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ABSTRACT 

Background: The extent to which different measures of back pain impact represent an 

underlying common factor has implications for decisions about which one to use in studies of 

pain management and estimating one score from others.  

Measures: Seven pain impact measures completed by Amazon Mechanical Turk adults are used 

to estimate internal consistency reliability and associations: Oswestry Disability Index (ODI), 

Roland-Morris Disability Questionnaire (RMDQ), short form of the Orebro Musculoskeletal 

Pain Questionnaire (OMPQ), Subgroups for Targeted Treatment (STarT) Back Tool, the Graded 

Chronic Pain Scale (GCPS) disability score,  PEG (Pain intensity, interference with Enjoyment 

of life, interference with General activity), and Impact Stratification Score (ISS). 

Results:  The sample of 1874 adults with back pain had an average age of 41 and 52% were 

female. Sixteen percent were Hispanic, 7% non-Hispanic Black, 5% non-Hispanic Asian, and 

71% non-Hispanic White. Internal consistency reliability estimates from 0.710 (OMPQ) to 0.923 

(GCPS). Correlations among the measures ranged from 0.609 (RMDQ with OMPQ) to 0.812 

(PEG with GCPS). Standardized factor loadings on the pain latent variable ranged from 0.782 

(RMDQ) to 0.870 (ISS).   

Conclusions: Scores of each measure can be estimated from the others for use in research. 

Keywords: ODI, RMDQ, OMPQ, STarT Back, GCPS, PEG, ISS, pain impact 
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Introduction 

There is a plethora of self-report measures used to assess the impact of back pain 

(Chiarotto et al. 2018; Maughan & Lewis, 2010).  The Oswestry Disability Index (ODI) and the 

Roland-Morris Disability Questionnaire (RMDQ) are among the earliest developed and widely 

used measures (Chapman et al., 2011; Fairbank et al., 1980; Roland & Morris, 1983). An 

international multidisciplinary panel recommended the ODI, RMDQ, and pain intensity 

assessment as core measures for clinical trials of nonspecific low back pain (Chiarotto et al., 

2018).  The Orebro Musculoskeletal Pain Questionnaire (OMPQ) was designed to identify 

patients with musculoskeletal pain at risk for delayed recovery (Linton et al., 2011). The 

Subgroups for Targeted Treatment (STarT) Back screening tool has been used to identify risk 

factors for back pain disability in primary care patients (Hill et al., 2008). A meta-analysis 

indicated that the OMPQ and STarT Back were predictive of subsequent disability (Chiarotto & 

Koes, 2022).  The Graded Chronic Pain Scale (GCPS) is often used to categorize those with back 

pain into five disability categories from no pain problem to high disability: 0 = no pain, 1 = low 

disability/low intensity, 2 = low disability/high intensity, 3 = high disability/moderately limiting, 

and 4 = high disability/severely limiting (Von Korff et al., 1992).   

The Pain intensity, interference with Enjoyment of life, and interference with General 

activity (PEG) scale is a recent measure that is a subset of the Brief Pain Inventory (BPI) (Krebs 

et al., 2009). The PEG was recommended by the U.S. National Pain Strategy and by the Surgeon 

General’s Turning the Tide campaign to reduce opioid use (Kroenke, 2018). The Veterans 

Health Administration work group for chronic musculoskeletal pain research suggested the BPI 

interference scale as a core outcome measure (Korenke et al., 2019). Another recently developed 
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measure is the Impact Stratification Score (ISS) (Deyo et al., 2014). The ISS was advocated by a 

U.S. National Institutes of Health Research Taskforce (Deyo et al., 2014). 

These seven measures (ODI, RMDQ, OMPQ, STart Back, GCPS, PEG, ISS) were 

developed to capture the same general underlying pain impact construct and the choice of 

measure depends on multiple factors such as the needs of a particular application. Prior research 

indicates significant and often substantial associations among several of these measures. For 

example, Spearman rank-order correlations between the ODI and RMDQ ranging from 0.50 to 

0.87 have been observed (Kersten et al., 2021; Reneman et al., 2002). The correlation of the PEG 

with the RMDQ was 0.60 in a sample of 500 primary care patients with chronic pain (Krebs et 

al., 2009) and 0.74 with the ISS in a sample of adults with current back pain (Hays, Qureshi et 

al., 2023). In a study of 218 adults undergoing epidural steroid injections, the Spearman 

correlation was 0.66 between the ISS and the RMDQ and 0.81 with the ODI, and the ISS was 

more responsive to change in symptoms than the RMDQ (Deyo et al. 2014). In samples of 750 

active-duty military personnel and 1895 patients with low back pain, product-moment 

correlations of the RMDQ with Patient-Reported Outcomes Measurement Information System 

(PROMIS®)-29 measures (Cella et al., 2019) included in the ISS were: -0.69 and -0.71 with 

physical function, 0.65 and 0.69 with pain interference, and 0.45 and 0.48 with pain intensity 

(Edelen et al., 2021; Hays, Shannon et al., 2022). In a study of recipients of lumbar spine 

surgery, the correlation of the ODI with the PROMIS-29 physical function scale was -0.61, 0.66 

with pain interference, and 0.52 with pain intensity (Cook et al., 2021). A rank-order correlation 

of 0.43 was observed between the StarT Back and the ODI in a sample of 53 adults with chronic 

low back pain (Pagé et al., 2015). A five-item version of the StarT Back had a rank-order 
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correlation of 0.34 with a 0-10 pain intensity item in a sample of 52,842 adult members of an 

online internet panel (Oka et al, 2017). 

 Prior studies have been largely limited to pairwise comparisons of pain impact measures. 

There is a need for simultaneous comparisons that examine the extent of common variance 

across many measures to provide information about the extent to which the choice of a particular 

pain impact measure matters. In this study, we examine associations among the seven commonly 

used measures of pain impact noted above.  

Methods 

Sample  

Data was collected in 2021 from Amazon Mechanical Turk (MTurk) workers. MTurk is 

a crowdsourcing platform hosted by Amazon that is a source of temporary workers who are 

paid to complete tasks. The job or tasks are referred to as human intelligence tasks and include 

completing surveys, writing product descriptions, coding, or identifying content in images or 

videos.  MTurk offers a low-cost, fast turnaround and widely used option for research studies.  

MTurk workers tend to be younger, more educated and have less income than the U.S. general 

population (Qureshi et al., 2022). 

Eligible study participants were 18 years or older with an internet protocol address in 

the United States. We required that they have completed a minimum of 500 previous human 

intelligence tasks on MTurk with a successful completion rate of at least 95% to enhance data 

quality.  Additional quality control measures included not telling participants that the study was 

targeting individuals with low back pain and deploying small batches of surveys hourly over 

several weeks to reduce selection bias.  We also screened for excessive speediness in 



 

6 

 

completing the survey (< one second per item) but no one responded that quickly. The surveys 

were administered in English. 

We asked participants whether they currently had back pain in an online survey.  Those 

who reported having back pain (n = 1972) were administered several existing measures of back 

pain impact (described below). All participants provided electronic consent upon starting the 

survey. Those who completed the survey were paid $3.50 for participation. Payments were 

determined by approximating the amount of time needed to complete the survey and offering 

the equivalent of the U.S. federal minimum wage for completion of the general health survey 

and a slight bonus for completing the subsequent back pain survey. 

All procedures were reviewed and approved by the research team's Institutional Review 

Board (RAND Human Subjects Research Committee FWA00003425; IRB00000051).  

Measures 

Pain Impact 

ODI. The ODI focuses on functional disability across a range of domains such as 

physical function, pain, and sleep (Fairbank et al., 1980). A literature review concluded that there 

was support for the internal consistency reliability, test-retest reliability, and construct validity 

(including responsiveness) of the ODI (Vianin, 2008). The 10 ODI items range from 0-5 and are 

added together and then transformed linearly to a 0-100 possible range to obtain the ODI scale 

score, with a higher score representing greater disability.  

RMDQ. The RMDQ asks about the impact of back pain on 24 daily activities.  Support 

for the content validity (Burbridge et al., 2020), internal consistency reliability, test-retest 

reliability, and construct validity in a sample of 214 older adults with low back pain (Jenks et al., 
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2022). The RMDQ score has a possible range of 0-24, with a higher score representing more 

negative pain impact (Roland & Morris, 1983).  

OMPQ. The OMPQ was shown to be more accurate in identifying treatments leading to 

positive outcomes than the Work Assessment Triage Tool and clinician treatment 

recommendations in a sample of 2,872 patients with spinal conditions (Gergelé et al., 2021). The 

short form of the OMPQ assesses pain, role functioning, sleep, and anxiety with 10 questions 

(Linton et al., 2011.  Nine of the questions are scored 0-10 and one question (pain duration) is 

scored 1-10; hence, the OMPQ short-form scale score has a possible range of 1-100, with a 

higher score representing more negative pain impact.  

STarT Back. The STarT Back screening tool queries the location of pain, the functional 

impairment associated with back pain, and emotional well-being (Hill et al. 2008). The nine 

STarT Back items are dichotomous (scored 0 or 1) to obtain a total score with a possible range of 

0-9, with a higher score representing greater impairment.  

GCPS. The seven-item GCPS has a pain intensity score and a disability score (Von Korff 

et al., 1993). We examined correlations of the other six pain impact scales with the 5-category 

GCPS, the GCPS pain intensity, and GCPS disability scores. We used the GCPS disability score 

in the analysis because it had the largest correlations of the three GCPS indicators with the other 

6 pain impact scales.  A study of 127 people with spinal cord injury and experiencing pain 

provided support for the internal consistency reliability (> 0.90) and construct validity (e.g.,        

-0.55 correlation with the SF-36 mental health score) of the disability score (Raichle et al., 

2006). The GCPS disability score has a possible range of 0-10, with a higher score indicating 

greater disability.  
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PEG. The PEG scale is a three-item subset of the Brief Pain Inventory (BPI), and each 

item is administered using a 0 to 10 response scale (Krebs et al., 2009).  A study of 427 adults 

with persistent back, hip, or knee pain recruited from primary care found that the PEG was as 

responsive as the BPI and more responsive than the SF-36 bodily pain scale to self-ratings of 

improvement in pain (Krebs et al., 2010).  One PEG item is a BPI intensity item, and the other 

two items are from the BPI interference scale. The PEG scale is the mean of the 3 items and has 

a possible range of 0 to 10, with a higher score representing more pain intensity and inference.  

ISS. Support for the internal consistency reliability and construct validity of the ISS was 

obtained in a study of 749 active-duty military personnel with low back pain (Hays et al., 2021).  

That study reported that the area under the curve for the ISS predicting improvement on the 

rating of change from baseline to 6 weeks later was 0.83. The ISS is made up of four physical 

function items, four pain interference items, and one pain intensity item.  Physical function 

(without any difficulty = 1 to unable to do = 5) and pain interference (not at all = 1 to very much 

= 5) each contribute from 4 to 20 points, and pain intensity (0-10 rating) contributes from 0-10 

points. The ISS has a possible range of 8 to 50.  

Exogenous Variables 

The supplemental file shows the wording of the exogenous variables.  The concepts 

assessed were: 

1) The frequency that back pain was a problem (How often has back pain been an 

ongoing problem for you in the last 6 months?). 

2) Limitations in life (Over the past 3 months, how often did pain limit your life or work 

activities?). 
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3) Number of things done in the management of back pain (ever used 

Tetrahydrocannabinol/THC, Cannabidiol/CBD, over-the-counter medicine, 

prescription medications, narcotics, surgery, shots, chiropractic, exercise, massage). 

4) Comorbidity count (hypertension, cholesterol, heart disease, angina, heart attack, 

stroke, asthma, cancer, diabetes, chronic obstructive pulmonary disease, arthritis, 

anxiety, depression, allergies, sciatica, neck pain, trouble seeing, dermatitis, stomach 

trouble, trouble hearing, trouble sleeping). 

5) Gender.  

Chronic and Non-specific Back Pain 

Study participants were asked two yes/no questions: “Do you think that your back pain is 

chronic?” and “Has a provider ever told you that your back pain is caused by a medical 

condition? 

Analysis Plan 

Higher scores represent more pain impact for each of the measures. We estimated internal 

consistency reliability (coefficient alpha, Cronbach, 1951) for the seven pain impact measures 

and product-moment correlations among them. Then we specified a structural equation model 

with a pain impact latent variable defined by the seven pain impact measures and estimated 

correlations of the four covariates with the pain latent variable. Next, we used Lagrange 

multiplier tests to identify correlated errors among the seven indicators of pain impact to identify 

unique associations beyond the common factor. We evaluated model fit using the comparative fit 

index (CFI) and the root mean square error of approximation (RMSEA). Good model fit is 

indicated by a CFI of about 0.95 or above, and an RMSEA of about 0.06 or less (Hu & Bentler, 

1999).  Analyses were conducted using SAS 9.4 software (SAS, 2016). 
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Results 

From the starting sample of 1972, we had 1874 adults with back pain with complete data 

on the seven pain impact measures (analytic sample).  The most common comorbid conditions 

reported were trouble sleeping (52%), depression (49%), allergies (47%), neck pain (46%), 

anxiety (38%), and hypertension (38%).  Fifty-nine percent reported that their back pain was 

chronic.    

The average age was 41 and 52% were female (Table 1). Sixteen percent were Hispanic, 

7% non-Hispanic Black, and 5% non-Hispanic Asian. Ninety percent had more than a high 

school education; 68% were married or living with a partner; and 69% were working full-time. 

The subsample of MTurk respondents with back pain in this analysis had similar demographic 

characteristics to the overall MTurk sample (average age of 41 vs 40; 16% vs 14% Hispanic; 7% 

vs. 9% non-Hispanic Black) but, consistent with Wu et al. (2017), there were more females in 

this back pain subsample than the overall sample (52% vs 46% female). 

Means and standard deviations for the measures are provided in Table 2.   

Reliability estimates ranged from 0.71 (OMPQ) to 0.92 (GCPS disability score). 

Intercorrelations among items within each measure were all positive except the correlations with 

the three reverse-worded items (items 3, 4, and 8) in the OMPQ were negative with item 1 

(“How long have you had your current pain problems?”), and item 9 (“An increase in pain is an 

indication that I should stop what I’m doing until the pain decreases”).  These correlations are at: 

https://labs.dgsom.ucla.edu/hays/files/view/docs/SupplementalFilePosted.pdf 

Internal consistency reliability coefficients and product-moment correlations among the 

seven pain impact measures are given in Table 3. Correlations among the seven measures ranged 
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from 0.61 (RMDQ with OMPQ) to 0.81 (PEG with GCPS disability score).  The average 

correlation of each measure with the others ranged from 0.67 (RMDQ) to 0.72 (PEG).  

Standardized estimates for the structural equation model are shown in Figure 1. The 

model fit the data well according to the practical fit indices (χ2=368.80, df=42, p <.0001; CFI = 

0.98; RMSEA = 0.06) and similarly in those who reported having chronic pain (χ2=231.91, 

df=42, p <.0001; CFI = 0.98; RMSEA = 0.06), not having chronic pain (χ2=180.84, df = 42, p 

<.0001; CFI = 0.97; RMSEA = 0.07), and those having non-specific back pain (χ2=313.87, 

df=42, p <.0001; CFI = 0.97; RMSEA = 0.07).  

Standardized factor loadings on the pain latent variable ranged from 0.78 (RMDQ) to 

0.87 (ISS). Correlated uniqueness terms were estimated between RMDQ and STarT Back (r = 

0.11) and between PEG and the GCPS disability score (r = 0.09). Comorbidity (0.56) and female 

gender (0.05) had significant direct effects on pain impact. Significant correlations with the pain 

impact latent variable were r = 0.52 for limitations (pain limit life or work activities), 0.32 for 

frequency of back pain being an ongoing problem in the last 6 months, and r =0.07 for 

management of back pain. Significant correlations among exogenous variables are listed in Table 

4.  The largest correlation was between comorbidity and management of pain (r = 0.44). 

Discussion 

This study indicates that a single underlying pain impact factor is defined by the PEG, 

ISS, ODI, RMDQ, OMPQ, STarT Back, and the GCPS disability total scores. The smallest 

product-moment correlation among the pain impact measures pairs was between the ODI and the 

RMDQ (r = 0.64).  The content of these two measures is similar, but the ODI uniquely taps into 

pain intensity and sex life.  The largest correlation was between the PEG and the GCPS disability 

score (r =0.81). The content of these two measures overlaps substantially. The PEG assesses pain 
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intensity and the extent to which pain interferes with general activity and enjoyment of life. The 

GCPS disability score is a measure of difficulty performing daily, social and work activities.  

The largest standardized factor loading on the pain impact latent variable was found for the ISS 

(0.87) and the smallest loading was for the RMDQ (0.78). 

All seven measures provide strong representations of the underlying pain impact factor. 

The support of a common factor among the 7 pain impact measures suggests that each measure 

can be estimated from the others. Indeed, the PEG has been linked to the ISS (Hays, Qureshi et 

al. 2023), the PROMIS measures that make up the ISS (physical function, pain interference, pain 

intensity) were linked with the ODI and the RMDQ (Edelen et al., 2023), and the PROMIS pain 

interference scale was linked to the ODI (Tang et al., 2021).  Crosswalks among the remaining 

pairs of measures could be done to fill in the gaps. 

The choice of which measure or measures to use depends on multiple factors and the 

needs of a particular research or clinical application (Gélinas et al., 2008). Lack of time is one 

barrier to administering patient-reported outcome measures in clinical settings (Östhols et al., 

2019). All seven measures are relatively parsimonious. The ISS, ODI, OMPQ, and STarT Back 

measures have 9-10 items each. The standardized factor loadings for the measures with the 

fewest number of items (GCPS disability score and PEG, three items each) were substantial 

(0.84 and 0.86, respectively). Using a rule of thumb of about a minute to complete four 

polytomous items and eight dichotomous items (Hays & Reeve, 2020), the PEG and GCPS 

disability score take about one minute, the RMDQ about three minutes, and the other measures 

about two minutes to complete.  

All seven measures reflect pain interference. The ODI, OMPQ, PEG, and ISS also reflect 

pain intensity. The ISS, ODI, and RMDQ assess physical function. The PEG, ODI, RMDQ, 
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OMPQ, and STarT Back each represent psychosocial issues (e.g., mood, enjoyment of life, 

social life). The OMPQ includes diverse item content, asking about the duration of pain, pain 

intensity, physical function, sleep, mental health, pain outlook, and perception of how active to 

be when experiencing pain. Indeed, the OMPQ had the lowest internal consistency reliability. 

The three OMPQ items worded in the opposite direction (positively worded) had negative 

correlations with two of the seven other items when all items were scored in the same (indicating 

more pain impact) direction. Use of the ISS may be appropriate if the focus is on physical health 

outcomes. If representing psychosocial content is important, the ISS could be supplemented with 

items assessing mental or social health. The other measures are dominated by physical health but 

also include some mental or social health items. 

Limitations 

The nature of the MTurk sample is a potential limitation of the study. The results reported 

here are from only a single sample and results may vary in other samples. Moreover, prior work 

finds that MTurk respondents tend to be young, White, male, highly educated, and report 

relatively poor mental health compared to the U.S. general population (Qureshi et al., 2022). The 

7% non-Hispanic Black in the subsample was smaller than the 12% estimated for the general 

U.S. population by the U.S. Census, but back pain is more prevalent among non-Hispanic White 

adults (Lucas et al., 2019). In addition, the direction of the associations with the pain latent 

variable observed for pain-limiting life or work activities, the number of comorbidities, and 

being female are consistent with prior work (Gerlach et al., 2021). But it is uncertain how well 

the sample represents adults with back pain in general.  

Conclusions 
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Future studies are needed to examine the robustness of the findings reported here. 

Investigation of longitudinal associations with the pain impact latent variable would be 

especially informative for further characterizing the common versus unique associations among 

the seven pain impact measures.  It would be useful to compare the relative strength of 

associations of the various pain impact measures with future disability and other outcomes. In 

addition, this study analyzes the data using the standard scoring of the pain impact measures.  

Subsequent research could focus on associations among the items to evaluate alternative scoring 

and explore the extent to which item content impacts differences in the measures. 
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Table 1. Characteristic of the Sample (n = 1874)  

Variable Estimate 

Age Mean (range) 41 (19-77) 

Female  52% 

Race/ethnicity  

 Hispanic  16% 

Non-Hispanic  

 White  71% 

 Black  7% 

 Asian  5% 

 Other  1% 

Education  

 High school graduate or less  10% 

 Some college  17% 

 Associate in Arts degree  8% 

 Bachelor’s degree  48% 

 Master’s degree, Ph.D., or professional degree  17% 

Working full-time  69% 

Marital Status  

 Married or living with partner 68% 

 Never married  22% 

 Separated, divorced, or widowed 10% 

Comorbidity  
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 Trouble sleeping 52% 

 Depression  49% 

 Allergies 47% 

 Neck pain 46% 

 Anxiety  38% 

 Hypertension  38% 

 Stomach trouble 33% 

 Sciatica 28% 

 High Cholesterol 27% 

 Arthritis  23% 

 Trouble seeing 23% 

 Asthma  22% 

 Diabetes  17% 

 Dermatitis 16% 

 Trouble hearing 11% 

 Chronic obstructive pulmonary disease  8% 

 Cancer  7% 

 Angina  7% 

 Heart disease  7% 

 Myocardial infarction  6% 

 Stroke 6% 
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Table 2. Descriptive Statistics for Pain Impact and Exogeneous Variables  

Variable Mean (SD) 

ODI                   24.57 (16.14) 

RMDQ 9.16 (6.60) 

OMPQ                    46.61 (14.87) 

StarT Back 3.76 (2.56) 

GCPS Disability 3.68 (2.37) 

PEG 4.01 (2.13) 

ISS                    20.66 (8.07) 

Comorbidity 5.10 (3.32) 

Female gender 0.52 (0.50) 

Frequency of back problem 2.06 (0.75) 

Limitations in work or life 2.13 (0.67) 

Management of Pain 4.06 (2.24) 

 

Note: ODI = Oswestry Disability Index (ODI), RMDQ = Roland-Morris Disability 

Questionnaire, OMPQ = short form of the Orebro Musculoskeletal Pain Questionnaire, StarT 

Back = Subgroups for Targeted Treatment Back, GCPS = Graded Chronic Pain Scale disability 

score. PEG = Pain intensity, interference with Enjoyment of life, interference with General 

activity), ISS = Impact Stratification Score. 
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Table 3. Coefficient Alpha (Diagonal) and Product-Moment Correlations Among Seven 

Pain Impact Measures 

 ODI RMDQ OMPQ StarT Back GCPS PEG ISS 

ODI 0.87       

RMDQ 0.64 0.92      

OMPQ 0.65 0.61 0.71     

Start Back 0.65 0.75 0.69 0.77    

GCPS 0.68 0.67 0.70 0.67 0.92   

PEG 0.70 0.68 0.72 0.68 0.81 0.89  

ISS 0.74 0.67 0.68 0.69 0.73 0.75 0.90 

 

Note: ODI = Oswestry Disability Index (ODI), RMDQ = Roland-Morris Disability 

Questionnaire, OMPQ = short form of the Orebro Musculoskeletal Pain Questionnaire, StarT 

Back = Subgroups for Targeted Treatment Back, GCPS = Graded Chronic Pain Scale disability 

score, PEG = Pain intensity, interference with Enjoyment of life, interference with General 

activity), ISS = Impact Stratification Score. 

Internal consistency reliability estimates (coefficient alphas) are bolded in the table.  All 

correlations are significant at p<.0001. 
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Table 4. Correlations Among Exogenous Variables in Structural Equation Model 

Independent Variables Correlation 

Comorbidity with Management of Pain 0.44 

Comorbidity with Limitations in Work or Life 0.34 

Frequency Back Pain Problem with Limitations in Work or Life 0.34 

Frequency Back Pain Problem with Comorbidity 0.28 

Management of Pain with Limitations in Work or Life 0.21 

Management of Pain with Frequency Back Pain Problem 0.18 

Female with Management of Pain 0.08 

Female with Comorbidity  0.07 

Female with Limitations in Work or Life 0.05 

 

Note: Female gender and duration were not significantly intercorrelated.  
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Figure 1: Standardized Estimates for Seven Indicators of Pain Impact 

 

 
 

     Female = female gender; comor = Comorbidity count; F_Pain = Pain impact latent variable; 

     PEG = Pain intensity, interference with Enjoyment of life, interference with General activity;   

     odi_score = Oswestry Disability Index; iss_score = Impact Stratification Score (ISS); 

     gcpaindisable = Graded Chronic Pain Scale disability score; rmdq_score = 

     Roland-Morris Disability Questionnaire; startback = Subgroups for Targeted Treatment  

     (STarT) Back Tool; ompq_score = short form of the Orebro Musculoskeletal Pain  

     Questionnaire (OMPQ); freq_backpain = frequency backpain has been a problem;  

     limit_lifework= limitations in life and work; mangetot = total number of things done to  

     manage back pain. 

     Single-headed arrow between two variables indicates a direct effect. Double-headed arrow 

     between two variables indicates correlation.  Double-headed arrow above a variable   

     represents residual variance. 

* p< .05 

         ** p < .01 
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Exogeneous Items 

Comorbidity Count 

Have you EVER been told by a doctor or other health professional that you had… 

 

(Response options: Yes, I have been told I have this condition; No, I have not been told I have 

this condition; I am unsure if I was ever told by a doctor or other health professional that I have 

this condition) 

Hypertension, also called high blood pressure?  

High cholesterol? 

Coronary heart disease? 

Angina, also called angina pectoris? 

A heart attack, also called myocardial infarction? 

A stroke? 

Asthma? 

Cancer or a malignancy of any kind? 

Diabetes? 

Chronic Obstructive Pulmonary Disease, COPD, emphysema, or chronic bronchitis? 

Some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia? 

Any type of anxiety disorder? 

Any type of depression? 

 

Do you currently have... 

(Response options: Yes, I currently have this condition; No, I don’t have this condition; Don’t 

know) 

Chronic or seasonal allergies or sinus trouble? 

Back pain? 

Sciatica or radiating leg pain? 

Neck pain? 

Trouble seeing, even when wearing glasses or contact lenses? 

Dermatitis or other chronic skin rash? 

Stomach trouble (like frequent indigestion or ulcers)? 

Trouble hearing, including deafness, in one or both ears? 

Trouble sleeping? 

 

Gender Identity 

How do you describe yourself? 

 

(Response options: Male; Female; Transgender; Do not identify as female, male, or transgender) 
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Frequency of Back Pain Problem 

The next question focuses on the frequency of your low back pain in the past 6 months. 

How often has low back pain been an ongoing problem for you in the last 6 months? 

 

(Response options: Every day or nearly every day in the past 6 months; At least half of the days 

in the past 6 months; Less than half the days in the past 6 months) 

 

Management of Back Pain 

The following is a list of things people do to manage their back pain.  Have you ever used 

any of the following to manage your back pain?   

(Response options: Yes, I have used this to manage my back pain; No, I have not used this to 

manage my back pain; I don’t know) 

 

Surgery 

Injections or shots (including steroids, epidurals, cortisol, etc.) 

Chiropractic care 

Psychological counseling 

Acupuncture 

Exercise (including yoga, walking, gym, stretching, etc.) 

Massage therapy 

Herbs, other supplements or vitamins specifically for pain 

Marijuana (THC) products (e.g., Dried herb, edibles, hash or kief, wax, beverages) 

Cannabidiol (CBD) products that do not contain THC (e.g., tinctures, lotions, oils) 

Over the counter pain medicine such as ibuprofen (Motrin or Advil), naproxen (Aleve) and 

acetaminophen (Tylenol) 

Prescription pain medicine such as celecoxib (Celebrex), diclofenac (Voltaren), meloxicam 

(Mobic), nabumetone (Relafen), cyclobenzaprine (Flexeril), tizanidine (Zanaflex), baclofen 

(Lioresal), carisoprodol (Soma), methylprednisolone (Medrol), duloxetine (Cymbalta), 

pregabalin (Lyrica), or gabapentin (Neurontin) 

Prescription narcotics such as Vicodin, Lortab, Norco, hydrocodone, codeine, Tylenol #3 or #4, 

fentanyl, Duragesic, 

MS Contin, Percocet, Tylox, OxyContin, oxycodone, methadone, Tramadol, Ultram, Dilaudid 

 

Limitations in Work and Life 

 

Over the past 3 months, how often did pain limit your life or work activities? 

(Response options: Never; Some days; Most days; Every day) 

 

 


