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Primary Care for Chronic Low Back Pain
as an Adjunct to Medical Diagnosis
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Abstract Objective: This study was to evaluate pain management strategies used by primary care patients with chronic
low back pain) as an adjunct to medical diagnosis before a physical therapy program. Material-Methods: A total of 68 people
were divided into 3 age groups: young people (18-44 years old), middle-aged people (45-59 years old) and elderly people
(over 60 years old). Results: Patients complained of CLBP for an average of 11.32+6.81 years. The most common strategies
for dealing with back pain included declaring that pain is manageable, prayers and hopes, and increased behavioral activity.
Statistically significant differences in coping strategies were found between age groups. Older patients were more likely to
"claim pain management” compared to younger age groups (p<0.01). People over the age of 60 were more likely to report
active pain management, while younger people reported catastrophization. Conclusions: Patients of different age groups
experienced various difficulties in overcoming pain. Most of them needed support in self-management of pain in addition to
physical therapy. The basic assessment of pain management strategies should be consistently taken into account and included

in rehabilitation protocols for the treatment of chronic pain.
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1. Relevance

The growing prevalence of back pain diagnosis among
people of different ages working in highly developed/
industrialized countries highlights the need for new
treatment methods [1,5]. Highly effective treatment has
become a problem for both the healthcare system and people
suffering from back pain, for example, patients need to rely
less on self-help and be more proactive in seeking professional
help and support regarding their treatment and pain control.
However, some aspects of the diagnostic process and effective
treatment are still unclear. Consequently, the adaptation of
examination protocols and therapeutic programs that take
into account interdisciplinary diagnosis and the multidimensional
structure of pain is becoming increasingly important [6,7].
In fact, a superficial attitude towards the biopsychological
approach to the treatment of chronic pain can lead to patient
disappointment with the results of treatment [1,8].

Coping with pain is an important element of pain perception
and response. Behavioral efforts refer to measures taken to
reduce pain, while cognitive efforts focus on rethinking pain
or seeking distraction. Previous studies have demonstrated
poor treatment outcomes in patients who used passive coping
strategies [8,10]. Passive pain management, catastrophization,
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avoidance, depression, and anxiety are important predictors
of problems adapting to chronic pain and the resulting
further psychosocial problems [1,2,11]. Moreover, a passive
coping strategy is accompanied by low self-efficacy, higher
pain intensity, and disability [10].

Age is considered one of the risk factors for low back pain
(PD), as its prevalence increases with age [4,5]. For young
people, pain is often associated with a sense of disability,
decreased performance (loss of productivity), unemployment,
and a serious limitation affecting the process of self-realization.
On the other hand, elderly people suffering from pain are
subject to functional limitations, economic difficulties, and
social isolation [1,4]. In the present study, an attempt was
made to adopt a different perspective on the development of
research focused on the adaptation of rehabilitation protocols
and modification of therapeutic programs for the rehabilitation
of lumbar pain. The authors of the following study suggested
that patients with chronic back pain need strategies to manage
pain and its effects, since pain management is not limited to
one dimension of human functioning (cognitive, affective,
behavioral, physiological) [11]. This can have significant
results in the process of physical therapy and its long-term
effectiveness.

The purpose of this study was to evaluate self-control and
pain management strategies in patients with CLBP awaiting
rehabilitation immediately before starting a treatment program.
The overall mental health assessment appears to be sufficient
for rehabilitation needs. The following hypotheses were
analyzed:


mailto:pro.ilmiy@bsmi.uz

American Journal of Medicine and Medical Sciences 2025, 15(3): 628-631

e What pain management strategies do patients with
chronic low back pain use?

o Does age influence the choice of certain strategies?

o Are there links between the strategies chosen by the
patient and his/her self-control and ability to relieve
pain?

Materials and methods: 68 patients participated in the
study: 40 women and 28 men suffering from CLBP (associated
with degenerative diseases). The diagnosis of lumbar spine
degeneration was made on the basis of a clinical examination,
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confirmed by X-ray examination and MRI. The average
height of the respondents was 166+11.30 cm, weight 79+14.33
kg, and BMI 28.58+3.36. The range of pain intensity (VAS
0-10 scale) before treatment in each group is shown in Table
1. The duration of back pain ranged from 4 months to 20
years, with an average of 11.32+6.81 years. The average
waiting time for prescribed rehabilitation in primary care
was 6.82+5.46 weeks. The most commonly recommended
forms of treatment included individual or group exercises,
interference currents, laser therapy, cryotherapy, and massage.

Table 1. The range of pain intensity in the study groups before the start of treatment (VAS scale from 0 to 10)
18-44 years (n=21) 45-59 years (n=26) 60-74 years (n=21)
Women (n=11) | Men (n=10) | Women (n=16) | Men (n=10) | Women (n=11) | Men (n=10)
A"iigsegai” 5,82+1,21 5,16+0,93 4,900,57 5,23+1,46 3,811,02 3,3:0,83
Min-Max 3-8 4-7 3-6 3-7 2-6 2-5
Table 2
18-44 years (n=21) 45-59 years (n=26) 60-74 years (n=21)
Women (n=11) | Men (n=10) | Women (n=16) | Women (n=11) | Men (n=10) | Women (n=16)
A"e)zgse;ai“ 3184562 | 3294676 | 534+356 52,8£368 | 695:702 | 713613
Min—-Max 22-40 23-40 41-59 43-60 61-85 62-82

Criteria for inclusion in the study: chronic low back pain
lasting more than 3 months, degenerative changes in the
lumbar spine, absence of other acute conditions, referral to
physical therapy from a doctor, consent to participate in
the study. Exclusion criteria from the study were difficulties
in contacting the patient, deeper mental disorders, other
significant pain, and age under 20 years.

According to the hypothesis, the results were analyzed for
three age groups: young people (18-44 years old), middle-
aged people (45-59 years old) and the elderly (60 years and
older). The age groups were determined according to the periods
of human development (Table 2).

The authors of the questionnaire proposed six cognitive
strategies: (1) distraction, (2) overestimation of pain
sensation, (3) catastrophization, (4) ignoring sensations, (5)
prayer/hope, and (6) declaring pain manageable, as well as
one behavioral strategy (7) defined as increased behavioral
activity. These strategies include three factors: (1) cognitive
coping, (2) distraction and taking substitute steps, (3)
catastrophization and the search for hope.

In addition to evaluating the 42 statements above, the
patients answered two questions regarding the assessment of
their own self-control and ability to relieve pain. The scales
were as follows: a Likert scale from 0 to 6 for 42 statements,
where 0 means "l never do this" and 6 means "I always do
this." Thus, for each strategy, the final scores ranged from 0
to 36 points. The higher the score, the more important the
strategy is for the patient. Two additional questions related
to pain control and relief were separately assessed by the
respondent on a scale from 0 to 6, where 0 means "I have no

control over the pain™ (in the first question) and "I cannot
relieve it" (in the second question), and 6 means "I have full
control over the pain” and "l can reduce it completely,”
respectively. The higher the score, the more convinced the
patient was of their ability to cope with pain. The Cronbach's
alpha for the entire instrument was 0.80, and individual strategies
exceeded this value. The exceptions were two strategies:
distraction, 0.64, and increased behavioral activity, 0.63.

2. Results

The results showed that the following strategies were the
most popular among the examined patients: a statement that
they were doing well, prayer and hope, as well as increased
behavioral activity (Table 3).

Table 3. Strategies used to combat pain (scale from 0 to 36 points), and
opinions about pain control and relief (scale from 0 to 6 points) voiced by
people suffering from chronic low back pain

Strategies M £SD

1. Distraction 13,80+7,73
2. Reassessment of pain 8,67+6,30
3. Catastrophization 9,47+7,28
4. Ignoring sensations 14,51+6,94
5. Prayer/hope 17,53+8,48
6. A statement about overcoming pain 21,1046,52
7. Increased behavioral activity 16,79+7,67
Opinions on pain control (pain control) 3,36+1,08
Opinions about the ability to reduce pain 2,92+1,07
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Choosing strategies for coping with chronic pain based on
gender.

Men and women tend to choose different strategies for
coping with pain. Women were more likely than men to use
distraction techniques (p=0.045) and showed greater behavioral
activity (p=0.027). They were also less likely to ignore pain
(p=0.045). No differences were noted for the other strategies
(Table 4).

Regarding opinions about pain control and the possibility
of pain reduction (two additional questions), although no
gender differences were found, the authors analyzed the
relationship between these opinions and strategies used to
cope with pain in the same group of women and men. Among

women, opinions about pain control skills were positively
correlated with statements about coping (rho=0.352, p=0.01)
and negatively with catastrophization (rho=-0.276, p=0.048),
while feelings of effective pain reduction were positively
associated with statements about coping (rho=0.352,
p=0.01) and negatively with catastrophization (rho=-0.340,
p=0.014).

In the male group, pain control was positively correlated
with prayer/hope (rho=0.484, p=0.003) and ignoring pain
(rho=0.417, p=0.003). Pain reduction opinions correlated
with overestimation of pain experience (rho=0.581,
p=0.0001), increased behavioral activity (rho=0.712,
p=0.0001), and distraction (rho=0.510, p=0.001).

Table 4.  Gender differences in strategies used to overcome pain (average values)

. Women (n=38) Men (n=30)
Strategies - - p
The average value +SD | The median | The average value +SD | The median

Distraction 14,28+6,87 16.50 10,75+8,50 11.50 0,045

Reevaluation of pain 7,5145,42 75 9,05+7,25 8.00 0,188

Catastrophization 7,80+7,13 6.5 9,44+7,50 8.50 0,408

Ignoring sensations 12,26+7,40 14.00 15,30+5,85 16.50 0,045

Prayer/hope 16,80+8,62 20.00 18,13+8,48 19.00 0,638

A statement about 20,28+6,77 21.00 10,83+6,24 21.00 0,827
overcoming pain

Increased behavioral 17,4246,76 19.00 13,44£8,38 16.00 0,027"

activity
Table 5. Pain management strategies depending on the age of the subjects (average scores)
Women (n=38) Men (n=30) Women (n=38) M
. en
Strategies The average The The average The The average The (n=30)
value £SD median value £SD median value £SD median

Distraction 14,02+8,16 15.00 13,07+7,93 13.00 14.400+7.25 14.00 0,677

Reevaluation of pain 8,81+5,64 7.50 6,95+5,86 6.00 10,52+7,08 8.50 0,127

Catastrophization 11,93+7,27 7.50 8,54+8,02 6.00 8,86+6,37 7.00 0,354

Ignoring sensations 13,27+6,50 11.00 14,76+6,48 15.00 15,36+7,87 16.50 0,394

Prayer/hope 17,61+7,02 1.50 16,3319,44 16.50 18,72+8,77 22.00 0,402

Astatementabout | g g1,554 | 1900 | 2015749 | 2100 | 2341+6,08 2350 | 0013

overcoming pain
'"Creai‘ii\kﬁt@a"'ora' 1467¢7,3L | 1350 | 17,037,84 | 19.00 | 18,61£7,57 1800 | 0,101

The results of this study showed that the most frequently
used strategies within the entire group were: declaration of
self-control, prayer/hope, and increased behavioral activity.
The least frequent strategies were: overestimation of pain
sensation and catastrophization.

The present study has revealed other gender differences in
the choice of coping strategies. Women were more likely
than men to use a strategy of distraction, as well as increased
behavioral activity, and less likely to resort to ignoring pain.
Thanks to the first two strategies, women were more likely to
direct their attention to other activities to reduce or eliminate
pain, which could be more effective than ignoring it. It
should also be noted that women had negative correlations
between pain control and the ability to reduce it and the

strategy of catastrophization. Experiencing pain, as previously
shown, becomes more common with age, and the aging of
the modern population has health consequences. Studies of
age-related differences in pain experience have provided an
abundance of information. Although the differences regarding
other strategies were not significant in the present study, it is
worth highlighting several of them because of their clinical
significance. Among the surveyed groups, young people
were more likely to demonstrate catastrophization (passive
coping). Ignoring pain and increased behavioral activity were
the most rare. More severe catastrophization may interfere
with pain control and reduction, and may be a predictor of
chronic low back pain and poor adaptation to chronic pain. In
addition, there was no association between pain control and
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the ability to reduce it in the younger group. Perhaps, in the
case of prolonged pain in elderly patients, the ability to
reduce it increases due to behavioral and cognitive strategies.
This is evidenced by correlations between coping capabilities
and strategies indicating a certain purposefulness of actions,
such as influencing attitudes towards pain and increasing
motivation to overcome it (the coping declaration), as well as
distraction, overestimation of sensations and increased behavioral
activity. The results obtained in the first age group may
indicate that young people have some difficulty coping with
pain compared to older people. These differences may be
related to the fact that younger people show a more intense
emotional response to pain than older people, who are better
at distancing themselves from critical life events. The experience
of pain by young people often significantly disrupts aspirations
and goals in life and makes it difficult or impossible to
meet various needs. Emotions related to both pain and its
consequences cause anxiety, fear, and catastrophization.

In primary medical practice concerning the musculoskeletal
system, the most popular pain reduction procedures are
physiotherapy and physical exercises (task strategy), but
sometimes muscle tension relief achieved through relaxation,
emotion relief (emotional strategy) or avoidance strategies
may be more effective. This means that more emphasis should
be placed on specialized treatment methods that should
depend on the diagnosis of the patient's psychophysical condition,
strategies used to deal with pain, the type of dysfunction, and
the patient's living conditions. Positive changes in patients'
beliefs about back pain, patients' awareness and knowledge
of their mental state, and appropriate pain management
technigues can make it easier for them to feel in control of
pain and their own lives. Involving patients in the process of
medical treatment/rehabilitation plays an important additional
function, namely, it stimulates their activity, develops a
sense of effectiveness, and also reduces anxiety and feelings
of powerlessness and helplessness. The learned ways of dealing
with pain will serve patients for a long time after the
completion of therapeutic sessions conducted in the rehabilitation
center.

3. Conclusions

The examined patients with CKD associated with degenerative
diseases coped with pain in different ways during several
weeks of waiting for prescribed physiotherapy. Most of
them needed support in self-management of pain during
this time and during the rehabilitation program. As the age of
the respondents increased, the choice of more active pain
management strategies was demonstrated. The main gender
differences were as follows: women were more likely than
men to use distracting strategies and behavioral activity,
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while men were more likely to report ignoring pain. Patients
who coped better with pain demonstrated better self-control
over pain. A basic assessment of pain management and
self-control strategies should be included in rehabilitation
protocols to better assess the patient's needs for chronic pain
before ordering a treatment program.
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