourth source of information that influences ~e~eff icacy cognitions. People tend to avoid 

activities for which they distrust theh capabilities, and experience autonomie arousai when 

engaging in such activities (Bandura, 199 1; Kaplan, Atkins, & Reinsch, l984). However, as 

clients continue to perform the exercises, apprehension, musde soreness, and pain should 

diminish. 

By considering these four sources of uiforrnation (Le., mastery accompiishrnents, 

vicarious experience, verbai pasuasioa, and physiolopical cues) in the rehabilitation pmcess, 

self-efficacy may iiclease as a fwiction of participahg in exercise activity (Cmso ,  k GU, 

1992; Dolce et al., 1986), and as a result of this participation, physical capacity may 

increase. A strong relationship has been found between exercise and seIf-efficacy for both 

long-term training as weiî as single bouts of exercise, in both normal and ciinical samples, 

as welI as for adults of both genders (Rejeski, Brawley, & Schumaker, 1996). 

Apolvine the Frameworks to the Commun-ic 

Figure 1.1 illustrates a possible application of the ICXDH (WHû, 1980). the DOT 

fmework (Fishbain et al., 1994). and self-efficacy theoqr (Bandura, 1986) to the context 
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of rehabilitation programs such as the CBs. The disordcr in qwstion is back pain. 

Associated impdrmertts include: restricted movement, reduced muscle strengrh, decreased 

endurance, and pain. The disabiiiq cornpanent encornpasses basic movernents and postures 

such as standing, wallong, Sitting, lifting, canying, k n d g ,  crouching, stoaping, reaching, 

and climbing staits-common job h r s  taken from the DOT (Fishbaul et al., 1994). These 

movements and postures are seen as proximal indicators undalying a range of occupational, 

sports, social, recreatiorial, and daily activities. The W i c q  dimension of the framework 

was viewed as encompassing the more discal outcornes or individuabci wnsequences of 

disability. 

While the main objective of the CCP is to rehirn i n j d  workers to their "optimal' 

or preinjury state of fiinctionhg, this notion is highly individuaiized and undoubtedly affkcted 

by a host of moderathg variables. In achiality, the CCPs focus on improving physid 

conditioning (proximal goal) that wiU hopefiilly lead to reduced handicaps (distaî goal). As 

shown in Figlue 1.1, the CCPs focus on the prirnary impairment components through the 

exercise intemention. Most commonly , phy sical abilities such as musde strength, flexibiiity , 
and endurance are measured. However, h m  the ciients' perspective, maximal V G  scores 

or lumbar range of motion measurements (measured by a tape measwe or inchometers) are 

probably not meaningfui indicators of imppvement. Some CCPs obtaùi clients' ratings of 

functional improvement through the use of disability measures, such as the Roland SIP 

(Sickness Impact Profiie) (Roland & Morris, 1983). and the OSW (Oswestry Law Back Pain 

Disability Questionnaire) (Fairbanks et al., 1980). Unfortunately, these instruments do not 

address self-efficacy explicitiy, nor, in our opinion, do they Speciticaiiy address spedic 

components of the ICIDA (WHO, 1980). As will be discussed M e r  in Chapter Four, the 

item content of the Roland SIP cuts across aU dimensions of the impairment, disability, and 

handicap of the ICIDH. In addition to the exercïse component, the CCPs offer back education 

to enhance resumption of daily activities and to prevent fiirther reinjury. Unfortunately, no 

standudized measures are presently avaüable to address either client knowledge or the 

resumption of various activities. 



Figure 1.1 Applying the Frammrks ta the Community Ciinic Progims 
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tionak For D ~ v ~ o D ~  the New m e -  

While seKefficacy has been demoastrated to be important in other areas of 

rehabilitation, Bandura (1986) bas convincingly argued that the measurement of se&efficacy 

must be situation specinc. Avaüable mcasuns have been taiiored to otha clkat groups, such 

as cardiac clients (Ewart et al,, 1986), -tic clients (Lorig et al., 1989) or geriatric clients 

(Powell & Myers, 1995). 

The one self-efficacy meanire that has ken developed for pasons with LBP-the Pain 

Self-Efficacy Questionnaire (PSEQ) m~h~Ias,  1989)-was designed for persoas with chronic 

LBP. Nicholas (1989) administemci the 10-item measure to a sample of 70 LBP patients and 

repofted high internai consistency, test-retest teliabiLity, and moderate correlations with 

measures of pain, depression, &eV, coping, and the Sickness impact Profile (Bergner, 

Bobbit, Carter, & Gilson, 1981). 

Unfortunately, only preliminary psychometnc testing has been conducted on the PSEQ 

and the instrument has not been published. Regardïess, the items themselves are very globai 

(e.g . , "1 con enjoy rhings, despie the pain ") and imply permanence or chronicity (e-g. "1 can 

SM accomplish most of nry go& in Ife"'). Thus, the muwrP may not be suitable for CCP 

clients who tend to have subacute or acute LBP. Nevertheless, impressions of the PSEQ were 

sought from both CCP clinicians and clients thmugh focus graups (discussed later). Simüar 

to other measuns such as the OSW (hihaniCs et al., 1980) or the Roland SIP (Roland & 

Moms, l983), the PSEQ taps several dimensions in the ICDH W O ,  l98O), and includes 

the qualifier 'despite the pain' in each item of the d e ,  which may overemphasize the pain. 

In view of these limitations, the investigator felt justifiai both in developing a new index and 

in not conducting a head-to-head cornparison with the PSEQ. The Roland SIP (Roland & 

Moms, 1983), a more widely used general disabiiity measure, was used for comparison 

purposes. The Roland SIP wül be discussed M e r  in Chapter Two. 

Both new measuns (Le., the FACS and the RADL) fit within the ICIDH framework 

(WHO, 1980). Both were specifically tailoreci for injureâ workers with acute and subacute 

LBP, and developed with input nom both clinicians and clients of the CCPs. Based on the 
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ICmH fhmework, as weii as Bandura's tbeory (1986), the FACS was developed to address 

the "disability" component, or seif-confidence in canying out basic movements and postures 

underlying a range of activities. The RADL, meanwhile opefationalized as resumption of 

ADL, was developed to address the 'handicap" cornponent. The DOT (Fishbain et al., 1994) 

was used to generate the initial item content for the FACS. in an attempt to distinguish 

preinjury functioning h m  cumnt f'unctioning, two versions of the FACS (Le., the cumnt 

FACS and the preinjury FACS) were initiaily crrated. Ease of administration and perceived 

suitability for clients with LBP were ptimary considerations in the development of both 

scaies- The various sbudy objectives are discussed next, foilowed by an o v e ~ e w  of methods 

and the timehe. 

dv Ot&xtiv= 

Phase k Sale Develo~ment and Püot Testiqg 

la- 

b. 

2a. 

b. 

3. 

to explore dinicians' and clients' expectaîions of rehabilitation programs such as the 

CCPs, and the meaning of "recovery"; 

to examine measures cunently used by chicians in CCPs and the perceived need for 

new masures to assess selfencacy and resumption of activities; 

to generate the item content for the FACS, based on the ICIDH classification (WHO, 

1980) of disability, the DOT listing (Fishbain et al., 1994) of basic movements and 

postms underlying the physical demands for a range of occupations for injured 

workers with LBP, and self-efficacy theory (Bandura, 1986); 

to generate the item wntent for the RADL, based on the handicap component of the 

ICIDH (WHO, 1980); and 

to pilot test the d e s  with respect to cianty of instructions and d n g  format, time 

to complete, and devance of the content ("process validity") with chicians and 

clients of the CBs. ûther instruments to be used in the study also were examined for 

clarity of instructions, relevance of content, and completion tirne. 



Phase IT: Reliabilitv Testing 

1. to assess the test-retest reliability of the FACS and the RADL. 

Phase Iïk Validitv TesHng 

1. to examine the internai consistency of both d e s ;  

2. to examine the inter-item correhtions, item-totd correlations, and factor analyns of 

the FACS and the RADL; and 

3. to determine the convergent vaiidity, discxhimnt vaiidity, concurrent vaiidity, and 

predictive validity of the two d e s .  

Remonsiveness Testing 

1. to examine the responsiveness to change of the FACS and the RADL with low back 

injured workers undergohg rehabilitation. 

Predictive Testing 

This component of the study was exp10ratory aimed at a better understanding of the 

recovery process of injured workers with LBP. S pecificaliy , the objectives were: 

1. to explore factors related to baseline FACS scores, baseline RADL scores, baseline 

Roland SIP, and ciinicians' ratings of hinctionai ability; 

2. to explore factors related to impmvement in FACS scores, improvement in RADL 

scores, impmvement in Roland SIP scores, and improvement in clinicians' baseline 

ratings of functional ability; 

3. to explore factors associatecl with clinicians' judgements of readiness for retum to 

work; and 

4. to explore factors associated with clients' completion of the CCP. 



Subjects and cihicians who Pprticipated in this study were from Qght different CCPs 

in south western Ontario. W e  the various phases of this study wiii be dimissed in detail 

in Chapters Two to SU, the foliowing is a bnef ovaview of the events and the time frame 

for this project. 

1. The study commeaced in August, 1994 with a focus group session of clinicians h m  

Link W h  Work CMc, a Community Clinic in Kitchener, ûntario. At this session, 

clinicians were asked their opinions about: clients' expectations of treatment, factors 

that hcilitate and inhibit successful rehabilitation, the goal setiing process used with 

clients, and thek opinions on the PSEQ (Nichoias, 1989) and a draft version of the 

FACS. Foiiowing the focus group session, the initial FACS was revised. 

2. A focus group session with injund workers with LBP who attended Link Wirh Work 

Clinic was held Oaober, 1994. Participants were asked their views about the recovery 

process for work-related back injuries, as weii as their opinions about the second draft 

version of the FACS, and the PSEQ (Nicholas, 1989). The FACS was then M e r  

revised and the RADL was consmcted based on participants' input. 

3. The pilot testing of both d e s  was conducted in two sessions in January, 1995 and 

March, 1995. Both groups consisted of clients attending the Link With Work Clinic. 

The main purpose of these sessions were to pilot test both the FACS and the RADL 

for cl* of instructions and rating format, as weii as relevance of content. Other 

instruments for potential use in the main part (validity testing) of the study also were 

pilot tested. Based on the feedback, both the FACS and the RADL were further 

revis& and decisions made conceming instruments to be used for validation purposes. 

4. Reliability testing of both the FACS and the RADL was conducted on 20 clients with 

LBP attending one of four CCPs in Hamilton, Ontario. This phase tmk place between 

March and May, 1995. 

5 .  One hundred and four injured workers with LBP who attended seven different CCPs 
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in the Hamüton, Ontario vicinity between mid May and September, 1995 took part 

in the validity testing phase. A battery of instruments, including the newly developed 

FACS and RADL, as weiî as other exîsting d e s  (such as the Roland SïP), were 

completed by these 104 clients at chic entry and at discharge, or three weeks- 

whichever came fkt. The number of new clients admitted to the seven clinics 

necessitateâ a staggered, four month tirne fhme for this phase. 

Subiecf Elidbilitv Criteria 

The eiigibility criteria for the present study were identical to the referral criteria 

specified by the WCB for inclusion into the CCPs (Ontario WCB, 1992), as outlined below. 

An additional requirement was that the subject be able to nad and 6 in English. 

1. The worker has sustained a soft tissue injury (e.g., saains, sprains) of the back. 

2. No more than 70 cdendar days have elapsed since the day of injury or murrence. 

Referrals are enwurageci as soon as ciinically appropriate despite the fact that a 

decision on entitlement to compensation may SU be pending. 

3. The worker is eligible for lost time or no lost the  (reduced hourslmodified duties) 

daim status. A workr may be at work, at his or her regular job with reduced hours, 

on modified duties (e.g., reduced h o u ,  change in job function), or on a work trial 

and still receive treatment k m  a Community Clinic. 

4. Concurrent medical rehabilitation and ernployment are encouraged to increase work 

tolerance and optirnue retum to preaccident activities. 



cHAPrER2 

PHASE k SCALE DEVELOPMENT AND PItOT TESTING 

OF TEE FACS AND TfIE RADL 

Feinstein and wlleagues (1986) argue that since there is a proLiferation of huictional 

ability measures in the rehabilitation litesanire, more head-to-head cornparisons between 

existing measures and new measures n e d  to be conducted. O b  d e  developers fail to 

consider the "user-fiiendliness" of measures k m  the perspective of ease of administration 

and scoring. Most important, the m p ~  validity' of a measure or the perceived 

rneaRinwess to both chicians and intended mget audiences is often not considered 

(Myers, 1992). Since the perceptions of clients experiencing lumbar dysfunction and the 

perceptions of cIinicians worhg with these clients are cruciai in the development of such 

measures, the FACS was designed with input h m  a focus group session with clinicians 

working in the area of work-related musculoskeletal injuries, and a focus group session with 

injured workers with LBP attending a CCP. 

The purpose of this chapter is to present a summary of the two focus group sessions 

and the pilot t e ~ ~ g  phase in the development of the FACS and the RADL. It should be aoted 

that the RADL had not yet k e n  deve1oped for the focus group sessions but was constmcted 

for the pilot testing phase of the study. The RADL was M e r  developed with input h m  

participants in the pilot testing phase. Data obtained h m  both focus group sessions and the 

pilot testing served as a guide for M e r  refinement of the FACS and the RADL, as well as 

the selection of other instruments to be used (for validation purposes) in the study. 

Focus groups are a data collection tecechnique that capitalires on group interaction 

(Asbury, 1995; Patton, 1990). Focus group sessions give participants the opportunity to 

discuss their needs and enable focus group leaders to ask questions and obtain detailed data 

about the attitude and beliefs of the participants (Love, 1991). 
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Session Witb Cliniciam 

A foais gmup d o n  with dinicians was conducted to obtain their impressions of 

fâctors impacting upon the rehabilitation of injured workers with LBP. In perticular, 

clinicians' opinions w a e  sought on the foiIowing: 1) clients' expectations of treatment, 2) 

identifmation of e r s  that hciiitate and inhibit successful treatment, 3) goal setting prooess 

used with clients, and 4) reactions to both the PSEQ (Nicholas, 1989) and a draft version of 

the FACS. The instruments (Le., the PSEQ, a draft version of the FACS, and the 

demographic questionnaire for clinicians) that were used for the clinicians focus group are 

found in A m d i x  A. 

Ciinicians for the focus group session were recruited by the coordinator of the Li& 

Wth WonL Centre, which is a program of the Grand River Hospital, Kitchener, Ontario. This 

facilty is an approved WCB Community Clinic as weU as a Regional Evaluation Centre. Of 

the eight clinicbs employed at the L M  Wfh Work Clinic, six female clinicians participated 

in the focus group session: three physiotherapists (iicluding the coordinator), two 

occupational therapists, and one kinesiologist. On average, the clinicians had been employed 

at the clinic for thtee years (range 6 to 48 months). 

Procedures for analyzing the focus group results were based on both tape-based 

analy sis (abridged traascrip t) and field note- based analy sis (Knieger, 1994). Discussion 

questions were fonnulated p k  to the session to focus the discussion. Generai questions and 

teactions to the SCales (Le., the PSEQ and a draft version of the FACS found in Appendu 

A) were noted. A summary of the findings are presented below. 

Clinicians were first asked about clients' expectations of those clients who have 

sustained a back injury for the first time. In response, clinicians felt that many clients 

expected the program to cure them and to make them pain f ie .  One therapist said, "They 

want passive m d t i e s  rather than king actively involveci in therapy . " Another said, "They 

need to take control of their injury and believe in an active approach to treatment.' Another 
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issue that emerged was that the employer may not be supportive of employees taking time off 

work to attend the program. Another clinician addeci, 'In rome cases, compensation payments 

may not have been established and clients are concerned about money while they are off 

work. " The general feeling seemed to be that until these Wues were resoIved, clients wodd 

not achieve their maximum potential. 

The focus group participants agreed that clients with previous back injuries were 

different from those with fb t  time injuries. They stated that the length of time since injury, 

previous experiences with health profssïonals, the type of treatments that clients had before 

(Le., active versus passive therapy), and clients' attitude about treatrnent were ail infiuentiai 

factors. For instance, one ciinician said, "Clients who have had a previous back injury will 

pet better, but it may take them longer to achieve this, and they rnay not get back to their 

preaccident activîty Ieve1. " Another therapist added, 'Clients who have had passive modaüties 

in the p s t  tend to expect the same treatment they had before." Several clinicians felt that the 

longer clients have back problems, the less optimistic they seemed to be about recovering. 

One chician stated, "Clients who have a positive outlook are more willing to actively 

participate in the program. " Overall, most participants felt that clients' expectations were 

realistic, however, they expressed concem that many clients think that they must be pain free 

before they cm be hinctional again. 

Factors Tnfluencine Particination 

Clinicians stated that receiving compensation benefits seemed to be a motivator for 

many clients to attend the program. Some examples of facilitating factors included support 

h m  physicians, family, peers, and coworkers as weli as clients' perceptions that they are 

valued employees. The clients' understanding of what the program offers, their abiiity to 

exhibit independence in carrying out the activities, and their ability to be effective 

communicators also were seen as positively influencing the rehabilitation process. 

Concemhg inhibiting factors, the prevalent view of chicians was that many 

employers are not supportive of their employees attendhg a rehabilitation program. One 



therapist stated, "Clients may corne to this understanding by how 0th- workers have ben 

treated by employers in the past." S e v d  participants strangiy felt that the physician rnay not 

support the goals of the program. In addition, w o r k  pusonality characteristics (such as low 

self-esteem, depression, and feeluigs of victimization), iack of understanding about theù 

injuries, and what the program offas, as well as previous experiences with passive treabnent 

protocols were aii thought to innuence program adherence. 

There was a general agreement that adherence to exercising at home was influenceci 

by the foliowing: competing time demands, ~sponsibilities at home, beliefs that exercising 

will impact on pain level, and the positive effi t  of the progam. Convenely, fear of reinjury 

may inhibit some clients h m  exercising at home. 

Goal Setting 

Chicians agreeâ that it was important to set goals with clients, and these goals shouid 

be reviewed every few days, weekiy, and at discharge. One therapist stated, "We set goals 

with clients by asking them what they wouid like to achieve, either wïth a perticuiar exercise, 

or with the overall program." Another ciinician expiaineci, "When setting goals, it is 

important to keep an open mind because for many clients, reemployment may not be a 

motivating factor. For instance, clients may state that they haie their job but they love to 10- 

pin bowl. " 

Imgression of the Instnimeng 

At this juncture in the session, participants were given (at the sarne time) copies of 

the PSEQ (NIcholas, 1989) and a ciraft of the FACS (Appendix A). This version of the FACS 

contained 21 items. It should be noted that in order not to bias the clhicians, the facilitator 

did not discuss the rationde for the FACS development or the ICIDH framework (WHO, 

1980), and did not label the two questionnaires. Respondents were fkst asked a general 

question conceniing what they thought these two instruments were measuring. The perceived 

importance of client confidence in rehabilitation was then exploreci, foiiowed by a discussion 
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of instruments cmently used in their chic. 

Participants agreeü that both questioruiaires assessed confidence. They noted that the 

tenn "despire the puin" was mentioned in each item in the one questiomaire (Le., the PSEQ) 

but not in the other (i.e., the FACS). The therapists felt that the phrase "despite the pain" 

may overemphasize clients' attention on pain and is in totai opposition to the goal of the 

program which is to pment pain-relaad disabitity. Respondents also noted that many of the 

items in the PSEQ seemed to emphaslle chronicity or permanence and may not be appropriate 

for their clients. 

The p d e n t  feeling was that the items in the FACS were mon appropriate and 

useful for clients with Iumbar dysfunction. One clinician stated, "The rating d e  that is h m  

O % to 100% in the one questio~aire (Le., the FACS) seems to be easier to date to than the 

rating sale in the other questionnaire (Le., the PSEQ) which is fhm O to 6." They felt that 

client confidence on such a measure as the FACS should increase over the course of the 

program. Specinc comments on individual FACS items were later used to modify this 

instrument. 

The general feeling was that confidence was important for clients' recovery, however, 

some chicians cautioned against becoming overwdident. For instance: "Overconfident 

individuais may increase their weights too quickly, or do too rnany repetitions of the exercises 

at one time which may be detrimental to their progress.' Another therapist said, "Those who 

are overconfident need to be watched very closely so that they do not do too much. " 

Clinicians reportai that in their chic, they used weights (to assess strength and 

endurance), increased the number of repetition of exercises, used fitness indicators such as 

submaximal tests (e.g., treadmül, blood pressure, heart rate), and equipment such as the 

Baltimore Therapeutic Equipment (which is a machine that simulates functional activities) as 

common assessment instruments. One respondent stated, "Although there are many 

assessment instruments that we use to evaluate physical fûnction, many of the instruments do 

not necessarily tie in with treatment planning. " Another therapist noted, " Although these 

instruments are u s e N  in many circumstances, the information may not be meaninghil to 
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clients. For instance, clients are more impresJed with knowing that at entry into the program, 

they can sweep the flmr for one minute and after one week of treatxnent, they can sweep for 

more than five minutes." Another ciinician added, "Instruments that have number vaiues, 

such as king able to Mt 10 pounds versus two pounds when they fht aitemi the program 

are usefui as clients can &te to their pmgfess." 

Participants agmxi that instruments that help clients to monitor th& own progress are 

important. One chician stated, 'ïnstniments that assist with developing clients' insight into 

their disability wodd be beneficial. " Another therapist explained, 'Evaiuating the behaviorat 

or subjective aspects of physical fiinction would k helpful.' The cihicians agreed that an 

instrument that measures clients' confidence in tbat ability a> perform huictional activities 

would be useful. 

Direction For Instrument  modification^ 

Clinicians felt that while there were s e v d  objective assessrnent instruments avaiiable 

to evduate the biological component of physicd fwiction, there was a need to use measures 

that assessed the subjective wmponent. They noted that the assesornent of clients' confidence 

to perform physicai activities (at both entry and discharge) wodd be usefiù in the 

rehabilitation process. 

Clinician feedback on individual items of the FACS was used to modify the d e .  For 

instance, seved items containeci qiiiilifiers (for exampIe), item #l-How confi&nr are you 

thur you can waZk .for more thon one blockW? Since there are numerous possible qiJIilifiers 

such ai length of time, distance, pain, swess, and fatigue that may impact upon the ability 

to perfonn functional activities, it would be impractical to include aii qualifiers in the items. 

In light of this concern, these qiialif?ers were removed. Furthemore, some items (such as 

#l7-How confident are you thut you are able to prevent reinjury?, and item R18-Row 

confident are you ihnr ifyou complete the rehabiiitanon pmgrmn you willfecl better?), were 

more related to outcome expectations. To ensure that the FACS was a m e  self-efficacy 

measure (i.e., it containecl items that measured only clients' efficacy expectations), these 
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items were dropped h m  the FACS. In an attempt to determine &dual confidence Ui 

functionai ability, two ratings-kjiote yyour back injury status and c ~ m r  status were 

incorporatecl into the FACS. Thus, the FACS was maüfied to more clearly focus on the 

disability component of the I U D H  in terms of seif-efficacy (venus outcorne) expectations. 

The resulting 18-item version of the FACS, which contained two parts to each question 

(before your bock N j u q  and now), shown in Appendix B, was used for the worker focus 

group session. 

Focus G ~ U D  Session Web W o r k e ~  

A focus group d o n  with eight injured workers with LBP who attended the L M  

Wirh Work Chic  was conducted to obtain clients' impressions of their injuries as weU as 

their opinions of the PSEQ (Nicholas, 1989) and the revised version of the FACS. 

Participants for the client focus group session were recniited by clinicïans at the L M  Winh 

Work Clinic. Instruments for as session are found in Appendix B. 

Participants consistai of three fernailes and five males (mean age: 39.2 years; standard 

deviation: 9.1; range: 26-5 1). Length of time in the program ranged ftom one to six weeks 

(mean 3.4; standard deviation: 2.1). Three participants had injured their back for the f h t  

time; the 0th- five had previous back injuries. Tme since injury (Le., most recent injury for 

the latter group) ranged h m  one to 12 weeks. 

Five participants stated rhat they injured their backs while lifting, pullhg , and pushing 

heavy weights (e.g., dumping meat bones, Lifting sàipping skids, Iifting heavy weights out 

of a truck). One worker expiairieci that his injury was the nsult of a series of cumulative 

injuries which he felt had developed into chronic pain. Another client explaineci, "1 was 

injured because 1 had to bend over reqeatedly into boxes to pack clashboard insulators", while 

another subject stated, 'My injury was a result of twisting and pushhg as 1 installed an 

engine in a car." 

One worker stated that he was currently working six hours per day while attending 

the clinic. The other seven had been off work since injWng the* backs. Of the eight 



27 

participants, six reportedly had been physically active in vadous sports prïor to their injury. 

Five of these workers stated that they were unable to do these leisure activities now. One 

women said, "1 am a reader and 1 cannot sit, stand, or lie down for more than one half how 

at a tirne which iimits my ability to read.' 

When asked what other activities had been affected by theu injury, clients reported 

difficulty with the foilowing: putting their shoes and socks on, playhg with th& children, 

working, dohg housework and other jobs around the house, playhg sports, Sitting for more 

than 15 to 20 minutes at a time, walking for longer than a half hout, getting dressed, and 

sleeping. 

It is noteworthy that during the 75 minute session, two participants stood up against 

the waii and walked about the m m  for the entire tirne. At muent intemals, two others 

stood up and perforrned stretching exercises off and on, whiïe a third periodidy waiked 

about the m m .  Those who remaineci seated for the hi11 75 minutes wntinuously s h W  about 

in their chairs. These obsemations confinned prior expectations that questionnaire-based 

assessrnenu for this population needed to be kept as short as possible. 

Following a general discussion, the PSEQ @lichoias, 1989) was distribua and each 

participant was asked to complete it. The investigator timed how long it took to complete the 

questionnaire. This varied h m  approximately 3 to 8 minutes. One man did not finish the 

questionnaire. He appeared to be uncomfortab1e when he reportai that he did not complete 

it. Since he spoke with an accent, Englisb may have k e n  his second language. FoUowing 

completion of the PSEQ, participants were asked whether the questio~ahe was easy to 

complete, and what they thought about during completion. 

Except for the one individual, ail clients thought the instructions and the questions 

were clear and easy to complete. The one man who did not complete the questiomaire said, 

"1 was not sure if 1 did it right." The faciltator explained that there were no nght or wrong 

answers. The man went on to Say, "1 did not undentand it as I did not know what was right 

and wrong for me." 

Several respondents said that whiie m g  out the questio~aire, they tried to think of 
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specific examples. For ewnple, one respondent said, 'Item #2-1 cm do most of f k  

hourehold chores (e.g., tiàjiing-up, warhïng the dishes, etc) d@te the pain ' was easy since 

examples are given in the question itseIf. ûn the 0th- hand, for maay of the items, it was 

hard to think of examples, for instance, item R9-? cm Ihu a nomid I@s@k, drrpite the 

pain. " Another participant said, "1 could not thinL of any activities as 1 aied to answer item 

# I O 4  CM gradually becorne mon active, despire the pain." 

Participants did not like items #8, A, and #10 on the PSEQ as these questions seerned 

to infer that they would have to iive with pais for the rest of thek iives. One nspondent 

stated, "These questions make me ihinL - how can 1 last my whole Me in pain?' Another 

participant stated, These questions maLe it sound lih haviag back pain is a permanent 

situation." One participant stated, "The word g& in item #8 (1 cm sti22 accomplish 

of my gooh in life, dapite the pdn) was confusing as some goals can be accomplished 

despite the back injury or the pain. " Another said, "Some goals have nothing to do with pain 

or your back." 

Next, the 18-item version of the FACS was presented to the participants and they were 

asked to complete it. As mentioned exfier, this version of the FACS containeci two parts for 

each question: a before your bmk injlay item and a now (cmnt) item. Time for completion 

varied from about 5 to 10 minutes. 

Respondents felt that the rating scale in the FACS was easier than with the PSEQ. The 

participants (including the one man who was unable to complete the PSEQ) stated that they 

understood the instructions and the rating d e .  Participants stated that they iiked the idea of 

comparing their confidence to perfonning various activities before their injury with the ability 

to perforrn them now. As one rrspondent explained, "Tt allows you to gauge your afier 

response with your before response.' 

When filling out the scale, one iespondent replied (re. item #2-How confidm are you 

rhat you can stand as long as you want or need fo?), '1 thought about standing activities at 

work and home. " Another subjects stated (for item #3-Bow co@dent are you fhaf you cm 

walk as long as you want or need to ?), "1 cannot walk distances due to a previous knee injury 
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as well as my back injury, but I rated it according to my capability." Another participant 

said, " When I filleci out the question on bending (item #12), 1 thought it is really difficult to 

bend over to put my shoes and socks on." 

When answering item #7-Row corrfidcnt mc y w  thm you c m  get on Md o f a  bw?, 

four participants said that they never take a bus. nie fâciIitator suggested that when 

answering this question, they should respond as it they had to Wce a bus. For item #8-Hm 

confident are yw th@ you con get in Md out of a hhnîb?, many respondents said that it was 

difficult to get in and out of a bathtub so they took showas instead. Regarding items #9 and 

#IO, the prevalent view was that sleeping was a problem. One subject said, 'Sleeping is the 

worst, you roll all  night and you are awake because of the pain." 

Directions For instrument Modificatio~ 

Based on input h m  the client focus group session, the instruction-ifyou do not do 

an acn'vity, e.g., toke a bath, go on a bur, please rate how confl&nt you WOUU k physicallly 

ifyou hud to do these things-was added to the FACS. Item #9-How confident are you nhor 

you can lie on your back to sleep? and item #lO-Row conident me you thut you can lie on 

your side to sleep? were merged into one question: How confiùent are you that you c m  sleep 

c o m f o ~ ?  This modification resulted in a 17-item instrument that was used in the 

subsequent pilot testhg phase of the project. 

There were several limitations to both focus group sessions. F M ,  since the 

investigator conducted both sessions on her own (Le., a recordet was not present to take 

notes of the discussion as weii as non-verbal behaviom and other dynarnics that cannot be 

recorded on audiotape), the aspect of debriehg between the fkditator and recorder was lost. 

This may have introduced a b i s  on the part of the investigator. Second, ideally focus groups 

should consist of individuals who do not know each other (Kreuger, 1994). It may be that 

some chicians may have felt uncomfortabIe sharing their opinions with coworkers. Third, 
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since the participants for both focus groups were h m  the same chic, the generalizability 

of the findlligs may be limited. Since Li& Wth WonL Clinic o E i  both a Community Chic  

and a Regional Eduation C m ,  it may be a more spccialized facilty, and thus may not 

be representative of other CCPs. Fourth, it would have been benefiaal to have conducted 

several f o w  group sessions with clinicians as weii as clients to identify cornmon themes that 

may emerge. The notion of "saturation,' that is, the number of focus groups expressing 

similar ideas with no added new infmtion should bave bem acbieved. This u s d y  talces 

three to four groups, aithough mon nuy be requiried if the topic is cornplex (Asbury, 1999. 

Since only one focus group session with clinicians and one focus p u p  with clients were 

wnducted, the generaiizability of the results may k limited. Fifth, the time consmint of 75 

minutes for the client focus group may have limited the discussion. Eowever, aven that 

individuals with LBP fhd it difiïcuit to sit comfortabIy for longer than 15 to 20 minutes, a 

longer time period was inappropriate. FinaUy, another limitation may have occurred during 

data analysis. While the tapes were transcribed into written fonn and were summarized 

accordingly, the use of a qualitative data analysis software package may have reduced any 

biases that rnay have occurred. 

Pilot Testia~ Pb= 

The first purpose of this phase was to solicit clients' impression of the two 

instruments: the revised FACS and the newly deveIoped RADL with respect to content, rating 

instructions, and format. The second purpose was to piiot test sMal published scaIes that 

could be used for the main (Le., validity) phase as cornparison measures with both the FACS 

and the RADL. Pubfished instruments that measured disability, anxiety, social 

desirability, pain level, affect, and general seif-efficacy were considered as these constnicts 

may influence efficacy expectations (Kaplan et ai., 1984; Long et al., 1989). The ease of 

administration and suitability for low back clients were primary wnsiderations. 

Since individuais with LBP *in sit for up to 20 to 30 minutes at a time, the pilot 

testing was split into two sessions. The piiot testing sessions were wnducted with participants 
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with LBP aîtending the Li& Wth Wo& Chic. Fout males and one f e d e  (mean age: 4 1.2 

years; standard deviation: 12.1; range: 29-58) participateci in session one, while two males 

and four femaies (mean age: 36.8 yuus; standard deviation: 9.5; range: 23-51) participated 

in the second session. 

Pilot Test irie: Session One 

As discussed above, the FACS and the RADL (which was embedded in the 

demographic questionnaire), as well as the 0th- potentiai study instruments for the main 

study were pilot tested. The Roland SIP (Sickness Impact Profile) (Roiand k Moms, 1983), 

and the OSW (Oswestry Low Back Disability Questionnaire) (Fairbanks et ai., 1980) which 

are commody used disability measUres for LBP ciients, as weïï as the atlxiety subscaie of the 

Generai Weil-Beïng (GWB) Schedule Fazio, 1977, as cited in McDoweU & Neweii, 1987) 

were considered as potential tools to examine the convergent validity of both the FACS and 

the M L .  These measures are discussed below and are outlined in Appendix C-1. 

Convergent validity and discriminant validity are M e r  discussed in Chapter Four. 

Roland Sickness h ~ a c t  RaCilc ISIP), nie Roland SIP (Roland & Moms, 1983) is 

a self-report 24-item disability measure that has beea adapted h m  the Sichess Impact 

Profile (Bergner, Bobbitt, Carter, & Gilson, 1981) for use with clients with LBP. In order 

to improve the spegficity of the response, the phme "because of my back" was added to 

each item. A score of one point is given for each of the 24 items that are ticked. Total scores 

can Vary fkom O (no disability) to 24 (severe disability). It takes about five minutes to 

cornplete. The Roland SIP has demonstrated high test-retest reliability over a three week 

p e n d  (Pearson's r = .83; p < .O03 (Deyo, l986), as weU as administered twice in the same 

day (Pearson's r= .9 1) (Roland & Moms, 1983). Intenial consistency was found to be -83 

(Roland & Moms, 1983). Moderate correlations of pain have been found with patients' self- 

rated pain Peyo, 1986), fûnctional ratings (Millard, 1989), and a pain disability index (Tait, 

PoUard, Margolis, Duckro, & Krause, 1988). Sieiificant associations between the Roland SIP 
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and the FACS as weii as the RADL wouid ïndicate that disability wouid support the 

convergent validity of both d e s .  

tosm Lo O O .  w Bpck mbil i tv  OudonqpiLt The 0SW is a disabiüty 

measure that is commonïy used for clients with back pain (Fairbaaks et al., 1980). The OSW 

is divided into 10 sections, each W h  su  response statemenu. Each section is scored on a six- 

point sale (0-5), and the o v e d  score is expressed as a percentage h m  0% (no disability) 

to 10096 (a great deal of disability). This seKadmimstaed . * questionnaire takes about 5 

minutes to complete. The OSW has shown high test-retest nliability (r=.99) when assessed 

on consecutive days, and displayed significant positive change over a 3-week period in a 

group of patients with a high likelihood of spontaneous nxavray (Fairt,anks et ai., 1980). 

Signifiant associations bebeeen the OSW and the FACS as weii as the RADL would indicate 

that disability wouid support the convergent validity of both d e s .  

Anxietv subscak of the General Well-Mir lGWBl Schedulet The GWB (Fano, 

1977, as cited in McDoweil & NeweU, 1987) is a ~e~administered questionnaire that offers 

a brief but broad-ranging indicator of subjective feelings of psycho10gicai weU-king and 

distress for use in community sweys. Good test-retest reiiability and interna1 consistency 

have b e n  demonstrated, as weU as good correlations with other anxiety d e s .  A low score 

(O) represents more severe distress, while a high score represents low distress (4). Because 

the atlxiety subscale of the GWB is a short (consists of oniy four-items), it could serve as a 

potential measure of amie@. Significant associations between the GWB and the FACS as weU 

as the RADL would indicate that anxiety wouid support the convergent validity of both 

scales. 

The instruments described above (and in Appendix C-1) weE administered to the 

subjects in mdom order which was detetmined a priori. The investigator timed how long it 

took participants to complete each measure. The average time for completion was as foiiows: 
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8.8 minutes (range: 7- 10 minutes) for the FACS, 3 -6 minutes (range: 1-10 minutes) for the 

Roland SIP, 5.2 minutes (mge: 2-10 minutes) for the OSW, 1.6 minutes (range: 1-2 

minutes) for the anxiety subscaie of the GWB, and 9.2 minutes (range: 615 minutes) for the 

RADL and the demographic questionnaire. The average t h e  to complete the entire battery 

was about 30 minutes. 

When the battery of questionnaires was wmpIeted, the group was asked to look at 

each instrument in tum, and the investigator solicited impressions about the instnxctions, 

rathg format, and perceived relevane of the content. With regard to the FACS, the prevalent 

feeling was that the questions were clear, relevant, and easy to complete. One subject stated, 

"1 am confident that 1 can climb up and d o m  s*urs but 1 have a lot of pain if 1 do this. 1 am 

not sure about the number that I should circ1etW The investigatot explained that when he rates 

his confidence, he should be takiag pain into consideration. In iight of this concem, the 

instructions in the FACS were subsequently modifieci to inciude the following statement: If 
you do notfeel totolly confdent, circle the rider on the scale t h a  k t  describes your level 

of confidence, regardless of the pain md discomjim you m q  have. 

Participants stated that the items in the RADL and the demographic questionnaire were 

clear, undentandable, and relevant for individuais with LBP. There were no suggestions with 

regard to dropping or adding any items. One participant said, "The rating scde in this 

questionnaire is the sarne as the rating scale in the other questionnaire (Le., the FACS) which 

aiso went from 0 96 to 100%. This is easy to understand and foiîow. It makes sense to me. " 

Respondents reportai that the instructions in the Roland SIP were dso clear, the items 

were understandable, and the content was reievant. Participants stated that they did not have 

any difficulty with the items in the scale. 

In contrast, participants experienced difficulty complethg the OSW, particularly the 

sections on pain intensity, sleeping, and sex Me. in the pain section, three participants stated 

that they had trouble discriminating between the foliowing two items: Z cm tolerae the pain 

I have withour hmting to urc pain killem venus nit pain is bad but 1 manage without taking 

pain killers. For the sleeping section, one respondent said, "1 a n  not rate any of these items. 
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r e m  this. " Another participant said, "1 did not check off any items in this section because 

1 do not use any medications, but 1 wake up because 1 am uncornfortable. There are no 

statements in this section that indiate this.' For the sex life section, two subjects stated that 

since their back injuries, their sex iives had not changed, but their positions had changed, and 

there were no statements in this section that would capture this. 

nie generai feeling was that the few items in the d e t y  subscaie of the GWB were 

not appropriate for ciients who have sustained a back injury. One subject stated, "When 1 

completed item # l - H m  you been bthered by nemuntess or yow "nerves' during the past 

month?, 1 had to answer that 1 am nervous because 1 am always nervous and 1 was hjured 

two weeks ago." Another respondent stated, "When 1 answered the question-Hove you been 

-ou, wom-ed, or upsef during the parr month? (item #3), 1 responded that 1 was anxious, 

womed and upset becituse of the things that are happening to me uicluding my back injury". 

Another subject stated, "1 am nervous when 1 drive my car anyway, it has nothing to do with 

being injured. " 

Pilot Testine - Session Two 

Other potential d e s  that were considered for the main study were pilot tested in the 

second session. Since affect, pain, and social desirability rnay influence self-efficacy, the 

Positive and Negative Aoeçt Schedule (PANAS) (Watson, Ckk, & Tellegren, 1988), the 

visual analogue d e  (VAS) (Scott & Huslrisson, 1976), and the Marlowe-Crowne S d e  

(MCS) (Fischer Br Fick, 1993). respectively, were pilor tested. Since there is no published 

self-efficacy instrument that could be used as a head-to-head cornparison measure for this 

popuiation, the Physical Self-Efficacy Scale (PSES) (Rychan et al., 1982), a general self- 

efficacy measure, aiso was pilot tested. These questionnaires are discussed below and are 

found in Appendix C-2. 
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Positive and Nmtive AtTkct S d e  (PANA& The PANAS is a 20-item e t  or 

mood d e  (Watson et al., 1988) assessing both positive and negative affkt. Positive 

affectivity is associated with enthusiapm and atertaess, while negative affectivity is related to 

feelings such as anga, disgust, and f a .  Participants are asked to rate on a 5-pint scaïe the 

extent to which they experienced each mood state. The PANAS bas demonstrateci high 

intenial consistency, and good eîght week test-retest reliability (Watson et al., 1988). PANAS 

scores have corniateci with maures  of relateû constructs using the Hopkins Symptom 

Checklist, the Beck Depression Invenmry, and the Speilberger State-Trait Anxiety Inventory. 

Significant associations with the PANAS and the FACS as weii as the RADL would indicate 

that affectivity wouid support the convergent validity of both scaies, while an absence of 

signifiant associations would support the discriminant vaiidity. 

Wual AnaIome Scak (VASI, The VAS (Scott & Huskïsson, 1976) measures clients' 

perceptions of seventy or the quantitative aspects of pain. It consists of a straight line of 100 

mm, the anchors at which are defined as "No painw and "Pain as bad as it can ben, 

respectivdy. The client, after a standard explanation, places a mark correspondhg to his or 

her present pain on the line between the extreme limits. Good test-retest rehbiiity has been 

reporteci (Reviile, Robinson, Rosen, & Hogg, 1976; Scott & Kuskisson, 1976). The VAS has 

been found to correlate with other pain rathg scaies @ownie, Leatham, Rhhd, Wright, 

Branco, & Anderson, l978), verbai descriptions of pain (Wilkie, Lovejoy, Dodd, & Tester, 

1990), and medication intake (Reading, 1980). The VAS requires less than five minutes to 

administer and less than one minute to score. in scoring, the number of millimetres h m  the 

no pain line is measured. Signincant associations between the VAS and the FACS as weU as 

the RADL would indicate that pain level would support the convergent validity of both d e s .  

Marlowe-Crowne Sesle MC& The original Mariowe-Cme Scaie (Crowne & 

Marlowe, 1960) is a 33-item social desirability scde used to de- individuais who tend to 

describe themselves in favourabe, sociaUy desirable tems in order to achieve the approval 
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statements: half cuituraiïy acceptable but probably untrue, the other haif probably tw but 

undesirable (Robinson & Shaver, 1973). Since the original publication, a number of short 

foms of the MCS have emerged. The short form of the MCS   ma items), know as the 

revised Form XI (Fischer & Fick, 1993), was considered for this study. Confimatory factor 

analysis showed that this form has high intemai coniirtcacy, and conelates weîï with the 

standard long form. A cornmon potential source of bias is known as social desirability bias. 

In social desirabiiity bias, when questioned directiy c o n d g  behaviour about which there 

is a strong expectation of social approval or disapproval, respondents tend to en in the 

direction of ideahhg theh behaviour (Woodward, Chambers, 6 Smith, 1982). If answers 

are affectai by social desirability, the resuîts obtained may not reflect the tnie state of affairs 

(Norman & Streiner, 1989). Since individuals rnay respond in a socially desirable manner 

when completing questionnaires, the MCS was used to pick up individuals who were 

responding favourably h m  those who were truiy efficacious. The MCS was used to assess 

the discriminant vaiidity of both the FACS and the RADL. 

Phvsical Self-EMcacv Sale (PSISI, The PSES (Rychnan et al., 1982) is a 22-item, 

general seIf-efficacy measure, developed using cdiege students. The PSES consists of two 

factors: Perceiveci Physicai Ability (PPA) and Physical Self-Presentation Confidence (PSPC). 

The PPA has been shown to correlate with physical ability and has demonstrated good 

convergent validity. Higher scores on the PPA indicate higha perceiveci physicai abiïity (e-g., 

1 have excellent reflexes), while higher scores on the PSPC demonstrate pater confidence 

in the presentation of physical skilis (e.g., 1 am not concemed with the impression my 

physique makes on others). Good test-retest reliability was found over a six week p e n d  

(Ryckman et al., 1982). While the PSES assesses more global physicai self-efficacy, it 

appeared suitable as a cornparison measwe to examine the convergent and discriminant 

validity of the specific sewefficacy FACS measure. For instance, Poweli and Myers (1994) 

used the PSES in this regard when vaiidating the Activities-Speanc Balance Confidence 



(ABC) Scale with senior clients. niese rr~earchen found a moderate cordation (r=.49) 

between the overali PSES scores and the ABC score, a good correlation (re.63) between the 

PPA subscaie score and the ABC score, and a weak and non-signifiant cordation (r=.03) 

between the PSPC subscaie score and the ABC score. In the preseat study, the PPA subscaie 

was used to assess convergent validity and the PSPC was used to evaluate discriminant 

validity of the FACS. 

The foliowing questionnaires were piva to the subjects for the second pilot testing 

session: 1) the M L ,  2) a 17-item revised version of the FACS with the order of the curreru 

items and the before your bmk injwy items randorniy aiîocated to the subjects, 3) the PANAS 

(Watson et ai., 1988), 4) the VAS (Scott k Xuskisson, lW6), 5) the MCS (Fischer & Fick, 

1993), and 6) the PSES (Ryckman et al., 1982). The instruments were adrninistered to the 

subjects in randorn order which was determined a priori. 

The average time for completion of each instrument was: 3 minutes ((range: 2.5-3 -5 

minutes) for the RADL, 4.8 minutes (range: 4-5.5 minutes) for the FACS, 1.6 minutes 

(range: 1-2 minutes) for the PANAS, 1 minute (range: -5-1 minute) for the VAS, 1.5 minutes 

(range: 1-2 minutes) for the MCS, and 2.9 minutes (range: 2-4 minutes) for the PSES. The 

total time for the battery averaged 15 minutes. 

Once the battery of questionnaires was cctmpleted, the group went back to each 

instrument in tum and while looking at the instruments, the investigator soliciteci impressions 

about the instructions, rating format, and relevance of content. Conceming the RADL, 

subjects found that the instnictions were clear, the items were understandable, and the content 

was relevant to individuals with back pain. They said that they would not add or remove any 

items. 

Regarding the FACS, subjects stated that it did not make any difference a them if 

they completed the currenf items before the wre yow injury items, or visa versa. One 

subject asked, " What is the purpose of includhg the before your injury items? Everyoae feels 

great before their injury as they are able to function to their maximum so why both asking 
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relevant for individuais who have had a previous back injury. One participant commented that 

he  did not answer item #%-tTow  con^^ on you thut you cm get on Md off a bus?* he 

never takes a bus. When the investigator asked him to rate the item as if he  did use a bus, 

he said "1 never go on a bus as it is too mugh a ride". When questioned about item #8--Hbw 

confident are you that you con get in mi out of a bathtub?, the respondents said that they 

took showers. 

Regarding the PANAS, respondents nported that the instructions were clear and the 

items were understandable. One participant said, "1 do not understand why this questionnaire 

is included in the battery. It seems to me that the thiags that are bang askhg about in here 

such as interestcd (item tl), disnessed (item #2), ackf (item #3), etc. do not have anything 

to with my back problem" . Another client added, "1 was thinking the same thing. " 

Subjec~ reported that the VAS was clear, understandable, and easy to complea. The 

prevalent feeling was that the idea of asking about pain seemed strange as the program 

emphasized physical activity rather than pain. One respondent stated, "Asking about pain does 

not fit with the other instruments." 

Respondents noted that the instructions on the MCS were understandable and the 

questionnaire was easy to complete. They reported that they did not have any difficulty with 

any of the items. 

Two subjects noted that when completing the PSES, they were unclear whether they 

were suppose to answer the questions according to how they were now versus before their 

back injury. The instructions were subsequently revised to read-Pteare c k l e  the n d r  on 

the scale which best describes the ment to which you agree or disagree with each stazemenr 

as it opplies to you todq. 
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Directions For Instrument Modificatiom 

With regard to the FACS, in iight of the comments exprrssed by the participants about 

question #6-Bw cont&nt are you tiuu you cm get in Md out of a car?-was combinexi with 

question #7-How confldenr are you thatyou cm ger on ond o f a  bus? to read: How con@knt 

are you t h  you cm gef in anà out of a cm md/w bus?; and question W-How confident ore 

you that you c m  get in a d  out of the bathtub? was removed. This M e r  modifscation of 

the FACS resulted in a 15-item instrument bat was used in the main phase of the study. 

Summary 

Both the focus group and the pilot testing sessions demonstrated that q u e s t i o ~  

based assessments for ciients with LBP would need to be kept as short as possible. 

Participants felt that the anxiety subscale of the GWB was not appropriate for individuais with 

back pain, and there seemed to be a fair amount of confision when complethg the OSW. 

This finding is sirnilar to another study bat used the OSW for individuais with LBP (Stratford 

et al., 1995). These investigators found blank and multiple responses per item were present 

on approximately 20% of the questionnaires. Because of these criticisms, both the GWB 

anxiety subscale and the OSW were eliminated h m  the battery of instruments. Since the 

respondents felt that the PANAS (Watson et al., 1988) was not appropriate for individuals 

with lumbar dysfunction, and the VAS (Scott & Huskisson, 1976) overemphasized pain, these 

d e s  also were eliminated h m  the battery of instruments. While the Roland SIP is 

considered to be a generai disability measure, it also rnay be a pain-reIated disability measure 

as many of the items seem to encompass various aspects of pain (Le., rny back is painfi2 

almost al2 of the rime and I change positions frequently to ny to ger my back cornfortable). 

In view of this, the investigator felt that the pain and disabilïty constructs were adquatdy 

covered in the Roland SIP. 

Based on input h m  both pilot testing sessions, the dernographic questionnaire (which 

included the RADL), the FACS, the PSES (Ryclmian et al., 1982), the MCS (Fischer & 

Fick, 1993), and the Roland SIP (Roland & Morris, 1983) were submitted to the subjects for 
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the main part of the shidy. The 15-item FACS coiisisted of two sections: respondents' ratings 

of their current status and ratings of wre tluir infury status. These two sections were known 

as the cunent FACS and the preinjury FACS. 

The pilot testing sessions demonstrateci that the total t h e  to mnplete the five 

questionnaires was approximateIy 29 minutes (Le., about 12 minutes for the demographic 

questionnaire (Uicfudiag the RADL)), about 9 minutes for the FACS, about 4 minutes for the 

Roland SIP, about 3 minutes for the PSES, and about 1 minute for the MCS). Because clients 

with LBP are unable to sit for long periods of tirne, the tirne fhne of 29 minutes seemed to 

be fairly reasonable. 



g&jgdve 

The main objective of this phase was to examine the test-retest rehbility of the two 

newly deve1oped meames-the FACS and the RADL ( A p à i x  D). Test-retest nliabiiity 

analysis is used to determine wheiher the consmict itself is stable ovet the  (DeVellis, 199 1). 

If the time between two instruments is too short, reliability may be overestirnated as 

respondents may remember their first responses. On the other hand, if the tirne pend is too 

long, the subjects' condition may have changecl. Streiner and Norman (1989) suggest using 

a test-retest intara1 of somewhere between two and 14 days. In this shidy, subjects were 

given the FACS and the demographic questionnaire (which contains the RADL) at program 

entry immediately after their initiai assessment (time 1) and one to five days later prior to 

matment (time 2). This tirne hime was chosen in an effort to elhinate the effects of 

intervention, and to ensure that the subjects' condition wouid be as stable as possible. 

Sam~le Recruitment and Procedue 

As discussed in Chapter One, the eligibility criteria were the same as the referrai 

critena for inclusion into the CCPs (Ontario WCB, 1992). An additional wuirement was that 

the subject be able to read and write in English. 

Twenty subjects with LBP who attended one of four Comrnunity Clinics in the 

Hamilton area between March and May, 1995 participated in the reliability phase. To obtain 

the sample of 20 subjects, 23 consecutive clients were appmached. Reported reasons for 

refusai were: "in too much pain" (n = l), and not understanding English (n= 1). There was 

one drogout. This person completed the FACS and the RADL ai tirne 1, but did not r e m  

to the c h i c  at time 2. This subject was not included in the analysis. 

Upon entry into the CCPs, cîients routhely receive a physical intake assessment 

performed by clinic therapists. At the end of the assesment, chicians asked clients if they 



would be wilhg to participate in the study. The investigator immcdiately met with potentid 

subjects to explain the purpose and pmcedures of the study. Potential subjects were 

individuaiiy asked to wmplete two questionnaires (the FACS and the RADL), and were 

forewanied that they would be asked to amplete the same questionnaires again. The 

investigator explaineci that since the quality of the questionnaires was bàng evaluated, they 

wodd have to cornpiete the same questio~aires before their h t  treatment. consequently, 

subjects were nquested to amve U to 20 minuta prior to treatrnent thne to complete the 

instruments again. The inwstigator obtained informed anisent (Appendix D). 

Subjects were given the FACS and the RADL at two points: program entry 

imrnediately after their initial assessment (the 1) and one to f ie  days later prior to treatment 

(time 2). At time 2, subjects were asled: '1s your buck poin/condition the same as it was 

when you cornpleted these questionnaires the other à@?' This was done to ensure that 

subjects' condition was as stable as possible. Since ai l  subjects in this pool reported that their 

back pain was unchanged, none had to be eliminated. 

On both occasions, the order of administrating the two instniments, determined a 

priori, was randomized. Subjects completed the instruments on their own (in approximately 

15 to 20 minutes) in the chic with the investigator available in the m m  to respond to any 

questions. Aithough the investigator checked for completeness when the questionnaires were 

retumed, bey were already complete. 

Statistical Analvsip 

The current FACS and the preinjury FACS were examineci separately. Descriptive 

statistics were used to detemüne the distribution of the FACS and RADL scores for the 

sample. The Shapiro-Wilk statistic, whidi is a test to determine nomality (Cody & Smith, 

1991), was petformed to determine whether the FACS and the RADL scores were normaily 

distrïbuted. This was done to ensure that parametric statistics wuld be used. Analyns of 

variance-denved (ANOVA) intraclass correlation coefficients (ICC) (2,l) (Shrout k Fleiss, 

1979) were used to calculate the test-retest reliability of subjects' ratings on the FACS and 



the RADL. ANOVA procedures are appropriate for detamining reliability whenmr one 

variable is measufed on two Occasions, and ANOVA examines the sources of variability 

between and withïn subjects (Currïer, 1990). An ICC conclation coeffitient or "rrliability 

coefficient" (the ratio of between-subject variana to total variance, which includes both 

between- and within-subject variance) i s  the statistic most fiequently used to measure 

reliabiüty (Guyatt, KUshner, & Jaeschke, 1992). 

ls4sms 
A brief description of the sampie is presented W. This is foliowed by descriptive 

statistics for the participants' ratings of the FACS and RADL. The test-retest reiiability 

analysis is then dimissed. 

AU subjects completed the two questionnaires immediateIy afkr assessrnent and prior 

to their treatment. The tirne interval varied as foliows: 1 day (n= 13), 2 days (n=l), 3 days 

(n=4), 4 days (n= 1), and 5 &ys (n=l). The Longer intervals (Le., 4 and 5 days) occurred 

due to the Easter holiday long weekend. The mean intemal for the test-retest reliability was 

1.8 days (standard deviation: 1.2; range: 1-5). 

Sam~le Descn~fioq O .  

Of the 23 subjects who were approached, 20 subjects (9% refisai rate) paaicipated. 

The total number of subjects approached, the number of refusais, and the number of subjects 

at time 1 and time 2 are presented in Appendix E-1. The sociodemographic chafacteristics 

of the 20 subjects are shown in Appendix E-2. 

Participants did not report any problems understanding the questionnaires. Four 

subjects were working while attending the program. Subjects were asked to describe how 

thek back injury/problem occurred. They reported that they aquired their injury as foilows: 

seven subjects were bending, four nspondents were lifting, four subjects were in an accident 

(e.g . , one respondent feu over a chair, another f d  off a d o l d ,  weights feu on one subject, 

and another subject was in a car accident), three participants were injured whiie transferrïng 



clients h m  bed to chair, one subject was twisting, and another individual was reaching 

above head level. 

Participants were involved in the following types of work: teacher (n = 1), health care 

aide (n=2), nune (n= 1), machinist (n= 1), labourer (n-4). mail sortcr (n- 1), p ~ t e r  

(n=2). rniliwright (n=2), dry waiî worker (n=l), parkingcontrolofficer(n=l), truckdriver 

(n = 1) , vocational support worker (a= 1), weider (n = 1), and riveter (n- 1). 

Mean Sa le  Ratine 

umnt FACS, The breakdown of item ratings for the c m n t  FACS at time 1 and 

time 2 are displayed in Appendix F-1. One participant was responsible for the five missing 

values in the current FACS. For misshg values, items were dropped from the analysis. 

&&jury FACS. The breakdown of item ratings for the preinjury FACS scores for 

both occasions are displayed in Appendix F-2. Thete were no misshg values. 

RADL, The breakdown of item ratings for the RADL scores for both occasions are 

displayed in Appendix F-3. There were 12 misshg values. For missing vaiues, the item was 

dropped fiom the analysis. 

Test of Nonnality 

The results of the Shapiro-Wiik tests showed that both the curent FACS and the 

RADL were normaily distributeci, while the pteinjury FACS scores were not nonndly 

distributed @ < .0001) with the 20 subjects in this phase. 

Test-Retest Relia bilitv 

In an effort to ensure that the test-retest niiability results wouid be as precise as 

possible. items with missing values for either t h e  1 or time 2 were dropped h m  the 

analysis. That is, if the time 1 value was missing, the time 2 value was dmpped and visa 
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versa. Landis and Koch (1977) have characterized values of reliability coefficients as foiiows: 

poor (< .00), slight (.O0 to .20), fair (-21 to .40), moderate (.41 to .60), substantial(.61 to 

. go), and airnost perfcct (.8 1 to 1.00). Using these categories, the ANOVA KCs were almost 

perfëct at -94 for the cunent FACS, substantial at .74 for the preinjtuy FACS, and ahost 

perfect at .83 for the RADL. 

W~scussion 

Since the preinjury FACS scores were quite high ( m m  scores a b e  90) at both 

testing periods, there may be a ceiling effect in these scores. A ceïiing e f f i t  occurs when 

scores 'top out" and an instrument cannot register greater gains (Dumholdt, 1993). Ceilhg 

effects have irnpIïcations for the interpretation of both the reliability and the responsiveness 

of the instrument. For instance, the use of change scores to estimate treatment main effects 

is only appropriate when the variance between subjects exceeds the variance within subjects 

(Streiner & Norman, 1989). Since reliabüity is a necessary precondition for the appropriate 

application of change scores, if there are fittle or no differences between subjects, the 

reliability resuits will be wmpromised. In developing the current FACS and the preinjury 

FACS, the rationale was to compare confidena in midual functioning by examining the 

difference between "preinjury functioning" and "current functioningW sina individuais should 

vary in their functionai ability. However, if everyone perceives themselves as highly 

functioning prior to injury (perhaps an infiated perception), preinjury ratings will not be very 

useful. 

Another issue to consider when subjects are rating the preinjury FACS is that they 

may not remember how they were prior to their back injury, or they may infiate their 

preinjury capabilities. Ross (1989) has shown that the response to a direct question about 

change proceeds in two steps. First, people note th& pnsent status on the attribue in 

question, for example, "How do 1 feel today?" They then invoke an 'irnpücit theory' about 

how they are likeIy to have changed from the prewious occasion to the pzesent. On the bais 

of these two pieces of information, they then reconstnict an estimate of their previous state. 
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For these rcasons-high ratings with little between subject variability and difkulty of 

interpretation-+e preinjury FACS may not be a usefui rating scale. Before deciding whether 

to eliminate this scaie from M e r  anaiysis, the variability of the preinjury FACS ratings was 

examinai with the kger samp1e in Chapter Four. 

One possible expianation for the 12 missiag values in the RADL may be that these 

subjects did not respond to the activities because they do not n o d y  do these activities, 

regardiess of their back injury. As a resuit, in the validity phase, we included the following 

statement in the RADL instructions: ryou  do not do m acrEvity, put MA (norqplic0bIe.l 

beside the scale. 

In summary, the test-retest reiiability resuits were almost @ect for the c m n t  FACS 

(.94), substantid for the preinjury FACS (.74), and ahost perfect for the RADL (33). These 

findings showed that the cunent FACS, the preinjury FACS, and the RADL appeared to be 

stable when administered twice over a short t h e  period to 20 subjects with LBP who did not 

receive any intervention over this tirne m e .  



~ e c t î v ~  

The objectives for this pfimary study phase were: 1) to examine the intemal 

consistency, item-total codations, and inter-item carrelations of the FACS and the RADL; 

2) to explore their hctor analytic structure; and 3) to detamine the convergent validity, 

discriminant validity, concurrent validity, and prrdictive vaiidity of the two scaies. 

As discussed in Chapter Two, a major concem for this phase was to ensure that the 

battery of instruments that was administered to the subjects would tale approximately 30 

minutes to complete. The following measuns were chosen: the Roland SIP (Roland & 

Moms, 1983), the MCS (Fischer & Fick, 1993), and the PSES (Ryckman et al., 1982). 

R d  that these instruments, h g  with the FACS, the demographic questionnaire, and the 

RADL, took approximately 30 minutes to complete. 

The types of validity and the maures chosen to address the vaiidity for both Scales 

are discussed below. Tables 4.1 and 4.2 dispiay the measUres used to address the vaiidity of 

the FACS and the RADL, respectively. For the purposes of this project, the foilowing were 

estabiished: wrrelations less than .3 were considered low, correlations of -3 were considered 

fair, correlations of greater than -3 and less than .5 were moderate, and correlations grrater 

than -5 were g00d.l 

Convereent and Discriminant Validitv 

Construct validity is the degree to which an instrument measUres the theoreticai 

construct it was designed to measure (Johnston, Keith, & Hinderer, 1992). Construct validity 

is evaluated by conelating other indiators of the constmct with the measurement tool under 

Streiner, D.L. Professor, Clinid Epidemiology and Biosbîistics, and Depcirtment of Psychiaüy, McMaster 
University, Hamilton, ON: Petsonal communication. November, 1996. 



TaMe 4.1 Mcisurcs U d  To Addmss the Vliiidity O€ tk FACS 

Types of 11 Vaiidity 

Convergent Roianâ SIP 

disability subscli(e of Robd SiP 

PSES 

PPA subscaie of PSES 

+ awferote negatïve conelPtions with 
FACS 
+ modcrate negative conelatioas with 
FACS 
+ fàir to modorPte comI.ti01111 with 
FACS 
+ fair ta mDderPte correlations with 
FACS 

PSPC subscaie of PSES 

MCS 

+ low or n0114gnificant correiaîions 
with FACS 

low negative or nou-significaat 
conelaîions with FACS 

Criterion fair to nmkatc comtations with 
FACS 

für to d e r a t e  cucreiations with 
FACS 

Table 4.2 bbsum Used to Addtess Validity of  the RADL 

Types of Validity Measutes A Priori Expectations 

Convergent Roland SIP moâeraie negative conetotions with 

+ haudicap subscaie of Roland SIP 

+ PPA subscale of PSES 

RADL 
moderote negative correlations wÏth 

RADL 
low conelritions with RADL 

l 

Discriminant 
. . 

+ PSES 

PSPC subsde of PSES 

+ MCS 

low or non-significant cotrelations 
with RADL 

low or non-significant correlations 
with RADL 

low negative or n~n~gnificant 
canelritioas with RADL 

Criterion 

+ FACS 

fur to modemte correlations with 
RADL 

fi& to moderote correlations with 
RADL 
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examination (DeVellis, 199 1). Constnict validity cm be bmken down Mer into convergent 

and discriminant validity. Convergent vaïidity detennines the extent to which scores on the 

instrument are «>mIated wîth scores fmm other instruments measuring the same or sunüac 

constructs (DeVellis, 1991). Didmuiant validity or divergent Müdity evaluates whether 

dBerent consmcts are king measured by diffimmt instruments. Drxnmuian . . .  
t validity is 

indicated by low correlations between suppody unrelated constructs (DeVeiiis, 1991). 

Criterion Validœi 

Criterion validity is the relationship between a measure against a criterion-preferabiy 

a "gold standardu-which has been used and accepted in the field (Streiner & Nonnan, 1989). 

Criterion validity is u s d y  divided into two types: concurrent vaüdity and prdictive validity. 

in concurrent validity, the new d e  is conelated with the criterion measure, both of which 

are given at the same time (Streiner 6 Nonnan, 1989). In predictive validity, the critexion 

is assessed some time in the future (Sminer & Norman, 1989). Since there is no gold 

standard for measuring the "recoveryw of injureci workero witb LBP, clinicians' ratings of 

functional ability and clinicians' judgements of reacüness to r e m  to work were chosen to 

examine the concurrent validity and the predictive validity of the FACS and the RADL. 

hosen For the Validii Phase 

Convewnt and D'iriniinant Validity 

Roland Skkness hmct Profile (SIFl. As discusseû previousiy in Chapter Two, the 

Roland SIP (Roland & Moms, 1983) is a commonly used disability measure for clients with 

LBP Peyo, 1986; Deyo k Centor, 1986; Roland & Morris, 1983). In out opinion, the items 

seem to address ali three compments of the IClDH (WHO, 1980). The author of this thesis 

and her s u p e ~ s o r  independentiy categorized these items accdrding to whether the items k t  

reflected the impairment, disabiiity, or handicap component of the ICIDH. Using the Kappa 

statistic (Norman & Saeiner, 1994), the interrater agreement was 1. As show in Appendix 

G, of the 24 items of the Roland SIP, three were seen to reflect impairment, 13 disability, 
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and eight handicap. The overall Roland SIP as weli as the disability subscale and the handicap 

subscale were used to examine the canvugait validity of both the FACS and the RADL. 

Rivsical Self - Effïcacv M e  As discwsed previousiy in Chapta Two, the 

PSES (Ryckman et ai., 1982) is a generai sdf-efficacy m e m .  It was hypothesized that 

while the PSES may show some relationship with the FACS scores, the correlation between 

a general seKefficacy measmes (Le., the PSES) and a specific seEefficacy rneasw (i.e., 

the FACS) was expected to be fair to moderate at best. Since the PSES can be bdcen down 

into two subscales, one might expect the FACS to be more strongly associateci with the PPA 

(perceived physical ability) subscale versus the PSPC ( d d e n c e  in ~e~presentation) 

subscale. Since the RADL measures clients' resumption of daiiy activities and not self- 

efficacy per se, Iow or non-signifiant correlations were expected between the RADL and the 

overall PSES, as weU as between the RADL and the PPA mbscale as weli as the PSPC 

subde. The overail PSES and the PPA subscaie were used to examine convergent validity 

of the FACS, while the PSPC subscale was used to examine the disctiminant validity of both 

the FACS and the M L .  

Marlowe-Crowne Seaie cn(iCS), As discussed previously in Chapter Two, the MCS 

(Fischer & Fick, 1993) is a social desirability d e .  The MCS was used to detect subjects 

who responded f a v o d y  h m  those who were tnily efficacious. The MCS was used to 

examine the discriminant validity of both d e s .  

Criterion Validitv 

Chicians' ratin@ of ~hysical condiionia Jfunctional abilitv, OR entry into the 

program, clients undergo a detailed physicai intake assessment, which is used to assess 

clients' progress. Since there seems to be little consistency across clinics in the measurements 

used, clinicians' judgements of physical coaditioni.ng/functional ability in the ares of 

endurance, muscle strength, range of motion, locomotion, and overall abiiity were used as 



a proxy measure in this study. Clinicians' rathgs of fiinctional ability were used to determine 

the concurrent validity and predictive validity of the FACS and the RADL. 

Clinkians' m e n @  of retum to work, At follow-up, clinicians mutinely rate 

clients' readuess to retum to work. Clients were classified accordhg to the following 

criteria: 1) able to retum to unrestricted work, 2) able to ntum to riestrictecf work, 3) refer 

to the Regional Evaluation Centre, or 4) other. Chicians' judgements of able to retum to 

work at foilow-up were used to examine the concurnnt validity and pdct ive  vaiidity of both 

the FACS and the RADL. 

FACS and RADL, While the FACS and the RADL weze developed to assess different 

dimensions, confidence to perform general movements and postures shouid relate to 

resumption of daily activities. Since efficacy expectations are not static but amenable to 

change (Bandura, 1986), resumption of daiiy activities shouid relate to greater confidence. 

Clinicians' ratings of functional ability, clinicians' judgements of retum to work, and the 

RADL were used to examine concurrent and predictive validity. 

ubiect Recruifment 

One hundred and four injund workas with LBP who attendeci one of seven 

Community Clinics in the Hamilton, Ontario vicinity betmai May and September, 1995 

participated in the validity phase. Two other Community Clinics in the area were approached 

and declined to participate. They stated that they were involved in their own research projects 

and would not have time to participate in this study. 

To obtain the desirrd sample she of 104 subjects, 115 consecutive clients were 

approached. Reporteci reasons for nfusal were: not interested (n=6), too busy (n 54). and 

poor English (n=l). The breakâown of the study participants by site and the sarnple 

characteristics are discussed below in the Results section. 
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Seldon and pro ce du^ 

Upon entry into the CCPs, ciients rwtinely obtained an intake physical assessment 

&ed out by a clinic therapist. After completing the initial assessment, the cIinician asked 

each client if he or she would be willing to participate in the study. Interested clients were 

seen by the research assistant (RA) in the sarne session. The RA expiallied the purpose and 

procedures of the study, and obtained idonned consent (Appendix H-1). For consistency, the 

same RA coilected al i  data on the subjects. The investigator xnonitored the RA'S activities and 

was available by phone to answer any questions or concans. The investigator also 

communicated fbquently with clinicians to rrspond to any questions or issues. In order to 

facilitate the process of obtainïng follow-up &ta, clhicians informed the RA, or the 

investigator, ahead of tirne as ta when the client was iikeiy to be discharged. The RA also 

checked frequently with clinicians as to each subject's potential discharge stams. 

The instruments used in this phase are found in Appendix 8-1. Subjects completed 

the instruments on entry into the study and dvee waks later or at discharge (whichever came 

f ist) .  Three weeks for foUow-up was chosen Since 19 days is the mean length of stay in the 

CCPS.~ On both occasions, the order of administering the instmments, which was detefmined 

a priori, was randomwd, except for the MCS (Fischer & Fick, 1993), which was positioned 

in the middle. Since the MCS is a short scale, its position in the middle would serve to give 

respondents a break as they were completing the questio~aies. The RA checked each 

questionnaire for completeness when they were handed back. 

Upon entry into the study (on the same day as the clinicians pedomed the physical 

intake assessment), subjects completed the FACS, the Roland SIP woland & Moms, 1983). 

the PSES (Ryckman et al., 1982). the MCS (Fischer k Fick, 1993), and the demographic 

questionnaire which contaùied the RADL. The demographic questiomaire also included 

questions that asked the subjects to rateon a 0% (not at ail) to 100% (completely) d e -  

t Murdock, P. Program Specicrlist. Ontario W o h '  CompensPtion Board. Toronto, ON: Personal 
Cornmunication. August, 1994. 



worry about exaasing, job satisfaction, confidence in th& ability to retum to preinjwy 

level, confidence that the program will heip them, and th& retum to work expectation. 

Expectation to retum to work is an outcorne expectation, and has kai show ta be an 

important piedictor of rem to work for i n j d  worhrs (Caroselfa, Lacher, & Feuerstein, 

1994; Papciak & Feuerstein, 1991; Sandstrom dr Esbjomsson, 1986). 

At the sarne the,  the ciinician who conducmi the client's physical intaLe assessrnent 

was asked to comp1ete our study questio-cian Questionnaire At Baseline - Validity 

Phase-(see Appendix A-2). The clinician was requested to rate-on a 0% (completely unable) 

io 100% (completely able) Scale-the ciient's level of fiinctional ability in the areas of 

endurance, muscle strength, range of motion, locomotion, and overall functionai ability. The 

clinician rated-on a 0% (not at ali) to 100% (completely) de-perceptions about the dient's 

ability to improve to preinjury level, the client's level of motivation, and tetuni to work 

expectations for that client. This questionnaire required approximate1y five minutes to 

compiete. 

At follow-up, clients were given the same battery of questionnaires as they completed 

at baseline (other than the demogfaphic questionnaire) (se Appendix 1-1). Along with the 

RADL, a few additional questions were asked regardhg clients' confidence that they had 

improved to preinjury level, confidence to retum to work, as weii as curent medications. 

The final question asked clients whether they felt theh condition had become bem, worse, 

or stayed the same during the cou= of the study. Clients also completed a contact permission 

form regarding the possibility of additional foilowiip at a later &te. 

At follow-up (the same time that clients completed the foiiow-up questionnaires), the 

clinician completed a questionnaire-Clhician Questionnaire At Foliow-Up - Validity Phase- 

(see Appendix 1-2) which asked him or her to again rate each dient's fhctional abiüty, the 

client's extent of participation in the program, if the client completed the program, and the 

number of sessions that the client attended. Findy, the clinician reported his or her 

recommenâations for retwn to work, and rated whether the client's condition had become 

better, wone, or stayed the same dwing the course of the study. 



Descriptive statistics on sample characteristics and scores on the primary measures 

were initiaily examicLed for the total sample. The sample was then brolren down into the 

foilowing subgroups: subjects with a previous back injury versus those without, and 

participants who attendeci this type of program More venus new attenders. These subgroups 

were examined based on the opinions expre~sed by clinicians in the focus group session 

(discussed in Chapter Two) that these individuals rnay respond differeritly to treatment. 

Furthermore, the literature has shown that individuals with a previous back injury venus 

those without respond differently to treatment (Linton, Hcllsing, & Andenson, 1993; Tarasuk 

& Eakin, 1994). T-tests or chi-square analyses (or Fisher's exact test when the Ns were 

smd) were used for continuous and dichotomous variables, respectively, to assess differences 

between the subgroups, as weii as differences between subjects who completed both the entry 

and fouow-up questionnaires, versus those who completed baseline questio~aires only (drog 

outs). While change scores for the FACS and the RADL will be addressed in Chapter Five, 

paired t-tests between entry and foliow-up scores were cornputed as a prdiminary measure 

to determine if there were changes in the scores during the course of the study. 

The Shapiro-WiUr statistic was performed on the cunmt FACS, the pninjury FACS, 

and the RADL to detetmine whether the scores were no&y distributai, and to ascertain 

whether parametric statistics could be used. Intemal consistency of the d e s  was examined 

using Cronbach's alpha. Inter-item correlation, item-total correlation, and factor analysis were 

calculated to examine the dimensionality and explore possible item reduction of the FACS and 

the RADL. Conespondence betwaen various subjects' and clinicians' ratings at baseline and 

foilow-up were anaiyzed using Kappa or Pearson comlation coefficients for categoncal or 

continuous data, respectively. Pearson correlation coefficients also were used to examine 

convergent and discriminant validity. 

Predictive validity was tested by dculating Pearson correlation coefficients for the 

foilowing vaiues: 1) between the baseline FACS scores and clinicians' ratings of impmvement 

in clients' finctional ability, 2) between the baseline RADL scores and clinicians' ratings of 



improvement in clients' functionai ability, 3) betweeu the baseLine FACS scores and 

improvement in RADL scores, and 4) beiween the basline RADL scores and impmvement 

in FACS scores. Lagistic regression analyses w e n  used to examine clincians' judgements 

of able to retum to work with the FACS and the RADL scores. 

Results 
This chapter begins with a description of the total sample including the drop-outs and 

the subgroups. The resuits are then organizeû hto three sections. The fkst section (Pn'm~ 

Baseline Meawres and Secoltdory Baseline Me4mre~) presents the desaiptive statistics of the 

FACS and the RADL scores for the mtal sanipie and the subgroups, as well as the results of 

the interna1 consistency anaiysis, item-total conelations, inter-item correlations, and f m  

analysis. Descriptive statistics for ratings of the Roland SlP (Roland & Moms, 1983), the 

PSES (Ryckman et al., 1982), the MCS (Fischer & Fick, 1993), and the chicians' ratings 

of clients' functionai ability are then nported in the Secomhy Baseline Measutes section. 

Because the Roland SlP was our head-to-head compaPson measure, the resuits of the intemal 

consistency analysis, item-total coneIations, inter-item correiations, and factor analysis of this 

scde are presented. This section concludes with a cornparison of subjects' ratings versus 

chicians ' rathg S. 

The second section (Rimav Follow Up Meusures and Secondary Follow Up Meanues) 

includes the descriptive statistics of the folîow-up scores of the FACS and the RADL. This 

is foliowed by the Secon&uy FolZowUp Measures section which reports the ratings on the 

Roland SIP, the PSES, the MCS, cihicians' ratings of clients' functional abiiity, and 

clinicians ' recommendations for retum to work. Conespondence between subjects' and 

clinicians' ratings are then presented. The third section presents the anaiysis for convergent 

validity, discriminant validity, concurrent validity, and predictive validity as weli as some 

exploratory regression analysis. 



Of the 115 subjects who were approached, 104 subjects (9.6% refisai rate) 

participateci in the study. The total number of potentiai subjects that were approached, the 

number of refusais, and the nurnber of subjects at entry and foiîow-up for each of the 

participating cluucs are shown in Table 4.3. 

Chic Nimiberof Nmberaf Nimber of 
R e f d  SubjccgAt Subjecb At 

EnW Follow-Wp 
I 

AU subjects spoke Engiish, were able to undetstand the questionnaires, and completed 

the questionnaires on their own. The socidemographic characteristics of the 94 subjects who 

completed both entry and follow-up instruments (study completers) versus the 10 snidy diog 

ouu (baseline data only) are shown in Appendix J. In cornparison to the shidy dropouts, the 

study completers were older (tz4.89, @=19, p<.Oûûl) and a srnaiier proportion were 

working while attending the program (Fischer's exact test, p < .OS). In addition, study 

completers were las confident that they wouid be able to improve to their prehjury Level 

(t=-4.48, df=39, p< .0001) (Appendix Q). 

The time from onset of back injury to the start of the program was examined (Table 

4.4). Sixty one subjects (59%) out of the total sample were r e f e d  to the program within 

two weeks of the onset of their back injury, while 18 subjects (17%) were referred between 
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four to 10 weeks. This breaicdown is almost identical to that found in the mdy conducted by 

the Enstitute For Work k Health (1995), which a h  was 60% and 17%. respectively, for 

these two time penods. Thus, a large proportion of both the sampIe, as welï as the larger 

hstitute For Work & Heaith's sample were refened for treatment within two we& after 

their injury. 

Table 4.4 T h e  Fran Onset of wury To &art of R q p m  

The Since Iqjury Study Compleâers (n=94) Study DropoutS (n= 10) 

< 2 we!ek 57 (61%) 4 (40%) 

2 - 4 weeks 12 (13 96) 2 (20 96) 

4 - 10 weeks 17 (18%) 1 (10%) 

> 10 weeks 3 (3096) 

Study DrobOu@ 

Reported reasons for dropping-out of the program were: early discharge (n=4), clinic 

was too far away (n =2), no money for transportation to attend (n = 1), involved in a motor 

vehicle accident (n= 1), absenieasm (n= l), and retumed to work (n= 1). Of the 10 study 

drop-outs, four subjects dropped-out immediately after the initial assessment, three 

participants attended the initial assessment and one session, whiie the other three subjects 

attended the program for one week, two weeks, and two and a half weeks, respectively. 

Four of the study dropsuts were working while attending the program. The study 

dropouts stated that they injured their backs in the foIIowing ways: Lifting (n=5), involved 

in an accident (n=3) (such as slipping and falhg, and boxes feii on one subject), stretching 

(n = 1) , and reaching and twisting (n = 1). The study drop-outs were working in the foiiowing 

areas: labourer (n =2), housekeeping (n =2), welding (n = 1) , grocery stock shelver (n = 1) , 
physical tester in a metallurgic department (n = 1), aane operator (n = 1) , cabinet rnaker 

(n = 1) , and shipperlreceiver (n = 1). 
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Studv Comnletes 

The average thne participants were in the study was 21.7 days (standard deviation: 

3 .O; range: 8-30). Based on 90 subjects (Le., there were four missirig values), the average 

number of program sessions attendeci was 13.7 (standard deviation: 3.2; range: 4 to 21). 

Based on 93 subjects, at follow-up 32 participants (34%) completed the program, while 61 

subjects (66%) continueâ in the program. 

Sixteen subjects (1796) reportai that they had otha health problems such as: 

hypertension (n=6), hypothpidism (n=2), gout (n-2). artbntis (n= 1), a wringer injury 

to the arm (n= l), mitral valve pmlapse (n- 1), diverticulitis (n = 1). obesity (n= 1), and 

carpai tunnel syndrome (n = 1). Of the six subjects (6%) who &ad previous back surgey, the 

mean time since surgery was 19.3 rnonths. 

Study completers reported sustainhg th& back injuries in the foliowing ways: 32 

subjects (34%) while lifting, 17 respondents (18%) via an "accident" (such as slipping and 

falling on the floor, falüng down the stairs, a chair feu out h m  under one subject, a motor 

ve hicle accident), nine participants (10 %) while bending , seven su bjects (7 96) whiie carrying , 
seven participants (7 96) whiie pushing/pulling , and f i n  respondents (5 96) while tramferring 

patients. Four respondents (4%) stated that they incurred k i r  injury due to the repetitive 

nature of their jobs (e-g., painting). Four subjects (4%) attributed their back pain to the 

vibrations that occuned whîie operating motorized vehicles, three subjects (3%) to twisthg 

activities, two subjects (2%) to restrauiing patients, one respondent to stretching activities, 

one participant to coughing, one to shovelling, and the k t  to nvinging a dedge hammer. 

Twelve subjects (13%) stated that they were workiag while attending the program. 

Snidy completers reported that they were involved in the following type of work: labourer 

(n =9), driver (n=9), welder (n=7), steel worker (n=7), machine operator (6). mechanic 

(n =6), kitchen work (n =5), cleaner (n=4), sales (n =4), manufacturing (n=4), health care 

aide (n =4), nurse (n = 3), compu ter operator (n =3), shipper/receiver (n = 3), pipefitter (n =3), 

portedcourier (n =3), grocery clerk (n =2), foreman (n =2), electrician (n =2), fire fighter 

(n = 2), painter (n =2), conectional officer (n = 1), security (n = 1). marine engineer (n = 1) , 



waiter (n = 1) , fumace attendant (n = 1) , and plumber (a = 1). 

Subiects with and without a ~revious back 9 a The SOCiodemographic 

characteristics of the subjects with a previous back injury (a=54) and those without (n=4û) 

are show in Appendix K-1. Signifiant diffezenas ktween these groups emerged for age 

(r=2.78, df =92, p < -01) and pmrious attendance at a similar program (Fischer's exact test, 

p c -000 1). Thus, subjects with a previous back injury were olda, and more likely to have 

attended a sunilar program before. 

Previous versus new attenders, The sociodernographic characteristics of previous 

attenders (n=27) venus new attenders (n=67) are shown in Appendix K-2. There were 

signincant group differences for prwious back injury (Fischer's exact test, p< .0001) and 

participation in exerciselsports (Fischer's exact test, p<.O5). Not surpnsingly, previous 

attenders were more LikeIy to have had a prior back injury, and their greater involvement in 

physical exercise may be due, in part, to having been exposed to the exercises offered by 

these programs. 

Current FACS 

Descriptive statistics on participants' responses to uich item and the overaiï cunent 

FACS scores at entry and follow-up are illustrated in Table 4.5. There were no rnissing 

values. At entry the median and mode were 50 and 100, respectively. The Shapiro-Wilk test 

showed that the current FACS scores were not normally distributai @ < .O0 1). Paired t-tests 

calculated on the overd cunent FACS scores for the 94 subjects showed that then was a 

signifiant increase between baseline and foiiow-up scores (t =4.99, df =93, p < .O00 1). 
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Cunent FACS scores for subjects with a previous back injury versus those without, 

and previous attenders versus new attenders an displayed in Table 4.6. Unpaired t-tests at 

entry showed that there were no signifiant baseline diffe~nces between the subgroups. 

Paired t-tests demonstrated that there were significant changes h m  entry to foilow-up for 

both subjects with a previous back injury (ts3.27, df=53, p < -01) and those without a 

previous back injury (t=3 -87, df =39, p < ,001). as weii as for previous attenders (t=2.56, 

df = 26, p < .OS), and new attenders (t=4.27, df =66, p < .O00 1). It is interesting to note that 

while the t-test vaiues for subjects with a previous back injury were si* to those without 
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a previous back injury, the t-test value for new attenders wu larger than for previous 

attenders which may indicate that p t e r  improvement for the former group. 

Table 4.6 McPn Currcnt FACS For the Subgmupa 

New A ttenders- 

Badine 

P r e i n i u ~  FACS 

Descriptive statistics for each item and the overall preinjury FACS scores are 

displayed in Table 4.7. There were no missing values. At entry, the median and mode for 

the overail preinjury FACS score were both 100. The Shapiro-Wrlk test showed that the 

scores were not norrnaüy distributed @ < .0001). Table 4.7 shows that the preinjury FACS 

scores were highly negatively skewed. Baseiine mean item ratings ranged from a low of 89 

to a high of 95 (out of a possible 100%). The overaii mean was 92, while the median and the 

mode were 100. The paired t-test showed that there was a signifiant change fiom entry to 

follow-up in the overall recall ratings of preinjury FACS scores (t=-2.55, df =93, p < .O 1). 

It is interesting to note in the preinjury FACS the systematic downward shift in confidence 

scores for each item h m  entry to foUow-up. Om would not have expected this change to 

have aicuned as participants' level of preinjwy fiinctioning should not have been affkcted 
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during the course of the study. A possible exphnation may simply be faulty r e d l  (Le., 

subjects gave dinerent responses to the pinjury FACS at entry and foUowiip). As dirussed 

in Chapter Ross (1989) has discussed the problem of accurate rrcall when people are 

asked about "statesW in the past. Another reason may be that as rrspondents participateci in 

the program, they experienced some dficuity pcrforming the exercises which lead them to 

question whether they were really functioning as mil as they had perceived before the injury. 

Also, clinicians may have alïuded to theu k ing  out of shape or pointed out other functional 

limitations durhg rehabilitation. 

Table 4.7 Mean Item Ra- On the Pkinjucy FACS 

Badine (n=94) DropOuts (a=lO) FoUow-Up (n=94) 
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Table 4.8 presents the means, standard deviations, and ranges of the pbjury FACS 

scores for the subgroups. The unpajred t-test showed that there was a signÜicant clifference 

in entry preinjury FACS scores for respondents with a previous back injury (t=- 1-99. -84, 

p < -05) in cornparison to those without a pmrious back injury. Pairrd t-tests demonstrateci 

that there were signifiant changes h m  entry to foliow-up for subjects without a prewious 

back injury (t=-2.12, df=39, p < .OS), and for new attendas (t=-2.09, df.66, p < .OS). It 

is interes~g to note that subjects without a pnMous back injury as well as new attenders had 

higher ratings and more of a downward shift at follow-up in theif preînjury FACS scons than 

their counterparts (Le., those without prevîous back injury and prewious attenders). 

Table 4.8 M m  Reiqjury FACS Scores For the Subgroups 

M o u s  Attenclers 

New Attenders* 

Item ratings and o v e d  scores on the RADL are displayed in Table 4.9. For missing 

values (Ns shown in Table 4.9). the case was dropped h m  the anaiysis. For the overall entry 

RADL scores, the median was 40 and the mode was 0. The Shapiro-Wik test showed that 

the RADL scores were not normdy distributed @< .0001). The paired t-test on the overaii 



RADL scores demonstrateù that there was a signifiant change between entry and follow-up 

scores (t-6.60, df=79, p< .ûûûl). 

Table 4.9 Mean Iteni On tht RdDL 

Baseline (n=94) FoUow-Up (n=94) 

IO-LOO 

Table 4.10 presents the descriptive statistics for the RADL scores for the subgroups. 

Unpairecl t-tests demonstrated that there were no sipniticant differences between the subgroups 

at entry. Paired t-tests beiween entry and foîiow-up xmes showed significant changes for 

respondents with a previous back injury (r=3.83, df=44, p< .001), and those without a 

previous back injury (F5.72, Of =Ml p < .0001), previous attenders (t=2.49, df =22, 

p < .OS), and new attenders (t=6.27, df=56, p < .0001). It is interesthg to note that the t-test 

value was larger for respondents without a previous back injury compand to persons with a 
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previous back injury, and for new attenden thaa for pmious attenders. These findings may 

indicate greater improvement for people with fint time injuries and new attenders. 

Table 4.10 Mean RADL Scores For the Suh&niupi 

New A ttenders- 

Subiects Who Were Workine Verms Not Working 

At entry 12 subjects (13%) were working while attending the CCP. whiie 80 subjects 

(87%) were not working. The FACS scores and the RADL scores for subjects who were 

working venus those who were not working were examined. Unpairecl t-tests showed that 

there were signifiant clifferences for the entry cumnt FACS scores (t=2.02, df=W, 

p < .OS), and the entry RADL scores (t=2.45, df=S6, p < -03, but not for the entry preinjury 

FACS scores. These findings indicated that both the cumnt FACS and the RADL were able 

to discriminate between individuais who were working (and supposedly had a higher 

functional level) versus those who were not working (who may have had a lower functional 

level) . 



Interna1 Consistencv 

If a scale is i n t e d y  consistent, each item score should correiate with scores on ali 

other items (Sueiner & Norman, 1989). Interna1 consistency h usually calculated using a 

statistic such as Cronbach's alpha, which is 'the average of the correlations among ail the 

items in the measure" (Streiner & Norman, 1989, p. 7). Alpha is a .  indication of the 

proportion of variance in the d e  scores that is attributable to the m e  scores (DeVeIlis, 

1991, p. 83). The intemal consistency analyses using Cronbach's alpha were -96, -98, and 

39, for the basehe cunent FACS, the baseliae prehjury FACS, and the baseline RADL, 

respectively. According to Streiner (1993), coefficients over -70 indice acceptable intemal 

consistency. As seen in Appendices L-1, L-2, and L-3, minimal changes in alpha occuned 

as the items in each of the three d e s  were sequentiaiiy dropped h m  the analysis. 

Item-Total cor relation^ 

Item-total correlations involve wrrelating the individuai item with the d e  total, 

omitting that item (S treiner & Norman, 1989). Item-total correlations are used for checking 

the homogeneity of a sale. An item should correlate with the total score above -20; items 

with lower scores shodd be discarded (Streiner & Norman, 1989). Item-totd correlations for 

the current FACS, the preinjuxy FACS, and the RADL easeline scores) are shown in 

Appendices L-1 , L-2, and L-3, respectively. nien wefe no item-total correlations below -20 

suggesting that none of the items should be discarded. Item-total wnelations for the cunent 

FACS and the preinjury FACS were g e n e d y  high (ranghg from -64 to .84, and -75 to -94, 

respectively). Item-total correlations for the RADL were somewhat lower (ranging h m  .43 

to .82). 

Inter-Item Correlations 

Correlation matrices for the current FACS, the preinjury FACS, and the RADL 

(baseline scores) are displayed in Appendices M-1, M-2, and M-3, respectively . Generaly , 
fair to high correlations were noted for the c m n t  FACS, while the preinjury FACS yielded 
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quite high wrrelations. There were no conelations below .3 in either the curmt FACS or 

the preinjury FACS. Low to moderate correlations w a c  found for the RADL, wïth several 

correlations below -3. 

Factor Ana- 

"A datively high alpha is no guarantee that ail items reflect a single latent variable" 

(DeVellis, 1992, p. 92). Factor analysis h used to examine the structure of the relationship 

among the variables (Norman & Streiner, 1994). Principai wmponents fiictor analysis using 

varimax rotation was computed for the three primaxy measures. Varimax rotation (the most 

common orthogonal method) was used because it aiaximizes the variance of squared loadings 

(i.e., correlation of items with nicton) (DeVeIlis, 1991). 

Factor loadings for the curent FACS are displayed in Appendix N-1. Two factors 

emerged accounting for 71% of the total variance. Factor 1 wntributed 4396, while Factor 

2 contributed 28%. Two of the ite!ms-cIimbing yp ami dmM srairs, and sleepwere 

factorially complex (i.e., showed very similar loadings on both factors). Factor 1 

demonsbated an averaging (loadings of .6 to -8) across the majority of the sale items (1 1 

of the 15). These loadings seem reasonable. While aU items appeared to tap confidence in 

functional ability, it is note!worthy that the three items that ioaded more heaviiy ont0 Factor 

2 containeci the phrase- "f0r as long as you w M t  or nccd to "--in these items. This qualifiet 

was not in the other items. Another interpretation may k that these items (sit, stand, 

require broad or more general movements and postures to accomplish these activities, while 

the items that loadeû more heavily onto Factor 1 uiwlve fairly specific or more isolateû 

movements and postures (such as reach, bend, carry, etc.). 

The factor analysis for the preinjury FACS (Appendix N-2) yielded two factors 

accounting for 87% of the total variance. Factor 1 contributed 43.8 76, wMe Factor 2 

contributed 42.9 96. Factor 2 demonstrate- an averaging (loadings of .6 to -8) across eight of 

the 15 sale items. Items that foaded onto Factor 2 seemed to involve movements and 

postures of a more general nature, while the items thar loaded onto Factor 1 seemed to 



include specific movements. 

As Appendix N-3 illustrates, two k t o r  matrices emerged for the RADL. In Ma& 

1, three factors accounted for 68% of the variance. The item-rtmning las thon 30 minutes- 

was factoriaUy cornplex loading ont0 Factors 1 and 3. Factor 1 demonstrated an averaging 

(ioadings of .5 to -7) acnws five of the 12 items. The percentage of variance for the h t  

factor was 28 96, while Factors 2 and 3 contributed 23 96, and 17%, respectively. In Matrix 

1, the items that loaded onto Factor 1 (sieep, sex, self-, and socializing inside and outside 

your home) may refiect activities of a personai nature. Light and heavy chores, shopping, and 

recreational activities loaded onto Factor 2. These activities seem to enwmpass more 

strenuous activities (inc1uding doing iight chores). Travelling for more than one hour and 

engaging in usual paid employment loaded onto the third factor, perhaps reflecting higher 

order activities. It is interesthg to note that the item-trmtening for las than 30 mimes- 

loaded similarly ont0 Factors 1 and 3. 

in Matrix 2, four factors emerged accounting for 75% of the variance. Factor 1 

demonstrated an averaging (loadings of .6 to -8) across four of the 12 ikms. The percentage 

of variance for the first factor was 2296, while Factors 2, 3, and 4 contributed 191, 1896, 

and 1656, respectively. In Matrix 2, the items that loaded onto Factor 1 (doing iight and 

heavy chores, shopping, and recreational activities) may reflect strenuous activities. Self-oue, 

socialinng inside home, and travelling l a s  than 30 minutes loaded ont0 Factor 2, while 

sleeping, sexuai activities, and socializing outside the home l d e d  ont0 Factor 3. Items that 

loaded onto Factors 2 and 3 involved activities of a personal nature. Two items-travelling 

for more than one hour and engaging in uszuztpaid employment-loaded ont0 Factor 4,  which 

may reflect higher order activities. 

The factor structure in both fàctor loading matrices seem simiiar. For instance, the 

item loadings onto Factor 2 in Matrix 1 seem comparable to the item loadings ont0 Factors 

1 in Matrix 2, while the item loadings onto Factor 3 in Matrix 1 seem similar to the item 

loadings ont0 Factor 4 in Matrix 2. Item loadings ont0 Factor 1 in Matrix 1 seem comparable 

to the item loadings ont0 Factors 2 and 3 in MatriX 2. As caa be seen in Appendix N-3, only 



69 

two items in Matrix 2 loaded onto Factor 4. Normin and Streiner (1994) suggest that a 

minimum of three iterns should load onto a fiactor. In view of this, the prefemd loading for 

the RADL items may be Btr ix  1. Boweva, since the &Cor structure in both fanor loading 

matnxes seem similar, it may be difficult to choose one o v a  the other. 

Factor analyses of both the current FACS and the pninjury FACS yielded two &tors- 

-which d d  be labeiled confidence to perform general and specinc activities-while the 

RADL yielded three or four factors-which could be considered activities of a personal 

nature, strenuous activities, and high order activities. According to N o m  and Streiner 

(1994) the rninimally acceptable loeding value is arbitrarily determined and uui be set at .3 

or .4. The Wtor anaiyses of the thme d e s  wnhrmed that all items loaded at least -5 on 

one of the factors. 

DeVeilis (1991) notes that alpha is influenad by the number of items in the d e -  

adding more items will increase alpha and removing items wiil lower it. In light of this, alpha 

coefficients were computed for the grouping of items that emerged in the factor anaiysis for 

each of the three scales to determine if the alpha coefficients would change. Alpha 

coefficients for the two factors in the current FACS were -96, and -90, respectively . Item- 

total correlations for the current FACS for the grouping of items that loaded highest onto the 

factors are displayed in Appendix 0-1. As can be seen in this appendix, slight changes in 

alpha occurred as the items were dropped. Alpha coefficients for the two factors in the 

preinjury FACS were .98, and -97, respectively. Item-total correlations for the preinjury 

FACS for the grouping of items that l d e d  highest onto the fhctors are presented in 

Appendix 0-2. Minimal changes in alpha occurred as the items in the preinjury FACS were 

deleted. Alpha coefficients for the three factors in Mktrix 1 in the RADL were .86, .85, and 

.68, respectively, while the alpha coefficients for the four kctors in Ma& 2 were -85, .8 1, 

.79, and -64, respectively. Item-total correlations for Matrices 1 and 2 are presented in 

Appendix 0-3. When the RADL items that loaded onto the thme factors in Ma& 1 were 

deleted, smail changes in alpha o c c d  except for the item-travelling for more t h  one 

hour-which yielded an alpha of .34. Howwer, the item-total correlation for this item was 
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-68 which is quite acceptable. Small changes in alpha also occurred for the RADL items in 

Matrix 2 when the items were droppsd. Since oaly two items-tmvelling for morc than one 

hour and engagïng in p4id unploymcnr-Ioaded onto Fadot 4 in Matrix 2, alpha coefficients 

could not be cornputeci for these items. 

There were no item-total conelations below -20 in the thnt scaies, hdicating that 

none of the items should be dropped (Norman & Streiner, 1989). niese hdings suggested 

that the items in both the current FACS and the preinjury FACS were homogeneous, thus 

providing evidence that the ovedi d e  was contriiuting more information on confidence 

in functionai ability than any one item. For the RADL, the results showed that the preferred 

loading structure is Matru 1. Since the alpha coefficient for Factor 3 in Ma& 1 was .68, 

(according to Streiner (1993). coefficients wer -70 are acceptable), this fwmr may be only 

marginally acceptable. 

Secondam Base1ine Measum 

Marlowe-Crowne &ale (MCSI. Roland Sickness h p c t  Profile (SIPL and Phpsical Self- 

Efficacv Scale IPSESI 

Table 4.1 1 presents the descriptive statistics for the MCS, the Roland SIP, and the 

PSES. For the baseline overail MCS scores, the median and the mode were 4 and 3, 

respectively, while the median and the mode for the entry overall Roland SIP scores were 15 

and 16, respectively. For the entry oved i  PSES, the median and the mode were 72.5, and 

68, respectively. Shapiro-Wilk tests demonstrateci that the MCS, the Roland SIP, and the 

PSES were not normally distributexi @<.001, p<.0001, andp<.01, respectively). 

PaUed t-tests showed that there were significant dinerences from entry to follow-up 

for the overall Roland SIP scons (t=-7.99, df=93, p < .0001), the impairment items (t=- 

4.90, df=93, p< .ûûûl), the disability items (t=-7.28, df=93, p< .0001), and the handicap 

items @=a. 19, df=93, p < .0001). No signifïcant clifferences h m  entry to follow-up 

emerged for the MCS, the overall PSES, or the PSES subscaies. 



Table 4.11 Mean M a r i d r o w ~ l c  Scalt, R o h d  Sidrncn hpgd Profiif 
and Pbysicai =Eff~cacy Scak Scores 

MCS 
b g e  

Total Roland SP@- 
k g e  

"In Items of R o b d  W 
Range 

"Dn Items of RoIand F 
Range 

"H" Items OP Roland SIP"" 

Total PSES 
-ge 

PPA Subscale OP PSES 
Range 

PSPC Subscale of PSES 
-ge 

*- pc .O001 
1 

1) 1 1) -  -impairment s u b d e  y)W: 
3 items 

:disabiüty s u w e  "HU 2 

13 item 
handicap subscaie 
8 items 

Roland Sickness hmct Mfile (SIPI 

Interna1 considencv and itemtata1 comlntiom, Tntenal consistency for the Roland 

SIP (Roiand & Moms, 1983) ushg Cronbach's p h a  was 33 .  As seen in Appendix P-1, 

minimal changes in alpha occuzred as the items were dropped sequenhily from the anaiysis. 

Item-total correlations showed that items #19, #ZO, #22, and #2edressed wirh help, 

sit down most of the day, imorable and bad tempered, and s t q  in bed marr of time, 

respectively , were below .20. It is interesting to note that item-total correlations for items #15 

and RI-apperire not go& and M d  hemy jobs a r d  the house, respectively, were 

somewhat bordedine at .21. Correlations below -20 suggest that these items may be tapping 
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different constructs and should be discarded (Streiner & Norman, 1989). 

The fkquency of the Roland SIP items that were ticked by subjcds at entry and 

foiiow-up was expioreci (Appendix P-2). The items-dwsed with kg, sir down most of the 

day, irnlable Md b<id temperiid, and stuy in Wmst of time-showed low fnquencies. These 

items were the same items that had low item-total conelations below -20 (Appendix P-1). 

Inter-item cornlitions and factor anal- Watters, Thomas, and Streiner (1990) 

caution agakst factor anaïyzing dichotomous items with regdar factor analysis software 

prograrns. The main problem with binary items is their tendency for inter-item correlations 

to be artificially inflated, or artificially defiated (Wattas, Thomas, & Streiner, 1990). 

Streine? suggests the use of a tetrachoric cordation for dichotomous data A tetrachoric 

correlation is used to estimate the Pearson correlation coefficient for dichotomous variables 

(Nunnaüy, 1978). The calculation of the tetrachoric correlation involves corrections that 

approximate what the Peanon coneIation coefficient would have been if the data had been 

continuous and the Pearson correlation coefficient wuld have been used (Men & Yen, 1979). 

MicroFACT 1.0-a microcornputer factor anaiysis progtam for dichotomous data-was used 

for the inter-item correlations and factor aaalysis of the Roland SIP. This program cornputes 

the smoothed tetrachorïc correiation matrix (Waller, 1995). A smoothed tetrachoric matrix 

is a positive semidefinite least-squares approximation of the origiaal tetrachoric correlation 

matrix (Waller, 1995). Smoothing the tetrachoric mat& prior to performing a k t o r  analysis 

has been found to reduce the number of communalities that are greater than 1.00 in the factor 

solution (Waller, 19%). 

The smoothed tetrachoric matrix for the Roland SIP is shown in Appendix P-3. 

Severai correIations were low to fair (below .3), with the highat correlation at -74. These 

findings suggest that the items in the Roland SIP were less homogeneous and may be 

m e a s u ~ g  different aspects of the same construct or different constmcts. 

Streiner, DL. Professor, Degartment of Clinid Epidemiology and BioscPtistics, and Deparment of 
Psychiatry, McMaster, University, Hamilton, ON: Personal communication. September, 1996. 
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The minimaUy acceptable loading value was set at -3 (Norman & Streiner, 1994). 

Factor analysis for the Roland SIP is displayed in Appendix P4. This appeadix ais0 shows 

our categorizations of impainnents, disabiiities, and handicaps (according to the ICIDH 

(WHO, 1980) classification) for each item in the Roiand SIP. Recali that these categorintions 

were presented in Appendix G. 

The factor analysis for the Roland SXP yieided four fhctors accounting for 55% of the 

total variance. Factors 1, 2, 3, and 4 accounted for 27%. 9%. IO%, and 91,  respectively. 

Factor 1 demonstrateci an averaging (Ioedings of -4 to -8) acnws 13 of the 24 items, Items 

that loaded onto Factor 1 seem to consist of a mixture of general activities (Le., c h g e  

position, wulk more slowly, use handroil to get ypstairs, hold on fo get out of chair, etc.). 

According to Streiner: aithough the items that loaded onto Factor 1 were negative, they can 

be regarded as positive. Items that loaded onto Factor 2 seem to involve inactivity/immobility 

as weii as the emotional aspects of activity/mobility ae., get orhen to do thiags, appetite nor 

good, and irritable and bad tempered). Factor 3 seemed to consist of items that denote 

avoidance or cuaailrnent of activity/mobility (Le., lie down to resf, drased W h  h a ,  and 

avoid heavy jobs arowid house). Items that loaded onto Factor 3 were bipolar (Norman & 

S treiner, 1986). That is, there were tsvo positive items-lie down to rest (0.73) and avoid 

heavy jobs urowd house (0.64), and one negative item-dressed wirh help (-0.57). This means 

that the item-dressed W h  hel'is Uiveroely related to Factor 3 and shouid be interpreted as 

not even gemng dressed with help. Thus, items that loaded onto Factor 3 (lie down to rat, 

not even gening dressed wirh help, and avoid heavy jobs orowd house) appear to reflect 

avoidance or curtaiiment of activity/mobility. Items that l d e d  ont0 Factor 4 seem to reflect 

lirnited activity/mobility (nor doing jobs arowd house, s t d  up for shon periods, and sir 

down most of day). 

Streiner, DL. Professor, Clinical Epidemiology and Biostatistics, and -t of Psychiatry, McMaster 
University, Hamilton, ON: Personal communication. September? 1996. 



As dixussed previousïy in the Selemon md Pnuredims section, rrspondents were 

asked several questions at entry concenwig th& worry that exercises will wonen their back, 

job satisfaction, confidence to irnprove to preinjury level, d d e n œ  the program will be 

beneficial, and dKit rrtum to work expectations. Respondents' ratings of these questions are 

presented in Appendk Q. A signifïcant ciifference ktween study completers and study drop 

outs emerged for the confidence rating regarding impmvement to preïnjury Ievel (t=-4.48, 

df=39, p< .ûûûl). 

Clinicians' Ratinm of Clients' hnctionaI A b i b  

As previously discussed in the Selecrion Md Procedure section, ciinicians were asked 

to rate-on a 0% (unable) to 100 % (completely able) scaie-clients' level of fimctional ability 

in the following areas: endurance, muscle stmgth, range of motion, locomotion, and overall 

ability. 

Descriptive statistics for chicians' ratings of fwictionai ability scores at entry and 

foliow-up are displayed in Table 4.12. A few missi~g values were found at baseline (the caw 

was dropped h m  the analysis); none at foliow-up. The median and the mode for the total 

functional ability ratings at badine were 50, and 60, respectively, while at follow-up, the 

median and the mode were 70, and 80, respectively. Shapiro-WiIk tests on the enûy and 

foiiow-up scores showed that the scores were not normaüy distnbuted (p< .0001). 

It is interesthg to note that the bgseline ratings for di aspects of functional ability 

were generally higher in the drop-outs venus the study completers (not significant). Paired 

t-tests showed that there were significant changes from entry to fouow-up for clinicians' 

ratings of total functional ability (t= 13.38, df =9 1, p < .0001), as weii as ratings of endurance 

(t= 12.25, df=91. p< .0001). muscle strength (t=8.80, df=91, p< .0001), range of motion 

(ts10.32, df=91, p<.ûûûl), locomotion (tt10.32, p 9 1 ,  p<.0001), and overall ability 

(t = 10.67, df -9 1, p < .O00 1). Thus, without M g  access to theY baseiùie ntings, clinicians 

rat& every aspect of clients' functional abiiity as having irnpmved over the three week 



Clinicians' ExDeetations of Cliena 

As noted in the Selection and Rocedure section, at entry clinicians were asked to rate- 

- on a 0% (not at ail) to 100% (completely) scale-clients' ability to improve to their preinjury 

level, clients' motivation to participate M y  in the program, and their return to work 

expectations. These rathgs are outlined in AppaidU R. 

Table 4.12 CIiniEiails' Ilsitings of Clicds' F m d m d  Ability 

Baseline (n=94) Dn,ploub (n=lO) FoUow-Up (n=W 

Com~arison of Clients9 and Clinicians9 Baseline Ratin= 

Given the ordinal nature of r e m  to work expectations, the weighted Kappa sfatistic 

was used to compare respondents' and chicians' badine ratings of return to work 

expectations (Norman & Streiner, 1994). This teSulteci in moderate agreement (0.44). 

En-e **** 

Murle - **# 
m e o f  
Moiion 
*ttrC 

h o -  
motion 
**lm 

o v e d  
Abiliîy 
**** 

L 

TotaP** 

5 - 

N 

93 

92 

94 

93 

94 

94 

-(Sn) 

44.94(22*52) 

56.3q25.75) 

4%.72(23.84) 

54.73(26.07) 

49.63(22.17) 

50.83(21.69) 

ï b w  

0-90 

0-100 

0-90 

10-100 

0-100 

4-90 

N 

9 

8 

9 

9 

9 

9 

-(SN 

60.00(20A0) 

62.5q21.21) 

63.33(2738) 

67.78(21.08) 

63,33(18.71) 

63.9q20.64) 

Riip 

30-80 

3 0 4 0  

LO-100 

3û-90 

30-90 

26- 
87.5 

N 

94 

94 

94 

94 

94 

94 

Mcr(Sb) 

68.08(16.93) 

72.76(19.86) 

74.15(17.50) 

78.62(17.39) 

69.57(16,78) 

72-W18.03) 

Ru(lt 

30-100 

30-100 

30-100 

30-100 

30-100 

30-100 
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Table 4.13 displays the clients' and cliniciuis' ratings at basehe. Fair to moderate 

positive correlations (-34 to -51) between cwcians' ratings of cfients' individuai aspects of 

functional ability and the RADL were found, whik weaker positive correlations (-23 to -29) 

emerged between the ciinicians' ratings of these items and the FACS. As expected, fair to 

moderate negative correlations (--31 to -54) between cIinicians' zatings of clients' individuai 

aspects of hnctional ability and the total Roland SXP scores were found. There were fair to 

moderate negative correlations between clinicians' ratings of clients' individual aspects of 

functionai ability and the Gisability and handicap subscales of the Roland SIP (-.30 to -51, 

and -.3 1 to -4, respectively). Clinicians' ratings of ciients' motivation were not significantly 

related to either the FACS, the RADL, the total Roland SIP (or its subscales), or woq. A 

fair but signifiant comIation (r=.29) emerged beîween dinicians' ratings of clients' 

motivational level and clients' ratings of predicted improvement. 

Table 4.W Codation Coefficients Between Clientsy Ratings 
and Clinicisnsy Ra- At  Badiine 

Cliniciansy 
Ra tings 

Endurance 

Total 
Roiand 

Range of 
Motion 

Locomotion 1 !Y 
OveraIl 0.27 
Ability +I 

Predicted O. 15 
Impmvanent 

Motivation 0.04 
Level 

* pC.05 ** 



Current FACS 

The mean item and total score ratings for the c-t FACS at baseline and follow-up 

were shown previoudy in Table 4.5 in the Pramy BaseIine Me<rruns section. At follow-up, 

the median and mode for the ovedl  total currrnt FACS were 70 and 100, ~ spc t ive ly  

(comparexi to 50 and 100, ~e~pectively at badine). The ShapUo-Wilk test showed that the 

follow-up scores for the cumnt FACS were not normally distributed @ < .0001) (similar to 

the basehe ratings). Unpaired t-tests for the follow-up curreat FACS scores demonstrateci 

that there were no sipnincant di£ferences between the subgroups (see Table 4.6 in the Pnmary 

Bareline Mesures section). 

Preiniurv FACS 

The mean item and total score ratings for the preinjury FACS at baseline and foiiow- 

up were shown in Table 4.7 in the Primary B4SeZine Mesures section. At foiiow-up, the 

median and the mode for the o v d  total preinjury FACS were both 100 (rimilar to the 

baseline ratings). The Shapùo-Wrlk test showed that the follow-up preinjury FACS scons 

were not normally distributed @ < .0001), which was similar to the findings at entry. 

Unpaired t-tests for the foiiow-up scores for the subgroups demonstrated that there were no 

significant differences between the subgroups (see Table 4.8 in the P N M l y  Buselitte 

M e m e s  section). 

RADL 

nie mean item and total ratings for the RADL at entry and follow-up were displayed 

previously in Table 4.9. At foiiow-up, the median and mode for the RADL were 70, and 

100, respectively, (comparai to 40 and 0, respectively, at baseline). The Shapiro-WilL test 

showed that the foilow-up RADL scores were not normdly distributed @ < .0001) (similar 

to the findings at entry). Unpaireci t-tests of the foliow-up RADL scores for the subgroups 

demonstrated that there were no signifiant subgroup ciifferences (see Table 4.10 in the 



Primmy Baselne Memres section). 

Clients' Ratinm 

As discussed pmriwsly in the Sefernon Md Procedure section, at foiiow-up 

respondents also rated-on a 0% (not at di) to 100% (compIetely) Scale-their confidence that 

they had impmved to pinjury leveL, and confidence they were now able to retum to full 

time work. They also were asked to rate th& medication intake, and if their back condition 

had improved, worsened, or stayed the same over the course of the study. The mean ratings 

at follow-up for the samp1e (n=94) are shown in Appendix S. It is interesthg to note that 

respondents' mean confidence that they had impmved to th& prehjury level at follow-up 

(mean: 55) (Appendix S) was lower than thek expectations for improvement at entry (mean: 

74.25) (Appendix Q), which was significant (f=-4.76, df.89, p < -0001). This finding may 

be due to the fact that, at the time of follow-up, only 32 subjects (34%) were judged by 

ciinicians as able to r e m  to unrestricted work. Another expianation may be that as the 

respondents went through the program, their expectations lowered. At foliow-up, 38 subjects 

(40%) were taking medication in cornparison to 66 rrspondents (70%) at entry, which was 

statistically SigniIicant @=14.62, df= 1, p< .ûûl). 

Chicians' ratings at followiip of clients' hinctional ability (see Table 4-12). extent 

of participation in the program, whether the client completed the program, clinicians' 

recommendations with regard to retum to work, and ratings of whether the client's condition 

had become better, worse, or stayed the sarne during the study are shown in Appendix T. 

Return to work reconimenda@ms, At foiiow-up, ciinicians were asked to make 

recommendations about clients' ability to rem to work (see Table 4.14). Of the 22 subjects 

who were categorwd into the other category, the clinicians qiialified th& ratings as foiiows: 
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16 subjects (73%) w a e  still in the program and were contuiuing with marnent, two 

respondents needed to k rwiewed by the doctor, one subject was not ready to retum to 

work, and one participant rquired retrainîng. One subject did not have a comment beside the 

other category, and one respondent was rated 'not appiicable' . 

Table 4.14 Fmpeoq Rathgs For Clinii.iamY Recomnien&tious 
of Returii To Wbck At Follow-Up (as93 

Retum To Work Recommendatioirs 

Whor would p u  rewmmend for titis client? 
Raun to uluwhtlUWhtdad work 32 (34%) 
Raurn to nmrnmruad work 36 (39 %) 
Rcfn to &gional Edùatïon Ccnnv 3 (3%) 

Clinicians' recommendations of able to return to work were categorized into the binary 

response of return to work-yes or M. Subjects who were recommended as able to r e m  to 

unrestricfed work were categorized as ycs (able to ntum to work), while those who were 

categorized as r e m  to resmmcted wrk, refer to RegionuI EvaIucltlon Cennc, or o t .  were 

categorized as rn (unable to retum to work). 

The characteristics of respondents who were judged by cihicians as able to retum to 

unrestricted work (n-32) vernis those who were judged as unabk to return to work (n=61) 

are iiiustrated in Appendù U. Not swprisingly, there was a sipnincant difference between 

those respondents who completed the program vusus those who did not (X2=6.10, tif= 1, 

p < .O5). 

Romam com~leters versus aon-comdeters, Characteristics of the program 

completers versus non-completers are s h o w  in Appendix V. Not surprisingly, a signifiant 

difference emerged for subjezts who were judgad by clinicians as able versus unable to retum 

to work (X2=5.S8, df=l, p<.05). 
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Mean Overall Ratina On the FACS and the For S- Who R m e d  TQ 

Work Versus Unable To Return Ta Work @ Com1eters Venm Non - 
Corndete- 

Appendices W-1 and W-2 illustrate the mean o v d  baseline and follow-up ratings 

on the FACS and the RADL for subjects who w a r  judged as able to retum to work versus 

unable, and program completers versus non-completers, respectively. Unpeired t-tests showed 

that there was a statisticaiiy signifiant clifference between foilow-up FACS scores for those 

who were judged as able to retum to work versus follow-up sams for subjects who were 

unable to r e m  to work (t=3 -05, df =go, p < .O 1).  Similar fidings emerged for foiIow-up 

RADL scores (t-3.32, df=80, p < .001). 

From AppendUt W-2, it can be seen that the mean follow-up FACS scores for program 

completers was higher than the mean follow-up FACS scores for the non-completers (64.20 

versus 61.26, respectively) , and the mean foiiow-up RADL sums for the program completers 

was higher than non-completers (62.2 1 versus 59.8 1, respectively) , although these differences 

were not statistically signifiant. There were no sipnincant ciifferences between the groups 

in the baseiine FACS scores and the baseiine RADL scores. 

Paired t-tests showed that there were sipnincant changes for the baseline and follow-up 

FACS for subjects who were recommended as able to rem to work (t-2.75, df=31, 

p < .OS), for those who were unable to return to work (t-4.21, df=59, p < .001), for 

program completers (t=2.44, df =3 1, p < .OS), and for non-completers (t=4.29, df 560, 

p < .001). Paired t-tests demonstrated that there were sipnÜicant changes for baseline and 

follow-up RADL for subjects who were judged as able to re tw to work (t=6.49, df=31, 

p < .ûû 1) for those who were judged as unable to retum to work (t=3.14, df=59, p < .01), 

for program completers (t=4.71, df=31, p < .ml), and for non-completers (t-4.07, df=6û, 

p < .ml). 
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Corn wmon of  Clients' and Clinichm' FoUa w- BD Rotins 
Subjects' global rabgs of imprwement (Appendir S) were cumpared to clinicians' 

global ratings of improvement (Appendin T). Ratings of "better" anstituted "împrovementu, 

whiie ratings of "no improvementn included 'worse" and "no changew ratings. Thus, 70 

subjects rated themselves as "improveda, wlnle 24 subjects mted themseives as 

"unimproved". In contrast, cihicians atcd 87 subjects as "impmedW, while seven were rated 

as "unimpmvedw. The Kappa statistic was used to compare participants' global ratings of 

improvement with clinicians' global rathgs of improvement which resuited in low agreement 

(. 23). 

Pearson correlation coefficients were cornputeci to ~eparateiy compare the current 

FACS and the RADL improvement scores with chicians' rathgs of clients' totai functional 

ability improvement. A fair correlation emergeû (r= .3 1, p < -01) for the cumnt FACS and 

clinicians' ratings of clients' functionai abiiity improvement, and a negative low correlation 

(r=--25, p < .OS) for the RADL and clinicians' ratings of clients' functional ability 

improvement . 
Table 4.15 shows the correlation coefficients at foiiow-up between the clients' and 

clinicians' ratings. There were moderate conelations (-40 to .44) between clinicians' ratings 

of clients' individual aspects of fûnctionai ability and the FACS, and fair to moderate 

correiations (.34 to -45) between clhicians' ratings of clients' individual aspects of functional 

ability and the RADL. Not surptisingiy, coirelations between the total Roland SIP as weil as 

the disability subscale and clinicians' ratings of the individual aspects of clients' f'unctional 

ability were moderately and negatively correlated (0.42 to 9.53, and -.43 to -53,  

respectively). Clients' ratings of improwment to preinjury Ievel were fair to moderately and 

negatively correlated (--36 to -.42) with clinicians' rathgs of individuai aspects of clients' 

hinctional ability, which may be due to the fact that only 32 subjects (3496) had completed 

the program at the time of foiiow-up. Clients' ratings of confidence to r e m  to full time 

work were moderately correlated (-30 to -46) with clinicians' ratings of clients' individuai 

items of functional ability. 



Table 4.U Corrohh'on Cdtüienltr ïktweea Clients' Ratings 
and Cünichd Ratiqp At FoUow-Up 

Endurance 

Muscle 
strensth 
Range of 
Motion 

Overall 
Ability 

Extent of 
Participation 

RTW-retum to work 
13 items 8 items 3 items 

FACS 

0.44 

0.40 
+icI#r 

0-43 
++++ 

0.43 

0-44 - 

Clients' and ciinicians' ratings at baseline were previousiy presented in Table 4.13. 

Correlations between clinicians' individuai ratings of huictionai ability were much stronger 

at foiiow-up than at basehe with the FACS, whüe the RADL and the Roland SIP scores 

were about the same. It is noteworthy that clients' rated improvement was much stronger at 

foiiow-up than their predicted impmvernent &gs at baseiine. These findîngs are consistent 

with Bandura's (1986) suggestion that there is an association between mastery and efficacy 

expectations. 

RADL 
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0.39 
m 
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-0.53 
+++it 

-0.43 
++iC1 

-0.46 
S+lt 
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-0.33 
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hprovement 

4.42 - 
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4.36 * 
-0.36 
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To RTW 

0.44 
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* O  Convernent and D ~ ~ ~ m m a n t  Valida 

Because the distribution of the pninjury FACS scores were highiy negatively skewed 

(discusseà previousiy in the Pmnmy BaseJine Meancres section of this chapter), fiirther 

statistical anaiyses were not performd on the preinjury FACS. In the following sections, it 

should be noted that the word *curmntm was dropped h m  the 'currrat FACS" (Le., the 

FACS refers to the cunent FACS). 

FACS 

Table 4.16 shows the Peanon correIation coefficients between the primary measures 

and the other scales at entry and foliow-up. As expected, thc FACS correlated at entry and 

foliow-up more highly with the o v d  Roland SIP as well as the disability subde of the 

Roland SIP items than with either the impairment or the handicap subscales. Correlations 

between the FACS and the ovedi Roland SlP as weii as the disability items were monger 

at follow-up than at entry. Coneiations with the overail PSES score as weii as the PPA 

(perceiveci physical abilities) and PSPC (physical seIf-presentation confidence) subscaies also 

were stronger at foilow-up than at entry. The correlation between baseline PPA subscaie and 

the baseiine FACS was low and non-signifiant, howwer, at follow-up this relationship was 

stronger and sisnifiant (r=0.25, p< .OS). While the correlation between entry FACS and 

entry PSPC was low and signifîcant, at follow-up this comlation remaineci low but was non- 

signifiant. These fïndings may show that whiie the PSES is a g e n d  seif-efficacy measure, 

it is not highly related to the FACS which is a specific efficacy measure. Not surpnsingly, 

correlations between the FACS and the MCS were low, negative, and non-signifiant at both 

entry and foilow-up, demonstrating that the FACS scores may not be reiated to social 

desirability. These findings support the discriminant validity of the FACS. Our a priori 

expectations that a fair to moderate relationship should exist between the FACS and the PPA 

subscale of the PSES and no association between the FACS and the PSPC subscaie as weii 

as the MCS scores were supportsd. 
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Table 4.16 Cordafîon Coefficients BetvPecn the Rimaq  and Seeondary ibasum 

FoUow-Up 

RADL 

Table 4.16 shows the correlation coefficients between the RADL versus the other 

masures at baseline and foilow-up. As expected, at entry and follow-up, the RADL 

correlated more highly with the overail Roland SIP and the bailldicap as weii as the disabiüty 

items than with the impairment items. The associations between the RADL and the Roland 

SIP were stronger than the aSSOciations between the FACS and the Roland SIP. Correlations 

between the RADL scores and the overall Rolaad SIP as weli as the disability, handicap, and 

impairment subscaies were stronger at foliow-up than at baseline. At entry, the overaü PSES 

as well as the PPA and the PSPC subscaies showed low and non-signifiant correlations with 

the RADL, demonstrating that the RADL scores may not be related to general selfsfficacy. 

At foiiow-up, a signifiant correlation between the PPA subscale and the RADL was noted. 

This hding may show that the RADL may be related to perceived physical ability (such as 

muscle strength, reflexes, and apiiity). At baseline, the correlation between the RADL and 

the MCS score was signüicant, while at foiiow-up, it was not significant. 



oneument Valida 

Clinicians' Ratinrs of  Clients> Fbm*oa  Abim 0 

At baseline, ratings of clients' total fiuictionai ability and the FACS scores were 

positively correlated (r- .24, p < -05); this dationship was stmnger at foUow-up (r= -48, 

p < .ûûûl). Correiations between cîinicians' ntiags of clients' functional abiüty and the 

RADL scores at both entry and foiiow-up were moderately correlateci (r- -48. p < .ûûûl, and 

r=.45, p < .0001, respectively). 

FACS and RADL 

Correlations between the FACS and the RADL at entry showed a moderate and 

positive correlation (r= .44, p < .ûûûl), while at foiiow-up the corre1ation was stronger 

(r= .76, p < .0001). These fhdings may show that as participants' efficacy expectations were 

enhanced, their ability to resume daily activities also increased. 

Clinicians' Recommendations For Retum To Work 

Exploratory logistic regression analyses were conducted on the FACS and RADL 

scores and dinicians' recommendations for retum to work. For these analyses, cünicians' 

recommendations of return to work were categorïzed into the binary response variable of 

predicted retum to work (ydno). A 95% confidence interval (CI) was used for each mode1 

to give a range that contains the tme odds ratio (OR) 95% of the time (Dumholdt, 1993). 

The logistic regresion analysis using the follow-up FACS scores to predict r e m  to 

work is show in Table 4.17. For an increase of 10 points in the FACS, the OR of a 

prediction of able to return to work was 1 .O3 (elM--') (95% CI= 1.01, 1 .On, whüe for an 

increase of 100  points, the OR was 1.33 (e lûûxû.00288 ) (95% CI=1.14, 1.57). The odds of 

predicting able to return to work for a participant who scored 100 was 1.33 times the odds 

of a respondent who scorexi zero on the FACS at foiiow-up. 

Another approach that is commonly used is to estimate the odds ratio for a change of 
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scale for the 75th and the 25th pacentües. Ushg this method, odds d o s  were calculatecl 

for both d e s .  The foliow-up FACS scores for ~espolldents in the 25th and 75th percentile 

were 4 1.33 and 83.67, respectively. The odds of chicians' recommendations for retwn to 

work for a nspondent who scored in the 75th pcentile on the foiiow-up FACS was 1.13 

(e42J3Lm88) (95 96 CI= 1.06, 1.21) the odds of a nspondent who scoreci in the 25th percentile. 

Table 4.17 Follow-Up FACS Scoccs For Redidioa of Rctian To WorL 

1 v or aria tes B Standard Errer p Value 
i I 
II Follow-Up FACS 11 

The logistic regression analysis ushg the foilow-up RADL scores to predict retum to 

work is shown in Table 4.18. For an increase of 10 points in the RADL, the OR of a 

prediction of able to retwn to work was 1 -03 (elm--) (95 % CI = 1.01, 1-05). whiîe for an 

increase of 100 points, the OR was 1.33 (e10(kOo(kom8) (95% CI= 1.07, 1.66). The odds of a 

predicting able to r e m  ta work for a respondent who scored 100 was 1.33 times the odds 

of a participant who scoreci zero on the RADL at foliow-up. 

The foiiow-up RADL scores for respondents in the 25th and 75th percentiles were 

43.33 and 8 1.67, respectively. The odds of a clhicians' recommendations for retum to work 

for a respondent who scored in the 75th perœntile on the follow-up RADL was 1.12 

(e38 33Lamr8 ) (95% CI- 1.03, 1.22) the odds of a nspondent who scored in the 25th percentile. 

Table 4.18 Follow-Up RADL Sates For Fceâiction of Rdurn To Work 

Covariates 

Constant 

B 

0.6835 

Standard E m r  

0.7480 

p Valm 

.3609 
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Predictive Validœi 

The correlation coefficient betwecn the baseiine FACS scores and clinicians' rating 

of irnprovement in ciients' functional ability was negative, low, and non-signifiant (r=-. 13). 

indicating that the baseline FACS scores may not be related to clinicians' ratings of 

improvement in clients' bctional ability. &&ne RADL scores and dinicians' ratings of 

improvement in functionai ability showed a negative, fait, and signifiant correlation (r=-.25, 

p < .OS). There was a very low, positive, and non-signifiant cordation between the entry 

FACS with the RADL imprwement scores (r=.07). Ba~elim RADL scores demonstrated a 

very low, negative, and non-signifiant correlation with the FACS irnprovement ocores (r=- 

-04). These findings may have occurred beuwse at foiiow-up only 32 subjects had completed 

the program and had not achieved thei. maximum potential. 

The logistic regression analysis using the entry FACS scores to pledict r e m  to work 

is displayed in Table 4.19. For an increase in 10 points the OR of a prediction of able to 

return to work was 1.02 (e to.o.0018 ) (95% CI=l.O, 1-03), whiie for an increaseof 100 points, 

the OR was 1.20 (e'00x000x0wi3 (95 % Ci= l.03, 1 -39). The odds of pxdicting able to retum to 

work for a respondent who scored 100 was 1.20 t h e s  the odds of a respondent who scored 

zero on the FACS at entry. 

The basehe FACS scores for respondents in the 25th and 75th percentiles were 28.33 

and 69.00, respectively. The odds of a clinicians' recommenâations for return to work for 

a respondent who scored in the 75th percentiie on the baseline FACS was 1.08 (em-67Lm187 

(95% CI= 1.01, 1.14) the odds of a respondent who scored in the 25th percentile. 

Table 4.19 Badine FACS !hm For Ptedidion of Retuni To Work 

Covariates 

Constant 

Badine FACS 

B 

0.1586 

O.ûû180 

Standard Emr 

0.5357 

0.000752 

p Value 

-767 

< .O5 
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The logistic regression anaiysis for the baseline RADL and the prediction of retwn 

to work is iliustrated in Table 4.20. For an inctease of 10 points in the RADL, the OR of 

able to r e m  to work was 1 .O3 (eIQD~*O", (95% CI= 1.01, 1 .OS), while for an increase of 

100 points, the OR was 1.33 (elw- (95% CI-1.05, 1.69). The odds of preâicting able 

to retum to work for a respondent who scored 100 was 1.33 h e s  the odds of a participant 

who swred zero on the RADL at entry. 

The baseline RADL scores for rrspondents in the 25th and 75th percentiles were 28.33 

and 60.9 1, respectively. The odds of a clinicians' recommendations for retwn to wofk for 

a respondent who scored in the 75th percentile on the beseliae RADL was 1.10 (e*J8X."", 

(95% CI-1.02, 1.19) the odds of a respondent who scoreci in the 25th percentile. 

Table 4 2 0  Badne RADL a r e s  For Pkdiction of Rehvn To Work 

DiscUSSi0~ 

The FACS was originaUy developed to consist of two -the current FACS which 

asks respondents to rate confidence in theh ability to pgfonn certain activities, and the 

preinjury FACS which asks them to rate contidence in their preinjury functioning. nie 

rationale for developing the preinjury FACS was to determine confidence in residual 

fùnctioning by examining the ciifference between confidence in preinjury and current level of 

functioning . Because the preiajury F ACS rating s were highly negatively skewed , the preinjury 

FACS was not subjected to fiuther analysis. 

DeVeUis (1991) suggests that a mean close to the centre of the range of scores is 

desirable. While the mean of the cunent FACS was 49.8 (which is close to the centre of the 

Covariates B Standard Emr 
- 

Constant 0.2791 0.5978 
I- 

Badine RADL 0.0028s 0.00121 

range), the mode was 100, indicating that the scores may not be normally distributeci. The 

p Value 
3 

-641 

< .O5 



mean (44.6) of the RADL was fairly close to the centre of the range, and the mode was zero, 

signifying that the scores may not be normally dism'buted. Since only 12 subjects (13 96) were 

working while attending the CCP, the item-re~unptiion o f p i  employment-was rated at 0% 

by 80 subjects (87%), which may have been particulariy reqmsible for this. Whüe this item 

may have contributed to these findiags, it should not be discardeci as it is a critical item in 

examining clients' remvery. 

The Shapiro-Wi test cornputeci on the primary and the secondary scaies showed that 

these instruments were not normaily distributed. Examhtion of the n o d  probabiüry plots 

as weii as the stem and leaf plots demonstrated that the d e s  (except for the preinjury 

FACS) were not severely skewed. For example, the normal probability line for the current 

FACS and the RADL appeared to be straïght with some observations in the tails. In contrast, 

the normal probability plot for the preïnjury FACS showed evidence of skewness as the 

majority of the observations were at one end of the plot with a few obsezvations at the other 

end. For the Roland SIP, the normal probability Iine appeared to be fairly straight with fome 

observations in the tails. Furthemore, since the central iimit theorem demonstrates that even 

for skewed distributions, the sampling distribution of means wiii appzoach the normal curve 

as n increases (Portney & Watkins, 1993). In light of these fkdings, and the fact that the 

means of the d e s  were close to the centre of the possible ranges, both the primary and the 

secondary measures were analyzed with paramet& statistics. 

The fact that subjects with a p h u s  back injury vernis those without, atid previous 

attenders versus new attenders rrsponded differently to the primary d e s  is not surprising. 

In this study, respondents without a pmious back injury were younger. Studies have shown 

that older individuais are at -ter ri& for work disability and have an increased length of 

stay in rehabilitation pmgrarns (Cmk, 1994; Mclntosh, 1993). Pmnous attenders also were 

more likely to have had a pnor back injury (89% did) which also may account for these 

findings. Another explmation may be that nspondents without a previous back injury as weii 

as new attenders were, in fact, hctioning better. 

Intemal wnsistency anaiyses using Cronbach's alpha were -96, and .89 for the current 
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FACS and the RADL, riespectively. These fkdings indicated that the d e s  were highly 

consistent. According to Streiner & Nomüui (1989), an item should correlate with the total 

score above -20. There were no item-totai correlations below .20 in the d e s  indicating tbat 

none of the items should be dropped. 

DeVeliis (1991) suggests that th- are various ways to examine the "goodness" of 

vaxious items. For example, some item problems may include the following: negative 

correlations among items, low item-total correiations, and weak inter-item co~elations which 

will d u c e  the alpha. There were no negative correlations among the items (except for one 

correlation in the RADL). The inter-item correlations in the current FACS were fau to high, 

demonstrating that the items may k measuring the same dimension. The inter-item 

correlations in the RADL were low to moderate, signifjhg that the items may be measuring 

different aspects of the same dimension. 

While Cronbach's aipha for the Roland SIP (Roland & Morris, 1983) was .83, 

indicating good intemal consistency, there may be some item problems. For instance, there 

were low item-total correlations @elow .2) for four items (dressed with help, sir down mosr 

of day, imTnt&le anù baà rempered, and stay in bed nwst of rime). Because the item-total 

correlations were below -2, these items should be discardeci (Norman & Streiner, 1989). 

There aIso were several low inter-item correIations, as well as several negative correlations 

suggesting that the items may be measuring different aspects of the same construct or 

different wnstructs. DeVellis (1991) notes that aipha is influenced by the number of items 

in the sale-adding more items wili increase alpha and removing items will lower it. Since 

the Roland SR? has 24 items, this may be why the alpha coefficient was f&ïrly high at -83 (in 

cornparison to the FACS and the RADL which have 15 and 12 items, respectively). 

The factor anaiysis for the current FACS yielded two factors-cbnfidence to perforrn 

specific activities and generai activities. It seems reasonable that because the factor analysis 

yielded two factors, the inter-item conelations were moderate to high- The factor analysis for 

the RADL yielded three or four factors-abiiity to mume pasonal, strenuous, and high order 

activities. The inter-item correiations were low to moderate which supports the notion that 



there were three or four underlying dimensions in the RADL. 

The factor analysis for the Roiand SIP yielded four facürs-ability to paform a 

mixture of general activities, inactivitylimmobility, avoidana or curtailment of 

activity/mobility, and iimited activitylmobility. These fjndings seemed to cosifirm that the 

items that loaded onto these &tors cut across ail components of the ICIDH (WBO, 1980). 

In this study, factor anaiysis using varimax rotation, a common orthogonal method, 

was used on the primary scaîes as it maamll+s the variance of squared loadings. Amther 

type of rotation is oblique rotation. With oblique rotation, factars can be mtated so that the 

a x i s  corzesponding to each successive factor b fi- optïmaiiy without the constraint of 

keeping them perpendicular @eVeU (1991). Whüe DeVellis states that orthogonal facors, 

because of their statistical independence, possess a simplicity and elegance that oblique factors 

do not, oblique rotation couid have been used to determine if the same items that Ioaded ont0 

the factors using varimm rotation would have occurrcd with oblique rotation. 

DeVeiiis (1991) suggests that with aipha correlations above .90, one should consider 

shortening the scale. Streiner and Norman (1989) advise that if the correlations are too high 

there may be redundancy and possible los of content validity. Tbere may be some item 

redundancy in the FACS because the aipha correlation was very high. However, DeVeiiis 

(1991) states that "some ndundancy is desirable in the final d e m  @. 56). Furthemore, it 

may be usefid for clinicians to see seIfanfidence ratings on a mge of movements and 

postures as iiîustrated by the FACS. 

Clinicians were asked at foiiow-up to make recommendations about clients' abiiity to 

return to work. When cihicians were making these recommendations, it is uncertain if the 

clinicians based these judgements on clients' status at the time of foilow-up, or whether the 

clinicians were making their judgements on how the clients would be after they had completed 

the program. It would have been cl-r if the question would have been 'Whor woulil you 

recommend for this cllent mw?' insteaà of "Whor WOUU you recommend for this client?' In 

view of this, clinicians' recornmendations for retwn to work should be interpreted with 

caution. 



Clients' global ratings of improvement were cornparrd to cliriicians' global ratings of 

improvement, which resdted in low agreement (Kappa= Z). This finding is consistent with 

other studies in the rehabilitation litmaure (Boyce et al., 1995; Crossman, Zuliani, Preston, 

& Gluck, 1996). For instance, the Crossman et al. (1996) study found tbat clients with work- 

related injuries and theh treating physiotherapstS disagned on whetha the client c d d  work 

(86 % of the clients felt they could not, whiie ciinicians thought that only 49 96 could not). The 

authors suggested that thip discrepancy may be attributed to the fact that physiotherapists who 

treat common work-related injuries daily are more informed and may be desaisitized to the 

impact the injury has on the client. 

Not surprisingly, correlations between the primary and secondary measures were 

generally stronger at foilow-up than at entry. These findings are consistent with Bandura's 

(1986) assertion that there is an association betmai efficacy expectations and mastery. For 

instance, efficacy is enhanced through a series of paformance aocomplishments, which in 

tum motivates participants to take on more difficult activities, thus increasuig their self- 

efficacy expectations, as weU as th& rrsumption of daily activities. McAuley, Lox, and 

Duncan (1993) have shown that even acute bouts of exercise testing and feedback can 

drarnaticdy enhance seif-efficacy. 

As expected, the FACS correlated more highly with the overall Roland S ï P  and the 

disability subscale, while the RADL scores were more highly correlated with the overall 

Roland SIP, as weil as the handicap items. niese Eindings suppor& the convergent vaiidity of 

both d e s .  There were low correlations between the FACS and oves PSES (Ryckman et 

ai., 1982) as weil as PPA (perceived physicai ability) subscale. A low and signifiant 

correlation between the RADL and the PPA subscale was found at foiiow-up, which may 

indicate that resumption of activities rnay be reîated to physical firnction (such as muscle 

strength, reflexes, agility, etc.). These fïndings fivther contribute to the convergent vaiidity 

of the RADL. 

Not surprisingly, correlations between the follow-up FACS and PSPC (physicai self- 

presentation confidence) subscale, as weiî as between the FACS and the MCS (Fischer & 



Fick, 1993) were low and not signincant. A low and non-signifiant correlation occufLed 

between the RADL and the o v d  PSES. This findùig supports the discriminant validity of 

the RADL. The cordation between the follow-up RADL and the MCS ocores also was not 

signifiant. These findings support the * . .  
t validity of both d e s .  

As expected, wnelations ktween the FACS and clinicians' ratings of clients' ovedl  

fûnctional ability werr low at entry and stnmger at follow-up, while correlations berneen the 

RADL and ratings of o v d  fiactional ability were moderate on both occasions. Conelations 

between the FACS and the RADL were moderate at entry but were smngthened at follow-up. 

These findings are consistent with Bandura's seif-efficacy theory (1986) that there is an 

association between efficacy expectations and mastery. For instance, as clients pmgressed 

through the program, their self-efficacy hcreased and they were better able to resume thei. 

daiiy activities. These fïndings support the concurrent validity of both scaies. 

The logistic regression analysis for the foUow-up FACS, as well as the follow-up 

RADL, and clinicians' predictions of r e m  to work showed sïmilar resuits. The odds of a 

prediction of able to retum to work for a participant who scored 100 points on the follow-up 

FACS, or the foilow-up RADL, was 1.33 times the odds of a respondent who scored zero 

on these d e s .  For the baseline FACS, the odds of a pdc t ion  of able to r e m  to work for 

a respondent who scored 100 was 1.20 times the odds of a participant who scored zen>. For 

the badine RADL, the odds of a prediction of able to retum to work for a respondent who 

scored 100 was 1.33 times the odds of a rwpondent who scoreci zero. These kdings 

demonstrate that neither the baseline RADL were especially strong at predicthg return to 

work (based on clinicians' noommen&tions) . 
In summary, both the FACS and the RADL demonstrated good convergent and 

discriminant validity, as weii as good concurrent and predictive validity when administered 

at program entry and three weeks, or at discharge to 94 subjects with LBP. 
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ïhe main objective for th is  phase was to detennine the rrJponnveness of both the 

FACS and the RADL. Since the Roland SXP (Roland & Moms, 1989) was our head-to-head 

cornparison measure for these two d e s ,  the responsiveness of the Roland SIP also was 

caicuiated. Responsiveness refers to the ability of an instniment to detect a clinically 

important change over the, even if such change is sxnaü (Guyatt, Waiter, & Norman, 1987; 

Kinhner & Guyatt, 1985). 

zkscdus 
Data on the 94 subjects who completed the FACS and the RADL at entry and foiiow- 

up were used to provide information for the responsiveness testing. As previousiy discussed 

in Chapter Four, the critenon measun used was a giobal rating obtained h m  both the 

respondent and a clhician. Recali that at foiiow-up, ~spondents were asked to rate whether 

they thought that their back condition had changed since they started the program. They were 

asked to check "ESu if they thought that it was beuer, and 'NO" if they thought that it was 

worse or the sanre. Using exactiy the same question, chicians also were ashd to rate 

subjects' change. 

Chapter Four also presented the werd mean FACS scores pable 4.5). the ove& 

mean RADL scores (Table 4.9), and the overall mean Roland SIP scores Fable 4.1 1). as 

weii as the t-tests for these measUres. Also discussed in Chapter Four. the paired t-tests for 

the o v e d i  mean scores for the FACS, the RADL, and the Roland SIP showed that there 

were signifiant changes between basehe and foiiow-up scores (ts4.99, df =93, p < .O0 1, 

t-6.60, df=79, p< .0001, and t=-7.99, df=93, p< .0001, lte~pectively). 
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"There is no consensus regarûing the apprapriatc measun of the o v d  

responsiveness of a measure to the enéa of treatment" @orman, 1989, p. 1103)- White there 

are many approaches that can be used to exlmine the responsiveness to ciinid change of an 

instrument, effect size m, Anderson, & M m ,  1989) and relative efficiency (Liang, 

Lanon, Cuiien, & Schwarîz, 1985) were used in the present study. These methods are 

described bdow . 

ER& Size, Enéct size relates changes in muui scores (hm baseiine to foiiow-up) 

to the standard deviation of baseline sams (Ka& et al., 1989). Guyatt, Walter, and Norman 

(1987) suggested a variant of this statistic with a different denominator: the standard deviation 

of score changes among stable subjects (Le, those who have not had an intemention of h o m  

efficacy). Thus, Guyatt et al's appmach requins the assessrnent of individuals at wo time 

points who are not undergohg any intemention, and thenfore is inappropriate for the 

responsiveness analysis in this study. 

Effect size, advocated by Kazis et al., (1989) and Anderson, Firschein, and Meenan 

(1989), was used in this study. This appogch provides a practicai method that News one to 

determine a clinically important change in an instrument. The calcuiation of effect size takes 

the difference in means at foilow-up and entry and divides it by the standard deviation of 

baseline scores. Effeft size can be used to translate changes in tfeatment effécts into a 

standard unit of meastuement that pmvides a clear interpretation of  the results. Cohen (1988) 

defined an effea size of -20 as s d ,  one of -50 as medium, and one of -80 or greater as 

large. The large effkct size represents a change of at least four nftbs of a standard deviation 

of the baseline measure. The actual change scores on a measun can then be calculated by 

multiplying the effect sUe by the standard deviation of baseluie scores. 

EEect siEt for the three Scala were caicufated for the enth sample, as weil as by 

subgroups based on both subjects' and cllliicians' global ratings of improvement. For the 

subgroups, responsiveness was anaiyzed by using subjects' ratings of change. Subjezts were 



subcategorized as "irnproved" if they reported they were better over the coune of the study, 

whüe those who indicated that th& condition was worse, or had not changed, were ciassified 

as "not improved". Responsiveness ais0 was anaiyzed by using the clinicians' ratings of 

change. In this case, subjects were s u b c a t e g o ~  as "irnproved" if ciinicians rated their 

condition as better over the course of the study, while thos participants whose condition was 

rated as worse, or not changed, were classfied as 'not improvedw. Eff'ect Pite for each 

subgroup (Le., those who impnwed versus those wtio did not improve) according to subject's 

own and a clhician's ratings were determined using the ratio of the di&rence berneen mean 

foilow-up and mean entry scores by the pwled standard deviation, as defined by Cohen 

(1988). 

Unpaired t-tests comparing subgioups' ratings on the three d e s  at baseline and 

foiiow-up were used to determine if there were signïficant ciifferences between the subgroups. 

Paireci t-tests between entxy and foilow-up scores on the scaies for the two subgmups (rated 

improved versus unimpmved) were caiculated to detennine changes over the course of the 

study. Since sample sites for the two subgroups (improved and unimpnwed) were 

disproportionate, the standard error of the mean (SEM), which is the standard deviation of 

the sampling distribution (Domholt, 1993), also was calcuiated for the d e s .  

Relative Effkiencv. A second approach for the assessment of responsiveness is the 

relative efficiency statistic suggested by Liang et al., (1985) which compares t-test statistics 

for various measutes against a standard. This statistic m a b  use of paired t-test statistics as 

foiiows : Relative efficiency (RE) = (tf t d 2 .  Acmrding ta Liang et al., an RE > 1 (or RE 

< 1) means that the instrument was a more (or Iess) efficient tool for measuring change than 

the standard. 

lm&s 
Descriptive statistics for subjects' and clinicians' global ratings of change will be 

presented fint. This will be foiiowed by the responsiveness analysis using effect size for the 
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FACS, the RADL, and the Roland SIP for the entire sample, as well as for the subgroups 

(Le., subjects' and subjed ratings of impmved and unùnprwed). The RE approach for the 

three d e s  wiU then be presented. 

Subiects9 GlobalBptierp of l&pmvem~ 

Subjects' giobal ratings of improvement were as folloas: 70 subjects stated they 

improved, four rrspondents rated themseives as worse, and 20 subjects stated that theu badc 

condition had not cbanged. For the nsponsiveness analysis, 70 subjects were categorized as 

"improved", whiie 24 respondents wexe categozized as "not improvedw . 
Table 5.1 presents the mean o v d  ratiags and the SEM of the three d e s  for 

clients' seEratings of improvement and uniinprovement. Recall that for the Roland SIP, 

higher scores indiatecl greater disabiüty. For the Unimpmved subgroup, there was a 

downward shift in the FACS scores at foiiow-up (45.75) in cornparison to the scores at entry 

(50.64) (which was not significant). At baseiine, un- t-tests comparing the two groups 

on the FACS, the RADL, and the Roland SI. demonstrated no signifiant ciifferences. At 

foilow-up, on the other hand, sipnincant ciifferences emerged between improvers and non- 

improvers on the FACS, the RADL, and the Roland SIP (t=4.30, df=92, p < .OOl, t-4.44, 

df=92, p < ,001, and f=-4.03, df=92, p < .ûûûl, respectively). 

Whiie paireû t-tests for subjects who rated themselves as improved showed a 

signifiant change between entry and foilow-up FACS scores (f=7.13, df=69, p C .0001), 

there was no change for subjects who rateci themseives a0 unimpmved. On the RADL, paired 

t-tests for subjects who rated themselves as improved demonstrated that there was a 

signifiant differenœ between entry and foiiow-up ( t~6 .95 ,  df=62, p < -0001): no change 

was found for subjects who did not see any improvement. On the Roland SIP, paireci t-test 

for subjects' seEratings of improvement showed a signifiant change h m  entry to follow-up 

(t=-8.81, df=69, p< .0001), while no change was found for wbjects who felt that they did 

not improve. 



Table 5.1 Mtan Ratiqs On tbe FACS, tbe RADL, anâ the the SXP By Subjects' 
hiags O€ SWinprovancnt Vcrsiis Nob-lmprovQieiit 

Basdine 
FACS 

Fdlow- 
UP 
FACS 

Clinicians' Global Ratings of Im~rovement 

Clinicians rated 87 subjects as ïmproved, one subject as worse, and six participants 

as no change (these seven subjects were categorized as "not improved'). Due to the smail 

number of non-improvers (n=7), the power for this test was lirnited. 

The mean fatings and the SEM of the three d e s  for clients whom clinicians rated 

as either "improved" or 'not improved" are show in Table 5.2. For the unimprowd group, 

a downward trend (not significant) in the FACS scores at foiiow-up (47.05) in cornparison 

to the scores at baseline (52.10) was noted. At entry, the unpaired t-test comparing clinicians' 

rating of improvers versus non-improvers on the FACS showed no difference between the 

subgroups. At foUow-up, no signifiant ciifference on the FACS was found betwen the 

groups as rated by clinicians. At entry there was a signincant differenœ between the 

improvers and the non-improvers on the RADL (t=2.3 1, df=92, p < .Os). However, at 
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foiiow-up a sigDificant ciifference berneen the subgroups was noted for the RADL (t12.30, 

df-92, p < .OS). For the Roiand SIP, at both badine and at foliow-up, no signifiant 

ciifferences were found between the groups. Pairrd t-tests on the FACS scores showed a 

significant change between entry and foiiow-up for the 'improved" subgroup (t=5.54, df=86, 

p < .0001), but no change for the 'unimpmved' graup. Pairrd t-tests on the RADL scores and 

the Roland SIP scores showed similar results: a significant pffpost change for the 

"improved" group only (t05.99, df=74, p<.0001 and (t=-7.85, df=86, p<.ûûûl, 

respec tiveiy). 

Table 5.2 Meao Ra- Oa the FACS, the RADL, and tbe Roland SIP By 
Clinidam' Ra- of Imptovencc~t Vers\rs Non-tnpmvanent 

Foll~w- 
UP 
FACS 

hproved 
(n = 87) 

SEM 
-ge 

(n=9 
26.83 38.16 
(12.72) (19.40) 
4.0 8.66 
3.33-42 16.67- 

64.17 
.d error of the mtPn 

It is interesthg to note that of the 32 subjects who completed the program, 26 

respondents rated themselves as impmved at foliow-up, while six respondents felt that they 

did not improve. In contrat, clinicians rat& 30 participants as improved and two subjects 



as not impmved. The Kappa statistic showed low agreement (.17) between these two ratings. 

WMe it would have been usefiil to examine the effect size for this subgroup, because of the 

smaU sample size, this could not be done. 

Usinr Ef'f'ect S i  Effiat size for the FACS, the RADL, and the Roland SIP for the 

entire sample are presented in Table 5.3. Based on Cohen's (1988) guideünes, eff'ect sias 

for the entire samp1e were medium in magnitude and positive in direction for both the FACS 

(-49) and the RADL (-73, whüe for the Roland SIP the effet sizc was large in magnitude 

and positive in direction (-85). 

Change scores on a measure for the entire sample can be calculateci by muitiplying the 

effect size by the standard deviaton of baseline scores. Thus, these findings showed that for 

the FACS a change of 13 uni& (.49x25.87=12.67) on the 100-point sale fepresented a 

clinically important difference, while for the RADL, a change of 16 units (. 77x2 1.12 = 16.26) 

on the 100-point sale illustrated a clinically important difference. For the Roland SIP, a 

change of 4 units (.85x4.78=4.06) on the 24-point scde iiiustrated a ciinicaily important 

difference. 

Table 5.3 E f f e  S k  and DVeetion of Change For tbe FACS, the RADL 
and the Roland HP For AU Subjeds 

FACS 1-49 h=w, 11 

Effect sizes for group compatisons were caicuiated by using the ratio of the Merence 

between mean follow-up and mean entry scores by the pooled standard deviation (Cohen, 
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1989). Effect size for the subgroups are prwented in Table 5.4. For abjects who indicated 

an improvement in their condition, effect shes were large and positive for ai l  measUres 

(FACS: -81; RADL: -98; and Roland SIP: -97). A large effit size wouid be equivalent to 

the foliowing changes: 19 units (.81xB.Z = 18.83) on the 100-point d e  on the FACS, 21 

units (.98X2l. 18 ~ 2 0 . 7 3  on the RADL, and 5 units (-97x 5.37~5.21) on the Roland SIP. 

For subjects who rateci themselves as unimpmved, the efféct &es were small and negative 

(-. 18) for the FACS, smaîi to moderate and positive (-29) for the RADL, and smaii and 

positive (. 14) for the Roland SIP. A srnail effect sïze wouid be equivaient to the foiiowing 

changes: five uni& (-.18x26.71=4.80) on the 100-point sale of the FACS, six uni& 

(.29x22.12=6.41) on the 100-point scaieof theRADL, and -61 uni& (.14x4.31=.61) on the 

Roland SIP. 

Clinicians' ratings of improvement iîlustrated medium effect sizes for the FACS ( - 53 ,  

the RADL (-72). and the Roland SIP (-77). This wouid be quivatent to the foilowing 

changes: 14 units (.Sîx24.67= 14-06) on the 100-point scale of the FACS, 16 WLits 

(.72X2 1.99 = 15-83) on the 100-point scaie of the RADL, and 4 units (.77xS.38 =4.14) on the 

Roland SIP. For subjects who were rat& by clinicians as not impmved, effect sizes were 

small and negative (9.18) for the FACS, and medium and positive for both the RADL (.72), 

and the Roland SIP (-63). This is comparable to five uni6 (-. l8~28.84=5.19) on the 100- 

point sale of the FACS, 1 I uni6 (.72xlS.74 = 11.33) on the 100-point scale of the RADL, 

and three units (-63~4.8 ~3.02) on the Roland SIP. 
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Table 5.4 Effecî S i  aaü M o n  of cbpsae For t& FA=, the RADL, and #e Rdiind SIP 

D = diffefetlce betweea fotlow-up and eatry scores 
PSD = pooled standard deviatïon 
* Negative sign indicates demssed score 

ng Reîative Efficienc~ RE caicuiations for the FACS, the RADL, and the total 

Roland SIP as well as the dîsability and handicap subscales of the Roland SIP are shown in 

Table 5.5. The comparative measure used for both the FACS and the RADL was the Roland 

Table 5.5 Reiative Eftiaency For the FACS, the RADL, 
and tbe Roland SIP 

Instruments 

FACS 

Roland SIP 
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Disasdm 

When using evaluative instruments, it is essential c establish reasonable guidelines 

for determinhg what a c i in idy  important change would be. Effect (Kazis et al., 1989) 

for both the FACS and the RADL, and the Roiand SIP for the entire sample as weil as the 

four subgroups (i.e., subjects' as weii as clinicians' ratings of irnproved and unimpmved) 

were anaiyzed using baseiine and the threc week foliow-up scores. 

Effect s i a s  for the entire sample were medium for both the FACS and the RADL, and 

large for the Roland SIP. Effect sizes for subjects who indicated impmvement in theh 

condition were large for the three scaies, w N e  for abjects who rated themselves as not 

improved, effect &es were srnail. Although smaü fluctuations rnay occur in individuals' 

confidence in their ability to perform ~ c t i o n d  activities and to remme their basic activities 

due to back pain symptoms which rnay fluctuate k m  day to day, small effect sizes would 

not be usefid to detect clinid change for the instruments. 

Clhicians' ratings of improvernent iilustrated medium effect sizes for the scaies. For 

subjects who were ratcd by clinicians as unimproved, effect sUes were smaii and negative for 

the FACS and medium for both the RADL and the Roland SIP. Because of the small sample 

size of subjects who were rated as unimproved (n=7), these findings should be interpreted 

with caution. 

With regard to subjects who r a d  themselves as unimpmved, as weU as clinicians who 

rat& subjects as unimpmved, the FACS appeared to detect decreases in the non-improvers 

with smaii effect &es. This would fepresent a clinically non-important deterioration. These 

findings may be explaïned by the fact that participants who describeci their condition as the 

same and subjects who felt their condition was worse were combined in this group. A larger 

sample of subjects as weii as clinicians who indicated diat their back condition was worse 

may have been helpful in determining whethet the FACS could detect clinical deterioration. 

RE calculations showed that both the FACS and the RADL were less efficient 

insmments for measu~g change than the total Roland SIP. These fïndings may have 

occmed because the Roiand SIP consists of impainnent, disability, and handicap items, 
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whereas the FACS and the RADL contain disability and handicap items, respectively. When 

calculating RE usïng the disability subscale of the Roland SIP as the comparative measure, 

RE for the FACS and the RADL showed that these measues were stiU Iess efficient than the 

disability subscale of the Roland SIP, however, when using the handicap subscale as the 

comparative measun, the RADL was more efficient than the handicap subscale of the Roland 

SIP* 

To M e r  support the e f f a  size and the RE hdings, the nsults of the paired t-tests 

confirmed that there were signifiant changes in the t b  sciaies for the entire sample. Pairrd 

t-tests also c o n h e d  that there were signifiant changes in the instruments for the subgmups 

who were rated as imprmred by subjects and cIinicians. 

In summary, both the FACS and the RADL samed to be able to demonstrate 

clinically important changes. A medium effect size, as defined by Cohen (1988), for both the 

FACS and the RADL would be an appropriate indicator of chically important change. Whüe 

RE calculations showed that the FACS and the RADL were less efficient than the Roland 

SIP, RE using the handicap subscale of the Roland SIP as the comparative measure 

demonstrated that the RADL was more efficient than the handicap subscale of the Roland 

SIP. 



Qbiectivgi 

This part of the study was exploratory aimed at gaining a better understanding of the 

recovery process of injured worlms with LBP attcnding rchabilitation programs. Specifïcaily, 

the objectives for this phase were to: 1) explore the fktors that were related to baseline 

FACS, baseline RADL, baseline Roland SIP (Roland & Monk, 1983). and dinicians' 

baseline ratings of fwictional ability; 2) detamine the factors that influenaxi impmvement 

in the FACS, the RADL, the Roland SIP, as weil as clinicians' ratings of fhctional ability; 

3) examine the factors that were associated with cIinicians' judgements for rem to work; 

and 4) determine the factors that were reiated to completion of the program. Because of the 

smaIi sample of subjects who completed the program (n =32), it was not possible to examine 

the factors that were reiated to the follow-up scores for these instruments. 

noecdure 
Data on the 94 subjects who completed the study were used for the predictive testhg . 

As discussed previously in Chapter Four, clinicians' recommen&tions for return to work 

were categorized into the binary nsponse variable of ~ t u m  to work (yedno). Subjects who 

were judged as "able to r e m  to wvesmncted wk" were ated as ' ~ "  (able to retum to 

work), whik respondents who were judged as *&le to retum to nsnfcted work', "refer to 

the Regional E v a l ~ o n  &me ', or "othet " were rated as wNO' (unable to rem to work). 

Using these categorizations, 32 subjects (34%) were judged as able to retuni to work, while 

61 subjects (66%) were not. Program wmpleter also were discussed in Chapter Four-32 

subjects (34%) completed the program and 61 subjects (66%) did not. 
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Statistieal Aaalvs& 

Multiple @on analysis or logistic regression analysis were used as an exp10ratory 

strategy to investigate possible relationships among the explanatory variables and the 

dependent variables. Multiple regression analysis using backward elimination, or logistic 

iegression analysio using backward elimination were used when the dependent variables were 

contiauous or binary, respectively. Since the fornard selection approach can lead to 

underfitthg the &ta, the bachvard elimination strategy was used (Kleinbaum, Kupper, & 

Mulier, 1988). When using the backwatd elimination procedure, it is possible to overfit the 

data (Le., to choose a final model of order slightly higher than required) (Kieinbaum, 

Kupper, & Muller, 1988). While some statistical power may be lost by slightly overfitting 

the data, this l o s  is u s d y  negligible (Kleinbaum, Kupper, & Muller, 1988). 

In order to determine the independent predictors of the FACS, the M L ,  the Roland 

SIP, and cliniciuis' ovefali ratings of clients' functional ability, separate multiple regression 

analysis using backward elimination was performed for each model. Separate logistic 

regression analysis using backward elimination was performed to d e t e d e  the independent 

predictors of chicians' judgernents of retum to work and completion of the CCP. For the 

logistic regression models, odds ratios and their 95% confidence intervals were calculated. 

Alpha was set at .1 for elimination of the predictor variables for the backward eiimination 

procedure. The coding for the predictive models is outlined in Appendbc X. 

A con- in using regression analysis is the sample size and the number of 

independent variables exploreci. Norman and Streiner (1994) suggest that the sample size 

should be five (or 10) tirnes the number of independent variables. 

To check for outlying observations in the final multiple regression models, Cook's 

Distances @) w e n  pertonned for each final model. Cook's D measuns the influence of each 

observation on the coefficient estimates (Systat, 1990). Models with observations that had a 

large Cook's D value (Le., greater than 2) were recomputed with that observation taken out 

(Systat, 1990). For the logistic regression analysis, Pearson residuals were used to identify 

obsenations that were not weU explained by the model (SAS, 1988). Models with high 
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Pearson residuals (Le., &reater than 3 and less than -3) were recomputed with that observation 

eiiminated. 

lQsi4b 
Factors that infiucaced baseline FACS, tmehe RADL, baseline Roland SIP, and 

clinicians' overaïï ratings of baseiine hmctional ability will be presented fïrst. This will be 

foiiowed by the factors that were associated with ïmpmvement in these instruments. The 

explanatory variables that were related to cihicians' judgements of able to =hini to work, 

as weli as completion of the program will conclude the c h m .  

Factors Asoçiated With Baseline Seo= 

Factors that influenced baseline FACS, baseline RADL, baseline Roland SIP, and 

clinicians' basehe ratings of overail functional ability were explored. For each model, the 

following 22 baseline predictor variables were entered: age, gender, ducation, marital status, 

cime since injury, previous attend- medication use, other health problems, previous back 

injury, previous surgery, previous exercise participation, cunent working status, job 

satisfaction, clients' return to work expectations, clients' confidence to impmve, cliaits' 

confidence that program will be benefiaal, clients' baseline functionai abiiity ratings, 

clinicians' baseline atings that client WU impmve, chicians' rathgs of clients' motivation, 

clinicians' retum to work expectations, baseline FACS, baseiine RADL, and baseline Roland 

SIP. The procedures used to determine the independent variables that were significantly 

associated with the dependent variabIes-baseline FACS, baseline RADL, baseline Roland 

SIP, and baseline functional ability-are discussed below. 

Baseline FACS, Multiple regression analysis using backward elimuiation was 

performed to identify the independent variables that would provide the bat predictor of 

basehe FACS. Independent variables (covaLiates) for the final model that pdcted baseline 



FACS scores are shown in Table 6.1. 

Tabk 6.1 Indepcndait Vacidh  For Prcdidion ofBadne FA= !kores 

II Marital Statw 1 -17.316 

working statrrr 24,017 

Job Satisfaction - 182 

Clients' RTW 
Expectatioirs 

Clients' C o n f î b  to 
hprove  

Badine RADLL Multiple regression anaiysis using backwatd elimination was 

performed to identify the independent variable that would give the best pdction for baseline 

RADL. Independent variables for the final mode1 are shown in Table 6.2. 



Table 6.2 ladependent VorirMes For Redidim of Badine RADL SCOtef 

ReoiOts Back SIpnery 1 19.722 

ilne Roland SIP. Multiple m o n  anaiyh usïng backward eiimination was 

perforrned to identify the hdependent variabIes that would give the best prediction for 

baseline Roland S E  Covariates for the final mode1 are shown in Table 6.3. 

Table 6.3 hdependeat Variables For Predicfion of BaseJine Roland SIP Scores 

Covariates 
- 

p value 

Constant 

Revious Ba& Surgery -166 .O82 c .O5 

Working Siatm -163 .O79 < .O5 

Cliniciansy RTW .O42 .O22 <.1 
hpectations 

Baseline FACS -.O02 ,001 c.1 

Clinicians' Ratinm of Ba~eiime Funetional Abiütv. Multiple regression analysis ushg 

backward elhination was performed to determine the independent variables that would give 

the best prediction for clinicians' ovedi ratings of clients' baseiine functional ability. 



Covatiates for the final madel are shown in Table 6.4. 

Tabte 6.4 Iiidcpaident Vacïabks For nrodietion of Badine Functicwol Ability Seo- 

Job Satisfdon -. 188 -092 < .O5 

Clients' Coofidence ta -. 179 .O77 < .O5 
ïinprove 

Clini&nsy RTW 4.209 2,372 <.1 
Expectations 

Baseüne FACS -206 -099 <.O5 

For each fial  mode1 presented above in the Facfors Associami Wth Barelinc Scores 

section, Cook's D values were generaiiy low indicating that highly influentid observations 

were not present. 

Factors Associated With Im~rovement In the Seo- 

Factors that influenaxi irnprovement in the FACS, the RADL, the Roland SIP, as weil 

as dinicians' overail ratings of functional ability were explored. The 22 baseline explanatory 

variables (described above in the Fmtors Associaed Wth Buseliinc Scores) were entered. The 

procedures used to determine the explanatory variables that were SignZcantiy associateci with 

improvement in the instruments are discussed below. 

Im~rovement in FACS, Multiple regression analysis using backward elirnination was 

performed to identifjr the independent variables that would indicate the best prediction of 

improvement in the FACS. The haal model is illustrateci in Table 6.5. 



Multiple regnssion analysis ushg backward elirnination was 

perforrned to determine the independent variables that would provide the best prediction for 

improvement in the RADL. The final model is shown in Table 6.6. 

Table 6.6 independent Variable For nodiction of hprovenent fa RADL Scores 

Im~rovement in Roland SIP, Multiple regression analysis using backward elimination 

was calculated to detennine the independent variables that wouid provide the best predicton 

of improvement in Roland SIP. The final model is outlined in Table 6.7. 



Table 6.7 Iiidqmadeat Variables For Prrdicb'm OC Improvanmt In RdPnd SIF Scores 

Clients' RTW 

Im~rovement in Ciinicians' Ratin@ of finctianal Abiïii, Multiple regression 

anaiysis using backward eliminatioa was caicuiated to detemine the independent variables 

that wouid provide the best predictors of improvement in clhicians' overaîi ratings of 

functional ability. The final model is outlked in Table 6.8. 

Table 6.8 Independent Variables For Reàidion of finprovernent rii FUllCfional Ability Scories 

Clients' Confidence to 
Impmve 

Clinicians' Ratings of 
Clients' Confidence to 
Improve 

For each h a 1  model discussed above in the Factors Associateci Wïth lmprovement Zn 

the Scores section, Cook's D values were generally low signQing that there were no highly 

in fluen tid obse~ations . 
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Factors Associated Wiih CIimc- Ratings of Readiltess Ta R e m  Ta ork o.. 9 w 
To idenm the prrdictor variab1es that were assaciCated with clinicians' ratings of 

readiness to rem to work, the foiiowing 24 indepeadent variables were entered: age, 

gender, education, maritai status, time since injury, previous attender, previous back injury, 

previous exercise participation, curxent woricing statu, job satisfaction, clients' ~ t u m  to 

work expectations, clients' badine confidence to impmve, clients' confidence program wiU 

be beneficial, clinïcians' baseline confidence that client will impmve, clhician' baseline 

ratings of clients' motivation, clinicians' return to work expectations, medication use at 

foliow-up, clients' foiïow-up ratings of confidence to return to wotk, clinicians' ratings of 

clients' extent of participation, completion of program, foIlow-up functional ability scores, 

foiiow-up FACS scores, follow-up RADL scores, and follow-up Roland SKP scores. Lagistic 

regression analysis using backward elimination was performed to detennine the explanatory 

variables that wouid yield the kt predictors of r e m  to work. 

Pearson residuals for the final mode1 were low '3 to +3) except for subject WI. The 

data set was checked for possible erzors, and since none were found, the model was 

recomputed with subject RI eliminated. Pearson residuaîs for this model were low except for 

subject #86. The mode1 was then ncomputed with subjects #7 and #86 removed. For this 

model, the Pearson residuai for subject #19 was high. Further outiiers were not removed 

from the model, because discarding outliers is a substantive decision (DiIorio, 1991). and 

may continue to occur each tirne the model was ncomputed with the outlier eliminated. 

The final model, with odds ratios and their 9596 confidence intemals, is displayed in 

Table 6.9. The odds ratio (OR) of a prediction of able to retum to work for program 

completers was 4.47 (l~ë-'-~*) times the odds for non-a>rnp1eters, after controlling for foilow- 

up functional ability scores. The OR of a pfediction of able to rem to work for clinicians' 

foïlow-up ratings of functional ability was 2.75 (eLa[.l0') times the odds of a participant who 

scored 10 points las  (e.g., 90 versus 80), aftef controUing for program completion. 



Table 6.9 uidcpcadait Vauiablcr For ncdidion of Clinitiruis' Recmtmendofiorrs 
O€ Abk to R e m  to Work 

Covariates B Sluidiud p V a i n  ûâds Ratio 95% CI For 
Eririr Odds Ratio6 

Coirstant -5.926 1.988 ,004 

ProgramC~mplCti~ -1.497 3 7  < -01 4.47 1.41, 14-12 

Follow-up F d d  -101 .O25 < -001 2.75 1.68, 4.48 
Ability hns  

F m o n  of the 

Ail subjects in the study (those who haâ completed the program at three weeks, as 

weli as those who had not) were used in the w o n  analysis. To identify the independent 

variables that were associated with completion of the program, logistic regression analysis 

using backward elimination was performed. The 24 independent variables describeci above 

in the Factors Assdated With R e m  To Wonk section were entered. 

Pearson residuais for the final model were low except for subjects #3, #77, and #102, 

indicating that these subjects rnay be outliers. The model was rrcomputed with these subjects 

omitted. For the rrcornputed model, Pcuson teSiduais were low except for subject #59. The 

model was then iecomputed with subjeds #3, Yn, #lm, and f i 9  eliminated. Pearson 

residuals for this mode1 were low indicating that there were no highiy influentid outlien. 

The final model is shown in Table 6.10, The OR (odds ratios) and their 95% 

confidence intervals (CI) are included in the table. For the ORS discussed below, the other 

covariates in the model were contmlled for. For the continuous variables in the model, the 

ORS were calculated for a ciifference of 10 points. 

The OR of a prediction of program completion for previous attenders was 3.6 1 (1/6 

1284 ) times the oâds for new attenders, while the OR of a prediction of program completion 

for subjects who were rrcommended as able to retum to work was 10.68 (l/e-*-) times the 

odds for those who were recommended as unable to return to work. The OR of a prediction 
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of program completion for the other independent variables in Table 6.10 were as foiiows: 

confidence to return to work was 1.62 (e'OLOU), extent of participation was 1.65 (elh?, 

follow-up functional ability scores was -47 (e1b*-m5, and foiïow-up RADL scores was -63 

(elh"? times the d d s  of a nspondent who scored 10 points les. The ORS for toliow-up 

functional ability and foiiow-up RADL scores were less than 1, indicating an inverse 

relationship between foiiow-up fiinctional ability and program completion, and foiiow-up 

RADL scores and program wmpletion. 

Table 6.10 litdependent Variables For Pkdiction of Camplethg the Phgram 

Constant 

*Confidence to RTW 

*Extent of 
Participation 

*Follow-Up 
Functiod Ability 
Scores 

ta work 

Standd pVdw Od& %% CI For 
Ratio Odds Ratio 

3.789 -072 

*a& ratios wem calculateci for a differeace of 10 points 

Overall, the resuits of the regression analysis are supportive of seKefficacy theory, 

and the dynamic relationship between efficacy expectations, physical hinctioning, and 

resumption of activities. For instance, higher ratings of clients' physical functioning were 
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associated with higher baseLine FACS scorrs. Thio finding is consistent with Bandura's (1986) 

conjecture that the= is an association between efficacy expectations and mastery. Clients who 

are functioning better have grrater confidence to Morm th& daily activities and visa versa. 

These clients also wodd have lower disahility. Being a new attender was associateci with 

higher baselhe self-efficacy scores. R d  that in this study, prevïous attenders were more 

a e l y  to have had a pnor back injury, as weii as more health problems. Therefore, it seems 

reasonable that new attenders' back condition may not have been as severe, and these clients 

were better able to pedorm the physical activities in the program. A longer length of time 

for clients' retwn to work expectation was related b higher baseline seIf-efficacy scores. As 

discussed previoudy in Chapter Four, returrt to work expectation is an example of an 

outcome ercpectation. ûther studies have demonstrated that pwr retum to work expectations 

were related to paner vocational outcornes (Sandstrom 6 Esbjorn, 1986), as weil as lower 

level of tmnk strength and pain levels during an initial fiinctional ca@ty evaiuation (Papciak 

& Feuerstein, 199 1). Not worluig while attending the program was associated with higher 

baseline efficacy expectations. Recall that in ihis study, there was a signifiant difference in 

baseline FACS scores between clients who were workirîg whiie attending the program versus 

those who were not working. Being younger, male, and m d e d  also were associateci with 

baseline FACS scores. 

Factors that predicted higher b I h e  RADL scores were longer time since injury, no 

previous back surgery, and lower disability scores. Because of the spontaneous movery of 

back pain, clients entering the clinic who have beai injured for a longer length of time (but 

are still within the acute and subacute phases of recovery) wiîi most b l y  have higher 

f'unctioning than those who have been injund more recently. 1t also seems nasonable that 

clients who have not had previous back surgery, will have a higher fwictionai level, and will 

be able to resume more activities. 

Factors that predicted lower Roland SIP scores were chicians' atings of a longer 

length of time to retum to work (retum to work expectations), higher baseline seIf-efficacy 

scores, and higher resumption of activities scores. It seems probable that participants who 
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have lower disability scores will have higher confidence to perfonn activities. and will have 

resumed their activities to a pater  extent. king younger also was a predictor of lower 

disability. Studies have shown that older inchiduais are at greater ri& for work disability and 

have an increased Iength of stay in rebabilitaticm prograrns (Cmok. 1994; Mchtosh, 1993). 

Factors that were associated with higha basdine huictional ability were lower job 

satisfaction, lower confidenœ to impiwe to preinjury level. a shorter time for clhicians' 

retum to work expectation, higher baseline FACS scores, and higher baseline RADL scores. 

These findings, with the exception of lowa job satisktion and lower confidence to improve, 

seem to make sense. For instance, individuah with higher huictiond ability would have 

greater confidence to perform physical a*ivities, as well as increased resunption of ADL. 

Since the litmature has shown that job dissatisfktion may contribute to back pain (Bongers. 

1993), the variable-low job satisfaction-may be dif£icult to explain. However. it couid be 

that clients who had higher physical hinctioning b e l s  were, in fàct. dissatisfieù with their 

jobs. 

A longer length of time for clients' rem to work expectations was a preüictor of 

improvernent in se&efficacy scores, as weïl as imprwement in disability. These findings 

provide further evidence for the usefulness of rehun to work expectations in rehabilitation 

prograrns. king a new attendu was associated with improvement in ~e~efficacy. It may be 

that new attenden may not have had a previous back injury and were functioning better. The 

factor-higher ratings of confidence to improve--was associateci with improvernent in 

resumption of activities, which is masistent with evidence for the association between seE 

efficacy and resumption of activities. High ratings of clients' conMence to improve and 

ciinicians' high ratings of clients' M d e n œ  to improve were predictive of improvement in 

functional ability scores. The finding that lower baseline resumption of activities was 

predictive of improvement in fiinctional ability was surprising. However, a possible 

explmation may be that since oniy 32 subjects completed the program. the subjects had not 

yet resumed their daily activities. 

The strong reiationship (odds ratio of 10.68) between chicians' ratings regarding 
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clients' readiness c retum to work and completion of the program (ïm three weeks) could be 

due to the fact that chicians consida clients who have completed the program as &y to 

retum to work. While this potenhi "circularïty' may have existed, not a i i  subjects rated as 

ready to retum to work bad completed the program or visa versa. For instance, of the 32 

subjects who were judged by clhicians as able to retuni to work, only 16 subjects had 

completed the program. Similarly, of the 32 early program completers, oniy 16 abjects were 

rated as able to return to work, while 16 subjects were rat& as unable to retum to work. 

Completing the pmgram and having higher follow-up firnctional ability scores were the 

factors that predicted clinicians' recummendatio~s of king able to r e m  to work. These 

findings support the notion that clients who completed the program had higher physicaî 

functioning and were able to retum to work. 

Factors that were pdctive of completion of the program were: being a previous 

attender, clinicians' ncommendations of being able to retum to work, higher foîlow-up 

confidence to retum to work, higher extent of participation, lower fimctional abiîity scores, 

and lower resumption of activities scores. Although lower fiinctional abiüty scores and lower 

resumption of daiiy activities scores were predictive of completion of the pmgram, these 

findings may have axuned because at foliow-up only 32 subjects completed the program. 

It also may be that clients were not fûnctioning to their maximum when they completed the 

program, and were not able to =me their usuai activities. 

Norman and Sainer (1994) suggest that for r e m o n  analysis the samp1e size shouid 

be five (or 10) times the number of independent variables. Since this ratio was not met (there 

were 94 subjects and 22 independent variables in the multiple regression malyses and 24 

independent variables in the logistic regression analyses), the results of the analyses should 

be interpreted with caution. 

SeKefficacy beliefs have the potentid to influence physical behaviours such as 

resumption of ADL, and physical fiinctioning. In summary, the findings of the regression 

analysis support ~e~efficacy theory, and the dynamic relationship between clients' efficacy 

expectations, resumption of daily activities, as well as fiuictional ability. These findings 
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emphasize the use of clients' efficacy expectations, retum to work expectations, and 

resumption of activities in the rehabilitation of clients with LBP. 



cHAPrER7 

DISCUSSION AND RECOMMENDATIONS 

The purpose of this final chapter is to dirus the contriiutioru and implications of dus 

research with attention to thcoretid, mediodologicai, and practical issues. The chapa begins 

with a rationale for deveioping the new d e s ,  addresses the use of the FACS and the RADL 

as health status measuns, continues with the study limitations, and concludes with 

implications for clinicai practiœ and hiture research. 

Rationale For D e v e l o ~ i n ~  Ntrr Scala 

The ability to evaiuate the effectiveness of rehabilitation pmgrams for injured workers 

has been hamperd by a la& of reliable, valid, and ciinicaliy meanuigfbi outcome measures. 

Since retum to work seems to be the most convincing evidence that the injured worker has 

made a significant rrcovery with meaningfd restoration of function, the use of retum to work 

seems to be the traditional outcome maure  for these clients (Mayer et ai., 1987; Mitchell 

& Carmen, 1994; TeaseU & Haah, 1996). 

Unfortunately, retum to work is problematic as it may be influenad by several factors 

including job demands (Ekberg, 1995; Rihimaki, 1991), job satisfaction and social support 

(Bigos et al., 199 1; Bongers et al., 1993), job modifications (Ekberg, 1995), previous back 

injury (Linton et al., 1993; Tarasuk & Eakin, 1994). age and gender (McIntosh, 1993), the 

spontaneous recovery of back pain, worker motivation (Le., feu of losing compensation 

payments and fear of 10sing one's job), as weii as a host of other psychosocial factors (e.g., 

coping skilis, pain tolemnce, previous exercise participation, attitudes towards exercises, and 

past experiences with rehabilitation). Because these clients may participate in these programs 

to receive their compensation payments, a major challenge M g  clinicians is the fact that 

these clients may be attendhg the CCPs on a non-voluntary basis. 

While the CCPs assess clients' performance in the area of physicai cunditioning, the= 

seems to be little consistency in the measuns used, and the recording of such information. 
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Fm iartsnce, =me clinics use knowledge questionnaires to asCatain participants' levd of 

uiidentondiag of theh ûack pain, whik othets bave inco~porated cïient ddàaïcm 

quesfiomaircs into tbe program. Most programs enwurage c h t  involvement in g d  m g ,  

however, the prooes~ oftm tends to k idormal and unstandardi7PA. Given the WCB 

accreditation guidelines for appmval of the C a s ,  and the current trend to use reiiable, vaiid, 

and cMcally meaninghil outcome m e a s u s  (Cole, Finch, Gowland, & Mayo, 1994; Kaae, 

1994), the meamernent of client outcornes bas kcome paramount. 

Some CCPs administer disability measures to their clients to ascertain clients' 

perception of the impact of th& injury on theh functioning. Unfortunately, these m*isuns 

moy be limited as they do not address self-efficacy directly, and may encompass various 

components of the ICIDH (1980). 

In other areas of rehabilitation (Dolce et al., 1986; Kaplan et al., 1984; KORS et ai., 

1990; Lorig a al., 1989), seif-efficacy has been show to be an important factor in 

influencing matment outcome. To date, Nicholas' (1989) PSEQ is the only self-efficacy 

measure that has been specifîcally taiioxed for individuals with LBP. However, since the 

PSEQ was designeci for chronic back pais clients, it was not appropriate for clients with LBP 

attending the CCPs. The primary goal of the CCPs is to prevent the development of chronic 

pain and disability by retuming the injured worker to his or her pre-accident state of physical 

fwctioning. Recovery is viewed as the individuai's abiiity to resume occupational roles, as 

weil as other customary daily activities. In view of these considerations, there was a need to 

develop theoreticaiiy-hased, psychometcicaiiy sound, and clinicaüy sensible instruments that 

measured clients' seKefficacy to perfonn physicaî activities, as weiï as their perceptions to 

resume daily activities. Both the FACS and the RADL were developed as outcome measures 

for examining the recovery of injured workers with LBP undergoing rehabilitation. 

CS and the RADL As Health Status Mesni- 

The present study showed that the FACS and the RADL demonstrated good 

psychometric properties for assessuig clients with LBP attending the CCPs. These d e s  can 



be used to proviâe an understanding of cLients' confidence in thW ability to perforrn 

activities, as weil as th& resumption of activities, and how tkir badc dysfirnction affects 

their daily activites. These m g s u n s  are usefiil at basdine, discharge, and for on gohg 

assessments to monitor clients' progresS. This information tan be asily cornmunicated by 

dinicians to clients. 

Millard and Jones (1991) suggest the following four guidelines for chooskg an 

appropriate measure: sensibility and accuncy to portray lcwls of the domain for which it was 

developed; reiiability; vaiidiîy; and practicality of administration. Kirshnet and Guyatt (1985) 

suggest a M e r  guidelin-the purpose for which a meanue is intended. These guidelines 

are discussed fiirther below. 

Sensibilitv and Accuracy 

Both the FACS and the RADL portray levels of the domain for which they were 

developed. The FACS was designed using self-efficacy theory (Bandua, 1986). Efficacy 

expectations are predictive of behaviour and as such represent cognitions that may play a role 

in facilitahg treatrnent outcornes (Bandura, 1977; Dolce, 1987; Dolce et al., 1986). 

Individuals' beliefs tegarding perceived capabilities in particular domains are theotized to 

influence choice of activity, effort expended, and persistence in the faœ of obstacles (Duncan 

& McAuley, 1993). The FACS also was deveLoped using the DOT (Fishbain et al., 1994). 

The DOT comprises job demands such as sitthg, lifting, walking, carrying, etc. These 

movements and postures are relaied to basic physical activities, as weïl as sports, social, and 

recreationai activities. For the items in the FACS, we focused on the disability component 

of the ICIDH (WHO, 1980) as it is the linkage (mainly because CCPs focus on improved 

functioning) between impairment and handicap components, and was the most l k l y  to be 

influenced by client efficacy expectations. 

The RADL was based on the handicap component (consequences of disability) of the 

ICIDH (WHO, 1980), and was intended to measure clients' perception of the degree to which 

they had "recovereùw or resumed theh cwtomary activities such as occupational, social, 
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sports, and recreational activities, as well as ADL. The RADL a n  be used by chicians as 

a baseline measun of %pontaneousa recoveq prior to intervention, as a penodic assessrnent 

of progress, as weU as a discharge maure  for individuais who have sustained work-reiated 

injuries. 

Too o h ,  measures are deveiopcd solely on the basis of clinicians' views, and 

activities that are most important to ciients are lefi out. Feinsteh et ai., (1986) suggest that 

if measures are intended to demonstrate clients' improvement, ciients' concept of what should 

be improved may often k more cogent than the particular beiiefs held by ciinicians. In this 

study, participants' views of theh back pain and injury, and their opinions about the FACS 

and the RADL, as weil as the other study instruments were sought. nie preliminary version 

of the FACS was developed with input h m  dinician and client focus groups. Both the FACS 

and the RADL were pilot tested with clients with LBP attendhg a CCP for clarity of 

instructions and rating format, as weU as useflllness of content. 

Reliabilitv 

Both the FACS and the RADL demonstrated high reliability. The reliability resuits 

showed that the scales seemed to be highiy stable (ANOVA ICCs were .94 for the current 

FACS, and -83 for the RADL) when admùiistered twice over a short time pend to 20 LBP 

subjects who did not =ive any intervention during this time. The inteniai consistency 

results, using Cronbach's alpha, showed that the d e s  were highly consistent (FACS: -96; 

RADL: .89). These findings may suggest that the items in each d e  were homogeneous, and 

each s a l e  was essentialiy measuring the same cunstnicts. 

Validitv 

For the validity phase of the study, a separate sample of 94 subjects with LBP who 

attended one of seven CCPs in Hamilton, Ontario and vicinity were recruited. Subjects 

completed the five questionnaires (the FACS, the RADL, the Roland SIP (Roland & Moms, 

KM), the MCS (Fischer & Fick, 1993)' and the PSES (Ryckman et al., 1982)) at entry and 
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three weeks. Factor analysis for the FACS yidded two factors-anfidena to @orm specific 

and gened activities, while the RADL yielded three factars-personal, strrnuous, and high 

order activities. These resuïts support the ConJtnrt validity of the scaies. Conelations at 

foiiow-up between the FACS, as weU as the RADL and the overall Roland SIP were high 

(r=-.68, p<.0001, and r-0.82, p<.0001, respectïvdy). These findings support the 

convergent validity of both Scales. The correlation between the foiiow-up PSES and the FACS 

was Iow and signifiant (r=.26, p< .01), while the conelation between the PSES and the 

RADL was low and non-signifiant (r=.21). As expcted, correlations between the FACS, 

as weii as the RADL and the MCS were negative. low, and non-sigaiscant (r=--14 and r=- 

.13 for the FACS and the RADL, respective1y). These fïndings support the discriminant 

vaiidity of buth measUres. Correlations between foiiow-up cliniciaris' ratings of clients' 

functionai abiiity and the FACS, as weii as the RADL were moderate and positive (r=.48, 

p<.0001 and rz.45. p < . O l ,  respectively). The foiiow-up FACS and the RADL were 

highly correlatexi with each other (r= .76, p < .0001). These findings pmvide support for the 

concurrent validity of both d e s .  BaseLine FACS and RADL scores were able to predict 

cünicians' recommendations of r e m  to work, pmviding evidence for the predictive validity 

of both d e s .  

Practicalitv of 

Instruments that are used in the clinicai setting for LBP shouîd be brief, easy to 

explain and interpret, suitable for repeated administration at follow-up visits, and easy to 

score. Both the FACS and the RADL adhere to these nquirements as they are relatively short 

(15 items for the FACS and 12 items for the RADL), and only take approximately five to 10 

minutes each to complete. Both scales are suitable as sesadministered instruments, the 

instructions are understandable, the items and the rating format are easy to read, the content 

is meaninghil to clients and ciinicians, and the instruments are easy to score. 
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Kirshner & Guyatt (1985) suggest that health s t a t u  muisurrs are usefirl for three 

pnmary purposes-to discriminate between individuais, to predict pmgnosis ot the results of 

a test, and to evaluate change over time. Since there were signincant ciifferences between the 

FACS and the RADL scons for subjects who, at twscliae, w a t  working while attendkg the 

program versus those who were not working, and at followilp, for subjects who were 

recommended by clinicians as able to ntum to work versus unable, both d e s  seemed to be 

usefùl as discriminative indexes. Both the FACS and the RADL were able to p e c t  

clinicians' recommendations of retum to work, attesting to their p d c t i v e  quaiities. Neither 

the FACS nor the RADL baseluie and follow-up scores were snaig in theu abiîity to predict 

retum to work Howwer, it should k k q t  in mind that rem to work remmmendations 

were based on clinicians' ratings, while the FACS and the RADL scores represented clients' 

self-ratings. As noted earlier in this thesis, both the present study and others (Boyce et al., 

1995; Crossman et ai., 1995) have found poor correspondence between clients' and cihicians' 

ratings. Both d e s  demonstrated theu ability to be used as evaîuative indexes. 

Com~arison of the FACS and the RADL With the Roland Sickness hmct Profile (Sm 
While the Roland SIP is considered to be a disability measure, in our opinion, it 

contains items that cut across the three components of the ICIDH (WHO, 1980). In contrast, 

the items in the FACS more distinctly tap the disability dimension, whüe the RADL taps the 

consequences of disability, or the handicap dimension. The Roland SIP was better than the 

FACS and the RADL in its abiLity to demonstrate responsiveness to change h m  baseline 

over a three week period. However, because of the dichotomous (yes/no) response format for 

each item in the Roland SIP, the sale rnay be less useful to chart incremental progress. For 

example, the i t e m 4  s t q  at home mmt of the &ne becme of nry bd-denotes that clients 

either stay at home or they do not. Coase~uently, the Roland SIP seems to be useful only as 

a baseline and a discharge measun. In contrast, bezause of the 0% to 100% response format 

in both the FACS and the RADL, these measures can k used at baseLine, discharge, and to 
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evaluate ongoing progress. The fâctor analysis for the Roland SIP, yielded four fktors- 

ability to perform a mixture of generai activities, inactivity, avoidance or curtaiiment of 

activities, and Iimited activity. The items that loaded onto the factors consisted of a muthue 

of the three dimensions of the IOEX (WHO, 1980), confirming our opinion that the items 

cut across the IUDH components. The d t s  of the item-total wrrelations for the Roland 

S ï P  showed that four of the 24 items were below -20, and should be discarded. In wntast, 

the item-total correlations for both the FACS and the RADL were much higher than .20. In 

view of these weaknesses, both the FACS and the RADL xem to be superior to the Roland 

SIP as recovery measures for assessing and managing clients with LBP. 

Earlv Claimant Cohort Studv 

The Institute for Work & H d t h  (1995) questioned the effectiveness of the CCP for 

work-related soft tissue injuries. In a prospective longitudinal dort  study-hown as the 

Early Claimant Cohort (ECC) Study-appmximately 1800 injured workers were identifieci in 

May 1993, and followed for one year t h u g h  a series of telephone inte~ews. Community 

C h i c  attenders were compareci to non-clinic attenders (traditional treatment) with respect to 

quaüty of Me, functional status, pain measUres, and return to work. The ECC study found 

that there were no health-related or lost-tirne advantages for clinic attenders versus non- 

attenders. For the first 120 days after injury, workers atîending clinics were on average more 

likely to remain longer on benefits than those not attendùig. Cher the course of one year, the 

duration of absence h m  work was not statisticaiiy different for the two groups. The sp& 

(time of onset of back injury to s t a ~  of program) showed that 60% of the subjects were 

referred to the program within two weeks of onset of back pain, while 17% were referred 

between four to 10 weeks. As a mdt of the ECC Study, new admission criteria into the CCP 

were implemented, and as of November 1995, the new policy restncted eligibvity to the 

CCPs to workers who were at least four weelcs post-injury. This was in conmt to the 

original criteria which aliowed workers to be admitted as soon as possible. Our study was 

b a s 4  on the original eligibility criteria. 



The new poiicy is in keeping with other 6adings in the lit-. For instance, the 

evidence with regard to acute LBP was Leviewed by the Agency For Health Carr Policy and 

Research (AHCPR) Guideluies, in 1994. The AHCPR Guideliaes suggest that primary care 

cluùcians (ii the absence of red fiags), shouid intewene diaguostically and therapeutidy as 

Iittle as possible in the f b t  few wcdrs aAa symptom onset in order to enable the spontanwus 

recovery p~ocess of back pain to occur. A major concem with regard to the new policy of 

delayed admission into the CCPs may be that these clients may dcvelop pain-related disability 

and pain behavioun prior to starting the program (Fordyce, 1995). 

There are several similarities between the ECC Study and this thesis. F h t ,  the spread 

for both studies was similar. In our study, 61 subjects (59%) were refened to the pro- 

within two weeks of the onset of their back pain, while 18 subjects (17%) were referred 

between four to 10 weeks. in the EEC Study, 60% and 17%, respectively, were r e f d  for 

these two time periods. Thus, the majority of the participants who enroled in the CCPs did 

so within three weeks of their injury in both studies. Second, both snidies used the Roland 

SIP to measure disability for back clients. Anaiysis of the Roland SIP scores for the ECC 

study showed that the scores were very nmilar for clinic attenders versus non-attenders of 

the CCP, and no signifiant diffemces in the rate of Unprovernent were found using the 

repeated measuns analysis of variance @=0.8) (lnstitute for Work & Health, 1995-Technical 

Appendix). This finding may have occurred because the non-attenders of the CCPs tended 

to receive reguiar physiotherapy andor chiiopractic care more than the clhic attenders, 

attestïng to the similanty of the therapies leceiveci in both groups (Institute For Work & 

Health, 1995). Furthemore, since 60% of the ciinic attender group in the ECC Study were 

not interviewai until after they had stiuteû the program, there was a possibility that their 

baseline data had be«i influenced by their participation in the CCP. Thus, the Roland SIP 

data was based on biased @est-treatment) baseline d t s ,  and not 'true" (Le., time zero) 

basehe results. In wntrast, o u  study found that there was a significant ciifference in the 

Roland SIP scores h m  entry to follow-up (t=-7.99, df =93, p < .0001). Finally, the timing 

for both studies was fairly close. Whiie the ECC Study examined ail work-related injuries and 
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staaed in May 1993 for 12 mcmths, our study (which examineci clients with work-reïated LBP 

only) started in h i y  1994 and cnitinued until September, 1995. 

dv Jdunitnhom * .  

One criticism of the present study design may be the lack of a control group. In order 

to constnict a masure that is rtsponsive to clinidy important change, one must validate the 

measure with an intervention of knom efficacy (Kirshner & Guyatt, 1985; Streiner & 

Norman, 1989). Since the responsiveness to change in both scales may have occuned due to 

the spontaneous recdvery process of back pain, it may have kea beneficial to have a control 

group of subjects who did not mceive any intervention in orda to determine if the d e s  

were able to detect a clinically important change in the eqmimental group only , and not the 

control group. However, it may be unrealistic (and potentially unethicai) to have a control 

group of subjects who did not ieceive any treatrnent. For instance, since the start of the CCPs 

in 1987, considerable changes have occurred in physiotherapy practice. In 1987, the early, 

active treatment approach was the exception, today it is the nom. For instance, Battie et al., 

(1994), in a survey of 186 physiotherapists, found that the top four treatment pnferences 

were: education, aerobic exercise, stretching exercise, and strengthening exercise. Thus, it 

may not be possible to have a 'tnie" control group who does not receive any matment. The 

EEC Study used an obsewational cohort design and u t i l h i  a cornparison group of non- 

community chic attenders as a control group. Because many of the non-clinic attenders were 

receiving physiotherapy andlot chiropractie treatrnents, they, in k t ,  were receiving active 

treatments. Furthemore, an inherent weakness in the observational d o r t  design is that one 

cannot be confident about the comparability of the entering subjeca in the two groups. 

Another weakness of the present study was that at foliow-up only 32 (34%) 

participants cornpleted the program. This time fame was chosen in an effort to ensure that 

as many subjects as possible would not be lost to follow-up (Le., they may have been 

discharged fiom the program and returned to work sooner than anticipated). Since 19 

"treatment" days refer to the mean length of stay in the program (number of treatment days) 
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(hstitute For Work & Health, 1995), and not 19 days in total (as was inierpreted by the 

investigator of this study), the the  frame for submitting the follow-up mawres should have 

b e n  extendeci to four weeks 00 that more subjects wuld have completed the progam. 

The scaie that the cihicians used to rate clients' functional ability was developed for 

this study as a proxy for various physical aJJessments used by different ciinics. While an 

attempt was made initialiy to solicit actuaî physid scores on endurance, muscle strength, 

Bexibility, etc., from the pmgrams that were participating in the study, so that the various 

measures that were king used could be standardized, this information was not forthcoming. 

Whiie minimal pilot testing was d e d  out (i.e., the investigator asked one or two cIinicians 

at two of the cWcs for their feedback on this scale prior to the start of the study), it shouid 

be notai that this sale was not subject to psychometric testing. 

Other Recentlv Developed &KEfflca~v Measuns For Low Back Poin Cüen6 

The ConCunent development of other seIf-efficacy measuns for LBP clients 

undergoing rehabilitation attests to the importance of measurîng this phenornenon in this 

population. A recent article by Gibson and Strong (1996) argues for the ngnificance of 

psychosocial factors, in perticular ~e~efficacy, in occupational rehabilitation. Gibson and 

S trong (1996) describe several recent seif-efficacy measUres for this population including: the 

PSEQ (Pain Self-Efficacy Questionnaire) (Mchoias 1989); the Chronic Self-Efficacy Sade 

(Anderson, Dowds, Peiletz, Edwards, & Peeters-Adourian, 1995); the Functional Efficacy 

Scaie (Lackner, Caroseiia, Feuerstein, 1996; Lackner & Caroselia, in press); the Self- 

Efficacy Sale (Estlander, Vanharanta, Moneta, & Kaivanto, 1994); and the Spinal Function 

Sort (Matheson 8r Matheson, 1989; Matheson, Matheson, & Grant, 1993). 

nie PSEQ developed by Nicholas, 1989 has been revïewed earlier in this thesis. 

Anderson et ai. 's (1995) measwe-the Chronic Pain Se&Efficacy Sa le  (CPSS)-is highiy 

similar to Nicholas' PSEQ in that it aiso focuses on chronic pain management. The 

applicability of the other newly developed self-efficacy based tools for acute LBP clients and 

the psychometric evidence concerning each of these measutes is presented below and 



c o m p a .  to the FACS. 

Fundional Efficacv w e  lFEg 

Lacher and Caroseh developeû the Functional Efficacy S d e  (FES) in 1993 

(unpublished manual), pze~ented it a Saentüic conference in 1995, but did not f o r d y  

publish the scale until this year (Lackner & CaroseUa, in press). Lackner, CaroseUa, and 

Feuerstein (1996) argue that puformance-specific (vasus pain-Specinc) self-efficacy 

expectations may better account for phygcai perforxnance decrements in individuah with 

chronk LBP. The 33-item FES consists of di- physicai raquïrements of work (e.g., 

iifting, carrying, pushing, pulluig) besed on the United States Department of Labour job 

demands. On the FES, patients identiry "essential" physicai requirements of work, whether 

they believe they couid perfonn the task, and their confidence about their ability to perfonn 

these tasks sufficient to job wmpletion. "Essentiai" physical activities were operationalized 

as "the most important tasks of your job and the reason the job exis B... if these tasks were 

removed Born your job, your job would not existeu SeIf-efficacy judgements for each activity 

range from 10 (very unceriaui) to 100 (certain). 

A preiiminary study (Lacher, Caroseiia, Feuentein, 1996) examined the predictive 

power of the FES on 85 ciients with chmnic LBP (median length of work disability was seven 

months, range .5 to 39 months). Subjects completed a aumber of behavioral tests of physical 

Lifting capacities. Findings revealed that the FES scom were significantiy related to physical 

capacity when reinjury and pain expectations were partiaied out. However, neither reinjury 

nor pain expectations correlateci with fùnction when FES scores were pamaled out. 

W e  this study fiirthet supports the importance of examïning performance versus 

pain-related seKefficacy expectations, the utility of the FES awaits m e r  psychometric 

support (Gibson & Strong, 1996). Similar to the FACS, the FES item content is based on job 

demands. The rathg instructions of the FES are very specific to job performance, whereas 

in the FACS, confidence in performance of various movements and postures are related to 

work, household chores, and recreational pursuits. 
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S S  

The SewEfficacy Scde (SES) (Esthder et al., 1994) is an 8-item scale: walking, 

running, carrying weights of 4-5 kg in both hands, standing, bicycling, sitîhg in an annchair, 

sitting at a desk, and working in a forward bent position (e-g., vacuum cleaning or rPgairing 

the car). Respondents axe asked to rate, on a 8-point scale, for how long (les than two 

minutes, 2-5, 5-10, 10-15, 15-25, 25-35, 35-45, more than 45 minutes) they believe they 

would be able to endure the activity. Possible scores can range h m  8 to 64. EstIander et al., 

(1994) provided no justification for item selection. The only psychometric evidenœ presented 

to date concems intemai consistency (alpha=. 8S), item-item correlations ( h m  2. to -7). and 

itemtotal correlations (hm -6 to 8). In th& study, Estlandet et al., (1994) found that seIf- 

efficacy, as measured by the SES, was related to isokinetic trunk performance more so than 

anthropometrïc variables, pain, or disability seEratings. It is noteworthy that no acutely 

injured clients ( l a s  than six weeks p s t  injury) were included in the study. Gibson and Strong 

(1996) compared the SES to the Spinal Function Sort as wül be presented below. 

While the FACS and the SES share some similarity in item content (e.g., walking, 

standing, sitting, carrying), on the FACS the rating qiialification ("for as long as you want 

or need tom) is only provided for three of the 15 items (sit, stand, and walk). 

S S  

The Spinal Function Sort (SFS), developed by Wtheson and Matheson in 1989, was 

first deScnbed in the literature in 1993 (Matheson, Matheson, & Grant, 1993). The rationale 

behind the development of the SFS was that no plenous selfcffcacy measun focuses on 

manual and ADL tasks with particular emphasis on the spine. Similar to the FACS, the SFS 

was based on the United States Department of Labour's Dictionary of Occupational Titles, 

particularly strength demands associated wïth lifting and lowering tasks. Accordingly, a 50- 

card set of pictorial drawings was developed on which subjects are asked to rate on a 5-point 

scaie from "able" to "restricted" to "unable", with a cakgory for unknown abiiity if the task 

is unfarniliar. The total score can range h m  O to 200. 
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Prelimuiary psychometrïc evidence fot the SFS, nqmmd by Matheson et al., (1989) 

included split-haf reliability, and test-retest rrliabiüty ont an average three day period. 

Subjects with diagnosed sofi-tissue work-related back injwies were selected from six 

occupational rehabilitation clinics (n=180). The subjects ranged in 'chronicity" h m  eight 

to 3422 days p s t  injury (average: 379 days, standard deviation: 564). In this cross-sectional 

study, they found that individuals who were more recently injured had higher SFS scores and 

showed more change over a Uuee day period. Factor aiialysis, head-to-head comparisons, and 

responsiveness to change over a longer pend of time were aot assessed by Matheson and 

Matheson (1989). 

Gibxni and Strong (1996) pmvided m e r  psychometrïc evidence on the SFS. They 

reportai good intemal consistency (alpha=.98), four to 14 &y test-=test reliability on a 

subsample of 14 subjects (ICC = .89), and correlations with other measufes such as Nicholas' 

(1989) PSEQ (r=.78), and Estlandet et aie's (1994) SES (r= 35) in support of the convergent 

validity of the SFS. It shouid be noted, however, that there were only 42 subjects in the 

Gibson and Strong (1996) study and ail had chtonic back pain (greater than three months 

duration). In fact, the average duation of back disability was 80 months (range h m  six to 

523 rnonths). 

In contrast to the FACS, the 50-item SFS does not assess " sleep" , "Sitting", " standingn 

(except while painting), " walkingn , or " stair climbing* (but does assess ladder climbing). In 

other words, many general movements and postures assessed by the FACS are not depicted 

in the highly specific work and chores examples contained in the lengthy SFS. The "pictorial" 

nature of the SFS rnay be more usefui for Low litecacy clients, as suggested by Gibson and 

Strong (1996), however, these clients must still be able to interpret the rating de-which 

is more complex than the one used in the FACS. 

Summary 

Several se~efficacy based measures have ernerged concurrent with the development 

of the FACS. Similar to the FACS, the DOT (Fishbain et al., 1994) has been used to 



generate the item content that is relevant to injrned worken with LBP. As discussed above, 

both item content and rating formats vary f h m  d e  to scale. Some psychometric evidence 

exists for each of these measwes. However, the entire range of psychometec properties- 

intemal conSstency, item-scaie reiationsbips, ktor analysis, test-retest reiiability, 

responsiveness to change (as assesseci Iongitudinally with a rehabilitation intemention)-have 

not been reported for the other measures. Uniilte the FACS, the other scaies for the most part 

have been tested with chronic versus acute/subacute back pain populations. In addition, none 

of the other measures were developed with the involvemat of rehabilitation clients 

themselves, 

The final judgernent of which d e  is superior wi l l  await fiirther psychometric testing 

of the other measures-the FES (Lacher & Caroseiïa, in press), the SES (Estlarider et al., 

1994), and the SFS (Gibson & Strong, 19%; Uatheson, Matheson, & Grant, 1993)awith 

acute and subacute back pain populations. Head-to-head cornparisons should be conducted 

with these three new d e s  and the newly developed FACS. Given the strong performance 

of the Roland SIP found in this study, m e r  head-to-head comparisons should also include 

the Roland SIP. However, it WU be difncult to administer a i i  of these d e s  to a single 

sample at the sarne time given that back problems preclude sitting for any length of time. 

While the newly developed scales were not available at the time the FACS was developed and 

tested in thïs thesis, a general seKefficacy sale (the PSES by Ryckman et al., 1982), and 

a disability measure for back pain (the well known Roland SIP by Roland and Morris, 1983) 

were included. C M c d  sensibility and utility are also important factors in the selection of a 

measure. Length, ease of administration (rating format), and ease of scoriag will influence 

clinical adoption so long as the reiiability and vaiidity of the measure is substantial. 

Unfominately, measurement validity is not absolute and requires ongoing empKical 

examination. 

hnlications For Clinical Practice 

The FACS and the RADL can be used to assist dinicians in clinical decision making. 



As with any assessrnent instniment, the decision ngarding choiœ of the most appropriate 

measure shouid be based on the psychometric praperties of the measure. Both instruments 

demonstrated high test-=test reiiability, high intemai consistency, good validity, and 

responsiveness to ci inidy important change. 

While the mai. objective of the CCPs is to rem injund workers to th& prrinjury 

state of functionùig, the CCPs cummtiy tend to focus mainly on irnpaUments (Le., muscle 

strength, flexibiiïty, endurance, etc.) to impmve clients' physicai conditioning. With the use 

of the FACS and the RADL, dinicians can more readily focup on and assess clients' 

disabilities and handicaps. By utilizing these d e s ,  ciients' perceptions of their abïlity to 

perform functional activities and theh resumption of daily activities at baseiine can be 

obtained. Subsequent administration of these scales wiii provide chicians with information 

of clients' perceptions of their progress. W1th the use of the FACS and the RADL, 

participants with low seIf-efficacy and low resumption of activities can be targeted for fiirther 

interventions that develop a sense of mastery. 

Both the FACS and the RADL are situation-Speanc instruments. Bandura (1977; 

1986) cautions that efficacy expectations must be examinai for the domain in question. 

Situation-specific instruments have theoretical advantages for the foiiowing reamns: they have 

greater salience for ciinicians, they are better able to focus on the domain of particular 

concern, and they tend to exhibit greater responsiveness to situation-specific interventions 

(Deyo & Patrick, 1989). Since bah d e s  are situation-speàtic, they are particuiarly suitable 

for a i i  individuals with LBP (Le., both work-related and non-work related back pain). For 

instance, the FACS and the RADL could be psychomebicaUy tested with clients with LBP 

due to a motor vehicle accident, or with chronic back pain clients. Both measures could also 

be used with individuals who are being rehabilitated for other injuries such as œ ~ c a i ,  and 

upper, as weU as lower extRmity injuries. For these injuries, the FACS couid be rnodined 

to included the items in the DûT (Fishbain et al., 1994) that wouïd be more applicable to 

these areas. 

Unfortunately, b u s e  oniy 32 ciients (34%) wmpleted the program at thme week 



foilowup, the genemiizability of the results are limiteci to eady program completers. Lt may 

also be that ciients who complete rehabilitation programs early are not as severely injured as 

those cliuits who stay in these programs longa. Fwthermore, it rnay be that a seif-selection 

bias may have occurred. For example, these clients may be more motivated to r e m  to work 

and may have worked harder to achieve this goai. in addition, because only 32 clients 

completed the program, the results of the study may not be as strong as they could have been. 

Since =tuni to work recommendations in this study were based on ciinicians' 

judgements at three weeks foiiow-up and not actual rem to work information, the r e m  to 

work data shouid be interpreted with caution. Further work is needed to examine the 

predictive validïty of the both the FACS and the RADL with regard to retum to work. To 

do this, it would be necessary to have a foiiow-up phase of approximateiy six months to one 

year to identify those subjects who actuaüy retumed to work, and then determine how they 

scored on the FACS and the RADL at entry. This phase was not included in this thesis as this 

would have added an u~ueasonable t h e  frame to the pmject. 

Funher studies need to be conducted to test the psychometric properties of both the 

FACS and the RADL with other injuries, such as cervical, and upper and lower extremities, 

as weil as chronic LBP. As discussed above, these measures could be modifieci to include 

items that would be relevant to these injwies. 

Three recently developed measures-the FES (Functional Self-Efficacy Scale) (Lackner 

& Carosella, 1993; Lackner & Carosella, in press), the SES (Seif-Efficacy Scale) (Esthder 

et al., 1994), and the SFS (Spinal Function Sort) (Gibson & Strong, 1996, Matheson, 

Matheson, & Grant, 1993)uare also seEefficacy based instruments, focushg on functional 

ability and intended for LBP populations. As discusseû above, these measures should be 

compared to the FACS and the Roland SIP in future validation shidies. Unfortunately, 

because individuals with LBP are unable to sit for any length of time, it would be difficult 

to concurrentiy administer aii of these scales in a single study. 



In this study, higher foiiow-up self-efficacy ratings were associated with cIinicians' 

ratings of functional ability. Unlike other s t u h ,  such as Ewart et al. (1983) who a~sessed 

self-efficacy ratings and treadmill @ormance sequentially to demonstrate reciptocality, we 

dÏd not have a direct meas- of physial @ormance. Na did we me- seIf-efficacy 

before and afkr bouts of e d s e  or tests of physicai Ceppgty. This shouid be addressed not 

only with the FACS, but also with the other newly developeû seif-efficacy mmGIsur wïth 

rehabiiitation clients. To do so, however, one wouid n d  standardized measures of the 

various actuai physicai conditionhg components used in the CCPs (e-g., circuit training). 

Conclusio~ 

LBP continues to represent a major chaiienge to health care providers and the heaith 

care system. Its prevalence, complex etiology, and highiy recunent nature suggest that a 

simple clinical solution is unlürely. Recogniziag the influence of cognitive processes on 

function in LBP is crucial in the rehabilitation of clients. Although a focus on the restoration 

of physical function through exercises and education may impmve muscle strength, flexibility , 

and endurance, seEefficacy and resumption of ADL play an important role in the 

rehabilitation pmœss. Both scaies provide clinicians with a new approach to assessing and 

managing clients with back pain. The FACS and the RADL are brief, easy to explain and 

interpret, and easy to score. Shce both d e s  have been shown to be responsive to change, 

they are ideai evaluative rneasures that can be used for monitoring clients' pmgress as well 

as badine and discharge measures. 

An understanding of self-efficacy and resumption of daily activities can provide 

clinicians with a conceptual framework for the evaluation and management of clients with 

LBP undergoing rehabilitation. With escalating health care costs, particuiarly those related 

to workers' compensation, it is essential that the ncavery of these clients be assessed with 

outcome measures hat are theoreticaiiy-based, psychometrically sound, and clinicaily 

sensible. 





Iiistniments Used Tii the Focus Group Sasion With C W i  

Pain SdGEff?cacy Questiannaire 

Scaie draft of Functional Abilities Confidence Scale 

Demographic Questionnaire For Clinician Focus Grwp 



Please rate how conticlent y00 are that y00 can do the fdlowing thimgs at praait, despite 
the pain. To answer cirde of the numbcrs oa the scaik under each item, wherc O = "not 
at ~ Ï I  confident'' aod 6 = n&pletely coatidentu. 

For example: 
O 1 2 3 4 5 6 

Not at al1 
confident 

Completely 
confident 

Rernember, this questionnaire is not aslcbg whether or not you have k e n  doing these things, but 
rather how confident you are that you can do them at present, $es~ite the nain. 

I can enjoy things, despite the pain. 

O 1 2 3 4 5 6 

Not at al1 Completely 
confident confident 

1 can do most of the household chores (e.g., tidying-up, washing dishes, etc.) despite the 
pain. 

Not at all 
confident 

Completely 
confident 

1 can socialize with my fkiends or family mmben as oAui as 1 u d  to do, despite the 
pain. 

O 1 2 3 4 5 6 

Not at al1 Comple tely 
confident confident 

1 can cope with my pain in most situations. 

O 1 2 3 4 5 6 
W .  

Not at al1 Completely 
confident confident 



1 can do some fonn of work, despite the pain ('work' uicludes hou~ework, paid and 
unpaid work). 

O 1 2 3 4 5 6 - 
Not at all Completely 
confident confident 

1 can still do many of the things 1 enjoy doing, such as hobbies or leisure activities, 
despite the pain. 

O 1 2 3 4 5 6 

Not at al1 Comp letely 
confident confident 

I can cope with my pain without medication. 

Not at al1 
confident 

Completely 
confident 

1 can stiil accomplish most of my goals in life, despite the pain. 

O 1 2 3 4 5 6 - 
Not at ail Comp letely 
confident confident 

1 cm Iive a normal lifestyle, despite the pain. 

O 1 2 3 4 5 6 

Not at all Completely 
confident confident 

10) 1 can gradually becorne more active, despite the p h n .  

O 1 2 3 4 5 6 

Not at al1 Compietely 
confident confident 



How con6deat are you thrt you a a  wdk marie thn 1 blocY! 

How confident are you that you crin wak about 8 holf a mile? 

0% 10% 20% 3046 4% 50% 60% 70% 80% 90% 100% 
No Completely 
Confidence Confident 

How confideut are you thrrt you can wriUc imre t h  1 mile? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Completely 
Confidence Confident 

How confident rue you îhat you caa walk up and Qwn more than onc flight of stnirs at a tirne? 

How confident are you that you cpn 1ift less t b  5 pwnds? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Completely 
Confidence Confident 

How confident arc you that you caa Ilîl more than 5 pouuds? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Completely 
Confidence Confident 

How confident are you that you can lift over 40 pouads? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Completel y 
Coofide~~ct Confident 



II. 

How confideat rue you that you cau engage in socùl cvcats for more tban one haif ho& 

0% 10% 20% 3096 40% 50% 60% 70% 80% 90% 100% 
No Completely 
Confîdence Confident 

How confideut are you tk you am eagagc in social ercats for more thui four km? 
- - - -  

O% 10% 20% 30% 40% 50% 60% 70% 80% 40% 100% 
No Completely 
Confidence Confident 

How confident are you tbnt you can perform work trsLs (iacluQes h o w o r k ,  paid, rmd unpaïd work) 
for more than ono brif ho& 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Completely 
Confidence Confident 

How confident are you that you can pedorm w o k  ta&s (iacluâes housework, paid, anri unpeid worlr) 
for more thaa four ho=? 

0% 1096 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Cornpletely 
Confidence Confident 

How confident are you ihat you can engage in hobbies, leisut activities, and sports fbr more than one 
half hour? 

0% 10% 20% 3096 40% 50% 60% 70% 80% 90% 10096 
No Completel y 
Confidence Confident 

How confident are you that you am engage in hobbies, leisure activities, a d  sports for more than four 
h o u ?  

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Completely 
Confidence Confident 

How confident are you that you can engage in s e x d  activities as before? 

How confident are you that you um engage in Sitting activities? 

096 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Completely 
Confidence Confident 

piease go to nar page 
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16. How coafideat are you tbat you am d e  to get a good nigbt's SI-? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Campletely 
Confidence Confident 

17. How confideat arc you îhat you are &le to p e a t  reinjury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 1 0 %  
No Completely 
Confidence Confideat 

18. How d d e a t  arc you thrit if you complete the nbobllitatim program you wül feel ôetter? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Completely 
Codidence Confident 

19. How d & n t  are you tbat if yoa cornpletc tbe rebnbilitatioa progmn you wii l  be better able to 
perform physid activitics? 

0% 10% 2046 30% 40% 50% 60% 70% 80% 90% 100% 
No Completely 
Confidence Confident 

20. How &dent are you thot if you complete the rehabilitaîion program you will be able to return to 
worK! 

- - - -  

O 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Completely 
Confidence Confident 

21. How confident are you that if you complete the rehnbilitatioa progr~m you will be able to control pain? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Completeiy 
Confidence Confident 



Dernographie Quesüoiiiinire For Cihician Focus Croup 

IMPORTANT - This information is strictïy for the pwpose of describing people in general 
and record heping. 

Narne: 

Age (yrs): 

Sex: Male Female 

What is the highest level of forma1 education that you have completed? 

What is your profession? 

What year did you graduate? 

How long have you been employed at Link WFrh Wonk? 

What type of clientdinjuries do you treat? 



Instruments Used In Focus Group SaJion With Wotkers 

Informed Consent Fom For Focus Gmup Session 

Pain Self-Efficacy Questionnaire 

Scde draft of Functional Abilities Confidence Scale 



Consent Form For Focus Group Session 

Shidy Title: Quaiifying and Quanüfying EfEcacy Ekpectatiom of I q i u d  Workers With 
Low Back Win Undergohg Treatment 

Description of the Focus Group: This focus group is king coaducted by Renee Williams, a 
physiotherapist and an assistant professor in the School of Occupational Therapy and 
Physiotherapy, McMaster University, and a Ph,D. student in the Department of HeaIth 
Studies and Gerontology under the supe~sioa of Dr. Anita Myers h m  the University of 
Waterloo. This focus group session is being conducted as part of h a  doctoral thesis to design 
an instrument for a iarger study. 

The purpose of a focus group is to explore a specific topic with a s m d  group of people. The 
purpose of this group is to explore clients' expectations of fihabilitation programs such as the 
one you are attending. The focus group session wi l l  consist of yourself dong with 
approximately 9 other participants. The discussion wiU centre aroutld personal experiences. 
You wiU be askâ questions about your back injury, what you expect to get h m  amnding 
the back program, and what things you f d  are neces- to obtain full recovery. As part of 
the focus group session, a tape recorder will be used. There are no Bsks involved in 
participating in the focus group Won .  

Your views are important to designing programs that serve the needs of injured worken with 
back injuries. This information will assist us to leam more about back pain. 

The focus group session has been discussed with me and 1 undentand that: 

1. 1 wi l i  be part of the focus group session that wiU last appmximately one hou. The 
session will involve a generai discussion about expectations and experiences of back 
rehabilitation programs. 

2. Even though 1 have agreeû to take part in the focus group session, I may choose not 
to take part in any aspect of the discussion. 

3. Participating or not participating in this study wil i  in no way a f k t  the medical care 
that 1 receive now or in the fûture, 

4. 1 understand that the focus group session will be taped using a tape recorder but all 
information coiiected wi l i  be TOTALLY CONFIDENTUU. No one individual will 
be  identified. Only the rrsearchers, not the program staff, wiU have access to all 
information. If the resuîts are published 1 will not be identified in any way. 



5. If 1 have any comments or inquiries c o n d g  this focus group, I may contact Dr. 
Anita Myers (519) 885-121 1, extension 3664. 

1 acknowledge that 1 have been informai about the purpose of the focus group d o n  and 
agree to participate. 

Name (Print) Signature Date 

1 have explainecl the nature of the focus group session to the subject and beiieve that dhe 
understood it. 

Name (Print) Signature Date 



Please rate how confident yoti are that you am do tôt tollowbg tùiigs at prrpeat, despite 
the pain. To an- dtde pq(; of the numkrs on the scak unda each item, where O = "not 
at ail amfident" and 6 = "ampktdy confidentn. 

For example: 
O 1 2 3 4 5 6 

Not at ail Completely 
confident confident 

Remember, this qpestionnaire is not asking whether or not you have been doing these things, but 
rather how confident you are that you can do them at present, mite the a. 

I can enjoy things, despite the pain. 

O 1 2 3 4 5 6 
A 

Not at al1 Completely 
confident confident 

I can do most of the household chores (e-g., tidying-up, washing dishes, etc.) despite the 
pain. 

O 1 2 3 4 5 6 

Not at al1 Completely 
confident confident 

I can sociaiize with my ftiends or famiy members as ofbn as 1 used to do, despite the 
pain. 

O 1 2 3 4 5 6 

Not at al1 Completeiy 
confident confident 

1 can cope with my pain in most situations. 

O 1 2 3 4 5 6 - - 
Not at a11 Cornpletely 
confident confident 



1 can do some form of work, despite the pain ('wotir' ùicludes housework, paid and 
unpaid work) . 

Not at ail 
confident 

Completely 
confident 

1 can still do many of the things 1 enjoy doing, such as hobbies 
despite the pain. 

Not at ail 
confident 

Completely 
confident 

1 c m  cope with rny pain Mthout medication. 

O 1 2 3 4 5 6 

Not at al1 Completely 
confident confident 

1 can still accomplish most of my goals in life, despite the pain. 

O 1 2 3 4 5 6 

Not at al1 Compieteiy 
confident confident 

I c m  Iive a normai lifestyle, despite the pain. 

Not at al1 
confident 

Completeiy 
confident 

I cm gradually becorne more active, despite the pain. 

or leisute activities, 

- 
Not at al1 Comp letel y 
confident confident 



Instnictioq 
1. W e  would üke to L w w  h w  oonnd#rt you are that you can do tâiogs such as Sitting in a 

chair or seat for as long m you mant or d to (item #l). Using tbe O to 100% ratiag scaie, 
8 you teel you lcanwt ait for any kngth of time yoa might rate tbis item as 0%. Or if you feei 
totaliy conCiQnt that you are aôie to do tbis îdivity you might rate tbis item as 100% If you 
do not feel totaiiy confident, cicck tbe n u m k  on the scaie that best Qsaibes your lwei o f  
se l fan  fîdenœ. 

il. Please rate e a d ~  item f m  according to how confident you wee  tbat you couid do tbis 
before vour 1- 

. . and second accordhg to how eoafident you an B. C i  the aumber 
on the suaie for eacb que&on. 

1. How confident were you that you d d  sit in any type of chair or seat for as long as you wanted 
or neeùed to before vour back iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confident 

How confident are you that you can perfotm this activity 

0% 10% 20% 30% 40% 50% 6û% 70% 80% 90% 1 0 %  
Not at aU Completel y 
confident confident 

2. How confident were you that you could stand as long as you wanted or needeû to before vour 
back iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aU Completely 
confident confident 

How confident are you that you can petform tbis activity m? 

0% O 20% 30% 40% 50% 6û% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

3. How confident wece you that you could walk as long as you wanted or needed to befbrc vour back 
iniury? 

0% 10% a% 30% % 50% 60% 70% 80% 90% 100% 
Not at aü Completely 
confident confident 

pleme go to n a t  page 



How confident arc you that you can perfonn this activity -w? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all CompleteIy 
confident confident 

4, How confident were you that you couid climb up and âown stairs More vour back iniurv? 

0 10% 20% 3û% 40% JO% 60% 70% 80% #)% 100% 
Not at all Campleteiy 
confident confident 

How confident am you tbat you can perf'onn this acîivity 

0% 10% % % 40% 50% 60% 70% 80% 90% 100% 
Not at aU Completely 
confident confident 

5 - How confident were you that you could get up and down h m  a sofa or chair befbre vour back 
in jury? 

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

How confident are you that you can perform this activity LW? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

How confident were you that you could get in and out of a car Mre Y 
. . 

6. our bac-? 

Not at ail 
confident 

How confident are you that you cm pedorm this activity m? 

0% 10% 2096 30% 40% 50% 60% 70% 80% 90% 1100% 
Not at al1 Completely 
confident confident 

7. How confident W- you that you could get on and off a bus bdare vour back iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Compietely 
confident confident 

pleme go tu n a t  page 



How co&dcat are you tbat you caa pdonn this d v i î y  

8. How confident wsq you that you d d  get in and out of a baiùtub More vour back m? 

How confident am you that you can @rm this activity pow? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

9. How confident wm you thaî you couid lie on your badk to SI- before vaut back iniurv? 

Not At AU 
Confident 

Completely 
Confident 

How confident are you that you perform tbis activity m? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aU Completely 
confident confident 

10. How confident wen you tnat you couid lie on your si& to slecp before vour back iniury? 

0% 10% 2û% 30% 40% 50% % 70% 80% 90% 100% 
Not At Al1 Completely 
Confident Confident 

How confident art you that you perfom this activity m? 

OR O 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
coddent confident 

11. How confident werc you th& you could m h  above your head before vour back iniury? 

0% 10% 20% 30% 40% 5046 60% 70% 80% 90% 100% 
Not at aU Completely 
confident confident 

please go to n a t  page 



How confident arc you th& you H a n  t&is Pctivity 

12 How confi&@ were you that you could bend over a d  reniai to a standing position befote vour 
back iniury? 

0% 10% XI% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

How confident are you tàat you cira perfotm this rctivity g& 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confidént 

13. How confident were you that you could heel down and teturn to a stauding position before vour back 
iniunr? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aU Campletely 
coafident confident 

How confident are you tbat you can petfom tbis activity 

14. How confident werc you thai you couid criny a d box before vour back mi . . urf? 

096 10% 2 0 %  30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

How amfident are you thaî you am perfonn this activiîy & 

0% 10% 20% 30% 40% 50% 6096 70% 80% 90% 100% 
Not at dl Completely 
confident confîdent 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at dl Completely 
confident confident 



How confident are you t&t you am perform this activity 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aU Completely 
confident &dent 

16, How COllfj:deat you th.t you cwld lie a box h m  a table befors vow back . - 

0% 10% 20% 3046 40% 50% 60% 70% 80% 90% 1100% 
Not at di Completely 
confident confident 

How confident are you thnt you perform this activiîy ad 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aU Cornpletely 
confTdent confident 

17. How confident were you that you could lie a box h m  the flwr beforc vout back iniurv? 

0% 10% 20% 3096 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident codïdetlt 

How confident are you that you perform this activity 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Compietely 
confident confident 

18. How confident were you that you could push ot pull an object &fore vour k k  iniurv? 

0% 10% 20% 30% a% 50% 60% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

EIow confident are you thrt you caa perform this activity g&? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 



APPENDIX c-1 

Instruments Used In Session One of the PMot Testhg Phase 

Mormed Con- Fonn For hstmment Piiot Testkg 

Scale draft of the Functional Abilities Confidence Scale 

Roland Sickness Impact Profile 

Oswestry Low Back Disability Scaie 

Anxiety Subscaie of the General Well-Being Scheduie 

Demographic Questionnaire (including the Resumption of Activities of Daily Living) 



Monned Consent For Iirstrument mot Testing 

Study Ti: The Fundionai AbiIities Confidence SePk For Iqjuted Workers Wiih Low 
Back Pain 

Description of the Study: The midy is k ing  conducteci by Renee Williams, a physiotherapist 
and an assistant professdr in the School of Occupationai Thexapy and Physiotherapy. 
McMaster University, and a Ph.D. student in the Department of Health Studies and 
Gerontology under the supervision of Dr. Anita Mym h m  the University of Waterloo. This 
research is king completcd for her doctoral thesis to design an instrument for a larger study. 

nie purpose of the study is to assist us in developing assessrnent tools that are meanin@ 
to injured workers with back pain. You will be io complete five questionnaires about 
your general health, your back pain, if you are able to perfonn certain activities of daily 
M g ,  how you feel about petforming these activities, and a seIf-evaluation questionnaire. 
There are no risks involved in completing the questionnaires. 

Your views are important to designing programs that meet the needs of injured workers with 
back pain. This information will as& us to Ieam more about back pain. 

This study has been dixussed with me and 1 understaad that: 

1. 1 wiii complete five questionnaires. These questioIllliliTeS ask questions about my 
generai health and back pain, how 1 fed about performing these activities, and a self- 
evaluation questionnaire. This wili take about 30 to 35 minutes of my time. There are 
no risks involved in partîcipating in this study. 

2. Evert though 1 have agreed to take part in the study, 1 may chwse not to complete my 
part in the interview. 

3. Participating or not participating in this study wii i  in no way affect the medical care 
that 1 receive now or in the firture. 

4. AU of my answers wiU be TOTALLY CONFIDENTIAL, No one individual will be 
identified. Only the nsearchers wiii have access to the information. If the results are 
published I will not be identifie- in any way. AU results will concem groups of 
people, not individuais. 



5.  If 1 have any comrnents or inquiries concaaing this study, 1 rnay contact the Office 
of Human Research at the University of Wamloo (519) 885-121 1, extension 6005. 
1 may also contact Dr. Anita Myers (519) 885-1211, extaision 3664. 

I acknowledge that 1 have been informed about the purpose of this study and agxee to 
participate. 

NAME (PRINT) SIGNATURE DATE 

1 have explained the nature of the study to the subject and believe that dhe understood it. 



ID Number 
Instructiong 
1. We would üke to know how mnfiden@ you am #Pt you cau do thhgs such as sîtthg 

in a chair or seat for as bop as you want a need to Gitcm #l). Usbg the O to 100% 
caüng scaîe, if you €id you cannot sit f a  aoy lcngth d time y m  might rate tbis item 
as 0%. OC if you C d  totally confident that you are abk to do tbis a t y  you might 
rate thb item as lûûk. If yor do not fcd togOy c~>nfidtnt, cide the number on the 
scaie that k t  describes your levd of Sevamfidtna. Il you do not do an d v i t y ,  
e.g., take a bath, go on a bus, piease rate how confident p u  would k physically iE 
you had to do these thhgs. 

II. Piease rate each item fvsf aumrding to how confident you that you could 
do this before vour inzpfg, 

. . and second aca~dibg to how wnfidmt you are npw. 
Cirde the number on the scaïe €or each question. 

Part 1 
Please rate each h m  accocàing ta how confident you w e g  that you could do these things 
before vour in-. Cirde the n u m k  on the scak for each question. 

1. How confident were you that you couid sit in any type of chair or seat for as long as you 
wanted or needed to bfore vour back inïury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

2. How confident were you that you could stand as long as you wanted or needed to bfore 
your back i n i ~ y ?  

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Comp Ietely 
confident confident 

3. How confident were you that you could walk as long as you wanted or nedecl to kfore 
your back iniury? 

096 10% 2096 30% 40% 50% 60% 70% 80% 90% 10096 
Not at dl Completely 
confident confident 

4. How confident were you that you could c l i ib  up and d o m  stairs b f o n  vour back 

Not a& al1 
confident 

Completely 
confident 

PW go to -page 



5. How confident w e ~  you that you could get up and down h m  a sofa or chair bfore vour 
back iniuu? 

Not at a11 
confident 

Completeiy 
confident 

6. How confident were you that you could get in and out of a car b f o n  vour back inium? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completel y 
confident confident 

7. How confident were you that you could get on and off a bus bfore vour back iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

8. How confident werg you that you muid get in and out of a bathtub bfore  vour back 
iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completeiy 
confident confident 

9. How contident were you that you could sleep comfortably before vour back iniurv? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Comp letely 
confident confident 

10. How confident were you that you could reach above your head kfore  your back iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completeiy 
confident confident 

11. How confident were you that you could beid over and r e m  to a standing position k f o r e  
your back iniurv? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at a11 Comp letely 
confident confident 

P& go -page 



12. How confident wea you that you could Lneel d o m  and retum to a standing position 
bfore vou . . r back iniury? 

0% O 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 

confident 
confident 

13. How confident were you that you could carry a small box before vour back injuq? 

096 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 

confident 
confident 

14. How confident were you that you could carry a large box bfore vour back iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 

confident 
confident 

15. How confident were you that you could lia a box from a table before vour back iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confident 

16. How confident were you that you could lift a box from the floor bfore vour back iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Compkteiy 
confident confident 

17. How confident were you that you could push or pull an abject bfore vour back iniury? 

0% 10% 20% 30% LU)% 50% 60% 70% 80% 90% 100% 
Not at al1 Comp letely 
confident confident 



Part 2 
Please rate each item according to how amtidmt you are tbat you caa do these things m. 
Cirde the nurnber on the scak fae each question. 

How confident are you that you can sit in any type of chair or seat for as long as you 
wanted or needed to now? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Comp tete1 y 
confident confident 

How confident are you that you can stand as long as you wanted or needed to pow? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completeiy 
confident confident 

How confident are you that you can waik as long as you wanted or needed to now? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

How confident are you that you can c h b  up and down s t a i n  now? 

0% 1096 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

How confident are you that you can get up and down from a sofa or chair now? 

0% 10% 20% 30% 40% 50% 46% 70% 80% 90% 100% 
Not at al1 Comp le teiy 
confident confident 

How confident are you that you can get in and out of a car JIOW'? 

0% O 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

How confident are you that you can get on and off a bus JIOW? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

pkme go m -page 



8. How confident are you that you an get in aad out of a bathtub 

O96 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Comp Ietel y 
confident confident 

9. How confident are you that you cau s k e p  comfombly m? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident Confident 

10. HOW confident are you that you can reach above your head now? 

Not at ail 
confident 

Completely 
confident 

11. How confident are you that you can bend over and r e m  to a standing position now? 

0% 1096 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

12. How confident are you that you can kneel down and te- to a standing position DOW? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

13. How confident are you that you can carry a srna11 box DOW? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

14. How confident are you that you can carry a large box aow? 

096 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Comp letely 
confident confident 



15. How confident are you that you can Iift a box fkom a table now? 

Not at dl 
confident 

16. How confident are you that you can iift a box from the flmr m? 

Completely 
confident 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

17. How confident are you that you can push or pull an object DOW? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Comp IeteIy 
confident confident 



When your back hurts, you may fiad it diffidt to do somt of the things you normally do. This 
List contains some sentences that people have used to describe themselvcs when they have back 
pain. When you read them, you rnay fkd that some stand out because they describe you today. 
As you read the list t h .  of younelf When you read a sentence that describes you gg&y, 
put a tick against it. If the sentence does not de~~ll'be you, then lePn the spaœ blPDL and go 
on to the next one. Remember, ody tick (4) the sentence if you are sure that it describes you 
todav* 

1 stay at home most of the hime because of my back.( ) 

1 change position fiopuentiy to try and get my back cornfortable.( ) 

I waik more slowly than usual because of my back.( ) 

Because of my back, I am not doing any of the jobs that 1 usually do around 
the house.( ) 

Because of my back, 1 use a hancirail to get upstain.( ) 

Because of my back, 1 lie dom to rest o h . (  ) 

Because of my back, 1 have to hold on to something to get out of an easy chair.( ) 

Because of my back, I try to get other people to do things for me.( ) 

1 get dressed more slowly than usuaL because of my backo( ) 

1 only stand up for short periods of tirne because of my back.( ) 

Because of my back, 1 try not to bend or kneel dom.( ) 

I find it dificult to get out of a chair because of rny baclc.( ) 

My back is painful almost ai i  of the tirne. ( ) 

1 fmd it difficuit to turn over in bed beaiuse of my b&( ) 

My appetite is not very good becaur of my ôack.( ) 

1 have trouble putting my socles (or stockings) on because of my back.( ) 

1 only walk short distances because of my back pain. ( ) 

1 s k p  less weli because of my back.( ) 

Because of my back pain, 1 get dressed with help h m  somane else.( ) 

I sit down for most of the day becaur of my back.( ) 

1 avoid heavy jobs around the house because of my back.( ) 

Because of my back, 1 am more hitable and bad tempered with people than usuai.( ) 

Because of my back, 1 go upstaKs more slowly than usual.( ) 

1 stay in bed most of the time because of my back.( ) 

pieme go to MO quesnsno~ire 



Piease read- 
This questionnaire has been designed to give informasion as to how your back pain bas affected your 
ability to manage in everyday life. Please iauswer cvay d o n  and mark in each seaion only the one 
box which applies to you. We realize you may amsider that two of the statements in any one section 
relate to you, but please just mark the box ahm nian close& &s& yuwproblem. 

Section 1 - Pain Intensity 
O 1 can tolerate the pain without having to use pain Irülers. 
O The pain is bad but I manage without alcmg pain killers. 
O Pain killers give complete relief h m  pain. 
O Pain killers give moderate relief h m  pain. 
O Pain kiilers give vay liale relief fiom pain. 
O Pain killers have no &ixt on the pain and 1 do not use them. 

Section 2 - Personai Care (Washing, Dressing, e!c) 
O 1 can look after myself wrmally without a s h g  extra pain. 
Ci 1 can look d e r  myself normally but it causes extra pain. 
O tt is painful to look after myself and 1 am slow and farefd. 
Cl I need some help but manage most of my penonal care. 

1 need help everyday in m s t  aspects of self-care. 
O 1 do not get dressed, wash with difficulty and stay in bed. 

Section 3 - Lifüng 
O 1 cm Iift heavy weights without extra pain. 
O 1 cm Iift heavy weights but it gives extra pain. 
O Pain prevents me fkom lifting heavy weights off the floor, but I manage if they are conveniently 

positioned, e.g. on a table. 
O Pain prevents me f?om lifting heavy weights but I can manage light to medium weights if they are 

convenientiy positioned. 
O 1 can lift oniy very light weights. 
O 1 cannot lie or carry anything at all. 

Section 4 - WaMng 
O Pain does not prevent me walking any distance. 
O Pain prevents me walking more than 1 mile. 
O Pain prevents me walking more than 112 mile. 
O Pain prevents me walking more than 114 mile. 
O 1 can only walk using a stick or crutches. 
Cl 1 am in bed most of the day and have to crawl to the toilet. 

please go to neax page 



Section - Sitting 
O 1 can sit in any chair for as long as 1 like. 
O 1 can only sit in my favourite chair for as long as 1 lilte. 
O Pain prevents me h m  siaing more than L hou. 
O Pain prevents me h m  sitîing mon than 1R ho= 
O Pain prevents me €tom s i h g  more than LO mùnites. 
CI Pain prevents me €tom sittiag at dl. 

Section 6 - Standing 
O 1 can stand as long as 1 want without extxa pain. 
O 1 can stand as long as I want but it gbe me extra pain. 
O Pain prevents me from standing for more th?n 1 hout 
O Pain prevents me h m  standing fbr more &an 30 minutes. 
O Pain prevents me from standing for more than 10 minutes. 
CI Pain prevents fiom standing at dl. 

Section 7 - Sleeping 
O Paia does not prevent me h m  sleeping weii. 
O 1 c m  sleep well ody by usiog tablets. 
O Even whea 1 take tablets 1 have less than six hours SI-. 
O Even when 1 take tablets 1 have l e s  than hur hours sleep. 
O Even when I take tablets 1 have l e s  than two hours sleep. 
O Pain prevents me from sleeping at. 

Section 8 - Sex Lire 
O My sex life is normal and causa no p h .  
O My sex life is normal but causes some extra pain. 
O My sex life is nearly normal but is very painful. 
O My sex life is severely restricted by pain. 
O My sex life is nearly absent becwse of pain. 
O Pain prevents any sex Iife at ail. 

Section 9 - Social Lite 
O My social life is wnnal and gives me no extra pain. 
17 My social life is normal but inmases the degree of pain. 
Ci Pain bas no signifiant effect on my social life apart fmm lirnitiiig my eaergetic interests. 

e.g. dancing, etc. 
O Pain has restricted my social life and 1 do not go out as ofken. 
O Pain has restricted my social Iife to my home. 
O 1 have no social life because of pain. 

Section 10 - Travelling 
O 1 can travel anywhere without extra pain. 
O 1 can travel anywhere but it gives me extra pain. 
Cl Pain is bad but 1 manage journeys over two h o u .  
Cl Pain ratricts me to journeys of l e s  t'an one hout. 
O Pain cestricts me to short jounieys under 30 minutes. 
O Pain prevents me fiom travelling except to t&e doctor or hospital. 



This section contains questions about how you fecl and boa things have been gohg with 
you. For each question, niont p) the unswer wkùh ksi applus @ pu.  

1. Ebve you k e n  bothered by nemousues or your "nemes'? (DURING THE PAST 
MONTB) 

1-Extremely so-to the pint whae 1 could not work or take care of things 
2 V e r y  much so 
3-Quite a bit 
4 Some-enough to bother me 
S A  iittïe 
6 N o t  at ai l  

2. Have you been under or felt you were uadg any strain, stress, or pressure? 
(DURING THE PAST M0NT.K) 

1 - Yes-alrnost more than I could bear or stand 
2-Yes-quite a bit of pressure 
3-Yes-wme - more than usual 
4Yes - some  - about usual 
5 - Yes-a little 
6 N o t  at ail 

3. Have you k n  anxious, womed, or upset? (DURING TEE PAST MONTR) 

1-Extremely so-to the point of being sick or almost sick 
2 - Very much so 
3 - Quite a bit 
4 - Some - enough to bother me 
S A  iittle bit 
6 N o t  at aii 

4. How RELAXED or TENSE have you been (DURING THE PAST MONTK) 



IMPORTANT - This information is stricfiy fim the puqose ofdesaibiag people in gened and record 
keeping. 

PART A. BACKGROUND INFORMATION 
1. 

2. 

3 ,  

4. 

SA. 

5B. 

6. 

7. 

8A. 

8B. 

8C. 

8D. 

PART 
9A. 

9B. 

10. 

How old are you? (Yean) 

Gender? Male Female 

What is the h i e e t  Ievd of forma1 education bat you have completed? 
- - -  - - - - - - - - - 

Are you currentiy marricd or whabitating? Y a  No - 
How long ago did your prcrsit back injury/pmblem begin? (number of we&) 

Describe how your iqjuryfpmblem oceurred. 

How long ago did you start this program? (number of days) 

Have you attended this type of progpm before? Yes No - 
Have you ever been treated by a Physiothempist before? Y= No - 
Have you ever been treated by an Ornipatioml Thapist before? Yes No 

Have you ever been treated by a Chiropmctor before? Yes No - 
Have you ever been treated by a Kïnesiologkt before? Yes No - 
B. HEALTH AND WFESTYLE 
What medications (pilis) are you currentîy taking for yout back pain? 

How o h  do you talce these pills? 

Do you have any other heaith problemn? Yes - No - No, go to question 1lA) 
please go to -page 



10A. If "yesw, describe your other health pmblems. 

1 LA. Have you had any p d o m  badr iq/ury(iia)? Yes No - No, go to question 12A) 

11B. If 'yesW7 how long ago was(were) this (these)? 

- - - - - - - - 

12A. Have you ever tiad surgery(ies) for your back? Ys No - (If No, go to question 13A) 

12B. If " yes" , how long ago was (were) this (these)? 

13A. Do you smoke cigarettes? Yes No - (If No, go to question 14A) 

13B. If " yes ", specify how many cigarettes you smoke in a day? - (cigarettes per day) 

13C. If " yesw , specify how many y- you have been smoking? - (Yeats) 

14A. Prior to your injury, did you exacisc or piay sports at lcast once per week? 
*a - No - (If No, go to Question 15) 

14B. If "yes", list the type8 of aedses  or sport(s) you did? How ofien? 

15. Which of the following statements bat  describes your involvement in physical acüvity or . . exercise griot to s u t  lm? Please check only one. 
1 did not exercise and 1 was not interested in doing W.- 
1 did not exercise but 1 was senousiy thinking about starting in the near finire.- 
1 exercised some, but not regular1y.- 
1 exercised regularly (3 or more times per week foc 20 minutes or more each tirne). - 

15A. Any comments about your involvement in phpsical acîivity or exercise? 

please go to wxt page 



16. To wbat extent do you worry th the exercises in Uiir pragun will wor- p u r  
injury/pain? Please circle the appropriate nimber. 

0% 10% 20% 30% 40% 50% 60% 7096 80% 90% 100% 
Not Enremel y 
Womed Worried 

17. Sinœ your i@ury m what extent have you mumed your iisd actidties in each of the 
following areas? As you rate each activity, think of hou you are -. Please circle the mmber 
which b a t  descriôes your extait of resumpaon W. 

a) Sleeping Patterns 

0% 1096 2096 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
All R e s u m p t i o n  Resumption 

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
AU R e s u m p t i o n  Resumption 

c) Self-Care (e.g., washing, dressing, etc.) 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Cornpiete 
AU R e s u m p t i o n  Resumption 

d) Light H o d d d  Chores (e.g., doing dishes, making beds, p r e p d g  meals) 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Cornpiete 
All R e s u m p t i o n  Resumption 

e) Heavy Household Chores (e-g., yardwork, cleaning windows, doing laundry) 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 1 0 %  
Not At M o d e r a t e  Compiete 
AU R e s u m p t i o n  Resumption 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Cornpiete 
AU R e s u m p t i o n  Resumption 

please go to next page 



g) Malizing With Family and Friends b i d e  Yom Home 

Not At 
AU 

M o d e r a t e  
R e s u m p  t i o n  

Complete 
Resumption 

h) MaliP'ng With E'amily and Frimàs Outside Your Home 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
AU R e s u m p t i o n  Resumption 

i) Travelling (h Cars, Buses, etc.) For Less Thlll30 Minutes 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
All R e s u m p t i o n  Resumption 

j) Travelling (In Cam, Buses, etc.) For Longer Than One Hour 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
AIl R e s u m p t i o n  Resumption 

k) Engaging In Your Usual Recreationai Advities 

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
Al1 R e s u m p t i o n  Resumption 

1) Engaging In Your Usual Paid Emplopent 

0% 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not At M o d e r a t e  Complete 
AU R e s u m p t i o n  Resumption 

PART C. VOCATIONAL INFORMATION 
18A. Prior to this injury, what type of work did you do? 

18B. How long have you b e ~ n  in ywr present joô? Specify years and months. 

19A. Are you workhg now while attendhg the program? Yes No - (If No, please go to 
question 20) 

19B. If "yes", how many hours per &y are you working? - (hous) 

19C. If "yes", are you wockhg at the same job you did befbre your injury? Yes - No - 
please go to ne;rt page 



20. Given the type of work thot you do and the relatimhip witb your suparisor and eavorka, 
overall how satisfieti are you with your job? Please cirele the appropriate number. 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e l y  Completely 
AU Satisfied S a t i s f i e d  Satisfied 

PART D. EXPECTATIONS 
21A. How long do you think it will be before you are physically able to return to work on a full 

time basis? Please check only one. 

las than 1 week - 
1 to 2 weeks - 
2 to 3 weeks - 
3to4weeks- 
more than 1 month - 
more than 3 months - 
more than 6 months - 

21B. If you do not plan to return to work, why not? 

22. How confident are you that you wül be able to impmve to your preiiljury level? Please c M e  
the appropriate number. 

0% 1 %  20% 30% 40% 50% 6096 70% 80% 90% 1 0 %  
Not At AU Completeiy 
Confident Confident 

23. How confident are you that this progiam will be benelloial in helping you to improve to your 
preinjury level? Please circle the appropriate number. 

0% 10% 20% 30% 40% 5096 60% 70% 80% 90% 100% 
Not At Al1 Completel y 
Confident Confident 



Lnstnrments Used In Session Two of the Pilot T d g  Phase 

Scale ciraft of Functional Abilities Confidence Abilities Scaie 
(befiore yow baciL iqüry section and cwrnr uijury sections 

were mdomly allocated to abjects) 

Positive and Negatve Affect S d e  

Visuaï Analogue S d e  

Resumption of Activities of Daiiy Living 

Matlowe-Crowne Scale (Form X I )  

Physicai SeKEfficacy S d e  



ID Number 
Instnictio_sis 
1. We woutd iike to know how yoo ~n that you can do Wqp such as 

Sitting in a chair or sept for as long as you want or nad to C i  XI). Ukhg the 
O to 100% rating d e ,  if you f d  you canna sit for any length of time you e t  
rate th& item as 0%. Or if you €el totaiiy confident that you are able to do t h  
activity you might rate Ws item as 100%. if you do not f ' l  totally coniïdent, 
circle the numbu on the scale that bat describes yout Jevel of confidence, 
-rdless of the min and d b c ~ ~ ~ f o r t  that you may have. If you do not do an 
activity, e.g., take a bath, go on a bus, pïease mte how cosident you would be 
physicaüy if you had to do these things. 

II. WrC 1 asks you to mte each item accoràing to how confident you are tbat you can 
do these ü h g s  t-. Pàrt 2 asks you to rate eaeh item accordhg to how 
coaMeat you wem that you could do these thiags bfoir  vour nrwary. 9 9 

Part L 
Please rate each item accordhg to how coalident you are that you can do these Wgs 
todav. As you read ea& question, chie  the nimber on the seale that describes you 
todav. 

1. How confident are you that you can sit in any type of chair or seat for as long as you 
want or need to? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confident 

2. How confident are you that you can stand for as long as you want or need M 

0% 10% 20% 30% 40% 50% 60% 7096 80% 90% 10096 
Not at al1 Completely 
con fiden t confident 

3. How confident are you that you can walk as long as you want or need to? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confident 

please go to nea page 



4. How confident are you ttiat you can ciimb up and dom stairs? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aU Completely 
confident confident 

5. How confident are you that you can get up and down h m  a sofa or  chair? 

0% 10% 20% 3096 40% 5096 60% 70% 8096 90% 100% 
Not at aU Completely 
confident confident 

6. How confident are you that you can get in and out of a car? 

0% 10% 20% 30% 40% 5096 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confident 

7. How confident are you that you can get on and off a bus? 

0% 10% 2096 30% 40% 50% 60% 70% 80% 90% 100% 
Not at dl Completeiy 
confident confident 

8. How confident are you that you uui get in and out of a bathtub? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 10096 
Not at all  Completely 
confident confident 

9. How confident are you that you can sleep comfortably? 

0% 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not at al1 Completely 
confident confident 

10. How confident are you that you can reach above your head? 

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ai l  Completeiy 
confident confident 

please go to MO page 



How confident are you that you can knd down and rehun to a standing position? 

0% 10% 2096 30% 40% 5096 60% 70% 80% 90% 100% 
Not at ai i  Completely 
confident confident 

How confident are you that you can kneei down and return to a standing position? 

0% 10% 20% 3096 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confident 

How confident aie you that you can carry a srnall box? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident w nf iden t 

How confident are you that you can cany a large box? 

0% 10% 20% 30% 40% 50% 60% 7096 80% 90% 100% 
Not at all Completely 
confident confident 

How wnfident are you that you can lift a box from a table? 

0% 1096 20% 30% 4096 50% 60% 70% 80% 90% 100% 
Not at aU Completely 
confident confident 

How confident are you that you can Mt a box fmm the fioor? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confident 

How confident are you that you can push or pull an object? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Completeiy 
confident confident 

please go to nar page 



Part 2 
Please rate each item accoràing to how codident yai w e ~  tbat you could do these things 
b e f 0 ~  vour iqiuw. Cirde the number on the senk for each question. 

How d d e n t  w: you that you couid sit in any type of chait or seat for as long as 
you wanted or needed to bfore vour back iniUry 

. - 
? 

0% 10% 20% 30% 40% 50% 60% 70% 8096 90% 10096 
Not at iaii CornpIetely 
confident con fiden t 

How confident weE you that you could stand as long as you wanted or needed to - - 
* * before vour back mu? 

0% 10% 20% 30% 4096 50% 60% 7096 8096 90% 100% 
Not at al1 Compieteiy 
corifident confident 

How confident werc you that you could walk as long as you wanted or needed to 
before vour back in--? 

0% O 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al i  Completdy 
confident confident 

How confident w w  you that you could ciimb up and down stain kfm vour back 
iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at a l l  Completeiy 
confident confident 

How confident we% you that you could get up and dom h m  a sofa or chair kfore 

0% 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not at ai i  Cornpleteiy 
conf?dent confident 

How confident w e e  you that you could get in and out of a car kfore vour back 
iniury? 

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Compieteiy 
confident confident 

pleare go to neu page 



. . 
7. Aow confident w m  you that you wuid get on and off a bus bfore vour back yu?? 

0% 10% 2096 30% 40% 5096 60% 70% 80% 90% 10096 
Not at all Completely 
confident confident 

8. How confident you that you couid get in and out of a bathtub bdim vour b& m? 
0% O 20% 3096 40% 50% 60% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

9. How confident we% you that you couid ~leep comfortabIy 

0% 10% 20% 30% 40% 50% 60% 7096 80% 90% 100% 
Not At All Completely 
Confident confident 

10. How confident w e s  you that you could rrach above your head before vour back 
iniury? 

0% 10% 2096 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confident 

11. How coddent weR you that you could bend d o m  and rehun to a standing position 
before vour back iniury? 

0% 10% 20% 30% 4% 50% 60% 7096 80% 90% 100% 
Not at al1 Completely 
confident confident 

12. How confident were you that you could kneel down and return to a standing position 
before vour back iniury? 

Not at all Completeiy 
confident confident 

* .  13. How confident weG you that you could carry a small box bfore vour back 

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al l  Compieteiy 
confident confident 

pleme go tu nev page 



* 
14. How cunfident w- you that you couid arry a large box bfore vour back iw? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 9096 1096 
Not at a i i  CompleteIy 
confident confident 

15. How confident w m  you that you could lia a box h m  a table bfw vour back m? 
0% 10% 20% 30% 40% 50% 60% 7096 8096 90% 100% 
Not at ail CompleteIy 
confident confident 

16. How confident w e k  you that you could iift a box h m  the floor bfore vour back 
iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 10% 
Not at ail Completely 
confident confident 

17. How confident w e x  you that you couid push or puii an object before F r  back 
iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 10096 
Not at aU Completeiy 
confident confident 



This scaie consists of a number of wocds tbat d e s r n i  diff- fdings and emotim9. Micate to 
what extent you generaily Id this way. For each wrd,  piease circïe the number on the scale that 
applies to you. 

1 2 3 4 5 II Nat at .II A little Moderatdg Quite a bit htrernely Il 
Interested: 

Disttessed: 

Excited: 

Upset: 

Strong: 

Guilty : 

Scared: 

Hostile: 

Enthus iastic: 

Proud: 

irritable: 

Alert: 

Ashamed: 

Inspired: 

Nemous: 

Determined: 

Attentive: 

Jittery : 

Active: 

Afraid: 

pleose go tu neff questionnaire 



Please make a mark dong the iine that conesponds to the 1eveL of pain that you are 
experiencing now. 

PAINAS BAD AS rnCANBE 



ID Number 

Since your iqjury, to wbat extent have you rcJumcd your usuai adivities in each 
of the following areas? As you rate each activity, thuik of how you are -. Please 
circ1e the number whidi best descn'bes your extent OC resumption. 

a) Sleeping Patterns 

0% 1096 2096 30% 40% 50% 60% 7096 8096 90% 100% 
Not At M o d e r a t e  Complete 
Ali R e s u m p t i o n  Resumption 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
AIl R e s u m p t i o n  Resumption 

C) SelfXare (e.g., washing, dressing, etc.) 

0% 10% 20% 3096 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Cornpiete 
AU R e s u m p t i o n  Resump tion 

d) Light Household Chores (e.g., doing dishes, making beds, preparing meals) 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
Al1 R e s u m p t i o n  Resumption 

e) Heiivy Household Chores (e.g,, yardwork, cleaning windows, doiag laundry) 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Comple te 
AU R e s u m p  t i o n  Resumption 

0% 10% 20% 30% 40% 50% 60% 70% 8096 90% 10096 
Not At M o d e r a t e  Complete 
AU R e s u m p t i o n  Resumption 



g) Socializing With Family and Friends Inside Your Home 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
All R e s u m p t i o n  Resumption 

h) MaIiPng With Family and Friends Outside Your Home 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
AU R e s u m p t i o n  Resumption 

i) Travelling (in Cars, Buses, eîc.) For Less TllM 30 Minutes 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Cornpiete 
AU R e s u m p t i o n  Resumption 

j) Travelling (In Cars, Buses, etc.) For Long= ThPn One Hour 

0% 10% 20% 30% 40% 50% 60% 7096 8096 90% 100% 
Not At M o d e r a t e  Complete 
All R e s u m p t i o n  Resumption 

k) Engaging In Your Wsual Recreational Activitits 

OR 1096 2096 3096 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Cornpiete 
All R e s u m p t i o n  Resumption 

1) Engaging In Your Usual Paid Emplogment 

OR 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not At M o d e r a t e  Complete 
AU R e s u m p t i o n  Resumption 



Instructions 
Listed below are a number of statements concemhg pmonal attitudes and Read each 
item and decide whether the sraiement ù TRüE or FALSE as it patnins to you personaily 
todav. Please circle whether the staternent is TRUE Clr) or FALSE 0. 

1. 1 Iike to gossip at times. 

2. There have been occasions when 1 have taken 
advantage of someone. 

3. I'm always willing to admit it when 1 maire a 
mistake. 

4. 1 sometimes tq to get even rather than forgive 
and forget. 

5. At times 1 have reaiiy insisteci on having things my own way. 

6 .  1 have never been ùked when people expressed ideas very 
different from rny own. 

7. I have never deliberately said something that hurt 
someone's feelings. 

T F 

T F 

pleae go to n a  questionnaire 



ID Number 
Instructions 
Please circle the number on the sale which best d e s c r i i  the extent to which you agree or disagree with each 
statement as it applies to you fodax. 

1 
S trongl y 

Agree 

2 3 4 5 
Moderatel y Neithet Moderately Strongl y 

Agtee Agree Nor Disagree Disagree 
Disagree 

1 have excellent reflexes. 
1 am not agile and graceul. 
1 am rareIy embarrassed by my voice. 
My physique is rather strong. 
Sometimes I do not hold up well under stress. 
1 can't run fast. 
1 have physicai defects that socnethes bother me. 
I don't ieel in coatrol when I talre tests of physical 
dexterity . 
I am never intimidated by the thought of a sexual 
encounter. 
People think negative things about me because of 
my posture. 
I am not hesitant about disagreeing with people 
bigger than me. 
1 have poor muscle m e .  
1 take Iittle pcide in my ability in sports. 
Athletic people usually do not receive more 
attention than me. 
1 am sometimes envious of those better 
looking than myself. 
Sornetimes rny laugh embarrasses me. 
1 am not concerneci with the impression my 
physique makes on others. 
Sometimes 1 feel uncornfortable shaking hands 
because of my hands are clammy. 
My speed has helped me out of some tight spots. 
I find that I am not accident prone. 
1 have a strong @p. 
Because of rny agility, 1 have been able to do 
things which many others could not do, 



Instniments Used In the Reliab'iy Phase 

Mormed Consent For Instrument Psychorneaic Testing 

Functiod Abilities Confidence Scale 

Demographic Questionnaire (including the Resumption of Activities of Daily Living) 



Conseut Form For bstnment Poychoinetiic Testing 

Study Title: The Fundi01181 Abilities Confident SePIc For Iqjured Workus W i  Lon 
Back Pain 

knptim of Study: This study is king conducteci by R e n œ  Williams, a physiotheragist 
and an assistant professor in the School of Ocaipatioml Therapy and Physiothgapy, 
McMaster University, and a Ph.D. student in the Department of Health Studies and 
Gerontology under the supe~sion of Dr. Anita Myers h m  the University of Waterloo. This 
research is being completed for her doctoial thesis. 

The purpose of this study is to assist us in designing assessrnent tools that are meaninghil to 
injured worken with back pain. You will be asked to complete two questionnaires about your 
general heaith, your back pain, if you are able to pedorm cenain activities of daily Living, 
and how you feel about paforming these activities. You wi l l  be asked to complete these 
questiomaires at the start of the program and one or two days later. There are no rish 
involved in complethg the questio-. 

Your views are important to designing programs that meet the needs of injured workers with 
back pain. This information will assist us to leam more about back pain. 

This study has been discussed with me and 1 understand that: 

1 will complete two questionnaires at admission into the program and 1 to 2 days 
Iater. These questionnaires ask questions about my general health and badc pain, if 
1 can perform certain activities of daily Living, and how 1 feel about perfotming these 
activities. This wili take about 15 minutes of my time. There are no risks involved in 
participating in Uiis study. 

Even though 1 have agmed to take part in the study, 1 may chwse not to complete the 
questionnaires. 

Participating or not participating in this study will in no way affect the medical care 
that I receive now or in the future. 

AU of my answen will be TOTALLY CONFLDENTïAL. No one individuai wi i i  be 
identifIed. Only the researchers will have a c a s s  to the information. If the results are 
published 1 wiU not be identified in any way. AU results wiü concem groups of 
people, not individuals. 

If 1 have any comments or inquiries conceming this study, 1 may contact the Office 
of Human Research at the University of Waterloo (5 19) 885-121 1, extension 6005. 
1 may also contact Dr. Anita Myers (5 19) 885-121 1, extension 3664. 



1 acknwvledge that 1 have ken infbfmed about the puipose of this study and agree to 
participate. 

SIGNATURE DATE 

1 have explainecl the aattue of the shidy to the subject and believe that dhe understood it. 

SIGNATURE DATE 



ID Number 
lnstnictions 
1. We would We to know how you are that you c m  do th- sueh as 

Sitting in a chair or seat for as long as pou want or need to ( i i  RI). U$hg the 
O to 100% rathg sde ,  if you feel you cannot sit for my length of time you migM 
nite thb item as 0%. Or if you fcel totaïly confident that you are abk to do this 
activity y09 might rate this item as 100%. Circïe the number on the scak that 
best dcJeriks your b e l  of co~dence thPt pou could W o r m  the a ~ w t y ,  
-rdIess d and discomfoit that you may have. If you do not do an 
activity, e.g., go on a bus, please rate how eonfldent you would bc physicaïiy i€ 
you had to do tbae thinm. 

II. hrt  1 asks you to mate each item according to how cofl~dent you oie that y00 can 
do these things &~iay. PPrL 2 asks y m  to rate each item according to how 
coafident you wem that you could do these thiiigs before ygur iniuw. 

Part 1 
Please rate each item accoràïng to how confident you are that yon can do these tbings 
todav. As you read each question, eirde the number on the sale that describes you 
todav. Ci& the number on the senle for each question. 

How confident are you that you can sit in any type of chair or seat for as long as you 
want or need to? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at di Completely 
confident confident 

How confident are you that you can stand for as long as you want or need to? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 10096 
Not at al1 Completely 
confident confident 

Kow confident are you that you can walk as long as you want or need to? 

O96 10% 2096 30% 40% 50% 60% 70% 80% 9096 100%- 
Not at iùi Completely 
confident confident 

How confident are you that you can ciirnb up and d o m  sta in? 

0 10% 2096 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aU Compietely 
confident confident 

please go to rien page 



5. How confident are you that you can get up and domi h m  a sofa or chair? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 9096 100% 
Not at all Completely 
confident a d d e n t  

6. How coddent are you that you can get in and out of a car andor bus? 

0% 10% 2096 30% 40% 50% 6096 70% 80% 90% 100% 
Not at all Compieîely 
confident confident 

7. How confident are you that you can sleep comfortably? 

0 10% 20% 30% 4096 50% 60% 70% 8096 90% 100% 
Not at ail Completdy 
confident confident 

8. How confident are you that you can reach above your head? 

0 10% 20% 3096 40% 50% 6096 7096 80% 90% 100% 
Not at aU Cornp1etely 
confident confident 

9. How confident are you that you can bend down and rem to a standing position? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completeiy 
confident confident 

10. How confident are you that you cm kneel down and rem to a standing position? 

0% 10% 20% 30% 40% 5096 6096 70% 80% 90% 100% 
Not at aii Cornpletely 
confident confident 

11. How confident are you that you can carry a small box? 

0% 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not at ail Completely 
confident confident 

please go to mm page 



12. EIow confident are you that you can cany a large box? 

0% 10% 20% 30% 40% 50% 60% 70% %O% 90% 100% 
Not at ai l  Comptetely 
confident confident 

13. How confident are you that you can lift a box h m  a table? 

0% 10% 20% 30% 40% 50% 40% 70% 80% 90% 100% 
Not at aii Completely 
confident confident 

14. How confident are you that you can lifi a box h m  the floor? 

0 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not at ail Completely 
confident confident 

15. How confident are you that you can push or puil an object? 

0% 10% 20% 30% 40% 50% 6096 70% 80% 90% 100% 
Not at all Comple teiy 
confident confident 

Part 2 
Please rate each item accordhg to how contïdent you wem that you could do these things 
before vour iniuw. Circle the number on the d e  for each question. 

1. How confident werc you that you could sit in any type of chair or seat for as long as 
you wanted or needed to iniury? 

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ali Completeiy 
confident confident 

2. How confident were you that you could stand as long as you wanted or needed to 
before vour back iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aii Completely 
confident confident 

pleme go to nexr page 



3. How confident w a  you that you could wak as long as you wanted or neeüed to . . bfore vour -? 

0% 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not at ail Completely 
confident confident 

4. How confident w e x  you that you could c h b  up and dom staift m-k 
iniuu? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

5. How confident were you that you could get up and down b m  a sofa or chair @fore . . your back mu? 

0% 10% 20% 30% 40% 50% 60% 70% %O% 90% 100% 
Not at al1 Completely 
conf?dent confident 

6.  How confident w w  you that you could get in and out of a car andfor bus kfore your 
back iniurv? 

0% 10% 20% 30% 40% 5096 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident a d d e n t  

7. How confident were you that you could sleep comfortabIy kfore p u r  back iniunr! 

0 10% 2096 30% 4096 50% 60% 70% 8096 90% 100% 
Not at ali Completeiy 
confident Confident 

8. How confident were you that you could reach above your head befm vour back 
injury? 

0 10% 2096 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ali Completely 
confident confident 

9. How confident w a  you that you couid bend down and rem to a standing position 
before vour back iniury? 

0 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not at al1 Completel y 
confident confident 

p l e a  go to next page 



10. How confident w w  you that you couid hieel down and r e m  to a standing position 
before vour back iniuq? 

0% 10% 20% 30% 40% 50% 6096 70% 80% 90% 100% 
Not at al1 Completely 
confident mafident 

11. How confident were; you that you muid carry a srsul box mre ypur b- . . ? 

0% 1096 20% 30% #% 50% 60% 70% 80% 90% 100% 
Not at al l  Completeiy 
confident confident 

12. How confident wem you that you couid carry a iarge box bfore -ut back iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

13. How confident weR you that you could lift a box h m  a table kfon vour back 
iniuq? 

0% 10% 2096 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Completdy 
confident confident 

14. How confident were you that you could lift a box h m  the floor kfore vour back 
iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Cornpleteiy 
confident confident 

15. How contident w- you that you could push or pull an object kfore vour back 
WC? 

0 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not at ail Completely 
confident confident 

pleuse go to nert questionnaire 



ID Number 
IMPORTANT - This infonnaton is strictîy for the pirpose of dcsnibing people in general and 
record keeping . 

PART A. BACKGROUND INFORMATION 
1. How old are you? (=a@ 

2. Gender? Mak Femaie 

3. What is the highest Ievei d f o d  eduestioa that you have completed? 

4. Are you currmtly marricd oc cohabitating? Yes No - 
SA. How long aga did your pcesent back injurylproblem begin? (number of weeks) 

SB. Desaibe how yout iqjuryipmb1em occwreà. 

How long ago did you s b r t  this program? (number of days) 

7. Have you attendecl this type of program before? Yes - No - 
8A. Have you ever been ueated by a Physiotherapist before? Yes No 

8B. Have you ever b a n  treated by an OcCupatioad nierapist before? Yes No 

8C. Have you ever been treated by a Chhpt~ctor before? Yes No 

8D. Have you ever been aeaud by a KincsioIogist before? Yes - No - 
PART B. HEACTH AND LTFESTYtE 
9A. What medications (pilis) are you ment ly  t . g  for your back pain? 

9B. How olten do you take these pus? 

10. Do you have any other heaith pcobkms? Yes - No - (If No, go to question 11A) 



10A. If "yes", d e s m i  your other heaïth problems. 

11A. Have you had MY pmkus bedr Iqjarg(m)? Yes NO - (If No, go to question 
12A) 

1 1B. If " yes", how long ago was(were) this (these)? 

12A. Have you ever had surgery(k) for your back? Yes No - (If No, go to question 
13A) 

12B. If " yes ' , how long ago was (were) this (these)? 

13A. Do you smoke cigarettes? Yes NO - (If No, go to question 14A) 

13B. If "yesw , specify how man? cigarettes you smoke in a day? - (cigarettes per day) 

13C. If "yes" , specify how many years you have been smoking? - (Yeats) 
14A. Rior to your injury, did you en& or pïay sports at least once per week? 

Yes No - (If NO, go to Question 15) 

148. If " yes" , list the types O€ exercises or sport(s) you did? How often? 

15. Which of the following statements best describes your involvement in phpicai activity or 
amcise priot to vwr i-? Please check only one. 

1 did not exercise and 1 was not interesteci in doing so.- 
1 did not exercise but 1 was seriously thinking about starting in the near hiiure.- 
1 exercised some, but not reguiar1y.- 
1 exercised regularly (3 or more times per week for 20 minutes or more each 
tirne). - 

please go to n a  page 



HA. Any comments about your involvement in physical acüvity or exercjse? 

16. To what extent do you worry that the ex& in ais program wiil worscn your badr 
injury/poia? Please circle the appropriate number. 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not Extremely 
Womed Worried 

17. Sina your Gary to what extent have you cesumed your usuai activitics in each of the 
following areas? As you rate each activity, think of how you are -. Please cucle the 
number which best descrii your extent d nsumptioa &&y. 

a) Sleeping Patterns 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Comple te 
AU R e s u m p t i o n  Resump tion 

b) Sexual Activitg 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
All R e s u m p t i o n  Resumption 

c) Self-Care (e-g., washing, dressing, etc.) 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
Al1 R e s u m p t i o n  Resumption 

d) Light Household Chores (e.g., doing dishes, malring beds, preparing meals) 

0% 10% 20% 30% 40% 50% 60% 70% 8096 90% 1 0 %  
Not At M o d e r a t e  Complete 
Ali R e s u m p t i o n  Resumption 

e) Heavy Household Chores (e.g., yardwork, cleaning windows, dohg laundry) 

OR 10% 20% 30% 40% 50% 40% 70% 80% 90% 100% 
Not At M o d e r a t e  Cornpiete 
All R e s u m p t i o n  Resumption 

pleose go ru next page 



0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
Al1 R e s u m p t i o n  Resumption 

g) Sociaiîzing W1th Famiïy and Fricnds Insi& Your Home 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 1 0 %  
Not At M o d e r a t e  Cornpiete 
All R e s u m p t i o n  Resumption 

h) Sociaüzing Witb Family and Friends Outside Yow Home 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Cornpiete 
AU R e s u m p t i o n  Resumption 

i) Travelling (In Cars, Buses, etc.) For Lms Than 30 Minutes 

0% 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not At M o d e r a t e  Complete 
AU R e s u m p t i o n  Resumption 

j) Travelling (In Cars, Buses, etc.) For Langer Than One Hour 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
All R e s u m p t i o n  Resump tion 

k) Engaging In Your Usual Remeational Activities 

0% 10% 20% 30% 4û% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Complete 
AU R e s u m p t i o n  Resumption 

1) Engaging In Your Usual Paid Employmcnt 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e  Compiete 
All R e s u m p t i o n  Resumption 

PART C. VOCATIONAL INFORMATION 
18A. Prior to îhis injury, what type of work did you do? 

188. How long have you been in your pescnt job? Specify years and months. 

please go to nen page 



19A. Are you workhg now while attmding the program? Yes No - (If No, please go to 
question 20) 

19B. If "yes", how many hours per day are you woraog? - (boum) 

19C. If 'yes", are you workhg at the snme job p u  did be&e your injury? Yes - No - 
20. Given the type of work that you do anci the relatioaship witb your supembr and coworbs, 

overall how satisfied are you with your job? P1ease circle the appropriate number. 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At M o d e r a t e l y  Completely 
AU Satisfied S a t i s f i e d  Satisfied 

PART D. EXPECTATIONS 
ZIA- How long do you mink it wiU be before you are physidly able to m$um to work on a full 

time basîs? Please check only one. 

less than 1 week - 
1 to 2 weeks - 
2 to 3 weelrs - 
3to4weeks- 
more than 1 month - 
more than 3 months - 
more than 6 months - 

21B. if you do not plan to tetum to work, why net? 

22. How confident are you that you will be able to impmve to your preinjury level? Please cucle 
the appropriate number. 

0 10% 2096 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Al1 Completely 
Confident Confident 

23. How confident are you that this p q m q  wiI1 be benefiaal in helping you to improve to your 
preinjury level? Please circle the appropriate number. 

0% 10% 20% 3096 40% 50% 60% 70% 80% 90% 100% 
Not At At1 Completel y 
Confident Confident 



Clinic 

Fit For the Fuiwc 

West-End 
Physiotherapy 

Total 

Nimber O€ 

RefZlSPLQ 
Nimber of 
SubjectP At 
Tiane 1 



MkitaI Statm MunedfCohrbitPting 
Not W e d  

14 (70%) 
6 (30%) 

Edirotion 
Elementary S c h d  (somt or ail) 
EIi* S c h l  (mme oc dl) 
Colle~aiveisi ty  (somt or all) 

1 

2 (10%) 
12 (60%) 
6 (30%) 

' Tme S i  lqiy (weeks) 
m g e  

5.2 (6.7) 
1-24 

M o i s  Ba& h@ry Yes 
No 

Medication Use Yes 
No 

11 (55%) 
9 (45%) 

- - -  

Current Wotkiag Status Worlting 4 (20%) 
Not Woskbg 16 (80%) 

M o u s  Back Sticgery Yes 
No 

Iiivolvcmeirt In Pûysid Adioity 
d i d n o t d e  3 (15%) 

diii no$ cltc~cise but was thinking of staning O 
0 cxemircd some but twt regularIj, 12 (50%) 

1 (5%) 
19 (95%) 



Appaidix F-1 

Mean Iten Rahgs On the C m t  FACS For tbe Rdiribility Slinipk (N=2û) 

Timt 1 T h  2 

QlS 19 34.74 

Total 20 47.10 



Appardin F-2 

Mean Itun W n g s  Oh the PtcSy'ury FACS For tôe Reüaùüity Sample (N=2û) 

T i i  1 T i c  2 

lem 

QlS - 
Total 



Ti 1 T i i  2 



Tnstructioirg 
When your back hurts, you umy find it dlfficult to do some of the thhp you a o d y  do. This iist contPins 
some sentences that peaple have used to desaïk tbemselves when they h v e  bock pain, Wùca you d them, 
you may find rhPt some stiird out because they dcscnii you &y. As you rad the list thinfc of yourself 
Whea you d a seatcact that descn'bes you put a tick r p b t  it. If the swtence docs mit dcpcrib you, 
then leave the spaœ b h k  and go on to tbt aext one, Ruœmber, only tkk (4) the sentena if you arc sure 
that it describes you &&. 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
1 O* 
I l .  
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 
22. 
23. 
24. 

1 stay at home most of the time tmause of my W.( )@) 
1 change position fiaquently to try a d  get my back comfortaùle.( )@) 
1 walk more slowly than u d  b u s e  of my bacIr,( )@) 
Because of m y  back, 1 am not doing rray of îhe jobs that 1 u s d y  do around the house.( )(FI) 
Because of m y  back, 1 use a handrail to get upstairs.( )@) 
Because of m y  backt 1 lie down to rest ofka.( )@) 
Because of m y  back, 1 bave to hold on to somcthing to get out of an easy chair.( )@) 
Because of m y  bock, 1 ûy ta get 0th- people to do things for me.( )(EI) 
1 get d r d  more slowiy thau usuai because of my back.( )(Et) 
1 only stand up for short periods of time becurse of rny kk. (  )@) 
Because of m y  lmck, 1 try nOt to bead or kneel d m . (  )O) 
1 h d  it diffcult to get out of a chair because of my back.( )@) 
M y  back is p9infiil aimost ali of the tirne.( )O 
1 tind it diffcult to turn over in bed because of my back.( )@) 
My appetite is not very good €mcause of my bock.( )O 
1 have trouble puttiag my sock (or stockbgs) on bacrwse of m y  kk( )O 
1 ody waIk short disîances because of my back pain.( )@) 
I sleep l e s  well becsuise of my bock( )@) 
Because of my back pain, 1 get dtessed with help from someone etse,( )O 
I sit down for most of the &y because of my back.( MD) 
1 avoid heavy jobs mmd the bouse because of my kk.( )(ES) 
Because of m y  backt 1 am more irritable aad bad tempered with people thaa usd . (  )O 
Because of m y  back, 1 go upstoirs more siowly t h  u s d e (  )@) 
1 stay in bed most of the time because of my brick.( )@) 

1 = h p a h m t  D = Disability H = Hmdiap 

ImpPirment = 3 items 
Disability = 13 items 
Handicap = 8 items 



Clinich QuestioMDireJ At Baseline - Vaiidity Phase 

Informeci Consent Form For Instnunent Psychometric Testing 

Functional Abiüties Confidence Scale 

Demographic Questionnaire (including the Reswnption of Activities of Daiiy Living) 

Marlowe-Cme Scale 

Physicai Self-Efficacy S d e  

Roland Sickness Impact Profle 



Consent Form For Instrument Fsydsometric Testing 

Study Title: The FbnctionaI Abüaies Confident Scale For I q / d  Workers With Lnw 
Back Pain 

Description of Study: This study is bang wnducted by Renee WiIliams, a physiotherapist 
and an assistant professor in the School of Ocaipationa1 nierapy and Physiotherapy, 
McMaster University, and a Ph.D. student in the Department of Health Studies and 
Gerontology under the supavision of Dr. Anita Myem fiom the University of Waterloo. This 
research is behg completed for h a  doctomi thesis. 

The purpose of this study is to assis us in desimg assessrnent iools that are meaningfbl to 
injured workers with back pain. You wül be ashd to complete five questionnaires about your 
general hedth, your back pain, if you are able to prform certain activities of daily living, 
how you feel about performing these activities, and a se~evaluation questiomaire. You WU 
be asked to cumplete these questionmixes at the start of the program and k e e  weeh later 
or at discharge. There are no risks involved in complethg the questio~aires. 

Your views are important to designing programs that meet the needs of injureci workers with 
back pain. This information wül assist us to leam more about back pain. 

This study has k e n  discussed with me and I understand that: 

1 wïii complete five questionnaires at admission into the program and three weeks later 
or at discharge. These questiomaires ask questions about my generai health and back 
pain, if 1 can pedorm ce- activities of daily living, how 1 feel about performing 
these activities, and a seIf-evaluation questionnaire. This wiü take about 30 minutes 
of my time. There are no risks involved in participating in this study. 

Even though 1 have agreed to take part in the study, 1 may choose not to complete! the 
q u e ~ t i o ~ d .  

Participating or not participating in this study wiU in no way affect the medical care 
that 1 receive now or in the fiinire. 

Aii of my answen wii l  be TOTALLY CONFIDENTLAL. No one individuai wiU be 
identifid. Only the researchers WU have access to the information. If the results are 
published 1 will not be identified in any way. AU results wiU concmi groups of 
people, not individuals. 

If 1 have any comments or inqwries concerning this study, 1 may contact the Office 
of Human Research at the University of Waterloo (5 19) 885- 121 1, extension 6005. 
1 may also contact Dr. Anita Myers (5 19) 885-121 1, extension 3664. 



1 acknowledge that I have beai inf'ormed about the purpose of this study and agree to 
participate. 

1 have explaineci the nature of the study to the subject and believe that f i e  u n d a s t d  it. 

DATE 



ID Number 
Instmctio~ 
We would Uce to know how co4dent you are that you esn do tbings such as sitting in a 
chair or seat for as long as you want or need to (item RI ) .  Using the O to 100% rathg d e ,  
if you feel you cannot sit for any length of time you might rate this item as 0%. Or if you 
feei totally confident tbat you are abk to do this activity you might rate this item as 100%. 
Chde the numbv on the d e  that best describes your k v d  of eoS1denœ that you could 
perform the adirity, mgades of pain and discldort that you m y  have. If you do not 
do an activity, e.g., go on a bus, please rate how coafndent you would be physically if you 
had to do these things. 

Part 1 
Please rate each item accocdiiy to how confident you are tbat you can do these thiiigs 
todav. Cirde the nmber on the d e  for each question. 

How confident are you that you can sit in any type of chair or seat for as long as you 
want or need to? 

0% O 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Comple tely 
confident confident 

How confident are you that you cm stand for as long as you want or need to? 

0% O 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not at aii Completely 
confident confident 

H o w  confident are you that you can waik as long as you want or need to? 

0 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not at all Completeiy 
confident confident 

How confident are you that you can chnb up and down stairs? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%- 
Not at al1 Completely 
confident confident 

H o w  confident are you that you can get up and d o m  h m  a sofa or chair? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Completeiy 
confident confident 



How confident are you that you can get in and out of a car andlor bus? 

0% 10% 2096 30% a96 50% 60% 70% 80% 9096 10096 
Not at all Compi#ely 
confident confident 

How coDfident are you that you can sleep comfortably? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at a i l  Completely 
confident confident 

How cofident are you that you can mach above your head? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aü Completely 
confident confident 

How confident are you that you can bend doan and r e m  to a standing position? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 9096 100% 
Not at al1 Compietely 
confident confident 

How confident are you that you can hieel doan and rem to a standing position? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aiî Compietely 
confident confident 

How confident are you that you can c ~ n y  a smaii box? 

0 10% 20% 30% 40% 50% 6096 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

How confident are you that you can eany a large box? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al l  Compietely 
confident confident 

How confident are you that you can üft a box fmm a table? 

0% 10% 20% 3096 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confident 



210 

How confident are you that you can UPt a box from the fi0019 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confiderit 

How confident are you that you can pu& or puil an oôject? 

0 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not at aii Completely 
confident confident 

Part 2 
Please mte each item again according to how confident you we= that you codd do these 
things before vour 0 . C h i e  the number on the sale for each question. 

How confident w e s  you that you couid sit in any type of chair or seat for as long as 
you wanted or needed to bfore Fur  back in= . . ? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al l  Completely 
confident confident 

How confident weR you that you could stand as long as you wanted or needed to 
- 

before vour back iniuv? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aii Compietely 
confident confident 

How confident were you that you muid walk as long as you wanted or needed to 
before vour back iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

How confident w e g  you that you could flimb up and down stairs @fore y u r  back 
in-iuw? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confident 

please go to neff page 



5. 

6. 

7 * 

8. 

9. 

10, 

II* 

H o w  confident wers you that you could get up and dom h m  a sofa or chair bfore 
your back iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% tûû% 
Not at ail Completely 
confident confident 

How contkfent werç you that you d d  get in and out of a car andlor bus bfore 

0% 10% 20% 30% 40% 50% 60% 70% 8096 90% 100% 
Not at aU Compietely 
confident confident 

How confident we- you that you could sleep comfortably before vour back in= - .  ? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At AU Completely 
Confident Confident 

How confident were you that you could mach above your head kfore vour back 
iniury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confident 

How confident were you that you couid bend dom and retwn to a standing position 
Defore vour back iniury? 

0 1096 2096 30% 4û% 50% 60% 70% 8096 90% 100% 
Not at ali Completely 
confident confident 

How confident werc you that you could kneel dom and return to a standing position 
before vour back iniwy? 

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 1 0 %  
Not at ail Completel y 
confident confident 

How confident were you that you could carry a smaiï box ur &k in= 
. . 

? 

0% 10% 20% 30% 40% 50% 60% 7096 80% 90% 1 0 %  
Not at al1 Compietely 
confident confident 

please go to mt page 



- .  12. How confident wgk you that you couid arry a large box kfore vour back in=? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 

confident 
confident 

13. How confident w- you that you couid la a box h m  a table before vour back 
jniury ? 

0% 10% 20% 30% 40% 5096 6096 70% 80% 90% 100% 
Nat at di Completeiy 
confident confident 

14. How confident weLg you that you could lift a box €mm the flmr N f o n  vour back 
iniury? 

0% 10% 2096 3096 40% 50% 60% 70% 80% 90% 100% 
Not at al1 Completeiy 
confident confident 

15. How confident we- you that you muld pu& or puil an object before vour back 
in-? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aii Completeiy 
confident confident 

please go to nut questionnaire 



ID Number 
This questionnaire mks g-1 and specific questions about your back condition and your habits. 
It wil1 be used to describe the participants in the study, agf specific individuals. 

1. 

2. 

3. 

4. 

5. 

6, 

7. 

8. 

9a. 

9b. 

10a. 

lob. 

1 la. 

How old are you? (Y-) 

Are you Malt or F d e  ? 

What is the highest level of formai ducation that you have complaed? 

Are you cumntly mamed or cohabitating? Yes No 

How long ago did your prcsait back injury/pmblem begin? (number of weeks) 

Describe how yow iqjury/pmblem occurred. 

How long ago did you start this program? (number of days) 

Have you attended mis type of program betore? Yes No - 
Are you currentiy taking medications (pills) for your back and/or Ieg pain? 

Yes - No - (If No, go to question 10a) 

If "yes", what meàications (pilb) are you taking? How often? 

- 

Do you have aay other hedth problems? Yes - No - (If No, go to question 1 la) 

If "yes", describe your other health problems. 

Have you had any previous bock injury(ies)? Yes No - (If No, go to question 12a) 

please go ro n a  page 



I lb . If 'y&, how h g  .go was(were) this (these)? 

1Za. Have you ever h d  surlag(ies) for your back? Yes No (If No, go to question 13a) 

12b. If "yesw , how h g  ago was (were) ihis (these)? 

13a. Prior to your injury, did you amcise or play sports at least once per weW 
YS - No - (If No, go to Question 14) 

13b. If " yes", lût the typs of ex& or spat(s) you did? How o€ten? 

14. Which of the foiiowing statements best describes your involvement in physical advity or 
exercise prior to vour iniury? Please check only one. 

1 did not exeecise and 1 w a  not interested in doing so.- 
I did not exercise but 1 was seriously thinking about starting in the nez future.- 
1 exercised some, but not regular1y.- 
1 exercised regularly (3 or more times per week for 20 rninuts or more each the) .  - 

Any comments about your involvemmt in phpial activity or a-? 

15. To what extent do you worry that the exercises in tm program will worsen pour 
injuqdpain? Circle the number on the scale. 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not Extremel y 
Worried Worried 



16. S i  jour iqjury to what extent have you rrntmd yom usuil aetiritis in each of the 
following ueas? If you do do an activity, put (m~applicabk) beside the scaie. As you 
rate each activity, think of how you are (0d.r. Circle the mimba on the s a l e  for each question. 

a) Sleeping Patterns 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
Al1 Resumption Resumption 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
Al1 Resumption Resumption 

C) SelbCare (e.g., washing, dressing, etc.) 

0% 10% 20% 30% 4096 50% 60% 70% 80% 90% 100% 
Not At Modetate Complete 
AI1 Resumption Resumption 

d) Light Household Choces (e.g., doing dishes, malring beds, preparing me&) 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
Al1 Resumption Resumptioa 

e) Hewy Household Chores (e-g., yardwork, cleaning windows, dobg laundry) 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 10096 
Not At Moderate Complete 
Al1 Resunption Resumption 

f )  Shopping 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
Al1 Resump tion Resumption 

g) Sodalizing W~th Family and Frimds Inside Your Home 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
Ail Resumption Resumption 

h) Sodalizing With Famiiy and Fricnàs Ouiside Your Home 

0% 1096 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Modetate Complete 
All Resumpption Resumption 

please go to nurr page 



i) Travelling (In Cars, Buses, &c.) For Les TllM 30 Minutes 

OR 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
Al1 Resumptïon Resump tion 

j) Travelling (In Cars, Buses, etc.) For Langer Thm One Elour 

0% 1096 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
Al1 Resump tion Resumption 

k) Engaging In Your Usual Recreational Activities 

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
Al1 Resumption Resumption 

1) Engaging In Your Usual Paid Employment 

0% 1096 2096 30% 4û% 50% do% 70% 80% 90% 100% 
Not At Moderate Cornplete 
AI1 Resurnption Resunrption 

17. Prior to this injury, what type of work did you do? 

18. H o w  long have you been in your present job? Specify years and months. 

19a. Are you working now while attending the program? Yes No - (If No, please go to 
question 20) 

19b. If 'yes", how many hours per day are you working? - (houn) 

19c. If "yesw, are you working at the same job you did before your injury? Yes - No - 
20. Given the type of work that you do and the nlationship wlth your su-so and coworkers, 

overall how satbfied are you with your job? Please circle the numbet on the scale. 

OR IO% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderately Completel y 
Ai1 Satisfied Satisfied Satisfieû 

pleare go to next page 



21. How long do you fiin4 it wiU be before you are pbysicalIy able to retum to work on a fuïl 
time basis? Please check only one. 

les  than 1 week - 
l to2weeks-  
2to3weeks- 
3to4weeks- 
more than 1 month - 
more than 3 months - 
more than 6 mnths - 
uniikely to retum - 

22. How confident are you that you wül be able to imporc to your preinjury level? Please citcle 
the number on the scale. 

0% 0 20% 30% 40% 50% 40% 70% 80% 90% 100% 
Not At Al1 Completely 
Confident Confident 

23. How codent  are you that this program will be baieficiai in heIping you to impme to your 
preinjury level? Please circle the number on the scaïe. 

0% 10% 2096 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Al1 Completely 
Confident Confident 



ID Number 

Iiistructions 
Listed below are a number of statements concerning personai attitudes and traits. Read each 
statement and decide whether the statement is TRUE or FlUSE as it peitains to you 
pecsonaiiy @&y. Please arcle whether the statement is TRUE CD or FALSE 0. 

1 like to gossip at times. 

There have been occasions when 1 have mke!n advantage of somme. 

I'm aiways willing to admit it when 1 make a mistalte. 

1 sometimes try to get even rather than forgive and forget. 

At times 1 have reaiiy insistai on having things my own way. 

1 have never been irked when people expressed ideas very different 
fiom my own. 

1 have never deliberately said something that hurt someone's feelings. 

TRUE 

T 

T 

T 

T 

T 

T 

T 

please go to nexr questionnaire 



ID Number 
Instructions 
PIease circle the number on the scale which best d e s c r i i  the extent to which you agree or disagree with each 
statement as it applies to you @day. 

1 2 3 4 5 
Strongl y Moderately Neither Mdemtely Stmngly 

Alme Ag= Agree Nor Disagree Disagree 1 
1 have excellent reflexes. 

1 am not agile and gracefui. 

1 am carely embarrassed by my voice- 
My physique is rather strong. 

Sometimes I do not hold up well under stress. 

1 can't run h t .  

1 have physicai defectp that somaimg bother me. 

1 don? feel in control wben 1 take tests of physical 

dextecity. 
1 am never intimidateci by the thought of a s e d  
encounter. 
People think negative things about me because of 
rny posture. 

1 am not hesitant about disagreeing with people 
bigger than me. 
1 have poor muscle tone. 

1 take little pride in my ability in sports. 

Athletic people usually do not receive more 
attention thau me. 

1 am sometimes envious of those better 
100 king than my self. 

Sometimes my laugh embarrasses me. 

I am not concerneû with the impression my 
physique makes on others. 
Sometimes 1 feI uncomfortable shaking han& 
because of my han& are clammy. 
My speed bas helped me out of some tight spots. 

1 find that 1 am not accident prone. 

1 have a strong grip. 
Because of my agility, 1 have been able to do 
things which many others fould wt do. 

plcare go to n a t  questionnaire 



Instructio~ 
When your back hurts, you may find it diBicuit to do some of the thiags you normaîïy do. This 
list contains some sentences that people have used to descn'be themselves when they have back 
pain. When you read them, you may fhd that some stand out because they describe you today. 
As you read the List think of yourseif-. Whea you nod a sentence that describes you yppSy, 
put a tick against it. If the sentence d a s  not describe you, then ieave the space biank and go 
on to the next one. Remember, only adr (4) the sentence if you arc sure that it describes you 
todav. 

1 stay at home most of the time because of my back.( ) 

I change position frequently to try and get m y  back cornfortable.( ) 

1 w a k  more siowly than usuai because of my backe( ) 

Because of my back, 1 am not doing any of the jobs that 1 usuaily do around 
the house.( ) 

Because of m y  back, 1 use a hancimil to get upstairs.( ) 

Because of m y  back, I Lie down to rest often.( ) 

Because of my back, 1 have to hold on to something to get out of an easy chair.( 1 
Because of my back, 1 try to get other people to do things for me.( ) 

1 get dressed more siowly than usuai because of my back.( ) 

1 oniy stand up for short periods of time because of my back.( ) 

Because of my back, 1 try not to bend or kneel dome( ) 

1 fhd it difficult a> get out of a chair becaur of my back.( ) 

My back is painfbl almost all of the tirne.( ) 

1 find it difficult to tum over in bed because of my back.( ) 

My appetite is not very good because of my back.( ) 

1 have trouble putting my socks (or stockings) on becaur of my back.( ) 

1 oniy walk short distances because of my badc pain.( ) 

1 sleep less weii because of my back.( ) 

Because of my back pain, 1 get dresseci with help h m  someone else.( ) 

1 sit down for most of the &y becaur of my back.( ) 

1 avoid heavy jobs around the house because of my back.( ) 

Because of my back, 1 am more irritable and bad tempe& with people than usuai.( ) 

Because of my back, 1 go upstairs more siowly than usual.( ) 

1 stay in bed most of the time because of my back.( ) 

p k e  go to nat qwtiomire 





1. Please describe the client's lm1 of ph* conàitioning fôr each of the following. 
C h l e  the number on the d e .  

a) How would you rate this client's endurance to paform fiinctional activities? 

b) How would you rate this client's muscie m g t h  to perform functional activities? 

0% 10% 20% 30% 4096 50% 60% 7096 8096 9096 100% 

c) How would you rate this client's cange of motion to perform functional activities? 

0% 10% 2096 30% 4096 50% 60% 70% 80% 90% 100% 

ci) How wouid you rate this client's locomotion to paform functional activities? 

0% 1096 2096 30% 40% 50% 60% 70% 80% 90% 100% 

e) How would you rate this client's o v e d  abïlity to pedorm functional activities? 

0% 1096 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Co mpletel y Completeiy 
UnabIe Able 

2. Was the above phpsical assessrnent completed by yourself ? or 
another staff member .? 
If completed by another staff member, specify 

3. How confident are you that this client aül be able to impmve to hisher preiqjury 
level through participation in the program? Chie  the number on the scale. 

0% 1096 20% 30% 40% 50% 6096 70% 80% 90% 100% 
Not At AU CompIetely 
Confident Corifident 

4. How motivated do you think this client is to participate f d y  in the program? Circle 
the number on the scale. 

0% 10% 20% 30% 4096 50% 60% 70% 80% 90% 100% 
Not At All Completely 
Mo tivated Motivated 

p l a z r e t P = w  



5. How long do you thuik it WU be before this client is able to iehirn to work on a full 
time ba&? Please check ody one. 

less than 1 week - 
Lto2weeks- 
2to3weeLs- 
3to4weelo-  
more than 1 month - 
more than 3 months - 
more than 6 months - 
uniikely to r e m  to work hill time - 

6. If you think that this client wiU mt be retuming to work, why not? 

7. Are there any comments or qualiFicaüons on the above ratings that you would like to 
make? 



C h t  Questionnaires At Foilow-Up - Validïty Phase 

Functional Abilities Confidence Scale 

Madowe-Cmwne S d e  

Physical SeiGEfficacy S d e  

Roland Sickness Impact Profle 

Clients' Ratings At Discharge 



ID Number 

Insmct io~  
We wouïd iike to know how conf~dent you are that you can do things such as sitting in a 
chai.. or seat for as long as you want or need to (item tl). Usuig the O to 100% rating d, 
if you feel you annot sit for any length of t h e  you might rate this item as 0%. Or if you 
feel totaily confident that you are able to do this activity you might rate this item as 100%. 
C h l e  the number on the sclle that best describes your kvel O€ coddence that you could 
perform the activity, regaràiess O€ pain and discomtort that you may have. If you do not 
do an activity, e.g., go on a bus, please rate how confident you would be physïdy if you 
bad to do these thiap. 

Part 1 
Please rate each item accoràing to how confident you are that pou can do these thin@ 
todav. C i d e  the number on the seple €or each question. 

How adident are you that you can sit in any type of chair or seat for as long as you 
want or need to? 

0% 10% 2096 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completely 
confident confident 

How confident are you that you can stand for as long as you want or need to? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

How conMent are you that you can waik as long as you want or need to? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at a i i  Completely 
confident confident 

How confident are you that you can climb up and d o m  staVs? 

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

How confident are you that you can get up and dom nom a sofa or chair? 

0% 10% 20% 30% 4096 5096 60% 70% 80% 90% 100% 
Not at ai l  Co mpletel y 
confident confident 

m i F J m ? J f = w  



I l .  

How confident are you that you can get in and out of a car W o r  bus? 

0% 10% 20% 3096 40% 50% 60% 70% 80% 90% 100% 
Not at a l l  Completely 
confident confident 

How confident are you that you can sleep comfortably? 

0% 10% 2096 30% 4û% 50% 60% 70% 80% 90% 100% 
Not at al1 Completely 
confident confident 

How d d e n t  an you that you can mach abme your head? 

0% 10% 20% 30% 40% 50% 60% 7096 80% 90% 10096 
Not at a l l  Completely 
confident confident 

How confident are you that you can bend dowu and return to a standing position? 

0 O 20% 30% 40% 50% 60% 70% 80% 90% lOO% 
Not at a i l  Completely 
con fiden t confident 

How confident are you that you can lmeel dom and r e m  to a standing position? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 9096 10096 
Not at aU Completely 
confident confident 

How confident are you that you can camy a mail box? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at ail Completeiy 
confident confident 

How confident are you that you can carry a ïarge box? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aü Completely 
confident confident 

How confident are you that you can üfk a box €rom a table? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aü Completely 
confident confident 



Eow confident are you that you can Ut a box fiwm the floar? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 9096 100% 
Not at aU Completely 
confident confident 

How confident are you that you can push or pull an object? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at a i l  Completely 
confident =&dent 

Part 2 
Please rate each item again accordhg to how confident you were that you could do these 
thiogs before vour 0 . Cirele the number on the d e  for each question. 

How confident w e e  you that you oould sit in any type of chair or seat for as long as 
you wanted or needed to before ~our back iniurv? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at a i l  CompleteIy 
confident confident 

How confident w e e  you that you wuid stand as long as you wanted or needed to 
before mur back iniury? 

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aU Completely 
confident confident 

How confident weE you that you could walk as long as you wanted or needed to 
before vour back im 

. ,  
? 

0% 10% 20% 30% 40% 50% 6096 70% 80% 90% 100% 
Not at all Completely 
confident confident 

How confident were you that you could climb up and down stairs bfore ymr back 
ini ury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

P G S r a e g o ~ ~ P i w  



5. How confident w g ~  you that you could get up and down fiom a sofa or chair beforc 
vour back iniury? 

0% 1096 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at dl Completely 
confident confident 

6. How confident w m  you that you could get in and out of a car andor bus k f o s  
vour back iniury? 

0% 10% 2096 3096 40% 50% 60% 70% 80% 90% 100% 
Not at aU Completely 
confident confident 

. * 
7. How confident weR you that you muld sleep comfortabLy bfore vow back iniuq? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At AU Completely 
Confident Confident 

8. How confident weR you that you oould reach above your head kfore yout back 
iniury? 

0% 10% 2096 3096 40% 50% 60% 70% 80% 90% 100% 
Not at aU Completeiy 
confident confident 

9. How confident w e e  you that you couid bend down and retum to a standing position 
before m u r  back iniurv? 

0% 10% 2096 3096 40% 50% 60% 7096 80% 90% 100% 
Not at all Compietely 
confident confident 

10. How confident w e E  you that you could kneel down and return to a standing position 
before vour back iniuly 

. . ? 

0 10% 2096 30% 4096 50% 60% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

11. How confident you that you could earrg a smalI box bfore y u r  back in-? 

0% 10% 20% 30% 4096 50% 60% 70% 80% 90% 100% 
Not at al1 Comple tel y 
confident confident 

please go to neu page 



12. How conMent weG you that you couid carry a large box bfore vour back iniury . .  ? 

0% 10% 2096 30% 40% 5096 60% 70% 80% 90% 100% 
Nor at ail Comple tely 

confident 
confident 

13. How confident w q  you that you could liCt a box fran a table bfore vour back 
iniwy? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at all Completely 
confident confident 

14. How confident w e ~  you that you couid lift a box fmm the ilaor kfon vour back 
injury? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not at aii Cornpletely 
confident confident 

15. How confident w e ~  you that you could push or pull an object before vour back 
inium? 

0% 10% 20% 30% 40% 50% 6096 70% 80% 90% 100% 
Not at all Completely 
confident confident 



ID Number 

Listed below are a number of statements concanuig pcrsoarl attitudes and traits- Read each 
statement and decide whether the statement is TRUE or FAUE as it pertPiirp to you 
peaonalIy. Please circle whethet the statement is TaUE O or FdLSE 0. 

1. 1 like to gossip at times. 

2. There have been occasions when I have taken advantage of someone. 

3.  I'm always willing to admit it when 1 make a mistake. 

4. I sometimes try to get even rather than forgive and forget. 

5.  At times 1 have reaiïy insisted on hamg things my own way. 

6 .  1 have nwer been irked when peupIe expressed ideas very different 
from my own. 

7. I have never deliberately said something that hurt someone's feelings. 

TRUE 

T 

T 

T 

T 

T 

T 

T 

FALSE 

please go to neu questionnaire 



ID Nwnber 
Instructions 
Please circle the amber on the scak which best descrii  the ment to which you lgne or disagree with each 
statement as  it applies to you W. 

II Moderatdy Neither 
AS= Agree Nor Disagree Disagree 

II Disagree 1 

1 have excellent reflexes. 
1 am not agile and graceW. 

I am rarely embanassed by my voice. 
My physique is mher strong. 

Somerimes I do not hold up well unâer stress. 
1 can't nin fiut. 

1 have physicai defects that sometimes bother me. 
1 don't feei in conmi when 1 take tests of physical 
dextenty . 
1 am never incimidated by the thought of a semai 
encounter. 

People think negative things about me because of 
my posture. 

1 am not hesitant about disagreeing with people 
bigger than me. 

1 have poor muscle tone. 

I take littie pcide in my ability in sports. 
Athtetic people usually do not receive more 
attention than me. 
1 am sometimes envious of those better 
loo king than mysel f. 

Sometimes my laugh embarrasses me. 
1 arn not concerned with die impression my 
physique makes on others. 
Sometimes 1 €el  uncornfortable shaking han& 
because of my bands are clammy. 
My speed has helped me out of some tight spots. 

1 find that 1 am not accident proue. 
I have a strong grip. 
Because of my agiiity, I have been able to do 
things which many others could not do. 



232 

ID Nwnbet 
 instruction^ 
When your back hurts, you may thd it difficult to do some of the things you normally do. This iist 
contains some sentences that people have used to desmi themselves d e n  they have badc pain. 
When you read them, you may find that SOUE stand out beesue they describe you today. As you 
read the list think of yourself May. When you cead a sentence that describes you Ipdpy, put a tick 
against it. If the sentence doa  not dascribe you, thcn iave the spaœ biank and go on to the nut 
one. Remember, oaly tick (0 the sentence if you are sure that it d e s a h  you Way. 

1 stay at home most of the tïme because of my ba&( ) 

1 change position frecpently to try and get my back &ortable.( ) 

1 walk more slowly chan usual because of my back. ( ) 

Because of my back, 1 am not dohg any of the jobs that 1 usualiy do around 
the house.( ) 

Because of my back, I use a hancirail to get upstairs.( ) 

Because of my back, 1 lie down to r a t  o h . (  ) 

Because of my back, I have to hold on to something to get out of an easy chair.( ) 

Because of my back, 1 try to get other people to do diiags for me.( ) 

1 get dressed more slowly than usual because of my back.( ) 

I only stand up for short periods of time because of my back.( ) 

Because of my back, 1 txy not to bend or kneel down.( ) 

1 find it difficult to get out of a chair because of my back.( ) 

My back is painhl alrnost al1 of the the . (  ) 

1 find it difficult to tum over in bed because of my back.( ) 

My appetite is not very good because of my back.( ) 

1 have trouble putting my socks (or stockings) on becaise of my back.( ) 

I only walk short distances because of my back pain.( ) 

1 sleep less well because of my back.( ) 

Because of my back pain, I get dressed with help €rom someone else.( ) 

1 sit down for most of the day because of my back.( ) 

1 avoid heavy jobs around the house because of my back.( ) 

Because of my back, 1 am more irritable and bad temped with people than usual.( ) 

Because of my back, 1 go upstaüs more slowly than usual.( ) 

I stay in bed most of the time because of my back.( ) 

pleme go ro next quesiomire 



How confident are you that you have impved to yoor prciqjury Iwd? Please cucle the 
number on the scale. 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At All Compietely 
Confident Confident 

Sinœ your fqjury, to what extent have you resumcd your u s d  adlnties in each of the 
following anas? If you do do an activity, put (mn-appücaôle) beside the sde.  As you 
rate each activity, think of how you are -. Ckcle tbc muabet on the scaie for each question. 

a) Sleeping Patterns 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate CompIete 
AI1 Resumption Resumption 

0% 10% 2096 3096 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
Al1 Resumption Resumption 

c) Self-Care (e.g., washing, dressing, etc.) 

0% 10% 2096 3096 40% 50% 60% 70% 80% 9096 100% 
Not At Moderate Complete 
Al1 Resumption Resumption 

d) Light Houschold Chons (e.g., doing dishes, makhg beds, preparing m d s )  

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
All Resumption Resumption 

e) Heavy Househoid Chores (e.g., yardwork, cleaning wirdows, doing laundry) 

0% 10% 20% 30% 4096 50% 60% 70% 80% 90% 100% 
Not At Moderate Cornpiete 
AI1 Reswnption Resumption 

£) Shopping 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
Al1 Resumption Resumption 

please go to next page 



g) Sociaüzing Witb FamiIy and Frîends uat& Your Hime 

0% 10% 20% 30% 40% 50% 4046 70% 80% 90% 100% 
Not At Moderate Coq le t e  
AI1 Resumption Resumption 

h) SocialiPng With Family and Friends Outside Y- H' 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 10% 
Not At Moderate Cornpiete 
Al1 Resumption Resumption 

i) Travelling (In Cars, Buses, etc.) For IRfS Than 30 Minutes 

0% 10% 2096 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
AI1 Resumption Resumption 

j) Travelling (In Cars, Buses, etc.) For Longes Than One H e  

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Complete 
Ml Resumption Resumption 

k) Engaging In Your Usual Recreational Adivitim 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Cornplete 
Al1 Resumption Reswnption 

1) Engaging in Your Usual Paid Employment 

0% 10% 20% 3096 40% 50% 60% 70% 80% 90% 100% 
Not At Moderate Cornpiete 
Al1 Resumption Resumption 

3. How confident are you that you are now physically able to retwn to full time work? Cucle the 
number on the scale. 

0% 10% 2096 30% 40% 50% 60% 70% 80% 90% Mû% 
Not At AU Completeiy 
Confident Coni5dent 

4a. Are you currently taking medications (pllls) for your back andlor leg pain? 

YS - No (if No, go to question !5) 
pleuse go to nexr page 



4b. If "yes", what meàkatf011~ (pilk) are you taking? How often? 

5. Do you think your back condition bas changed since you started the program? Check 
YES if you thinlt that it is better or n o m .  QKck NO if you think tbat it is the m e .  

YES_ us it bean -? or wom ? )  
No - (About the same) 



Thank you for participating in tbis study. Do you have any questions or comments about this 
study? Please feel fiee to give us your i m p d o n s .  

We are thinking of conducting a Coiiow-up phase to this study. We are interested in what 
happens to clients lih you who have participated in these types of program. 

We would appreciate it if you wouid consider the possibility of participating in a foïlow-up 
study. At some point, a few months M m  now, we may be contacting you by either phone or 
mail. An interview or questionnah sîmilar to what you have just completed but much shortet 
would be Ïnvolved. Remember, by providing your name, you are simply indicating your 
wiliingness to $onsider such an interview. If you are contacted, and it is not convenient for you 
to £il1 out the questionnaire, you can always decline at that time. 

If vou should move, is there a f d y  member or a close fiïend that we can contact to obtain 
your address or phone number? Yes No- 

PhoneNumber 

lhank you for pom0cipating in this sndy 



CiinieiPn Questionnaire At FoUow-Up - Vau- Ph- 

Discharge Assessrnent 



ID Number 
Discnarge Asscssment 

1 Please describe the ciient's Ievel of physical conditionhg in each of the following. 
Circle the number on the scale. 

a) How would you rate this client's endurance to perform fimctionai activities? 

0% 10% 2096 30% 40% 50% 60% 70% 80% 90% 10096 

b) How would you rate this client's mirsel stmngth to pafonn fiinctional activities? 

C) How would you rate this client's range of motion to perforrn fiuictional activities? 

d) How would you rate this client's locomotion to perform functional activities? 

0% 10% 20% 30% 40% 5096 60% 70% 80% 90% 100% 

e) How would you rate thïs client's overaii ab'ility to perform functional activities? 

0% 10% 20% 3096 40% 50% 60% 7096 80% 90% 1 0 %  
Completely Completely 
Unable Able 

2. Was the above phygcal assessrnent completed by yourseIf ? or another staff 
member ? If by another staff mernber, specify 

3. Now that the client has been through some or aîl of the program, how would you rate 
hisfher extent of participation? Circle the number on the scaie. 

0% 10% 20% 30% 40% 50% 60% 7096 80% 90% 100% 
Did Not Participate Fully and 
At AU Completely 

Participated 
4a. Did the client complete the program? Yes - No - 
4b. Indicate the number of sessions that this client completed. 



4c. If "no', what was the nason fhar this client did not complete the pro-? 

What was the date of the dipebprLe assesment? 

6. What wouid you rccoimamd for this client? Please check only one. 

R e m  to u~esûicted work 
R e m  to restricted work - 
Refer to the Regional Evaluation Cena - 
Other - Please Specify 

7. Do you t h i .  that this client's back condition bas ehuiged since the start of the program? 
Check YES if you think that it bas impmved or deteriorated. Check NO if you thuik 
that it is the same. 

YES Vs it improved ? or deteriorated ?) 
NO - (About the same) 

8. Are there any comments or quaürcations on the above ratings that you would iike to 
make? 



Education 
Elementsry School (soiw or ail) 
High School (somc or dl) 
CollegeNnivemity (sacm or ail) 

Time S i  Iqiury (weeks) 
h g e  

Revious Back *ury Ys 
No 

Curreiit Working Statirs* Worlring 
Not Working 

Participation In ExercidSports 

Involvenent In Pbysicai Adicity 
did not ewrclse 
did nor cxetclse b u  war thinking of 

srarting 
exercisd s o m ~  but nor regutmty 
exetcised ngulmly 



Marital Sta- Married/Cohabitating 
Not Mnmed 

I 

Time Since Current *ury (w#lrs) 
m g =  

Attended S i  Pbgmm Mo- Yes 
No 

Medication Use Yes 
No 

- -- - - -  - - 

Current Wodc Status Workiag 
Not Workiag 

Participation In Exerase/Sports 
Yes 
No 

- - - - - 

Involvement In Physicai Activity 
did not eu?rcWe 
did not excfcije but wrrr thinking of stming 
enereked SOM but mt regrrlatly 
enercised reguk#ly 



APPENDIX K-2 

Cbaroderisa'cp of Revioam Attcnàers Vams New Attendess 

Marital Status MOmedlCohabitating 
Not MlVCjed 

T h e  Since Injury (a) 
b 8 e  

Previous Ba& ïï@q- Yes 
No 

Medication Use Yes 
No 

Other Eeaith Roblems Yes 
No 

Current Wotk Status Wotking 
Not Wocking 

Participation In Exercise/Sports4 
Yes 
No 

- - - - - - - 

InPolvernent ui Physicaï Adivity 
did not exetcire 
did nor ererde but wpr thinking of stmtrng 
exercised somc but mt reguùuiy 



Item-Totai Corrolritions and Chaaga in A i p h  For tbt Ciacnt FACS 

Wh Deleted Variable 

Q4 climb up and down staim 

Q5 get up and downjbm sofa/nhair 

Qd gis in and out of aw/btu 

Q7 s h q  

QareacfiabowM 

Q9 bend &wn 

QI0 kneet down 

Correlrition With 
Toel 

0.80 

0.83 

0.79 

0.76 

0.64 

0.82 

0.83 

0.95 

0.95 

0.95 

0.96 

O.% 

0.95 

0.95 



- - - - - - - 

Q1 sir 0.88 

Q2 s r a d  0.90 

43 wu& 0-89 

Q4 climb up and &wn stairs 0-87 

Q5 gct up anà down fivlm sufolahair 0.87 

Q6 get in and out of carfius 0.94 

47 slcep 0.75 

Q8 reach abow h e d  0.90 

-- - 

Qn C m  MC 0.93 

QU 113 k f i m  tdk 0.91 

QI4 lifi bat fiom flaar 0.9 1 .. 
QI5 push or pull object 0.94 



Item-Total Cocreiatioas and Cbuigei rii Alpùa For tôe RADL 

Deleted Vdabk Corrdrtioa With ai* 
Total 

1 Qi wawlling /or ius than 30 minuta 0.62 0.88 









APENDIX N-1 

Factor Anal* of t& Currait FA= 

C\irrrnt FACS 

-- 

QI sif 0.30 

Q2 s t d  0.24 

43 walk 0.34 
r 

Q 4 c W  u p d d o w n s r a i n  6.61 
i. 

QS g a  up ord duwn fiam chairhofa 0.69 
r 

Q6 get in and out ofcarlbus 0.64 

wsrccp 0.55 

Q8 mach abow head 0.64 

Qsocndhwn 0.74 

010 kneel h n  0.78 



- - - - -  - 

QI si? 0.60 0.68 

Q2 srand 0.54 0.75 . 
Q3 walk 0.48 0.80 

Q6 get in and out of adbrrr 0.59 

47 slcep 0.39 

Q l l  cmry smuü box 0.75 

Qu h W  0.82 

QI5 push or pull objett 



Qc seI$-care 
1 

Qd liglu &ores 

Qe heavy ahores 

Qf shopping 

Qg soctCtalrUng 
inri& home 

II Qh sociatizing 
ourside home 

II Qi mvelling 
<30 minutés 

II Qi travelling 
> 1 hour 

Qi paid 
empluyment H 



Deleted Variribk Cordation WiîhTotai Ai* 

FACTOR 1 

QS get up and &wu j5vm sqfd* 0.85 0.95 

Q6getinandoutof wibw 0.80 O.% 

Q7 slccp 0.77 O.% 

Q9 bend down 0.83 0.95 

QI0 kneel &wn 0.85 0.95 

QI1 cany smuff bax 0.79 O.% 

QU cnny hrge bar 0.72 O.% 

QW fifl box/iom iobk 0.82 0.95 

0.87 0.95 

QI5 push or pull abject 0.79 O.% 

FACTOR 2 

Ql sir 

Q2 stand 

Q3 waik 

Q4 ciünb up and &wu sîWs 

Q7 skep 

0.65 

0.83 

0.84 

0.76 

0.72 

0.90 

0.87 

0.86 

0.88 

0.89 



Q9 bend down 1 0.90 1 0.98 

' Deleted Variable 

FACTOR 1 

Q14 fvt box fronr floor 0.94 0.98 

QI5 p& or pua object 0.95 0.98 

FACTOR 2 

QS get up a d  &un /ian sofa/chaÙ 0.90 0.9'7 

Q6 gef in and out of caribus 0.94 O.% 

Q7 sieep 0.78 0.97 

Corrdrtion With Tarl A& 



FACTOR LOADING MATRIX 1 

Deleted Variable Codatioa With Total 

FACTOR 1 

- -- - - 

Qc seI/- 

Qg socialidng with fircrrds insidc home 

Qh s o ~ g  with Hnds oulsfdc home 

Qi hrrveüing for &ss than 30 minuies 

FACTOR 2 

0.62 

0.75 

0.78 

0.63 

Qd light household d o n s  

Qe hecrvy househoM d o n s  

Qf shopping 

Qk rccmarionai octipiriCs 

FACTOR 3 

0.67 

0.77 

0.71 

0.62 

Qi imveiüng for &s riion 30 minutes 

Qj mveüïng for mon than onc hour 

Ql engagiag in poZd cniplogrncnt 

0.46 

0.68 

0-38 



ltan-Totai Cocdatiom For the RADL 
For Croup@ O€ Item Tbat h d e à  Eigbcst Ont0 the Foct~s 

FACTOR LOADJNG MaTRIX 2 

Weted Variable 

FACTOR 1 

11 FACTOR 2 1 1 1 

Qd light househoU &oms 

Qe heavg househoId &oms 

Qf shopping 

Qk rtcc~coriad aCnvilifCs 

Qi tmvelkïng for iess than 30 &utcJ 0.63 0.77 

FACTOR 3 

- - - - 

COCtdltioaWitbTotal 
- - - - - - - 

Alpha 

0.67 

0.77 

0.71 

0.62 

0.82 
4 

0.78 
1 

0.80 

0.84 

Qa sleeping 

Qb seruai aciivirSts 

1 

QI engaging in poid entpioyme~ 
- 

0.59 

0.63 

FACTOR 4 

Qj truveUng for nion &un one hour 

0.76 

0.73 

Qh sot5idühg with jWndr ouisi& home 

0.48 

0.69 

1 
0.66 I 



APPENDIX P-l 

Item-Total Coht ions  and Cbaages In Aipba For the Roiand Sckmss Impact Profile 

Q4 not &hg jobs mund house 0.39 0.83 

QS me hondclpii to get upslcrirs 0.51 0.82 

QS get ofhem ro & thingr 0.28 0.83 
L 

0.53 0.82 

QI6 mu& purtfrg on so& 

QI7 on& wa& short &&ances 

QI8 sleep Ccss weU 

1 

0.48 

0.58 

0.42 

Q22 irdtablc und bad tempercd 

QU go upslriim slow& 

0.82 

0.82 

0.82 

Q21 anld hrtqy jobs m u &  house 

0.07 

0.6 1 

0.21 

0.84 

0.82 

0.83 



Fmqyeacy oCRoiand SicknesP Impact Rdik Itms Tb4t Wert Ticked At 
Basdine and Fob-Up 

QI stay at home 

Q2 change psirion 

43 w u k  mots slow& 

Q4 riot &hg j d s  mund house 

1 Q8 get othem to & aAhgs 1 38 (40.4) 34 (36.2) 
I 

Qs d m  norit s&w& 67 ('71.3) 43 (45.7) 

QI0 stand up for short perùxb 60 (63.8) 40 (42.6) 

( Qll 9 no* *O kd or &neel 

QlS appetite not g d  

020 sil &wn most of &v 







Q1 sfcrg ut honte (H) 4.51 

Q2 change p a n  (D) 4.70 

43 waik ntom slow@ 0) 4.71 

Q4 n a  &hg j'obs 0 1 l p d  house (H) 4.15 

Q5 use Randrail #O get up- @) 4.77 

47  hou on to get out of cltoir (D) -0.76 

QS get othem to do things 0 -0.39 

Qs h?ss mom slow& 0 4-72 

Q l O  stand up for short periorli @) 10.29 

- 
7 

- - - -  

Q i z  duficd to get out of ch& @) 4.75 4-17 -0.02 0.08 

Ql3 painfd h s t  ail of t h e  0 -0.43 0-22 0.02 O. 14 

QI4 difficuct ta twn over in bcd (D) 4.4 O. 15 0.15 0.08 

QI5 appeiiîe not good 0 -0.16 
1 

QI6 mubk pu#ing on JO& 0 -0.65 

QI7 only waik shott clistrrnces @) 4.56 

QI8 s k p  bss weU @) 4.51 

Qî9 dnssed with help 0 -0.38 0.27 

Q20 sir down most of &y @) -0.00 0.21 

1 Q22 i W &  and ôad tmptmd 0 0.22 0.44 



Q 

Clients' EnpcrEPtions At Eatry 

How confident are you tha  thW program wiU be 
benefcial in hek'ping p u  to hprove ro pur 
preinjury h l ?  

k g e  

How h g  do p u  zhink it wiU ùe bcfore p u  am ab& 
to return to work on ahi l  t h e  b a t ?  

lèssrhm1 weok 
I f o z w u k t  
2to3wNkr 

3 t o 4 w c e k r  
mon? than f month 
more than 3 months 
more than 6 nwnths 
unlikeiy to retun 

Study 
hpoub 
(n = 10) - - (ml 
M 

Frcquaicy 
(Percent) 



Wm the assessment of the c l i c n t . S ~ i o n o l  abiJity 
campfdcd by p m e p  

How confident am p u  that this client will be able to 
irnprove ta hbhcr  pm-njwy h l  through 
participation in the program? 

Rmge 

How motivared do you think th* client i& ta 1 
panicipate fil& in -the pmgram? 

Range 

How long do you think it WU bc More thir client is 
able to retun to work on a m  rime hi$? 

0 less than one wed 
O 1 to 2 weeb 

S t 0 3  weekr 
3 tu 4 weeks 

0 more than I mortlh 
0 more than 3 monthr 

more than 6 months 
unlikiy #O ntun 
N/A (alnahy wonking) 



How confident an p u  thclt you haw i m p r o d  to pur 
preinjury h l ?  

l 
l M g e  

Haucanfiduttanyuu t ~ y o u a r e n o w c r b & t o r c t u m  
ro fil1 time work? 

Mge 

Medication Use 
Ys 
No 

Do you think that pur bu& wndùion har ahangai 
since you startcd the progrm? &ak ES ryou think 
thar if is betrer or worse. Check NO if p u  ihink t h  it 
is the same. 

ES ben- 
* worse 

NO (no change) 
- - 



War the 4sscssment of the diènt.Sjhuional obi&& 
cumpIcred by putseIf2 
complaad by anothcr stqfmanbcr? 

Now that the cfiew har bcur througii some or id of 
the progrm. how wouH you rate h k h e r  extent of 
panin'pation ? 

R=ge 

Did the client compltrc the progrm? Yct 
No 

How many sessio~ did the climt aomplac? 
k 8 t  

Do you think t h  thts client's back condition har 
changed sina the statt of the progrm? Check 
fyou think that it has h p m d  or &enoratcd, 
Check NO fyou think that it is the same 

ES. kner 
0 wome 

NO (no change) 



Charaderistics OC Subjects Wbo Were Rc#wmcnded To Rehm To Worlr Versus Unabk To ReLuin To Wock 
(n=93) 

Previous Ba& Surgery Yes 
No 

Age 
m e  

Sex Males 
F e d e s  

Marital Status Manied/Cohabiîaîing 
Not M&ed 

Education EIementary School (some or all) 
Wigb School ( son or all) 
CoiiegeNnivCfSity (some or dl) 

Time Since Wury (-hi) 
Rarige 

Revious Back mury Yes 
No 

Attended Similar Program M o r e  Yes 
No 

Medication Use Yes 
No 

37.4 (10.9) 
21-61 

27 (84.4) 
5 (15.6) 

25 (78.1) 
7 (21.9) 

2 (6.3) 
20 (62.5) 
10 (31.3) 

7.6 (13.6) 
1-50 

19 (59.4) 
13 (40.4) 

10 (31.3) 
22 (68-8) 

- - - - - pp 

Other Health h b l e m s  Yes 
No 

36.8 (11.2) 
19-64 

42 (68.9) 
19 (31.2) 

44 (72.1) 
17 (27.9) 

S (8.2) 
41 (67.2) 
15 (24.6) 

5.1 (10.1) 
1-52 

34 (55.7) 
27 (44.3) 

17 (27-9) 
44 (72.1) 

Current Working Status Yes 
No 

Participation In &ercise/Sports Yes 
No 

Involvernent Tn Physical Acüvity 
did not exercise 
did not aercise but was thinkàng of sîarting 
exercised some bru not regularly 
aercised regulariy 

JO b Satisfaction 
k g e  

Completed R.ogtam* Yes 
No 

* P <=O5 



II Time Since Iqjw (weeks) 

Sex Moles 
F e d e s  

Marital S t a b  M;uried/Cohabitating 
Not MPmed 

Education Elementary Schml (same or di) 
High School (some or aii) 
Coiiegeluniversity (sonre or dl) 

Previous Ba& Sucgery Yes 1 (3.1) 5 (8.2) 
No 31 (96.9) 56 (91.8) 

Medication Use Yes 19 (59.4) 46 (75.4) 
No 13 (4û.6) 15 (24.6) 

O t h e  Health Roblems Yes 3 (9.4) 13 (21.3) 
No 48 (78.7) 

25 (78.1) 
7 (21.9) 

26 (81.3) 
6 (18.8) 

1 (3.1) 
22 (68.8) 
9 (28.1) 

Revious Ba& Iiy'u~y Yes 
No 

Attendeci Smilar Ptogiam Refore Yes 
No 

Current Working Status Yes 4 (12-9) 8 (13.3) 
No 27 (87- 1) 52 (86.7) 

- - - - - - - - - - - - - - 

44 (72.1) 
17 (27.9) 

44 (72.1) 
17 (27.9) 

6 (9.8) 
39 (63.9) 
16 (26.2) 

Participation In ExerciselSprls Yes 23 (6.3) 39 (63.9) 
No 9 (28.1) 22 (36.1) 

21 (65.6) 
11 (34.4) 

13 (40.6) 
19 (59.4) 

Involvement Iii Physical Actîvity 
did not exercise 2 (6.3) 5 (8.2) 
did not efer&e but was thinking of starting 3 (9.4) 6 (9.8) 
tzrercised some but not regularly 19 (59.4) 28 (45.9) 
exercised regularly 8 (25) 22 (36.1) 

- -  - - - - 

33 (54.1) 
28 (45.9) 

14 (23.0) 
47 (77. L) 

Job Satisfaction 69.8 (26.7) 69.0 (24.5) 
Rwe 0-100 0-100 

Retwn To Wodc* Yes ( 16 (50) 1 15 (25.4) (n=59) 



MeahOvdRathgsûntheFACSandtheRADt 
For Subjcrts Who War Judgd As 

Able To Return To Work Vcrsur UarMt To Return Ta Work 

Retum To Work (n=32)* (n=32) 
57.49 (2619) 72-92 (24.1s) 

Range lt.33-lm tetm 
Unable To Return (n=60)- (n=60) 
To Work 46.74 (24-68) 57-88 (21.59) 



M e a n o v c r O U ~ O n t b t F A C S r a d ~ ~ L  
For Z'mgmn Completers vasra N4ln-Complctas 

Non-Completers 

b g e  



Gendec 

Marital Status: 

Previous Attendec 

Medication Use: 

Previous Back injury: 

Previous Back Surgery: 

Previous Exercise Paxticipation: 

Current Working Status: 

Completers: 
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