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Purpose: This study was conducted to characterize chronic low back pain (cLBP) and to 
identify treatment histories and preferences for cLBP management among Veterans and 
primary care providers within the Veterans Affairs (VA) healthcare system.
Participants and Methods: Veterans with cLBP from five geographically diverse VA 
medical centers were identified using International Classification of Diseases (ICD) 9 and 10 
codes from VA administrative data as were primary care providers at these same sites. From 
these data, Veterans (200/per site) and providers (160/per site) were selected and mailed 
surveys. Open-ended interview data were collected from a subset of Veterans and providers.
Results: In total, 235 Veterans and 67 providers returned completed surveys. More than 80% 
of the Veteran respondents had daily back pain for more than 1 year. Most Veterans had tried 
several treatments for their pain with medications and physical therapy being the most 
commonly used. Veterans and providers had similar attitudes towards many cLBP treatments 
with the exception of psychological therapies that were more favored by providers. Open- 
ended interview data showed that Veterans and providers emphasized the need for multi- 
component approaches to treatment.
Conclusion: Among Veterans, cLBP is typically of sustained duration, is relatively severe, 
and also interferes significantly with normal functioning. Veterans are experienced with 
respect to treatments and had similar attitudes towards many cLBP treatments as their 
providers, especially tailored approaches.
Keywords: low back pain, chronic pain, survey, preferences, primary care provider

Introduction
Chronic pain poses an enormous challenge to the United States (US) with total 
costs related to chronic pain including treatments and disability exceeding 
$600 billion per year.1 The economic costs of low back pain alone amount to 
more than $100 billion per year in the US.2 Unfortunately, optimal treatment 
strategies have not been identified for some of the most common causes of chronic 
pain including chronic low back pain (cLBP). In response, the National Academy 
of Medicine (formerly the Institute of Medicine) prioritized topics in need of 
comparative effectiveness research and listed the comparison of available treat-
ments for low back pain well within the upper quartile on its top 100 list.3 Adding 
to this concern is the recent release of the results of the Global Burden of Disease 
survey that concluded low back pain is the world’s leading cause of years lived with 
disability ahead of headache, depression, and all other medical diseases.4

Specific populations within the US may be particularly vulnerable to chronic 
pain. For example, the prevalence of chronic pain is high among US Veterans 
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with estimates approaching 50% of those seen in VA 
clinics.5,6 In one study 44% of Veterans seen with 
chronic pain had pain related to the spine.5 In addition, 
data from the VHA Health Economics Research Center 
(HERC) document particularly high costs of care for 
Veterans with cLBP.7 Another important consequence of 
chronic pain is its contribution to the opioid crisis. 
A recent report from the National Academies of 
Sciences Engineering and Medicine specifically called 
for research into non-opioid chronic pain management 
alternatives to limit the demand for prescription opioids 
that may lead to abuse by patients or find their way into 
the community to be abused by others.8 Prescription 
opioid use among Veterans is particularly high, although 
significant declines have occurred over the past several 
years.9

To design pain treatment studies optimally, particularly 
those involving comparative effectiveness or pragmatic 
research strategies, a clear characterization of the target 
population is critical. As a foundation for planning these 
types of studies in Veterans, we collected such informa-
tion. The main objectives of this study were to characterize 
cLBP in Veterans as well as to delineate commonly used 
treatments used. The study also sought to identify treat-
ment preferences of both Veterans and primary care pro-
viders. Finally, we queried Veterans concerning barriers to 
participation in a cLBP treatment trial to understand how 
potential impediments to enrolment might be avoided in 
conducting and completing a study.

Methods
Study Sample
We obtained approval from the Stanford University 
Institutional Review Board (IRB) and Human Research 
Protection Program (HRPP) to use the VA’s Corporate 
Data Warehouse database and to perform surveys of 
Veterans and providers. All Veteran participants provided 
verbal consent to be surveyed; the Stanford University 
IRB and HRPP approved this process. Our study was 
conducted in accordance with the Declaration of 
Helsinki. Permission to survey/interview providers was 
obtained from VA’s Office of Labor Management 
Relations. To survey geographically diverse Veterans, we 
selected five VA sites for this effort: VA Ann Arbor 
Healthcare System (HCS), Roudebush (Indianapolis) VA 
Medical Center, VA Palo Alto HCS, VA San Diego HCS 
and VA Connecticut HCS.

Veterans with diagnoses related to cLBP and primary 
care providers were identified using data from the VA 
Corporate Data Warehouse. Patients attending general 
medical clinics at the selected sites were identified 
using a list of ICD 9 and 10 codes associated with 
chronic low back pain: ICD 9 (724.x (724.1, 724.2, 
724.3, 724.4, 724.5 . . .), ICD 10 (M51.2-, M54.4-, 
M54.5, S39.012). Veterans targeted for the survey had 
one or more of the diagnostic codes entered into their 
medical records and one or more primary care visits 
within the preceding 12 months. We identified approxi-
mately 60,000 Veterans at the five sites meeting these 
criteria. One thousand Veterans (200/per site) were 
selected to be sent surveys. We also identified a pool of 
approximately 2000 providers (physicians, physician 
assistants, and advanced practice nurses) at the five 
sites seeing Veterans with cLBP-related diagnoses. 
Eight hundred surveys (160/per site) were sent out to 
providers at the five sites.

Surveys
A Veteran and a provider survey were developed and 
included in Appendix 1. Investigator meetings were held 
to achieve consensus on survey items to include and 
achieve the overall goals to characterize cLBP character-
istics, treatment histories, and patient attitudes that might 
be helpful in planning back pain studies within this popu-
lation. We selected the alternative treatments asked about 
in the surveys after several investigator meetings and after 
consultation with several stakeholders. These stakeholders 
included 1) Cooperative Studies Program staff; 2) experts 
in complementary and integrative health; 3) members of 
the study planning committee; 4) advisors with expertise 
in pain, epidemiology, health services research, and survey 
methodology; and 5) members of the Humans Rights 
Committee at the Palo Alto VA. Surveys were mailed to 
Veterans’ home addresses and to medical providers’ 
assigned medical centers with addressed postage paid 
return envelopes.

Veteran Survey Elements with Responses
Chronic Low Back Pain Characteristics

● Frequency of back pain: never, some days, most 
days, every day

● Duration: less than 1 year, 1–4 years, 5 or more years
● Veteran understood source of pain/perceived cause: 

trauma, spinal stenosis, disc problems, other
● Radiation of pain to legs: neither, one, both
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● Average pain intensity for past week: 0–10 numerical 
scale anchored with no-pain (0) and worst imaginable 
(10)

● Past week pain interference with general activities: 
0–10 numerical scale anchored with minimal (no 
interference – 0) and maximal (completely inter-
feres – 10)

● Past week pain interference with enjoyment of life: 
0–10 numerical scale anchored with not at all (0) and 
maximal (completely interferes – 10)

The pain intensity, interference and enjoyment items 
comprise the pain, enjoyment and general activity (PEG) 
score,10 and were originally composed from the Brief Pain 
Inventory (BPI).11

Therapies Tried in the Past and Used Currently
We assessed experience with and current use of 11 cate-
gories of commonly used back pain treatments including 
non-opioid analgesics, opioid analgesics, adjuvant analge-
sics, topical agents, muscle relaxants, psychological thera-
pies, relaxation techniques, physical therapy, surgery, 
injections and complementary therapies including acu-
puncture, yoga and chiropractic. Space was provided for 
free-text listing of additional therapies.

Attitudes Towards Therapies
Veterans were asked to rank in order of preference 10 
alternative treatments (1=most preferred, 10=least pre-
ferred) for cLBP including acupuncture, chiropractic, mar-
ijuana, massage, medications, physical therapy, 
psychological therapies, spinal injections, surgery, and 
yoga. Free text space was provided for other therapies 
Veterans believed should be offered for their pain.

Interest in Participating in a Back Pain Research Study
Veterans were asked their level of interest in participating 
in a back pain study with 0=not at all interested and 
10=very interested. The following text was provided as 
a description of the study,

The VA is planning a study to identify the best approach to 
treat chronic low back pain. This study would involve 
patients being assigned to receive one of a few treatment 
options commonly recommended to patients suffering 
from low back pain. Most of the options would involve 
several weeks of active treatment followed by occasional 
assessments for up to one year. Some travel to a local VA 
clinic or possibly a VA hospital facility would be required. 

There would be no charges for the treatments, and travel 
costs would be reimbursed. 

Patient Demographics
Age, sex, race and distance from the nearest VA hospital 
facility, willingness to be contacted for an interview with 
open-ended questions to more fully understand their 
thoughts and attitudes about different back pain 
treatments.

Provider Survey Elements
Provider surveys began with the following description of 
the anticipated back pain study,

The VA is considering conducting a study to identify the 
optimal approach to the treatment of chronic low back 
pain. This study would involve patients being randomly 
assigned to receive one of several treatments similar to 
those described in this survey. Most of the options would 
involve several weeks of active treatment followed by 
occasional assessments for up to one year. Your input to 
this brief survey will help to shape the final design of the 
study. 

We then assessed the following:

Potential Study Participants
Estimated number of patients in the provider’s panel s/he 
believed could be referred.

Attitudes Towards Therapies
Providers were asked to rank in order of preference 10 
alternative treatments (1=most preferred, 10=least pre-
ferred) for cLBP including acupuncture, chiropractic, can-
nabis, massage, medications, physical therapy, 
psychological therapies, spinal injections, surgery, and 
yoga. Free text space was provided for therapies providers 
thought should be offered for back pain.

● Willingness to refer patients to the described cLBP 
study: Yes/No

● Willingness to be contacted for an interview to more 
fully understand their thoughts and attitudes about 
a VA-sponsored back pain study.

Phone Interviews of Veterans and Providers
We conveniently sampled and interviewed 30 Veterans and 
8 providers to add depth to the survey data. Development 
of the interview guide was informed from our previous 
qualitative work and revised after consultation with two 
qualitative research experts. The Veterans who agreed and 
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completed phone interviews were provided a $50 incen-
tive. A research assistant conducted the interviews. 
Interview questions focused on treatment preferences, 
treatment attitudes, and perceptions of barriers and facil-
itators to using specific treatments for chronic low back 
pain. Interview questions for Veterans and providers are 
included in Appendix 2. Interviews were audio-recorded 
and transcribed. Interview data were coded and placed in 
categories aligned with interview questions.

Statistical Methods
Numerical and graphical descriptive statistics were used to 
summarize the data overall and by study site. For contin-
uous and ordinal outcomes, means, standard deviations, 
data ranges and boxplots were used. For categorical vari-
ables, proportions were used. Percentages in each category 
were calculated as a fraction of the number of observations 
in that category divided by the total number of observa-
tions minus the number of missing values in that category. 

Spearman correlation coefficient and linear regression 
were used to assess relationships among variables.

Results
Survey Response Rates
Veterans
Two hundred thirty-five surveys were returned (23.5% 
response rate). The large majority (87%) of the Veterans 
who returned the completed surveys did so within 2 
months after the surveys were sent out. Of 235 Veterans 
who returned the surveys, 7 indicated that they did not 
have low back pain or experience any low back pain in the 
past 6 months (our criterion for cLBP). These surveys 
were excluded from analysis, leaving 228 responses for 
analysis.

Providers
Our response rate for provider surveys was substantially 
lower (~8%, 67 surveys). Fourteen indicated that they do 

Table 1 Demographic Characteristics of Survey Responders (Veterans, N = 228)

Question Overall N = 
228

Ann Arbor N = 
54

Indianapolis 
N = 42

Palo Alto N = 
44

San Diego N = 
34

West Haven 
N = 54

Age, years

Mean (SD) 63 (14) 65 (13) 64 (12) 65 (15) 55 (16) 62 (15)

Median 65 65 65 66 59 65
Range [23–97] [36–97] [30–97] [29–96] [27–86] [23–90]

Missing 5 1 2 1 1 0

Sex

Males, n (%) 195 (86) 47 (87) 33 (79) 40 (91) 28 (82) 47 (87)
Missing 9 (4) 3 (6) 3 (7) 2 (5) 0 1 (2)

Race n (%)

White/Non-Hispanic 130 (57) 37 (69) 24 (57) 21(48) 15 (44) 33 (61)

White/Hispanic 34 (15) 7 (13) 4 (10) 5 (11) 7 (21) 11 (20)
Black/African American 19 (8) 1 (2) 4 (10) 6 (14) 4 (12) 4 (7)

Asian 10 (4) 0 1 (2) 3 (7) 5 (15) 1 (2)

Other 8 (4) 2 (4) 1 (2) 1 (2) 1 (3) 3 (6)
Two or more races 13 (6) 2 (4) 3 (7) 5 (11) 1 (3) 2 (4)

Prefer not to answer or 

missing

14 (6) 5 (9) 5 (12) 3 (7) 1 (3) 0

Distance to nearest VA, miles

Mean (SD) 36 (33) 44 (42) 41 (40) 37 (29) 34 (27) 23 (16)

Median 27 38 28 25 27 20
Range [2–300] [5–300] [2–190] [2–100] [5–120] [2–55]

Missing or unknown 46 8 4 20 7 7
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not treat low back pain. These 14 providers returned blank 
surveys and were excluded from analysis, leaving 53 pro-
vider surveys available for analysis.

Demographics of Survey Responders (Veterans)
Provided in Table 1 are demographic characteristics of 
Veterans who responded to the survey overall and by 
study site. The mean age of the Veterans was 63 years 
(Standard Deviation (SD) =14) [Range=23–97]. Of the 
228 respondents, 195 (86%) were males and 130 (57%) 
were white, non-Hispanic. The average distance to the 
nearest VA facility was 36 miles (SD=33), range = 
[2–300].

Characteristics of Low Back Pain and Pain 
Interference in Responders
Provided in Table 2 are the characteristics of low back 
pain and pain interference in Veteran respondents overall 
and by study site. Of the total, 132 (59%) reported back 
pain every day in the past 6 months. One hundred seventy- 
one (78%) responders reported that their back pain lasted 
more than 4 years. The major sources of low back pain as 
understood by the Veterans were disc problems (41%), 
arthritis (40%), trauma (30%), spinal stenosis (17%), 
pinched nerve/sciatica (3%), surgery (2%) and scoliosis 
(1%). Some of the responders indicated more than one 
source of low back pain. Thirty-seven (16%) responders 
did not know the source of their low back pain. More than 
two-thirds (n = 155, 68%) of responders indicated that 
their pain travelled to one or both legs, possibly indicating 
a radicular component.

The mean PEG score, comprising items assessing pain 
intensity, interference with general activity, and interfer-
ence with enjoyment of life was 5.9 (SD=2.5), represent-
ing moderately severe pain on the 0–10 scale. The mean 
average pain intensity in the past week was 6.0 (SD=2.2) 
with 62 (27%) reporting severe pain (score 8–10 on the 
scale 0–10). The mean pain interference with day-to-day 
activities was 5.8 (SD=2.9) with 70 (31%) of the respon-
ders reporting that pain interfered with activities to a high 
degree (score 8–10 on the scale 0–10). The mean pain 
interference with the enjoyment of life was 6.0 (SD=2.9) 
with 80 responders (35%) reporting that the pain interfered 
to a high degree (score 8–10 on the 0–10 scale).

Current and Past Treatments
Table 3 provides a summary of treatments that responders 
currently used or had tried in the past. We found signifi-
cant variability in how frequent therapies were used. The 

majority of patients had tried oral analgesics and physical 
therapy, but a minority (<25%) had tried yoga, acupunc-
ture or psychological therapies. Other treatment options 
had intermediate levels of use (25–50%).

The surveys allowed respondents to write in treatments 
tried or that they thought should be offered for cLBP. 
Other treatments that Veterans believed should be offered 
as well as other treatments that providers believed should 
be offered, included aquatic therapy, TENS (transcuta-
neous electrical nerve stimulation), and pain education 
classes.

Treatment Preferences of Veterans and Providers
Presented in Figures 1 and 2 are Veteran and provider 
low back treatment preferences, respectively. The three 
highest ranked treatment categories for Veterans were 
massage (46%), physical therapy (40%) and chiropractic 
care (36%). Medications ranked fourth among Veterans 
with 35% ranking medications first to third most pre-
ferred. Other treatment options such as injections and 
surgery were far less favored by both Veterans and pro-
viders. Interestingly, marijuana was favored as an option 
by a significant number of Veterans (29% of Veterans 
ranked 1st–3rd) but was strongly opposed by providers 
(91% of providers ranked 8th–10th). The three highest 
ranking treatment categories for providers were physical 
therapy with 92% of providers ranking it first to third; 
medications (49% of providers ranked first to third) and 
psychological therapy (47% of providers ranked first to 
third).

We assessed the correlation between PEG scores and 
Veterans’ treatment preference rankings. Higher PEG 
scores were positively correlated with preference for 
marijuana (Spearman correlation coefficient, ρ = 0.24, 
p = 0.0011), surgery (ρ = 0.21, p = 0.0039), and spinal 
injections (ρ = 0.19, p = 0.0078), and negatively corre-
lated with preference for physical therapy (ρ = −0.21, p = 
0.0036). Correlations for the other treatments were not 
significant.

Interest in a Low Back Pain Study
Veteran Responders 
On a scale from 0 to 10, the average interest in participat-
ing in a low back pain study among Veteran responders 
was 7.1 (SD=3.5) with 127 (59%) responders indicating 
that they would be highly interested in participating in 
a low back pain study (scores of 8–10). One hundred 
eighty-six (85%) indicated that they would be willing to 
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Table 2 Veteran Pain Severity, Frequency, Duration, Source, and Interference (N = 228)

Question Overall 
N = 228

Ann Arbor 
N = 54

Indianapolis 
N = 42

Palo Alto 
N = 44

San Diego 
N = 34

West Haven 
N = 54

Frequency of low back pain, n (%)

Never 1 (0) 0 0 1 (2) 0 0
Some days 34 (15) 10 (19) 5 (12) 5 (11) 2 (6) 12 (23)

Most days 58 (26) 13 (25) 10 (24) 14 (32) 9 (26) 12 (23)

Everyday 132 (59) 30 (57) 26 (62) 24 (55) 23 (68) 29 (55)
Missing 3 1 1 0 0 1

Duration of low back pain, n (%)

Less than 1 year 14 (6) 3 (6) 2 (5) 2 (5) 1 (3) 6 (12)
1–4 years 33 (15) 7 (13) 7 (18) 2 (5) 8 (25) 9 (18)

5 years or more 171 (78) 42 (81) 31 (78) 39 (91) 23 (72) 36 (71)

Missing 10 (4) 2 2 1 2 3

Source of low back pain, n (%)

Multiple sources 104 (48) 27 (52) 21 (53) 19 (49) 16 (50) 21 (40)

Trauma 68 (31) 10 (19) 15 (38) 16 (41) 15 (47) 12 (23)

Trauma only 21 (10) 3 (6) 4 (10) 5 (13) 3 (9) 6 (11)
Spinal stenosis 38 (18) 10 (19) 6 (15) 8 (21) 4 (13) 10 (19)

Spinal stenosis only 5 (2) 1 (2) 1 (3) 0 1 (3) 2 (4)

Disk problem 94 (44) 27 (52) 19 (48) 17 (44) 13 (41) 18 (34)
Disk problem only 21 (10) 4 (8) 5 (13) 3 (8) 3 (9) 6 (11)

Arthritis 92 (43) 25 (48) 17 (43) 17 (44) 11 (34) 22 (42)

Arthritis only 16 (7) 3 (6) 3 (8) 3 (8) 2 (5) 5 (9)
Unknown 37 (17) 11 (21) 4 (10) 8 (21) 5 (16) 9 (17)

Unknown only 30 (14) 10 (19) 3 (8) 7 (18) 4 (13) 6 (11)

Other 38 (18) 9 (17) 9 (23) 5 (13) 5 (16) 10 (19)
Other only 19 (9) 4 (8) 3 (8) 2 (5) 3 (9) 7 (2)

Missing 12 2 2 5 2 1

Pain travels to legs, n (%)

Both 78 (34) 15 (28) 20 (48) 19 (43) 9 (26) 15 (28)
One 75 (33) 17 (31) 12 (29) 14 (32) 17 (50) 15 (28)

Neither 60 (26) 19 (35) 9 (21) 9 (20) 7 (21) 16 (30)

Missing 15 (7) 3 (6) 1 (2) 2 (5) 1 (3) 8 (15)

PEG score, scale 0–10

Mean (SD) 5.9 (2.5) 5.8 (2.5) 6.2 (2.6) 6.3 (2.4) 6.5 (2.2) 5.1 (2.5)

Average pain intensity in the past week, scale 0–10

Mean (SD) 6.0 (2.2) 5.8 (2.3) 6.1 (2.2) 6.5 (2.1) 6.1 (2.1) 5.7 (2.4)

Median 6 6 7 7 6.5 6
Missing 3 1 1 1 0 0

Pain interference with day-to-day activities in the past week, scale 0–10

Mean (SD) 5.8 (2.9) 5.9 (2.9) 6.0 (3.1) 6.0 (2.8) 6.7 (2.5) 4.6 (2.7)
Median 6 6 5.5 6.5 7 5

Missing 3 1 2 0 0 0

(Continued)
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participate in the follow-up telephone interview to discuss 
their thoughts and attitudes towards back pain treatments 
and towards participating in a VA back pain study. Higher 

PEG scores were positively correlated with interest in 
participating in a low back study (slope = 0.31, p = 
0.0013).

Table 3 Overall Current and Past Treatments Used (Veterans, N = 228)

Past Current

Pain relievers (non-opioid), yes (%) 186 (93) 134 (67)
Physical Therapy, yes (%) 184 (89) 125 (64)

Pain reliever (opioid), yes (%) 119 (60) 59 (31)

Pain relievers (adjuvant), yes (%) 73 (37) 56 (31)
Topical agents, yes (%) 121 (59) 61 (33)

Muscle relaxants, yes (%) 105 (52) 46 (25)

Cognitive, behavioral, or psychological therapies, yes (%) 50 (25) 34 (19)
Relaxation techniques, yes (%) 90 (44) 59 (32)

Surgery, yes (%) 46 (22) 7 (4)

Injections, yes (%) 79 (38) 21 (12)
Yoga, yes (%) 42 (20 20 (12)

Acupuncture, yes (%) 57 (27) 16 (9)

Chiropractic, yes (%) 118 (57) 32 (19)

Table 2 (Continued). 

Question Overall 
N = 228

Ann Arbor 
N = 54

Indianapolis 
N = 42

Palo Alto 
N = 44

San Diego 
N = 34

West Haven 
N = 54

Pain interference with enjoyment of life in the past week, scale 0–10

Mean (SD) 6.0 (2.9) 5.8 (3.0) 6.4 (3.1) 6.5 (2.8) 6.5 (2.4) 5.0 (3.0)

Median 6.5 6 7 7 7 5

Missing 3 1 2 0 0 0

Figure 1 Low back pain treatment preferences of Veterans. Figure 2 Low back pain treatment preferences of providers.
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Provider Responders 
Thirty-five (66%) providers who responded to the survey 
said they would refer patients to a VA study that aims to 
identify the optimal approach to the treatment of cLBP. 
Twenty-one (40%) providers said that they would be will-
ing to discuss their thoughts and attitudes about referring 
patients to participate in a VA-sponsored back pain study.

Interviews 
Thirty Veterans participated in semi-structured interviews. 
In the interviews, participants discussed the treatment 
goals most important to them, their most and least pre-
ferred treatments to include in a cLBP trial, their reasons 
behind the most and least preferred treatment options, their 
willingness to participate in a trial, any concerns, barriers, 
and challenges to participating in a trial, and what they 
perceived as the ideal treatment program.

Interviews demonstrated significant variability in treat-
ment experiences and individual needs. Opinions varied 
greatly on the perceived effectiveness of different pain 
treatments. For example, in the context of physical ther-
apy, some had never tried physical therapy while others 
had tried it, but not for cLBP. Some Veterans had tried it 
but did not like physical therapy because they believed it 
did not help relieve their pain, or sessions led to more 
pain. Another Veteran characterized his physical therapy 
experience as a “waste of time” and another said it could 
have been more helpful if it was “tailored.” Other Veterans 
“loved it (physical therapy).”

The most important treatment goals reported by 
Veterans were pain relief (n = 16) and improved ability 
to function (n = 11). Consistent with our survey findings, 
the most preferred treatment options were physical therapy 
(n = 12), acupuncture (n = 10), and chiropractic care (n 
= 8). When probed on the reasons behind these prefer-
ences, Veterans related a good treatment response in the 
past (n = 8) and had confidence in the therapy (n = 8). On 
the other hand, medications (n = 10), surgery (n = 5), and 
physical therapy (n = 5) were the least preferred treatments 
because they had already tried in the past (n = 11) or there 
was not confidence in the approach (n = 7).

All Veterans interviewed (n = 30) were “very willing” 
to participate in a cLBP trial. When asked why they were 
enthusiastic about participating, the most common reasons 
were a desire to try new treatments (n = 9) and their wish 
to find a more effective treatment than they were currently 
using (n = 7). Few Veterans expressed concerns about 
participating in a trial. However, one Veteran offered: “I 

do not want to participate if I am asked to take more 
medication.” In a similar vein, another Veteran did not 
want to participate if “the study only focused on medica-
tion.” Upon probing, Veterans were concerned about the 
potential for addiction and “not feeling like myself” due to 
medication side effects. The most common barrier (n = 9) 
to participating in a cLBP trial was the potential travel 
distances involved. To overcome this barrier, Veterans 
wanted to be compensated for travel to the treatment 
facility.

When asked about the ideal treatment approach, sev-
eral Veterans wanted a “holistic program.” Specifically, 
one Veteran shared that he wanted “a team of doctors 
who worked together to understand my pain.” 
Individualized pain care was mentioned: “ . . . develop 
a program specifically tailored to my needs.” Overall, 
most Veterans were curious about or interested in trying 
more “holistic” or “alternative” therapies. Several Veterans 
reported that they do not believe their needs are being met 
with more standardized, “one-size-fits-all” approaches to 
back pain relief. Specific examples given were the use of 
analgesics, including opioids. Interestingly, weight man-
agement was mentioned several times (n = 5) as 
a desirable pain management strategy to include in a trial.

Only 8 providers were interviewed. All expressed 
interest in referring Veterans to a cLBP trial and almost 
all expressed a desire for a multi-disciplinary, multi-modal 
approach to pain care.

Discussion
Chronic pain is common and costly with cLBP represent-
ing a major cause of disability worldwide.4 Veterans have 
particularly high rates of chronic pain with cLBP repre-
senting one of the most common etiologies.5,6 Several sets 
of guidelines for the treatment of cLBP and other forms of 
musculoskeletal pain are available, although comparative 
effectiveness data and data reflecting combination or mul-
timodal treatments are largely lacking.3 To plan studies of 
highest impact for cLBP, we need information on the 
characteristics of Veterans suffering from cLBP, character-
istics of the pain itself, an understanding of treatments 
used and desired by Veterans, and, importantly, the atti-
tudes towards treatments of the medical providers. Our 
study provided information in each of these dimensions 
with some of the key findings being, 1) cLBP is of rela-
tively high intensity and causes significant functional 
interference among Veterans, 2) cLBP sufferers have typi-
cally used several treatments with medications and 
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physical therapy being some of the more commonly used 
approaches, 3) Veterans and their medical providers shared 
a preference for physical approaches and medications 
while both groups generally preferred interventional and 
surgical approaches the least, and 4) one of the most 
commonly recommended, first-line cLBP treatments listed 
in guidelines, psychological approaches, was highly 
favored by providers but ranked low among patients. 
Interviews with patients and providers revealed that 
patients and providers were interested in approaches offer-
ing a flexible range of options for treatment; tailored to an 
individual patient’s preferences.

While chronic pain was previously established to be 
prevalent among Veterans, our results further describe the 
nature of cLBP as experienced in this population. Based 
on our selection of ICD9/10 codes used to target the 
surveys, we expected that the duration of back pain was 
likely to be long. For example, spinal stenosis, lumbago 
and sciatica tend to be persistent conditions. Also support-
ing that expectation was the average age of the Veteran 
respondents (63 years); cLBP prevalence increases signif-
icantly until late middle age.12 Consistent with these 
expectations, 78% reported pain present for more than 4 
years, and the majority (59%) experienced pain every day 
in the 6 months prior to completing the survey. In addition 
to being persistent, the pain was severe and interfered 
significantly with daily activities. Embedded in our survey 
was the PEG (pain, enjoyment, general activity) scale, 
a three-item tool derived from the Brief Pain Inventory 
and validated in Veterans.10 The average score of 5.9 
indicates a moderate-severe overall cLBP severity and 
functional interference in this population and consistent 
with normative data from 36 pain clinics in Australia and 
New Zealand.13 These findings suggest that many Veterans 
with cLBP experience “high-impact” chronic pain defined 
as persistent pain with substantial restriction of life activ-
ities lasting 6 months or more.14 This designation has been 
associated with greater health-care utilization, lower qual-
ity of life, and the presence of pain in other locations.14

It may also be significant that more than two-thirds of 
the respondents experienced pain radiating to one or both 
legs. Radiating pain is often taken as a sign of possible 
radiculopathy from nerve root compression. Treatments 
such as epidural steroid injections and spinal cord stimula-
tion are often targeted to those with radiating pain as it is 
believed that these therapies may be more effective for 
those with radicular symptoms.15,16 We did not attempt to 
match reported or charted diagnoses with pain severity or 

the nature of pain symptoms as it is common for multiple 
cLBP-related diagnoses to be documented in an individual 
Veteran’s chart, eg spinal stenosis and degenerative disc 
disease. However, the high prevalence of radiating pain 
among these Veterans suggests that studies examining the 
effects of treatments on both axial and radicular pain may 
be important.

Few studies have assessed patient preferences for spe-
cific cLBP treatments,17 and essentially none to this point 
have compared patient and provider preferences. Our list of 
treatment options largely contained conservative, early-step 
treatments that are commonly used and recommended in 
treatment guidelines.18–20 These include psychological 
therapies (cognitive behavioral therapy), physical therapy, 
and medications. Additionally, complementary and integra-
tive approaches included yoga, massage, and chiropractic 
care were popular. Both patients and providers favored the 
commonly used treatments: medications and physical ther-
apy. However, aside from physical therapy, Veterans tended 
to rank therapies requiring only passive, rather than active, 
participation highly, such as massage and chiropractic care.

Providers differed in their preference for psychological 
therapies, a group of approaches including cognitive beha-
vioral therapy, acceptance-commitment therapy, mindful-
ness training and others.21,22 Less than 15% of Veterans 
ranked psychological therapies among their top three 
choices, and this category of therapies was not highly 
ranked by Veterans. This difference in preference might 
be explained by the stigma some attach to psychological 
approaches to pain treatment despite relatively strong evi-
dence of their effectiveness. To better align patient and 
provider treatment preferences, especially related to psy-
chological/behavioral interventions, a shared-decision 
model approach to treatment might improve overall accep-
tance. This approach aims to bring patients and providers 
together on explicit and mutually understood goals and 
expectations of treatment. Provider training in shared- 
decision principles has led to improved outcomes includ-
ing provider satisfaction and improved quality of physi-
cian–patient interaction.23,24

Lastly, the difference between Veterans and VA provi-
ders concerning preferences for using marijuana for pain 
was especially distinct. About one-third of Veterans ranked 
marijuana use as one of their top three choices, whereas 
almost none of the providers ranked marijuana in the top 
three, and nearly 90% of providers placed such therapies 
in the lowest three rankings. Indeed, few data, other than 
anecdotal reports, are available supporting the use of 
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marijuana for cLBP, and concerns within the medical 
community over toxicity and abuse remain high.25,26 On 
the other hand, currently, most states in the US have 
medical marijuana laws, and many states now permit 
recreational use. Formal study of the utility of marijuana 
for pain might help to address this disparity of opinions 
and foster more constructive conversations between 
patients and their medical providers.

Finally, to assess the interest of both Veterans with cLBP 
and their providers in a treatment study, a brief description of 
a comparative cLBP effectiveness study was provided. The 
average level of enthusiasm of patients for the study was high 
(7.1/10). Likewise, two-thirds of VA providers indicated that 
they would refer patients for the same study. To better under-
stand possible barriers to study participation or Veteran 
referral to the study, a subset of Veterans and providers 
were interviewed. Interview responses were significant for 
varied treatment experiences and individual needs among 
Veterans. The opinions of participants were disparate on 
perceived effectiveness of low back pain treatments and 
what should be included in a clinical trial of low back pain, 
yet the willingness and enthusiasm to participate in such 
a clinical trial was unanimous.

Despite the many insights provided by our study, several 
limitations apply. First, the response rate for Veterans was 
low, a common limitation of many mail-based surveys. Thus, 
it is not clear if our conclusions apply to the general Veteran 
population. This concern applies even more strongly to the 
provider survey results. We asked about common treatment 
options but did not include others that might have been of 
interest such as acupuncture, tai chi or TENS. These or other 
non-surveyed options might have generated responses pro-
viding additional insight into cLBP treatment preferences. 
Lastly, our description of the cLBP treatment study used to 
gauge Veteran and provider enthusiasm was a broad over-
view given the range of options investigators might include 
in such an effort. Therefore, a specific trial design might 
generate greater or lesser interest depending on what treat-
ment options are included and the eligibility criteria that are 
used. Factors such as participant incentives and requirements 
to forego currently used therapies have been noted to impact 
patient willingness to participate in chronic pain treatment 
research studies.27 The results from our survey clearly show 
that many Veterans with cLBP suffer from relatively severe 
symptoms and are receptive, as are their providers, to parti-
cipating in therapeutic trials. Furthermore, these results 
informed the study design of our future clinical trial called 
the Sequential and Comparative Evaluation of Pain 

Treatment Effectiveness Response (SCEPTER) Trial. 
SCEPTER will involve sequential treatments in two steps 
moving from evidenced-based treatments (pain self- 
management, physical therapy, cognitive behavioral therapy) 
that were most preferred to those guideline-recommended 
but less well-studied second step options (yoga and spinal 
manipulation therapy).
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