
Illness Representations of Restricting Back Pain: The Older
Person’s Perspective

UE Makris1,2,3, TV Melhado2, SC Lee2, HA Hamann2, LM Walke4, TM Gill4, and L Fraenkel4,5

1Dept. of Internal Medicine, UT Southwestern Medical Center, Dallas, TX.

2Dept of Clinical Sciences, UT Southwestern Medical Center, Dallas, TX.

3Dept. of Veterans Affairs, Dallas, TX.

4Dept. of Medicine, Yale School of Medicine, New Haven, CT.

5Dept. of Veterans Affairs, West Haven, CT.

Abstract

Objective—Back pain is the most common type of pain reported by older adults, leading to

considerable morbidity and cost. Yet little is known about the segment of the population ≥80 years

old that can be used to guide care in this age group. Illness representations provide a useful

framework to understand older adults’ beliefs and perceptions of their back pain. The objective of

this study was to understand illness representations of back pain, severe enough to restrict activity

(restricting back pain).

Design—Qualitative research using semi-structured interviews.

Subjects—Twenty-three community-living older adults ≥80 years old with restricting back pain.

Methods—We used an interview guide to stimulate discussion about how older adults

understand and perceive living with restricting back pain. Thematic codes were created to

categorize the nuances of participants’ restricting back pain experiences.

Results—Participants reported five important components of illness representation: 1) identity,

the label and symptoms individuals assign to the illness, 2) timeline, the individual’s perceived

clinical course of the illness, 3) cause, the individual’s perceived etiology of the illness, 4)

consequences, the perceived impact of the illness, and 5) cure-control, the perceived degree to

which cure or management is possible/ likely.

Conclusions—Thematic analysis revealed that restricting back pain in older adults has variable

and noteworthy physical, psychological and social consequences. There are several components of

the illness representation of restricting back pain, specifically, the perceptions of consequences

and control that may offer potential targets for clinical intervention.
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BACKGROUND

Back pain is the most common type of pain reported by older adults1; it is the leading

complaint for which patients visit a primary care doctor’s office2,3. Each year, more than

$100 billion is spent in the US on back pain4, and we can expect to see increasing costs to

the individual and society as our population ages5.

Cross-sectional studies show that back pain is associated with functional limitation,

disability, and poor health-related quality of life in older adults6,7. Back pain, even when

labeled “chronic,” lasting three or more months, is dynamic and often characterized by a

waxing and waning course punctuated by exacerbations and flares8,9. Longitudinal studies

have documented an association between back pain severe enough to restrict activity,

hereafter referred to as restricting back pain8, and depressive symptoms10 as well as

mobility disability in older persons11,12. Previous work has emphasized that pain intensity

may be comparable in older versus younger adults, however, qualitative characteristics of

the pain experience may differ in these populations13. The literature is rich with qualitative

studies describing the chronic pain experience14–16. The majority of these studies, however,

describe experiences related to generalized chronic pain in younger populations17 or chronic

low back pain in working older adults18, yet little is known about the experience of living

with restricting back pain from the older person’s perspective. The subjective nature of pain

for each individual, along with multimorbidity, polypharmacy, potential frailty, as well as

changing family and social circumstances common in later life, emphasizes the need to

understand the experience of living with back pain from the perspective of the older

person13,19. Further, there is a paucity of literature available on the segment of the

population ≥80 years old, that can be used to guide care (that is relevant and appropriate) in

this age group20,21.

Qualitative research methods are ideal for eliciting the older person’s experience with back

pain because interviews provide an in-depth, richer account of the experience as compared

to a quantitative representation of the human experience. In the current study, we used

qualitative methods to identify patient-reported dimensions of the restricting back pain

experience. Through an enhanced understanding of the older person’s experience with

restricting back pain we can begin to more effectively tailor assessment and management

options for this population.

METHODS

Semi-structured interviews were conducted with persons aged ≥ 80 years who reported

restricting back pain, defined as staying in bed or cutting down on usual activities due to

back pain8. Semi-structured interviews consist of open-ended inquiries and are ideally suited

to elicit detailed accounts of an individual’s experience22. The interview guide intended to

explore the character and clinical course of restricting back pain in the context of other
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illnesses or conditions, as well as its impact on activities of daily life, including symptom

management and quality of life, social relationships, coping strategies and other adaptive

behaviors (see Appendix). This paper focuses on the illness representations of restricting

back pain. In depth individual interviews were conducted by a single investigator (UEM) in

participants’ homes and ranged from 25–60 minutes in length.

Potential participants were drawn from the Precipitating Events Project (PEP), an on-going

longitudinal study of non-disabled community-living persons who were aged 70 and older at

the time of enrollment in 199823. PEP participants who completed the 144-month

comprehensive home-based assessment as part of the parent study and who had reported

restricting back pain during any of the previous three months were considered for inclusion

in this study. Exclusion criteria included residence in a nursing home, severe hearing

impairment, or moderate/severe cognitive impairment, as defined by mini-mental state exam

<20 and item recall <3. We purposely sampled for a balance of male and female

participants. Of the 79 participants approached, 60 reported having back pain in the last 3

months; 27 of these participants confirmed having restricting back pain, and 23 completed

an interview. Recruitment ended once no new information related to our study purpose was

collected. This study was approved by the Yale University and UT Southwestern IRB

(STU042012–052).

All interviews were transcribed verbatim by a transcriptionist and analyzed as each

participant was enrolled. Analysis consisted of iterative thematic analysis where codes were

created to categorize the nuances of participants’ restricting back pain experiences. After six

interviews were completed, members of team (UEM, LMW, LF) refined the guide to

capture more fully the primary concepts emerging from the data. Data were stored and

managed in NVivo 9.0 (QSR International, AUS). Investigators collectively identified

preliminary themes and then engaged in iterative discussions to interpret the themes24,25. To

promote inter-coder reliability, coding discrepancies were resolved through group discussion

until consensus was reached24,26.

RESULTS

The sociodemographic and medical characteristics of the 23 participants are summarized in

the Table 1. The participants were 57% female, and the age of participants ranged from 82–

99, with a median age of 86. On average, participants each had three chronic conditions. Of

the 23 participants, 18 (78.3%) reported other types of pain (in addition to back), including

knee (n=15), shoulder (n=10), hip (n=8), hand (n=3), trochanteric bursitis (n=2), neuropathic

pain (n=1).

In this paper, we refer to back pain as an illness, the subjective experience of a disease,

rather than a disease, an objective biological event due to disruption of specific structures or

organ systems. Illness refers to how individuals live with and respond to symptoms of

disability27. Theories of illness representation, most notably Leventhal’s Common Sense

model28–30, provide useful frameworks to understand, and in our research, to present, older

adults’ beliefs and perceptions of their back pain. After preliminary analysis and coding,

members of the team believed that the data were reflective of Leventhal’s illness

Makris et al. Page 3

Pain Med. Author manuscript; available in PMC 2015 June 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



representation, and thus, we have used this part of the model to organize the data. This is an

appropriate function of theory in qualitative research, according to Sandelowski31.

Leventhal’s model focuses on five important components of illness representation: 1)

identity, the label and symptoms individuals assign to the illness, 2) timeline, the

individual’s perceived clinical course of the illness, 3) cause, the individual’s perceived

etiology of the illness, 4) consequences, the perceived impact of the illness, and 5) cure-

control, the perceived degree to which cure or management is possible/ likely28,30,32. Illness

representations have been shown to correlate with disease-specific outcomes, quality of life,

care seeking behavior, and adherence, often above and beyond other patient-reported

measures and clinician evaluations of disease impact28,29,32,33. The substantial impact of

illness representations have been previously demonstrated for rheumatic diseases, such as

osteoarthritis29,34 and chronic musculoskeletal pain, albeit, in younger populations35.

We used Leventhal’s Common Sense model to organize illustrative quotes describing

participants’ illness representations of restricting back pain.

Identity

The participants were asked to describe restricting back pain in terms of the symptoms they

experience, including severity and character of pain. All participants confirmed their back

pain was severe enough to restrict activity in the last three months. The character of

restricting back pain varied between sharp or stabbing (61% of participants), and dull or

aching (65% of participants).

I have back pain almost all the time. It’s the lower back but at times it goes up to

the neck area… It’s very, very sore and achy. The one across my lower back

spreads from one hip to the other and I can’t walk by myself without holding onto

something. (84 year old woman)

If it’s a good spasm when I get caught, it takes a good while for it to straighten up

and go away. It’s just like a [vice] grabbing you…like an electric shock…It takes

your breath away. (82 year old man)

30% of participants endorsed fluctuating symptoms that included both sharp and dull back

pain.

It’ll be sharp, like I say, if I’m lifting something up, which I don’t do anymore. But

most of the time, it’s a dull…like when I go bed and bend down to do my shoes.

(85 year old man)

Timeline

Participants reported a varying clinical course of restricting back pain over time. Most of the

back pain was described as episodic or periodic, with intermittent flares. For some

participants, restricting back pain episodes were unpredictable, while others could anticipate

when the back pain would be aggravated or precipitated by specific activities.
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When it does come on, it comes on periodically…I may go for 10–11 months and

not have back pain and then all of a sudden it will come on for no apparent reason.

(86 year old man)

Eleven of the 23 (48%) participants reported back pain that was constant and unremitting.

However, these participants also reported fluctuations in the severity of symptoms:

Well I have chronic back pain. I mean, when I'm sitting here, I’m fine. But when I

move around, it does hurt. And particularly when I bend over…It really gets very

intense…it's not a stabbing pain. It's steady…sometimes it's dull and sometimes it's

intense. (87 year old woman)

I have back pain every day. Day and night plus the other pain that I encounter…It’s

never over…It’s a constant pain and sometimes it worse than at other times.

Sometimes I feel like I’m disconnected. I try not to feel sorry for myself about it

but it something you wish you didn’t have and it’s something that you know is not

going to get better. (86 year old woman)

Many participants reflected on the chronicity of their restricting back pain and how they

perceived the symptoms will persist.

But I never thought it would last this long. I keep thinking it’s going to stop. (87

year old woman)

Perceived Cause and Precipitants

Participants described two main perceived causes of restricting back pain: related to prior

occupational/ physical exertion and age-related degeneration/arthritis. Several participants

believed that prior work or activity “brought on” the initial back pain that had, over time, led

to their current symptoms.

Most of my ailments come from…when I was on the fire department. I had 2 knees

operated on, 2 shoulders, then a neck fusion. I hurt it in a fire and between all these

injuries, sliding the pole, my back went out on me and it kept going out on me. (85

year old man)

The second perceived cause of restricting back pain, reported by half the participants, was

age-related and “likely from arthritis”.

Well I just got older and the bones, probably it’s brittle, same way as my fingers.

The bone, now they ache like a toothache. See they’re crooked…See and the same

thing’s happening to my back…[arthritis] is affecting my back. (99 year old

woman)

“Absolutely [it comes with aging]…Because I didn’t have it when I was young,

you know…I don’t even think it’s a medical problem, I don’t even think that it’s

anything that the doctors will be able to do anything about.” (92 year old woman)

Participants identified particular aggravating factors or precipitating events that they

associated with developing restricting back pain. Nearly all of the participants recognized

specific stimuli, especially certain common body movements that prompted or exacerbated

their back pain.
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If I’m shaving and I want to wash my face and I bend over the sink for any length

of time, then all of a sudden it just grabs and I have to straighten up…that’s what

bothers it. (82 year old man)

During the night, I’m fine but during the daytime when I stand too long or I walk

too far, I get terrific pains down in the back …the lower back… Only if I’m

walking or standing too long. (99 year old woman)

Only a few participants were unable to identify a position, movement, or event that

prompted their back pain.

Most times for no reason that I can really determine. But it just comes on suddenly,

and that’s it…it’s unpredictable. (86 year old man)

Consequences

The discussion guide focused on the impact of restricting back pain; prompted by our

interview questions, all participants described the perceived consequences of restricting back

pain on their daily activities and quality of life. Many participants offered general statements

about their quality of life as well as specific examples of how restricting back pain impacted

specific physical, psychological and social dimensions of life.

You have no quality of life! …It limits anything. It doesn’t limit, it eliminates

anything I could do. (86 year old man)

Commonly, participants reported how restricting back pain affected their independence and

directly resulted in the need for more support to carry out particular functions. This lack of

independence and inability to carry on with usual activities was described as emotionally

frustrating.

It frustrates me that I can’t just get up and go. (88 year old woman)

The fact that I can’t get out on my own, that I have to depend on everybody for my

life’s problems to help… [back pain] makes me stop and ask somebody else to do

something for me. And that’s very, very aggravating. (84 year old woman)

It’s very debilitating both mentally and physically because I’m not able to do what

I want to do. My head says yes and my body says no. (84 year old woman)

The majority of participants (74%) commented on how restricting back pain resulted in

consequences that affected them socially, most often by limiting their physical capabilities

to participate in activities that they enjoy.

I can say that the back pain probably keeps me from even wanting to go down the

stairs, play Bingo with the rest of the people. I don’t do the things that I used to

love doing. (84 year old woman)

Participants also focused on the specific physical and emotional consequences of restricting

back pain. The perceived impacts on social functioning were also closely related to

perceived psychological impacts of restricting back pain.

“I’m miserable. Because I’m invited someplace…I don’t know if I can go all the

time…Just walking or climbing stairs…if I have to go to my sister’s 90th birthday

Makris et al. Page 6

Pain Med. Author manuscript; available in PMC 2015 June 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



party, I didn’t know where I was going or how many stairs I had to climb and so I

didn’t go!” (87 year old woman)

In contrast to participants who reported daily consequences from restricting back pain,

others expressed how they have accepted or adapted to having this chronic condition. For

example,

Well, I just accept it, I think. But that’s my mentality. I mean, I’m not going to let it

get me down. (98 year old woman)

Well, I’ve had it for so long that I just accept it when it comes. (86 year old man)

Some participants described how coping mechanisms such as rationalization and minimizing

help reduced the emotional burden of restricting back pain.

I feel, I don’t feel angry about it. I don’t resent it. I feel that…I have such good

health that this is just something you live with, put up with. No I don’t look for a

doctor to give me an instant cure or anything like that. I just try to be careful, not

uh lift up, pick anything heavy and so on. Even trying to walk limited, bending to

pick things off the floor and so on… But I don’t consider it a great cost to bear. (86

year old man)

To me, I don’t think it’s important because I’m not a person that said, oh, I’ve got

to stay in bed because I can’t move…Yeah but I don’t let it bother me. I just keep

going. (90 year old woman)

Participants also commented on the relative importance/severity of their comorbid

conditions as one reason they may not have perceived restricting back pain as resulting in

severe consequences.

My concentration at this point is my diabetes…I’ve had that for almost 30 years.

Then they know more about that than what I’m going through with my back. (87

year old woman)

Well back pain doesn't require any treatment…As far as my experience has been.

Whereas the other things I do have to really pay attention to. I mean, I have to

watch my diet. And I do have to see the doctor regularly for my kidney condition.

So I don't worry about the back pains. I just worry about having a fall or something.

(87 year old woman)

Cure vs. Control

Nearly all of the participants understood that there is no cure for back pain, and that back

pain management consisted mostly of “controlling” the symptoms. Some participants

perceived an ability to control their restricting back pain.

It’s –hey you have your teeth all your life, and once in a while you’re gonna get a

tooth ache. It’s like, when I get a tooth ache, I go and see the doctor, you know and

I treat my back. (84 year old man)

It’s an effort to walk to the mailbox. It’s an effort to walk down to the end of the

hall. The pain is constant, but doctors, they’re aware of the situation. But when it
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gets bad that I can’t move, then I got to go to the hospital, get the injections, and

that’s it. (86 year old man)

Another participant described how wearing a supportive belt consistently worked to both

prevent and treat his back pain episodes. He was one of the few participants who offered an

intervention or alleviating factor that he perceived as consistently effective and, therefore,

expressed control over his restricting back pain.

I have a belt that I’ll put on, and when I use that belt, when I leave it on for 3 or 4

hours in the morning, the pain goes away. Because what I’m doing works. And if I

can wear a belt for 3 or 4 or 5 days and the pains gone for a period of months again,

I can live with that. (86 year old man)

More often, however, participants expressed a lack of control over their pain resulting in

frustration and struggling with an inability to manage their back symptoms effectively or

consistently.

Just that it annoys me when I get it and when you go sit down and rest and it goes

away, I’m fine until the next time. But there’s nothing that they can do. I take my

pills, it numbs the pain and that’s it. (99 year old woman)

Nah‥ I honestly think that at this point, my body is broken, it’s worn out…that’s

why I say, someone in their 70s you could help a lot more, but I honestly don’t

know what could be done now outside of keeping comfortable. (98 year old

woman)

Physically and emotionally. I find it annoying…In other words, why can’t they do

something? Why do I have to live like this day in and day out? (86 year old man)

DISCUSSION

Our findings demonstrated that restricting back pain in older adults has variable and

noteworthy physical, psychological and social consequences. This study contributes

valuable perspectives from older adults (≥80) living with restricting back pain. Our results

demonstrate how older participants’ illness representations may influence health-related

decisions, including health behaviors and coping responses. For example, from the

standpoint of self-regulation theory28, an older adult who perceives restricting back pain as

an illness threat (with consequence) will select a coping mechanism and subsequently

appraise its efficacy, resulting in modification or change in the coping strategy, if necessary.

Our analysis suggests that there are several components of the illness representation of

restricting back pain, specifically, the perceptions of consequences and control that may

offer potential targets for clinical intervention36,37. For example, older adults may be more

willing to accept management options if they perceive restricting back pain as having a

significant impact or resulting in downstream consequences35; this has not yet been tested in

older adults, specifically. Educational tools, for example, focused on illness representations

regarding controllability of symptoms may also prove effective in management of restricting

back pain in older adults 37. Such interventions must either align or change older adults’

beliefs or illness representations regarding restricting back pain to be effective.
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In our study, restricting back pain was described as episodic which is consistent with

existing literature describing the frequency and recurrence of restricting back pain over 10

years8. Suri and colleagues, via a telephone survey, reported that flare-ups of chronic

nonspecific back pain are common and independently associated with higher levels of pain

intensity and disability than among those without flare-ups9. The older participants in our

study emphasized how unpredictability of back pain resulted in physical, psychological, and

social consequences; this mirrors much of the back pain literature in younger adults38–40.

The perceived causes of restricting back pain in our study were described, broadly, as either

occupational or age-related. This is important since older adults who believe their back

symptoms arise from previous occupational injury may be more amenable to seeking care

than older adults who attribute their symptoms to aging.

Our findings regarding illness precipitants are consistent with prior work published on

triggers of back pain flare-ups in younger adults9. The authors surveyed 317 individuals,

mean age 46.7, who reported flare-ups of chronic nonspecific back pain and reported the

following most frequent triggers: lifting (27.4%), bending (23%), over-activity (20.5%), and

moving wrong (13.9%). These precipitants, once identified by the individual, may be

amenable to self-management; increased vigilance, mindfulness, and caution with regard to

body movements may help avoid future back pain episodes38.

At the core of each interview, the participants recounted a detailed description of the various

important consequences of restricting back pain and its impact on their daily life. As

expected, older adults described the physical ways in which back pain restricted them, but

they also presented a consistent pattern of how the physical restriction leads to social

limitations (i.e., interacting with friends) and subsequent emotional or other psychological

impacts (i.e., frustration). They described back pain at the heart of a cycle of worsening

physical limitation, psychological distress and social isolation. These self-identified

consequences of restricting back pain, especially social impacts, are not all routinely

evaluated by physicians in the context of back pain. This is an important area for future

research.

For a number of our participants, other medical conditions seemed to take precedence over

their restricting back pain. The explanations for giving other conditions (such as diabetes)

priority included: 1) checking blood glucose was something that they had to do multiple

times a day and, therefore, a constant reminder, and 2) greater ability to control diabetes

with medications prescribed as opposed to perceived lack of effective medications and

management modalities (lack of control) for back pain. However, nearly all participants

understood that the mainstay for back pain treatment is control of symptoms and reducing

frequency of episodes, rather than completely eliminating (or “curing”) back pain

symptoms. Individuals who felt “in control” of their back pain were more likely to report

satisfaction with treatment or, alternatively, they had developed effective coping or adaptive

behaviors.

Several limitations of our study design are worth mentioning. Given the long follow-up of

the PEP cohort, survival bias is present, however, this is inevitable in studies seeking to

evaluate the population ≥80 years old. As with all research involving small sample sizes, we
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are unable to generalize our findings to other populations. Moreover, since our sample

consisted primarily of non-Hispanic White participants who are all English speakers we are

unable to determine whether a more diverse population of older adults with back pain might

yield variations in their perceptions and experiences. Similarly, it should be noted that

illness representations can be dynamic, as symptoms and other life circumstances change.

This research provides a snapshot of the older adult’s illness representations; future research

is needed to evaluate patterns of back pain-related illness representations over time.

Our qualitative research provides a greater depth of understanding of restricting back pain in

older adults; it also points towards a need for further research in several areas. First, we have

much to learn about the various alleviating factors and coping mechanisms used by older

adults to manage restricting back pain. In the absence of existing guidelines for managing

back pain in older adults, perhaps we could learn more on this topic from older adults who

are successfully self-managing their illness. Second, additional research should focus on

how illness representation predisposes individuals to specific coping strategies. Third, we

heard from older adults that particular domains, such as social functioning, are an important

consequence of restricting back pain. Future research efforts should focus on dimensions of

the back pain experience that older adults identify as important, as these patient-identified

targets for intervention may be more likely to result in meaningful change to older

adults41,42.

In conclusion, this qualitative study is the first to report on illness representations of

restricting back pain as described by older community-living adults, ≥80 years old. This is a

traditionally under-represented population in the back pain literature. The use of qualitative

methods facilitated a more nuanced assessment of the experiences of restricting back pain

among older adults and suggests that there is a need to develop and refine existing measures

to more accurately reflect older adults' needs and priorities43, and that take into account

illness representations.
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APPENDIX: Back Pain Discussion Guide

To begin our discussion I would like you to:

1. Think back to the last time you had back pain. Can you tell me what happens when

you get back pain? OR Can you tell me what the back pain feels like?

a. Probes:

i. When was the last time you had it?

ii. How long does it last? Hours? Days? Months?

iii. Does it come and go?

iv. Is it constant? Do you always have some back pain?

v. Does it come suddenly or gradually?

vi. Where is it located?

vii. Is it sharp or dull?

viii. Confirmatory question from screening criteria: Did it cause

you to stay in bed for half a day or cut down on usual

activities? Why, or why not?

2. Have you had more than one episode of back pain? If yes,

a. When did you first develop back pain?

b. Are you pain free in between back pain episodes?

c. How often do you get back pain?

d. Are the episodes of back pain the same or different each time?

3. Does back pain impact your quality of life? If yes, how?

4. How did the back pain affect you? (understand how it impacts independence/

functionality)

a. Probes:

i. Did it stop you from doing anything?

ii. What is your day like if you don’t have back pain?

iii. What is your day like if you do have back pain?

iv. Does your back pain affect your sleep? Do you take any

medication for sleep?
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5. What is most concerning (bothers you most) about your back pain?

6. What, if anything, about your back pain worries you?

7. How do you think your back pain will affect you in the future?

8. What are your goals for managing your back pain? How important is it to you to

have your back pain treated?

9. What do you think makes the back pain worse?

10. What do you think makes the pain better? Is there anything you do to lessen your

back pain?

a. Probes:

i. What has been most helpful to you?

11. What do you think causes your back pain? (etiology or precipitating events)

a. Probes:

i. Trauma (exs: fall, MVA)

ii. Cancer?

iii. Infection?

iv. Certain movements or activities

v. Arthritis of the back?

vi. Vertebral fracture?

vii. Muscle strain?

viii. Old age (does patient perceive back pain as normal aging)?

12. Tell me about what you do to care for your back pain?

a. What treatment modalities (including coping mechanisms) are you using

or have you used for your back pain?

b. Have you had any experiences taking medication for back pain?

c. Probes:

i. Medications (including over the counter, herbal, natural

substances)

ii. Exercise, Water aerobics

iii. Physical Therapy

iv. Yoga, Tai Chi, Meditation

v. Acupuncture

vi. Hot/cold (heat pads), massage therapy

vii. Reading books/ educating yourself
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13. Have you had surgery on your back? If yes, when and was it helpful?

14. Do you have any other medical conditions? If yes,

a. How do your other medical/health conditions affect the way you

experience back pain?

b. How does your back pain affect the way you experience your other health

conditions?

15. Does your back pain affect you physically? If yes, how?

a. Do you use a cane or walker? For back pain?

16. Does your back pain affect you emotionally? If yes, how?

17. How does your back pain affect your relationships (friends, spouse, family, care-

providers)?

18. Do you talk with your friends or family about your back pain?

19. Do you think that back pain is a normal part of aging? Can you tell me more?

20. In addition to back pain, do you have other sources of pain?

a. If yes, where?

b. How does your back pain affect these other pains?

c. How does the other pain affect your back pain?

21. Is there a role for your doctor in managing your back pain? If yes, what is it?

22. Do you tell your doctor about your back pain?

a. What type of doctor do you tell about your back pain?

b. What has your doctor told you about your back pain?

i. Do you wish you knew more about back pain?

c. What can your doctor do better to help you with your back pain?
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Table 1

Participant Characteristics

Characteristics n=23

n (%)

Age

    80–84 years 7 (30)

    ≥85 years 16 (70)

Gender

    Female 13 (57)

Race/Ethnicity

    African
American/Black 2 (9)

    Non-Hispanic White 21 (91)

Education level

    Less than 12 years* 5 (22)

Living alone‡ 12 (52)

High depressive symptoms ‡¥ 9 (39)

*
Did not complete high school

‡
Living situation and depressive symptoms were updated at the PEP 144 month interview.

¥
Depressive symptoms were defined based on the Center for Epidemiologic Studies Depression (CES-D) scale score ≥ 16. 44
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