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Abstract

Objectives: (i) Describe patients' self-selected activity-related rehabilitation goals,
and (ii) compare attainment of these rehabilitation goals among people with
persistent tension-type neck pain receiving a group-based pain and stress self-
management intervention (PASS) or individual physiotherapy (IPT).

Methods: Before intervention and random allocation to PASS or IPT, 156 people
(PASS n=77, IPT n=79), listed three self-selected activity-related rehabilitation
goals by use of the Patient Goal Priority Questionnaire (PGPQ). For each activity
goal, participants rated limitations in activity performance, self-efficacy and fear of
activity performance, readiness to change to improve performance, and expectations
of future activity performance. At follow-ups (10 weeks, 20 weeks, 1 year and
2 years after inclusion), participants also responded to a question on changes made
to improve activity performance. Mann-Whitney U test was used to evaluate
between-group differences.

Results: There were between-group differences in favour of PASS in the attainment
of self-selected rehabilitation goals with regard to activity limitations and satisfaction
with activity performance at all follow-ups.

Conclusions: PASS was more successful than IPT for the attainment of self-selected
rehabilitation goals, improvements in activity limitations and satisfaction with
activity performance as measured by PGPQ. The PASS programme emphasized the
importance of applying active pain- and stress-coping techniques in personal ‘risk
situations’ for pain flare-ups, which appear to support people with persistent
tension-type neck pain to make changes in their lives to improve activity
performance.

Patient or Public Contribution: Patient engagement in rehabilitation by self-selected
goals was investigated, but patients were not involved in the design or conduct of
the study.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium,

provided the original work is properly cited.
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1 | INTRODUCTION

The biopsychosocial perspective on pain highlights the significance of
applying cognitive-behavioural principles in pain rehabilitation.®
Rehabilitation strategies that address cognitive and behavioural
factors involved in the maintenance of musculoskeletal pain by
promoting active pain-coping skills and self-management have shown
beneficial effects on pain-related disability.” ® The rationale for self-
management interventions is to induce health behaviour assumed to
yield sustainable long-term favourable effects on disability.”®
Person-centred care and the patient's active involvement in
rehabilitation have gained increased attention.” *? An important part
of a person-centred approach is the identification and evaluation of
patient-specific rehabilitation goals.*>** Clinical tools can support the
goal-setting process: assist in drawing out and setting priority to the
patient's valued treatment goals, and monitor the treatment process
and goal achievements.® Patient-specific instruments are useful for
bringing forward and acknowledging the individual's own valued
activities, such as activities that are perceived important for the
person's participation in everyday life and for actively involving the
patient in the rehabilitation process.’®'® The patient's active
involvement in rehabilitation goal-setting has been suggested to
increase motivation, active engagement and satisfaction with
rehabilitation interventions.'” Studies have found a positive associa-
tion between patient involvement in goal-setting and rehabilitation

20,21

outcome. Despite support for the use of patient-specific

instruments for goal-setting, they are used to a very small extent in
clinical rehabilitation.*®2223

The Patient Goal Priority Questionnaire (PGPQ) has been
described as a clinical tool to assist the patient in identifying and
prioritizing activity-related goals in pain rehabilitation, likewise to
assist shared decision-making and patient engagement in the
evaluation of rehabilitation progress and outcome.”* The activity
goals rated by PGPQ are self-selected by the patient and thus
person-specific as opposed to generic. Each prioritized activity goal is
followed by a rating of generic aspects relating to activity perform-
ance; that is, limitations in activity performance, as well as
satisfaction, self-efficacy and fear of activity performance, readiness
to change to improve performance and expectations of future
activity performance. One study has examined test-retest reliability
of the self-report scales in PGPQ in a sample of people having
persistent pain by calculating intra-class correlation coefficients
(ICCs) and the reported ICCs ranged from .35 to .81.2° The PGPQ
has been used in pain rehabilitation research for the identification of
patients' treatment goals’® and for the assessment of clinically
important changes related to activity performance and goal achieve-
ments.?”?® One study examined the concurrent validity of the PGPQ

to a generic measure of disability, the Pain Disability Index (PDI), in a
sample of people having persistent pain. The PGPQ was negatively
and moderately correlated with the PDI, indicating that the patients’
perceptions of behavioural performance in prioritized activity goals
as measured by PGPQ were moderately correlated to a generic
measure of disability.>*

In a randomized controlled trial (RCT) of a multicomponent pain
and stress self-management group intervention (PASS), the PGPQ
was included in a comprehensive self-assessment questionnaire used
for evaluation of intervention effects. Previous publications have
reported results on posttreatment effects in the primary outcome:
pain control, self-efficacy for activities of daily living (ADL) and
disability?” and on long-term effects at 2°°°! and 9 years.*? The
results on primary outcomes have shown that the PASS had a better
effect on pain control, pain-related self-efficacy for ADL, disability
and pain catastrophizing than a control treatment: individual
physiotherapy (IPT), for patients with persistent tension-type neck
pain, in both short-term and Iong-term.z(’)'30 Also, treatment gains in
self-efficacy for activity performance was an important predictor for
favourable long-term outcomes on pain-related disability.>* How-
ever, the outcome on the participants' attainment of self-selected
rehabilitation goals collected by PGPQ before the intervention and at
follow-ups (at 10 weeks, 20 weeks, 1 year and 2 years after inclusion)
has not yet been reported.

Hence, the objective of this study was to (i) describe patients'
self-selected activity-related rehabilitation goals, and (ii) compare
attainment of these rehabilitation goals as measured by PGPQ among
people with persistent tension-type neck pain participating in a two-
armed RCT receiving either PASS intervention or IPT.

2 | MATERIALS AND METHODS

2.1 | Study design

This study is a secondary analysis of data from a two-armed
pragmatic®®> RCT** evaluating between-group differences and
within-group changes over time with five time-points of data
collection, on activity performance in self-selected rehabilitation

goals.

2.2 | Participants and procedures
Detailed descriptions of participants and procedures have been
reported in previous publications.?” 2" In brief, people with neck

pain seeking physiotherapy treatment at nine primary healthcare
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(PHC) centres in eight towns in Sweden were consecutively
recruited from September 2004 to April 2006. They were
considered eligible if they were aged 18-65 years and had
tension-type neck pain of persistent duration; that is, more than
3 months. Reasons for exclusion were: insufficient fluency in
Swedish, medical history of psychotic disorder, pregnancy,
ongoing treatment for neck pain or possible depression indicated
by a score of 211 points on the depression subscale of the
Hospital Anxiety and Depression Scale (HADS-D).>> An a-priori
power calculation based on data from a pilot study,*® estimated
that a sample size of 55 per group would be sufficient to detect a
10% between-group difference on the primary outcomes vari-
ables: ‘pain control’ and ‘self-efficacy for performing activities in
spite of pain’. No power calculation was undertaken regarding
outcome on the PGPQ. The number of participants available for
analyses of PGPQ was considered acceptable for analyses but the
capacity to ensure power to detect important between-group
differences was not calculated a priori. Before enrolment to the
study, the participants provided informed consent to participate.
The study was approved by the Ethical Review Board of Uppsala
University (Ups02-088). After completing the baseline self-
assessment questionnaire, the participants were randomly allo-
cated to receive either the intervention PASS or the control
condition IPT. Allocation was stratified by the PHC centre. PASS
and IPT were delivered at the PHC centres by experienced
physiotherapists. The physiotherapists delivering PASS and IPT
did not have access to the content of the questionnaire and were
unaware of participants' responses to the PGPQ. Follow-ups
were conducted 10 weeks, 20 weeks, 1 year and 2 years after
inclusion by use of self-assessment questionnaires, which were
mailed to the participants. In the present study, responses to the

PGPQ at baseline and follow-ups were analysed.

2.3 | PASS and IPT interventions

PASS was a multicomponent PASS consisting of seven weekly
group sessions of 1.5 h each, and an additional booster session at
20 weeks after the initial session. Each session consisted of
applied relaxation,®” body-awareness exercises®® and interactive
lectures, emphasizing two-way communication and group discus-
sions concerning issues related to pain self-management.?’ The
rationale was to teach the patient active pain- and stress-coping
skills by identifying personal ‘risk situations’ in everyday life
(i.e., activities, movements or thoughts believed to cause pain or
stress) and applying techniques in these situations to manage
physical arousal, and thereby prevent the pain from starting or
increasing. The PASS participants attended an average of seven
(range: 4-8) group sessions.?’

IPT was individually administered physiotherapy sessions in
accordance with current practice at the PHC centres and was not
standardized; that is, type of treatment, frequency of visits and
duration of contact were left to the judgement and agreement

between the physiotherapist and the patient. The sessions
involved several treatment modalities: spinal mobilization tech-
nigues and massage, acupuncture, transcutaneous electric nerve
stimulation and individually tailored exercise programmes. The
IPT participants received an average of eleven (range: 1-52)
individual sessions.??

24 | Data collection

The PGPQ was used to collect data concerning patients' priorities of
rehabilitation goals.”* The participants selected three activity-related
rehabilitation goals; that is, activities they were unable or had
difficulties performing due to pain, and they wanted to improve
through rehabilitation. They ranked the relative importance of the
activities from 1 to 3, with 1 representing the most important activity
(referred to as Activity 1, 2 and 3 in this paper). For each activity, the

participants rated the following aspects:

1. current limitations in activity performance on an 11-point numeric
rating scale (NRS) (higher scores indicating more severe activity
limitations);

2. frequency of activity performance during the past week on a
5-point ordinal scale (O = never, 1 = once, 2 = twice, 3 =3 to 5 times,
4 = more than 5 times);

3. satisfaction with the current level of activity performance on 11-
point NRS (higher scores indicating higher satisfaction);

4. self-efficacy for activity performance despite pain on 11-point NRS
(higher scores indicating higher self-efficacy);

5. fear of activity performance on 11-point NRS (higher scores
indicating more fear);

6. readiness to change (adopt new behaviours) to improve activity
performance on an 11-point NRS (higher scores indicating higher
readiness); and

7. expectations of future activity performance as a result of rehabilita-
tion on an 11-point NRS (higher scores indicating expectations of
more limitations in activity performance).

8. At follow-ups, aspects 6 and 7 were omitted, and an additional
rating was included concerning the amount of changes made to
improve activity performance, scored on a 4-point ordinal scale
(0 =none, 1 =a few changes, 2 = some changes, 3 = many changes).
At the follow-ups, each individual's original self-selected rehabili-
tation goals as stated in the baseline questionnaire were filled in

before the questionnaire was sent to the participant.

2.5 | Data management and analyses

The PDI*?“° was used to categorize the patients' self-selected
rehabilitation goals listed in the PGPQ according to activity
domains. The PDI has been used in other studies to categorize
the patient-specific activities in the PGPQ into generic activity
domains.?*?> The PDI is a generic instrument designed to assess
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pain-related interference with activities and role functioning in
seven domains: (1) family and home responsibilities; (2) recreation
and hobbies; (3) social activity; (4) occupation and education;
(5) sexual behaviour; (6) self-care and (7) life-support activities.
The two authors performed the categorization of activities to PDI
domains using qualitative analysis. Both authors independently
examined the data set and categorized each activity goal into one
of the seven PDI domains. Then, the authors compared the
categorizations. There was almost a complete inter-rater agree-
ment. The few disagreements were discussed until consensus was
reached and the categorization was revised. Activity goals that
were interpreted as covering more than one PDI domain were
allotted to a separate category. An additional category was
included and labelled ‘general functional ability’, comprising
general activities not tied to any specific task or situation, for
example, sitting, standing, walking and handling objects. In
addition, priorities that were not considered activity-related
rehabilitation goals, such as ‘get well’, ‘get less pain’ and ‘feel less
tired’, were categorized as ‘Not activity-related goals’.
Mann-Whitney U test*’ was used to evaluate differences
between groups at baseline and follow-ups (10 weeks, 20 weeks,
1 year and 2 years), in measures of aspects relating to activity
performance as rated by PGPQ. Data were analysed per protocol; that
is, based on participants with available data at each follow-up and

according to group allocation at baseline.*? To adjust for multiple

PASS-group (n=77)
Female/male n (%) 69 (90)/8 (10)
Age mean (SD) range 45.7 (11.5) 19-65

Pain intensity

Present (0-10) mean (SD) 5.5(2)

Average (0-10) mean (SD) 6(1.8)

Worst/maximum (0-10) mean (SD) 8.4 (1.4)
Duration of neck pain

3-6 months n (%) 7 (9)

7-12 months n (%) 4 (5)

1-2 years n (%) 12 (16)
More than 2 years n (%) 54 (70)
NDI: Neck Disability Index (0-100) mean (SD) 30.8 (10.7)
SES: Self-Efficacy Scale (0-200) mean (SD) 136.7 (39.8)

CSQ Pain control (0-6) mean (SD) 3.3 (1.1)

CSQ Ability to reduce pain (0-6) mean (SD) 2.9 (1)
CSQ Catastrophizing (0-36) mean (SD) 11.3 (7.4)
HADS-Depression Subscale (0-21) mean (SD) 4.3 (3.1)
HADS-Anxiety Subscale (0-21) mean (SD) 8.2 (4.1)

testing; that is, five time points of follow-ups and for all three goal
activities, a p-value less than .01 was accepted as statistically
significant.** Analyses were conducted using IBM SPSS Statistics 21
for Windows.**

3 | RESULTS

Baseline characteristics of the 156 participants who were originally
included in the RCT, PASS n=77; IPT n=79, are displayed in Table 1.
At follow-ups, 20%-37% of participants failed to respond to the self-
assessment questionnaires. Figure 1 provides a flowchart illustrating
participation in the study over the follow-ups.

Table 2 displays the categorization of patients' self-selected
activity-related rehabilitation goals according to the activity domains
in PDI. Activities related to ‘Occupation and Education’ were the most
frequent in Activity 1, constituting 32% of all listed rehabilitation goals.
Activities related to ‘Recreation and Hobbies' were the most frequent
rehabilitation goals in Activity 2 (46%) and Activity 3 (41.5%). Among
the activity-related goals deemed covering more than one activity
domain, the most frequent combination was ‘Occupation and Education’
and ‘Recreation and Hobbies'. An example of such a combined goal is
‘Sitting upright in front of a computer at work or aTV screen to watch a
TV programme for more than 15min’. Very few the participants'

rehabilitation goals were categorized as not activity-related (4.4%).

TABLE 1 Baseline characteristics for
participants in pain and stress self-
management (PASS) group and in
individual physiotherapy (IPT) group

IPT-group (n=79)
70 (89)/9 (11)
45.7 (11.6) 20-63

5.9 (2)
6.4 (2)
8.5(1.2)

11 (14)

9 (11)

12 (15)
47 (60)
35.4 (14)
128.3 (43.5)
3.1(1.2)
2.9 (0.9)
11.8 (7.1)
4.9 (8.9)
8.1 (3.9)

Abbreviations: CSQ, Coping Strategies Questionnaire; HADS, Hospital Anxiety and Depression Scale;

SD, standard deviation.
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n=232

Assessed for eligibility

Did not meet incusion criteria n=22

Declined participation n=29

Excluded n=25

n=156

Randomly allocated

PASS n=77

IPT n=79

10 week follow-up
Answered the questionnaire n=62

Failed to return the questionnaire n=15

10 week follow-up
Answered the questionnaire n=60

Failed to return the questionnaire n=19

20 week follow-up
Answered the questionnaire n=63

Failed to return the questionnaire n=14

20 week follow-up
Answered the questionnaire n=62

Failed to return the questionnaire n=17

1 year follow-up
Answered the questionnaire n=58

Failed to return the questionnaire n=19

1 year follow-up
Answered the questionnaire n=57
Failed to return the questionnaire n=22

2 year follow-up
Answered the questionnaire n=57

Failed to return the questionnaire n=20

2 year follow-up
Answered the questionnaire n=50

Failed to return the questionnaire n=29

FIGURE 1 Flowchart of participants in the randomized controlled trial and numbers (n) responding to follow-ups. IPT, individual
physiotherapy control group; PASS, pain and stress self-management intervention group

Table 3 presents between-group comparisons for ratings of
aspects of activity performance for the participants' self-selected
rehabilitation goals as assessed by PGPQ. The between-group
differences at follow-ups were all in favour of the PASS. Concerning
‘limitations in activity performance’ and ‘satisfaction with activity
performance’, there were between-group differences in favour of
PASS at all follow-ups. Regarding ‘Fear of activity performance’, there
was a between-group difference only at 10-week follow-up and only
for Activity 1 (p =.010), also in favour of PASS.

Concerning ‘Amount of changes made by the patient to improve
activity performance’, there were between-group differences in
favour of PASS at 10-week follow-up; that is, immediately after
completing the group programme for Activity 2 (p =.002) and Activity
3 p =.003) but no between-group differences at any other follow-up.

4 | DISCUSSION

This study showed that improvements in activity limitations and
satisfaction with activity performance of self-selected prioritized
rehabilitation goals were greater in the PASS group as compared to
the IPT group at intervention follow-ups. This suggests that the PASS
intervention was more successful in affecting activity limitations and
satisfaction with activity performance than the IPT. The difference
between groups was sustained over time up to 2 years postinterven-
tion. Also, at 10-week follow-up, immediately after completing the
intervention, the PASS group reported having done more changes in
their life to improve activity performance than the IPT group. The
PASS programme emphasized the importance of applying active pain-
and stress-coping techniques in personal ‘risk situations’ in everyday
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Activity 1 Activity 2
PASS (n=77), PASS (n=75),

Goal category IPT (n=79) IPT (n=78)
Family and home responsibilities

PASS, number (%) 10 (13.0) 12 (16.0)

IPT, number (%) 11 (13.9) 13 (16.7)
Recreation and hobbies

PASS, number (%) 16 (20.8) 36 (48.0)

IPT, number (%) 20 (25.3) 34 (43.6)
Social activity

PASS, number (%) 1(1.3) 1(1.3)

IPT, number (%) 0 (0.0) 0 (0.0)
Occupation and education

PASS, number (%) 29 (37.7) 10 (13.3)

IPT, number (%) 21 (26.6) 11 (14.1)
Self-care

PASS, number (%) 1(1.3) 2(2.7)

IPT, number (%) 3(3.8) 1(1.3)
Life-support activities

PASS, number (%) 5 (6.5) 0 (0.0)

IPT, number (%) 1(1.3) 2 (2.6)
Activity goal covering more than one activity domain

PASS, number (%) 7 (9.1) 4 (5.3)

IPT, number (%) 11 (13.9) 7 (9.0)
General functional ability

PASS, number (%) 7 (9.1) 6 (8.0)

IPT, number (%) 9 (11.4) 7 (9.0)
Not activity-related goal

PASS, number (%) 1(1.3) 4 (5.3)

IPT, number (%) 3(3.8) 3(3.8)

TABLE 2 Results of categorization of
participants' prioritized rehabilitation goals
in the PGPQ form at baseline by life-
functioning domains in Pain Disability
Index

Activity 3
PASS (n =70),
IPT (n=72)

16 (22.9)
13 (18.1)

28 (40.0)
31 (43.1)

0 (0.0)
2(2.8)

7 (10.0)
3(4.2)

4 (5.7)
8(11.1)

1(1.4)
3(4.2)

4 (5.7)
3(4.2)

5(7.1)
5(6.9)

5(7.1)
4 (5.6)

Abbreviations: IPT, individual physiotherapy control group; PASS, pain and stress self-management

intervention group; PGPQ, Patient Goal Priority Questionnaire.

life to manage physical arousal and thereby prevent the pain from
increasing. Thus, we find it plausible that the PASS programme
accounted for the changes made by the participants to their
everyday life.

In previous publications from this RCT, we have reported
favourable effects of PASS on pain control, pain-related self-efficacy
for ADL and disability as measured by generic instruments.?’ >* In this
study, we aimed to explore effects on the self-selected person-specific
activity-related outcomes. The importance of the self-selected person-
specific goal-setting within physiotherapy has been raised as a means
to identify goals that are perceived as meaningful and valued by the
participant and worth investing time and effort to achieve.'? Indeed, it

is plausible that the self-selected activity goals in PGPQ enhanced
motivation to invest own actions for change and engage in
rehabilitation. However, the results of this study imply that the
person-specific goal-setting before the intervention by use of PGPQ
had less effect on the outcome of satisfaction with activity
performance in prioritized goals in the IPT group as compared to the
PASS group.
Although

incontrovertibly valuable in clinical physiotherapy practice, they

person-specific goal-setting instruments are
may be difficult to use in research for evaluating patients' goal
attainment. Person-specific goals impose difficulties in making

comparisons in-between individuals. In this study, the participants
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expressed very different types of activities as prioritized rehabili-
tation goals. Thus, the question in PGPQ relating to the overall
frequency of activity performance was not necessarily comparable
in-between individuals nor groups. For example, activities relating
to self-care or life-supporting activities are typically performed
several times a day, while activities relating to social activities
probably are performed only once a day or a few times per week.
However, the questions in PGPQ about activity limitations and
satisfaction with activity performance, self-efficacy for, fear of and
expectations of future activity performance and amount of
changes made in everyday life, are related to generic concepts
and thus possible to compare in-between individuals and groups.
We suggest that a major advantage of the PGPQ, as compared to
some other person-specific goal-setting instruments, is the inclu-
sion of rating of important psychosocial factors; that is, self-
efficacy, fear and outcome expectations, which are known to
impede activity performance in pain populations** and affect
rehabilitation success.>"*> The patient-specific functional scale
(PSFS)*¢ is commonly used in physiotherapy practice and rehabili-
tation research.”” In PSFS, the patient is asked to provide three
activities and rate their current ability to perform the activity, but
there is no rating of relating generic psychosocial factors, which
hamper comparison between individuals or aggregating data at a
group level. The Canadian Occupational Performance Measure
(COPM)*® is commonly used in occupational therapy practice and
in rehabilitation research.*” The COPM is conducted by an
interview. The patients indicate their problems in areas of self-
care, productivity and leisure. For each problem, the patient rates
importance, performance and satisfaction with current perform-
ance using a scale from 1 to 10. Thus, by rating ‘satisfaction with
activity performance’, the COPM includes a generic measure that
allows for comparison between individuals, even when individuals
prioritize different activity goals. However, the COPM does not
include ratings of psychosocial factors known to be associated
with activity performance and rehabilitation success in pain
populations.

The PDI was used to categorize the participants' self-selected
rehabilitation goals into seven everyday life activity domains. The
rehabilitation goals given the highest priority (Activity 1) were
categorized to work-related and education activities. Almost half of
the goals prioritized as second and third (Activity 2 and 3), were
categorized as recreational activities. Several of the rehabilitation
goals covered more than one activity domain in PDI and also in such
cases, the most common combination was work-related/education
and recreational activities. In an increasingly digitalized world, ‘sitting
in front of a computer’ is needed in all areas of life, both working life,
education and recreational activities. Asenlof et al.,>* found a similar
distribution where the rehabilitation goals given the highest priority
(Activity 1) most commonly belonged to the work and education
domain. However, the goals prioritized as second and third (Activity 2
and 3), in that study most commonly were categorized to family and
home responsibilities and to recreational activities as compared to

the present study in which recreational activities were most common.

The written instruction in PGPQ to the participant was to
formulate a specific activity-related rehabilitation goal. Almost all
participants managed to do so. Only very few participants'
rehabilitation goals were categorized as not activity-related
(4.4%). A study?” that investigated the goal-setting process in
physiotherapy practice found that physiotherapists admitted that
they were used to focussing on problems at the ICF-level of body
functions, instead of activities and participation. These phy-
siotherapists used a goal-setting instrument with limited patient
involvement and without subsequently integrating the goal activi-
ties in the treatment process; they perceived goal setting as
difficult and found themselves not fully prepared for involving the
patients in this task.

A strength of this study is the follow-up of the participants at
10 weeks, 20 weeks, 1 year and 2 vyears. This allowed for
investigation of changes over time and sustainability of changes. It
is a strength of the study that the participants prioritized their
rehabilitation goals and rated activity performance before random-
ization to treatment group. Another strength is that all participants
(both PASS and IPT participants) received the same information and
instructions before goal setting using PGPQ and that the goal-setting
by PGPQ was not part of either rehabilitation programme. It cannot
be ruled out that the patients in either group told their physiothera-
pists about their rehabilitation goals. If so, it is not known how such
goals were handled by the physiotherapists.

The present study is a secondary analysis of an RCT conducted
and completed more than 10 years ago, which may be considered a
limitation. The main publication,?” outlining results on posttreatment
effects in primary outcome variables, was published in 2010. The IPT
provided in the study was equivalent to a regular practice of
physiotherapy in PHC at the time of data collection. Since
contemporary IPT for people with persistent tension-type neck pain
is delivered in a similar way today as when the RCT was undertaken,
the results are still valid for current clinical practice. Moreover, as the
aim of the present study was to compare goal attainment in goals set
by the patients themselves, we believe that the research question
addressed is of great interest and importance for the ongoing
knowledge development of person-centred rehabilitation. Self-
selected rehabilitation goals were to a larger extent attained and
maintained in the group receiving the self-management programme
(PASS) than those receiving IPT. IPT may have included instructions
for self-management yet it did not lead to similar goal attainment of
the patients' self-selected goals.

It is a limitation that 20%-37% of participants failed to respond
to follow-up questionnaires despite reminders. In addition, the power
calculation was based on the primary outcome variables in the RCT,
not on the outcome of PGPQ. Still, the number of participants
available for analyses of PGPQ was considered acceptable for
analyses but limited the capacity to ensure power to detect important
between-group differences. Hence it is possible that we failed to
detect differences in intervention effects that were present. The vast
majority of participants were women, thus the results should be

generalized to men with caution.
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5 | CONCLUSION

This study showed that the PASS intervention was more successful
than IPT for the attainment of self-selected activity-related rehabilita-
tion goals with regard to improvements in activity limitations and
satisfaction with activity performance as measured by PGPQ. The
differences were sustained over time at follow-ups up to 2 years
postintervention. Immediately after completing the intervention, the
PASS group reported having done more changes in their life to
IPT group. The PASS
programme emphasized the importance of applying active pain- and

improve activity performance than the

stress-coping techniques in personal ‘risk situations’ to manage pain
flare-ups, which appear to support people with persistent tension-type

neck pain to make changes that improve activity performance.
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