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Brief action planning to facilitate the management
of acute low back pain with radiculopathy and
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Introduction: Brief action planning (BAP) is a
collaborative tool to support patients’ self-management
goal setting and action planning. BAP facilitates patient
self-reflection, and provides opportunity to establish
goals of their own priority.

Case presentation: A 55 year-old female with recent-
onset low back pain with L5 nerve root distribution,
described severe pain in the low back and sharp pain
and tingle-sensations down to her right foot. Pain
worsened with sitting, coughing, and bending. She was
diagnosed with lumbar and other intervertebral disc
disorder with radiculopathy (ICD 10: M51.1).

Treatment: Initial treatment included reassurance,

Un bref plan d’action visant a faciliter la prise en charge
de la lombalgie aigué avec radiculopathie et avertisseurs
jaunes : rapport de cas

Introduction : L’outil collaboratif Brief action planning
(BAP) sert a aider les patients a se fixer des objectifs et a
prévoir leurs interventions. Il favorise I’ autoréflexion du
patient tout en lui permettant d’établir des objectifs selon
[’ordre de priorité qu’il établit lui-méme.

Présentation du cas : Une femme de 55 ans souffrant
d’une lombalgie d’apparition récente, accompagnée
d’une douleur selon la distribution de la racine nerveuse
L5, se plaignait d’une douleur lombaire intense, d’une
douleur aigué et de picotements jusqu’au pied droit. La
douleur s’aggravait en s’assoyant, en toussant et en se
penchant. On lui a diagnostiqué un trouble du disque
intervertébral lombaire avec radiculopathie (CIM 10 :
M51.1).

Traitement : On a commencé par réconforter la

' Downsview Chiropractic, Toronto, Ontario, Canada

2 Faculty of Health Sciences, Ontario Tech University, Oshawa, Ontario, Canada
3 Institute for Disability and Rehabilitation Research, Ontario Tech University and Canadian Memorial Chiropractic College, Toronto, Ontario,

Canada

Corresponding author: Joel Weisberg, 552 Sheppard Avenue West, Toronto Ontario, M3H 2R9

Telephone: 416-635-1818
E-mail: info@downsviewchiropractic.com

© JCCA 2021

The authors have no disclaimers or competing interests to report in the preparation of this manuscript. This work was supported by the Canadian
Chiropractic Research Foundation (CCRF). The funding organization was not involved in the design or conduct of this work.

The involved patient provided consent for case publication.

212

J Can Chiropr Assoc 2021; 65(2)



education, promotion of movement, and manual
therapies. Symptoms worsened at the eighth visit

(five weeks) where she also demonstrated pain-
catastrophizing behaviours and an over-reliance on
passive treatment strategies (i.e., psychosocial factors
or yellow flags). BAP was introduced into her treatment
plan to set achievable goals for her care.

Outcome: Decreased pain and disability were
reported after incorporating BAP into care. Reduced
pain-catastrophizing and reduced over-dependence on
passive strategies were also demonstrated. Clinical
gains were sustained at the 10-week follow-up
assessment.

Key clinical message: We describe the utilization
of brief action planning as a technique for improving
adherence to evidence-based clinical practice guideline
recommendations in a patient with acute low back pain
and radiculopathy, and late-onset psychosocial factors.

(JCCA. 2021:65(2):212-218)

KEY WORDS: chiropractic, low back pain,
rehabilitation, radiculopathy, self-management, risk
factors, health behaviour, guideline adherence, case
report, brief action plan.
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patiente, I’informer, favoriser le mouvement et a
administrer des thérapies manuelles. Ses symptomes se
sont aggravés a partir de la huitieme consultation (au
bout de cing semaines). Elle a commencé a dramatiser
sa douleur et a trop compter sur des stratégies de
traitement passives (c’est-a-dire intervention sur les
facteurs de risque psychosociaux (qu’on appelle aussi
« drapeaux jaunes »)). On a utilisé le BAP pour qu’elle
puisse se fixer des objectifs thérapeutiques réalisables.

Résultat : On a observé une diminution de la douleur
et de incapacité apreés le début de [’utilisation du BAP.
On a aussi noté une réduction de la dramatisation de
la douleur et de la dépendance excessive envers les
stratégies passives. La patiente a continué a faire des
gains jusqu’a ’examen de suivi, a la 10° semaine.

Message clinique clé : Nous définissons [’outil BAP
comme une technique servant a favoriser I’observance
des directives et des recommandations fondées sur des
preuves chez un patient souffrant de lombalgie aigué
accompagnée d’une radiculopathie et de facteurs
psychosociaux tardifs.

(JCCA. 2021:65(2):212-218)

MOTS CLES : chiropratique, lombalgie, rééducation,
radiculopathie, autogestion, facteurs de risque,
comportement de santé, respect des directives, rapport de
cas, outil collaboratif Brief action plan

Introduction

Back pain is a common source of disability; more than
80% of people experience at least one episode of back pain
during their lifetime.'* First-line treatment of low back
pain (LBP) with or without radiculopathy includes educa-
tion on the expected course of recovery, reassurance, ad-
vice regarding effective self-management strategies, and
support for continued activity.>” Self-management strat-
egies, and the promotion of physical activity in particular,
are recommended to help reduce individual and societal
burdens associated with back pain, including delayed re-
covery/chronicity, reduced function and participation in
activities (e.g., work, school, community life, leisure ac-
tivities), and increased costs associated with healthcare
utilization and long-term disability.*® Patients who are

J Can Chiropr Assoc 2021; 65(2)

supported to actively self-manage other chronic illnesses
report fewer symptoms, an improved quality of life, and
lower healthcare utilization.'” Yet, there is incongruence
between the care patients should receive, and the care
they do receive in the management of LBP and other dis-
orders.”!'2 In addition, patient adherence to self-manage-
ment recommendations is often suboptimal.'*!#
Patient-centered care that coincides with a patient’s
self-management goals, preferences, and values is ex-
pected to improve their self-efficacy, adherence to rec-
ommendations, and lead to improve health-related out-
comes." Strategies such as active listening and empathy
may be of value to active planning partnerships, as these
strategies have been shown to foster the rapport between
patient and practitioner.'®!” Action planning partnerships
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“Is there anything you would like to do for your health in the next week or two ?”

Not sure No
Yes (Ask permission to share (Ask again at follow-up

ideas) appointment)

v

\ 4

Specific (what? when? where?)
Measurable (how often/long/much?)
Achievable (realistic?)

Relevant (appropriate?)

Timely (start date? end date?)

SMART Planning

v

“On a scale of 0-10, how confident do you feel about carrying out this plan?”

1 2 3

4

5 6 7 8 9 10

v

v

“Is there anything that can increase your
confidence to carry out this plan?”

“Great! This sounds like a good
plan for you”

—— |

“Would it be helpful to set up a check on how things are going with your plan?”

(How and when)

v

“How did it go with your plan?”

v

v v

Completion

Partial completion Did not carry out plan

Follow-up | | v

v v

Recognize success

Reassure that this is
common occurance

Recognize partial
completion

v

“What would you like to do next?”

Figure 1.
Brief Action Planning flowchart. Adapted from Gutnick D, Reims K, Davis C, Gainforth H, Jay M, S. C. Brief Action
Planning to Facilitate Behaviour Change and Support Patient Self-Management. JCOM. 2014; 21(1): 17-29.

between a patient and practitioner have been used to im-
prove self-efficacy in chronic-illness management and
disease prevention, and hold promise for the same in mus-
culoskeletal health.'*'!%-20 Brief action planning (BAP) is
a collaborative tool to support a patient’s self-manage-
ment goal setting and action planning.

BAP is a tool that can be used to facilitate patient cen-
tered care by utilizing a stepwise process where practi-
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tioners work collaboratively with patients to ensure goals
and action plans are both meaningful and realistic for
the patient.'”'82! BAP supports principles of patient-cen-
tered care such as those outlined by the Picker Institute:
access to care, respect for patient preferences, physical
comfort, information and education, emotional support
and alleviation of fear or anxiety, involvement of family,
coordination of care, and continuity/transition of care.”

J Can Chiropr Assoc 2021; 65(2)



In a progression of three questions during the planning
process, BAP respects patient preferences and considers
environmental needs while promoting access to care.!*!®
With the opportunity to facilitate the patient’s own deci-
sion-making processes if needed, BAP allows for prac-
titioner provided clinically-relevant information.'*'® The
second in the sequence of three questions aims to assess
the patient’s confidence in their capacity to adhere to their
newly identified plan, thereby offering emotional sup-
port.'*!*# By working collaboratively to increase confi-
dence if needed, BAP allows for the principles of involve-
ment of family and coordination of ancillary support. The
third element of BAP establishes a follow-up regarding
the implemented plan and iteratively establishes the plan
progression to promote self-efficacy and self-manage-
ment.'02

Patients experiencing additional barriers to recov-
ery such as yellow flags may benefit from BAP. Yellow
flags are psychosocial factors indicative of longer term
chronicity and poor outcomes.’%*2¢ BAP facilitates the
patient’s self-reflection, and provides patients with an
opportunity to establish a goal of their own priority.'s*
Patients may not be able to identify a relevant goal on
their own, so making suggestions, with the patient’s per-
mission, may facilitate the patient’s own decision-making
processes.

Through this case report, we describe the utilization of
BAP in conjunction with evidence-based clinical practice
guideline recommendations for a patient experiencing
recent-onset LBP with radiculopathy who subsequently
developed psychosocial barriers to recovery (i.e., yel-
low-flags).

BAP in action
A schematic representation of the steps to implement BAP
into clinical practice is provided in Figure 1.

BAP goals are time-bound by asking the patient “Is
there anything you would like to do for your health in the
next week or two?” Their goal may be further refined into
a plan by using the common objective approach: SMART
(specific, measurable, achievable, realistic, and timely).
The choice of activity to change, or not to change, is the
patient’s alone.

The provider then aims to assess the patient’s confi-
dence in their capacity to adhere to their newly identified
plan by asking: “On a scale of zero to ten, how confident

J Can Chiropr Assoc 2021; 65(2)

J Weisberg, G Connell, L Verville, C Cancelliere

do you feel about carrying out this plan?”.!° A confidence
level below 7/10 implies low self-efficacy, and may be a
poor prognostic factor of the patient’s adherence to their
plan.'” Nonetheless, affirming their reported confidence
of any level keeps the locus of control with the patient.
In cases where low patient self-efficacy is identified, the
practitioner can then work in partnership with the patient
to support an increase in their self-efficacy, if necessary,
by asking: Is there anything that can increase your con-
fidence to carry out this plan? The patient may be chal-
lenged by problem-solving this on their own, in which
case the practitioner may again make suggestions, with
the patient’s permission, to facilitate the process.

In chronic-illness management and disease prevention,
patients may be more likely to follow through with a plan
if they report back their progress.'®** Setting a follow-up
with the patient establishes accountability and aims to
further their self-efficacy by asking: “Would it be help-
ful to set up a check on how things are going with your
plan?” Utilization of objective-based SMART planning
may be of value again, when collaboratively establishing
a follow-up opportunity. When setting a time-bound fol-
low-up opportunity, consider that there is some indication
that checking in earlier in the process is important.*®

Upon follow-up, reassurance of patient successes, or
even their partial successes, is important.'® A patient may
discount their partial success by focusing on the elements
of their action plan that were poorly adhered to. Refram-
ing the conversation to instances where there was adher-
ence to the plan attempts to increase their confidence and
thus their self-efficacy for the next iteration of BAP. Even
if the patient reports no adherence to the action plan, the
clinician has the opportunity to reframe by asking “What
would you like to do for your health next?” and repeating
the BAP process.

Case presentation

A 55-year-old female presented with recent-onset LBP
with related leg pain. Recent-onset, or acute pain is de-
fined as pain or symptoms that restrict daily activities and
present for zero-to- three months duration.® The mechan-
ism of injury was undisclosed.

A problem-focused history and examination was con-
ducted. She reported taking prescription medication for
hypertension (drug class and dosing not specified). She
was self-employed and she described her lifestyle as sed-
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entary. Her symptoms began two weeks prior to presenta-
tion and were described as a sharp pain in the low back
and both buttocks with a sharp pain and tingle-sensation
down her right leg and foot. She described a convention-
al L5 nerve root distribution. She denied changes to her
bowel/bladder function or saddle sensation. Her com-
plaint worsened with sitting, coughing, or bending for-
ward. She used heat, self-massage and over-the-counter
medication to manage her pain. Her presenting complaint
was preceded one month earlier by a less painful episode
that had been treated predominantly with passive ther-
apies and minimal self-management advice. She reported
poor satisfaction with the results, citing amelioration of
that complaint for one week’s duration.

Passive single straight leg raise exacerbated her com-
plaint bilaterally. Lumbar forward flexion and lateral flex-
ion were moderately painful. Sensory testing of the right
L5 nerve root distribution revealed hypoesthesia. Lower
extremity reflex and motor assessments were unremark-
able. Verbal numeric pain rating scale was 8/10 where 10
“is the worst imaginable pain” and O is “no pain at all”.
Her Oswestry Disability Index score was 18/50 (moder-
ate disability). She was diagnosed with lumbar and other
intervertebral disc disorder with radiculopathy at intake
(ICD 10: M51.1).7

Initial behavior-based first-line treatments included
empathetic reassurance regarding the expected course of
recovery, education promoting self-management includ-
ing active care and hurt-vs-harm, and advice promoting
well-tolerated movement, both generally, and utilizing
structured exercises. The patient attended a total of 11
clinical visits over a period of 12 weeks and was man-
aged according to evidence-based recommendations. This
time-bound plan included active-care components and
manual therapies (spinal manipulative therapy (SMT)
and soft tissue therapy (STT)), congruent with clinical
practice guidelines.>® Her initial response to care was
favorable, with her numeric pain rating scale decreasing
to 5/10 within the first week over three clinical visits.

On her eighth visit for care, five weeks after initial
presentation, the patient stated “I can’t continue like this”,
demonstrating some pain-catastrophizing in response to
an exacerbation of her numeric pain rating scale to 7/10.
Prior to this exacerbation she reported that she was “being
lazy and not doing exercises” and “haven’t had the time to
do exercises”, and that she had decreased her adherence to
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remaining active. These reports demonstrated an increas-
ing over-reliance on manual therapy as a passive coping
strategy (yellow flag). Accordingly, the presence of these
yellow flags likely contributed to her poor pain reduction
outcomes and protracted rehabilitation progress.

In response, a partnered approach to revising her
self-management behaviours was undertaken. She was
asked the first BAP question: “Is there anything you would
like to do for your health in the next week or two?” She
identified “I would like to get up more frequently to take
standing breaks.” She was then asked; “On a scale of zero
to ten, how confident do you feel about carrying out this
plan?”'® The patient rated her confidence 5/10 on a num-
eric rating scale, implying inadequate self-efficacy. She
was then asked: “Is there anything that can increase your
confidence to carry out this plan?” Her response included
setting a reminder on her phone to take standing breaks
when working in 45-minute intervals. The action plan
was now specific (set a reminder on my phone), measur-
able (get up every 45 minutes when working), time bound
(in the next two weeks), and in her own appraisal more
achievable and realistic.

The patient reported successful implementation of her
action plan at her next visit. The numeric rating scale
score for her leg-dominant pain improved to 2/10.

Follow-up and outcomes
BAP was iteratively used at each subsequent visit to recon-
firm, or progress upon, patient-relevant goals and action
plans that were congruent with evidence-based clinical
practice guidelines. At each subsequent visit, successful
implementation, or partial implementation, of the action
plans was met with reassurance from the practitioner.

Decreased pain-catastrophizing and gains in self-effi-
cacy were apparent during these subsequent patient visits:
“[1] see the difference. [I am] more confident now be-
cause I can tie it [active self-management] to how I feel”.
Decreased over-reliance on passive coping strategies also
became apparent: “/ want to keep being active”. She pre-
sented for a total of three visits over six weeks subsequent
to the inclusion of BAP in her care. Gains in clinical out-
comes and patient self-efficacy were reported through to
the last of her treatment sessions.

A follow-up examination was conducted 16 weeks af-
ter initial presentation (10 weeks after the incorporation
of BAP). Passive single straight leg raise assessment im-
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proved to unremarkable. Lower extremity sensory testing
improved to unremarkable. Lower extremity motor and
reflex testing remained unremarkable. The reductions in
pain and disability were sustained; her numeric pain rating
scale improved to 0/10 and her Oswestry Low Back Dis-
ability Index score improved to 8/50 (minimal disability).

Discussion

The purpose of this case report was to illustrate how
BAP was successfully used to facilitate increased pa-
tient self-efficacy and improved patient adherence to
evidence-based self-management strategies, congruent
with clinical practice guideline recommendations, for
the management of acute LBP with radiculopathy in the
presence of yellow flags. Self-efficacy and adherence to
evidence-based self-management strategies improved af-
ter the incorporation of BAP in the patient’s care plan.
The patient-reported improved function and reduced pain
at follow-up assessment at 10 weeks. No adverse events
were identified.

In patients with spinal pain, self-management strat-
egies are used to decrease pain, improve function and
address psychological distress.™® The use of strategies
that facilitate collaborative decision-making and prob-
lem-solving should be considered.'®*2%-3 In the context
of musculoskeletal care, strategies should align with the
biopsychosocial model of health.!>* Patient goal-setting
may have positive effects on patient self-efficacy, patient
adherence to self-management strategies and healthful
lifestyle behaviours, which may ultimately improve pain
and functional outcomes.?>!

Limitations

Our case is hypothesis-generating and provides insight as
to how BAP may be used in a clinical setting. We did not
use validated outcome measures to assess the level of pa-
tient activation, self-confidence or self-efficacy pre- and
post-treatment; these were measured anecdotally. This
limitation may have contributed to an over-interpretation
of our findings.* In addition, we did not systematically
assess adverse events; these were collected anecdotally.
Finally, implementing a psychosocial assessment, such as
the STarTBack tool®, at the outset of care might have pro-
vided insight into the presence of yellow flags earlier in
the care enabling the provider to intervene with the funda-
mentals of BAP before the patient’s symptoms worsened.

J Can Chiropr Assoc 2021; 65(2)
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Future research

Additional follow-up is needed to assess whether self-ef-
ficacy and adherence to evidence-based self-management
strategies are sustained beyond the timeframe observed
in this report. Future analytic studies may assess whether
BAP is an effective strategy for promoting self-manage-
ment, congruent with evidence based clinical practice
guidelines, for people with LBP with radiculopathy. Fu-
ture work in this field should incorporate validated out-
come measures including, but not limited to, the Patient
Activation Measure (PAM)*, the Patient Assessment of
Chronic Illness Care (PACIC) survey questionnaire®, and
the Patient-Specific Functional Scale (PSFS)*. The ap-
plication of patient-centered communication and counsel-
ling techniques such as BAP may be helpful in response
to the increasing adoption of telehealth. Future studies
may assess the transferability of BAP techniques to tele-
health case management.

References

1. Cassidy JD, Coté P, Carroll LJ, Kristman V. Incidence and
course of low back pain episodes in the general population.
Spine. 2005;30(24):2817-2823.

2. Cassidy JD, Carroll LJ, Coté P. The Saskatchewan health
and back pain survey. The prevalence of low back pain
and related disability in Saskatchewan adults. Spine.
1998;23(17):1860-1867.

3. Hincapié CA, Cassidy JD, C6té P, Carroll LJ, Guzmén J.
Whiplash injury is more than neck pain: a population-
based study of pain localization after traffic injury.

J Occupation Environment Med. 2010;52(4):434-440.

4. Walker BF. The prevalence of low back pain: a systematic
review of the literature from 1966 to 1998. J Spinal
Disord. 2000;13(3):205-217.

5. Wong JJ, Coté P, Sutton DA, et al. Clinical practice
guidelines for the noninvasive management of low back
pain: a systematic review by the Ontario Protocol for
Traffic Injury Management (OPTIMa) Collaboration. Eur J
Pain. 2017;21(2):201-216.

6. Bussieres AE, Stewart G, Al-Zoubi F, et al. Spinal
manipulative therapy and other conservative treatments for
low back pain: a guideline from the Canadian Chiropractic
Guideline Initiative. J Manip Physiol Ther. 2018;41(4):
265-293.

7. Qaseem A, Wilt TJ, McLean RM, Forciea MA.
Noninvasive treatments for acute, subacute, and chronic
low back pain: a clinical practice guideline from the
American College of Physicians. Ann Intern Med.
2017;166(7):514-530.

8. Eilayyan O, Thomas A, Hallé M-C, et al. Promoting the
use of self-management in novice chiropractors treating

217


https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021

Brief action planning to facilitate the management of acute low back pain with radiculopathy and yellow flags: a case report

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

218

individuals with spine pain: the design of a theory-based
knowledge translation intervention. BMC Musculoskel
Disord. 2018;19(1):328.

Rutten GM, Degen S, Hendriks EJ, Braspenning JC,
Harting J, Oostendorp RA. Adherence to clinical practice
guidelines for low back pain in physical therapy: do
patients benefit? Phys Ther. 2010;90(8):1111-1122.
Gutnick D, Reims K, Davis C, Gainforth H, Jay M, Cole S.
Brief Action Planning to facilitate behavior change and
support patient self-management. JCOM. 2014;21(1):17-29.
Schuster MA, McGlynn EA, Brook RH. How good is the
quality of health care in the United States? 1998. Milbank
Q. 2005;83(4):843-895.

Hartvigsen J, Natvig B, Ferreira M. Is it all about a pain in
the back? Best Pract Res Clin Rheumatol. 2013;27(5):613-
623.

Medina-Mirapeix F, Escolar-Reina P, Gascén-Canovas JJ,
Montilla-Herrador J, Jimeno-Serrano FJ, Collins SM.
Predictive factors of adherence to frequency and duration
components in home exercise programs for neck and low
back pain: an observational study. BMC Musculoskelet
Disord. 2009;10:155.

Stilwell P, Harman K. ‘I didn’t pay her to teach me how
to fix my back’: a focused ethnographic study exploring
chiropractors’ and chiropractic patients’ experiences and
beliefs regarding exercise adherence. J Can Chiropr Assoc.
2017;61(3):219-230.

Stilwell P, Harman K. Contemporary biopsychosocial
exercise prescription for chronic low back pain:
questioning core stability programs and considering
context. J Can Chiropr Assoc. 2017;61(1):6-17.

Barry MJ, Edgman-Levitan S. Shared decision making-
-pinnacle of patient-centered care. New Engl J Med.
2012;366(9):780-781.

Louw A, Goldrick S, Bernstetter A, et al. Evaluation

is treatment for low back pain. J Manual Manip Ther.
2020:1-10.

Bean MK, Biskobing D, Francis GL, Wickham E, 3rd.
Motivational interviewing in health care: results of

a brief training in endocrinology. J Grad Med Educ.
2012;4(3):357-361.

Hoving C, Visser A, Mullen PD, van den Borne B. A
history of patient education by health professionals in
Europe and North America: from authority to shared
decision making education. Pat Educat Counsel.
20105;78(3):275-281.

Koh LH, Hagger MS, Goh VHH, Hart WG, Gucciardi DF.
Effects of a brief action and coping planning intervention
on completion of preventive exercises prescribed by a
physiotherapist among people with knee pain. J Sci Med
Sport. 2017;20(8):723-728.

Bussieres AE, Al Zoubi F, Quon JA, et al. Fast tracking
the design of theory-based KT interventions through a
consensus process. Implement Sci. 2015;10:18-18.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

. Gerteis M, Edgman-Levitan S, Daley J, Delbanco TL.

Through the Patient’s eyes: understanding and promoting
patient-centered care. J Healthcare Qual. 1997;19(3):43.
Stott NC, Rollnick S, Rees MR, Pill RM. Innovation in
clinical method: diabetes care and negotiating skills. Fam
Pract. 1995;12(4):413-418.

Howcroft M, Walters EH, Wood-Baker R, Walters JAE.
Action plans with brief patient education for exacerbations
in chronic obstructive pulmonary disease. Cochrane
Database Systemat Rev. 2016(12).

Ramond A, Bouton C, Richard I, et al. Psychosocial risk
factors for chronic low back pain in primary care — a
systematic review. Fam Pract. 2011;28(1):12-21.

Jack K, McLean SM, Moffett JK, Gardiner E. Barriers to
treatment adherence in physiotherapy outpatient clinics: a
systematic review. Man Ther. 2010;15(3):220-228.

CDC (Centers for Disease Control and Prevention. ICD-
10-CM. CDC/National Center for Health Statistics https://
icd10cmtool.cdc.gov/?fy=FY2021, 2021.

Franek J. Self-management support interventions

for persons with chronic disease: an evidence-based
analysis. Ontario Health Technology Assessment Series.
2013;13(9):1-60.

Vallis M, Piccinini-Vallis H, Sharma AM, Freedhoff Y.
Clinical review: modified 5 As: minimal intervention

for obesity counseling in primary care. Can Fam Phys.
2013;59(1):27-31.

Richards J, Hillsdon M, Thorogood M, Foster C. Face-
to-face interventions for promoting physical activity.
Cochrane Database Systemat Rev. 2013(9):Cd010392.
Coppack RJ, Kristensen J, Karageorghis CI. Use of a goal
setting intervention to increase adherence to low back pain
rehabilitation: a randomized controlled trial. Clin Rehabil.
2012;26(11):1032-1042.

Nissen T, Wynn R. The clinical case report: a review of its
merits and limitations. BMC Res Notes. 2014;7:264.
Beneciuk JM, Bishop MD, Fritz JM, et al. The STarT back
screening tool and individual psychological measures:
evaluation of prognostic capabilities for low back pain
clinical outcomes in outpatient physical therapy settings.
Phys Ther. 2013;93(3):321-333.

Hibbard JH, Mahoney ER, Stockard J, Tusler M.
Development and testing of a short form of the Patient
Activation Measure. Health Serv Res. 2005;40(6p1):1918-
1930.

Fan J, McCoy RG, Ziegenfuss JY, et al. Evaluating the
structure of the Patient Assessment of Chronic Illness Care
(PACIC) survey from the patient’s perspective. Ann Behav
Med. 2015;49(1):104-111.

Horn KK, Jennings S, Richardson G, van Vliet D,

Hefford C, Abbott JH. The patient-specific functional
scale: psychometrics, clinimetrics, and application as a
clinical outcome measure. J Orthopaed Sport Phys Ther.
2012;42(1):30-D17.

J Can Chiropr Assoc 2021; 65(2)


https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021
https://icd10cmtool.cdc.gov/?fy=FY2021



