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Brief action planning targeting prognostic factors for an adult
with persistent low back pain without radiculopathy: A case
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1 | INTRODUCTION

More than 80% of the Canadian population will experi-
ence low back pain (LBP) throughout their lifetime.! While
most cases of LBP are benign and self-limiting, persistent
LBP occurs in roughly 20% of the Canadian population.2
There is an increased likelihood of delayed recovery in
patients with poor prognostic factors such as passive cop-
ing strategies, open litigation or compensation claims, un-
employment, depression, and high disability levels.>* Key
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We describe the implementation of brief action planning in conjunction with evi-
dence-based clinical practice guideline recommendations to improve self-efficacy in

a patient with psychosocial barriers and persistent nonspecific low back pain.

behavioral medicine, heath maintenance, patient education, social care

guideline recommendations for the management of per-
sistent nonspecific LBP include reassurance, education, and
emphasizing active versus passive interventions.® Active in-
terventions include recommendations of self-management
strategies for patients with persistent LBP, particularly to
foster healthy lifestyle changes in those with related comor-
bidities.” Collaboration between healthcare providers and
patients in the form of shared decision-making and goal set-
ting can help reinforce the importance of self-management
strategies.
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A systematic review of clinical practice guidelines for the
management of persistent nonspecific LBP recommends that
clinicians identify and address psychosocial barriers to recov-
ery throughout the course of management.3 Psychologically
informed practice is an approach that uses the routine and
specific consideration of psychosocial barriers and aims to
prevent the development of pain-related activity limitations.®
Psychological interventions such as education, goal setting,
coping techniques, and behavioral interventions for patients
experiencing LBP have been associated with moderately im-
proved pain intensity compared with waitlist controls.” Brief
action planning is a behavioral intervention that is influ-
enced by principles of motivational interviewing and behav-
ior change theory.8 Motivational interviewing and behavior
change theory can be used to promote active participation
and engagement in treatment recommendations. Brief action
planning is a self-management technique that follows a struc-
tured series of questions to facilitate goal setting and action
planning between the patient and provider.9 In this paper, we
present the implementation of a brief action plan in conjunc-
tion with evidence-based clinical practice guideline recom-
mendations for a patient experiencing persistent nonspecific
LBP and psychosocial barriers.

2 | CASE PRESENTATION
We obtained written informed consent from the patient to
publish this case report.

2.1 | Case history and examination

An unemployed 28-year-old female patient presented to
her healthcare provider with a primary complaint of persis-
tent nonspecific low back pain without radiculopathy and
secondary complaints of neck and upper back discomfort.
Persistent nonspecific low back pain is defined as symptoms
lasting >3 months and is not caused by a recognizable spe-
cific pathology such as fracture, infection, malignancy, or
inflammatory spondyloarthropathy.'® She reported that the
onset of her symptoms began over twelve years ago and was
relieved with heat and rest. She was injured in three rear-end
collisions over the past two years. Prior to the motor vehi-
cle accidents, she reported psychological stressors, includ-
ing diagnosed clinical depression and post-traumatic stress
disorder. She also noted symptoms of obsessive-compulsive
disorder and disordered eating. This patient was receiving
ongoing treatment from a dietician and a psychiatrist. She
described that leaving her home and performing daily activi-
ties were difficult due to apprehension of LBP exacerbation.
Upon clinical examination, there were no notable findings
on observation or gait. Her lumbar range of motion was full
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but painful in extension. Her lower limb neurological assess-
ment was normal. Additionally, her sacroiliac joint provoca-
tion testing was painful bilaterally. She reported a 7/10 on
the numeric pain rating scale before participating in brief
action planning.

History-taking identified poor prognostic factors such
as increased psychological stressors suspected to delay re-
covery. Therefore, several educational strategies were used
during the course of treatment to address this. The initial pa-
tient interaction began with patient-centered communication.
This included giving the patient time to tell her story and
providing a nonjudgmental environment, reassuring that hurt
does not equal harm and that her body was resilient, promot-
ing movement and work, and avoiding bed rest.!! Altogether,
this information led to identifying and implementing pa-
tient-centered goals around home-based exercise as part of
brief action planning.

2.2 | Brief action planning

Based on her previous episodes of back pain, she described
having temporary relief of symptoms with manual therapy,
including spinal manipulation but continued to experience
recurrent pain. Brief action planning can be used as part
of a multifactorial treatment strategy and has been used to
build self-efficacy in the management of chronic illness and
exercise adherence.”'> The process of action planning can
improve self-efficacy, which is defined as the confidence
in one's ability to enact a behavior.” Brief action planning
is a useful behavior change technique during clinical en-
counters as it provides a structured and concise approach.8
Agenda setting, establishing SMART (Specific, Measurable,
Achievable, Realistic, and Timely) goals, scaling for confi-
dence, and follow-up are crucial components of brief action
planning. In circumstances where patients demonstrate low
confidence or require more support, using a patient-approved
behavioral menu enables practitioners to share ideas with the
patient.9 A behavioral menu is a strategy whereby the clini-
cian suggests two or three ideas to help the patient discover
their own goals.

According to recent clinical practice guidelines, manual
therapy, exercise, and patient education are recommended
for the management of persistent nonspecific LBP. Based
on the evidence, it was appropriate to incorporate these into
the current patient's plan of management.3’7’13 This patient
underwent four treatment sessions with the chiropractor
over two months each including spinal manipulative ther-
apy, soft-tissue therapy, education, reassurance, and brief
action planning. During the first visit, the patient stated her
goal of feeling stronger and more resilient. She described
that squats were an activity that felt comfortable and that she
had experienced success in the past. At the end of the visit,
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she was asked, “Is there anything you'd like to do for your
health in the next week or two?”. She set a personal goal of
performing 100 squats per day, four days per week in her
apartment gym. She felt confident that she could accomplish
this goal and began the following day. Other self-manage-
ment strategies were reviewed during this session, including
breathing techniques and stretches. During her follow-up
appointment two weeks later, she reported adherence to her
plan. The clinician acknowledged her success, and the pa-
tient reported that she would like to sustain this goal over a
longer period of time. She reported feeling low back pain a
few days prior to her appointment but felt that she was able
to manage symptoms on her own, using heat, stretches, and
breathing techniques.

During a follow-up appointment for a subsequent episode
of low back pain, that occurred nearly two months after the
introduction of the initial brief action plan, we built on her
previous goal and recorded a more detailed account of our
interaction (described below).

Four steps for conducting a brief action planning are as
follows:

Step 1. Agenda Setting

This interaction begins by eliciting a behavioral focus or
goal from the patient. This step encourages patients to clarify
which factors are relevant to them and why.14 If the patient is
unsure, this is an opportunity to offer a menu of options or a
behavioral menu which allows patients to select a behavior

to address.”"?

Practitioner: Is there anything you would like to
do to improve your low back pain in the next
week or two?

Patient: I would like to have 30 minutes of phys-
ical activity per day.

Step 2. SMART Planning

Important questions relating to the plan include “what?”
“where?” “when?” “how long?” “how often?” “how much?”
and “when will you start?”.” Ideally, the target should be
achievable by the next consultation.'* Ask the patient to elicit
a commitment statement by repeating the specifics of the
plan as this may lead to unconscious self-reflection about the
feasibility of the plan.’
Where will

Practitioner: Great!

exercising?

you be

Patient: In my apartment gym.

Practitioner: What specific exercises do you
plan to do? Will you be doing cardio or strength
exercises?

Patient: I will exercise on the treadmill or ellip-
tical, followed by low back rehab exercises like
squats and clamshells.

Practitioner: When will you do these exercises?
Patient: Every day in the morning.

Practitioner: When would you like to start this
plan?

Patient: Tomorrow.

Practitioner: Can you repeat the plan to me, so
that I know we are on the same page?

Patient: I will be doing the elliptical or treadmill
and rehab exercises in my apartment gym for
30 minutes everyday starting tomorrow

Step 3. Scaling for Confidence

Ask the patient how confident they are in carrying out
their plan on a scale of 0-10 after a commitment statement
has been elicited.” Zero is defined as not confident at all,
and ten is defined as completely confident.’ Scaling ques-
tions assess the importance and confidence of changing the
target behavior. Assessing readiness to change also provides
an opportunity for the patient to demonstrate uncertainty,
ambivalence, or a lack of readiness.'* Low confidence can
be characterized as below 7/10 and impacts self—efficacy.9
When confidence is low, recognize that it is greater than
no confidence and collaboratively work toward new strate-
gies to reach higher confidence. This might require a slight
change in the plan or an entirely different action item. This is
also an opportunity to problem-solve barriers to change (eg,
lack of time) and devise strategies (eg, starting with small
changes) for responding to resistance.'® It may be useful to
offer a behavioral menu if the patient is unsure about ideas
to improve their confidence. Arrange accountability by en-
couraging the patient to set a specific time or date to report
their progress.

Practitioner: On a scale of 0-10, how sure are
you that you will be able to accomplish your
plan? I would like to make sure we've created a
realistic and achievable goal.

Patient: 8

Practitioner: Great! How will you check in or
follow up with your progress?

Patient: At my next appointment (2 weeks).
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Step 4. Follow-up

This step involves a review of the plan, reassurance,
and next steps.9 If the patient reports completion or par-
tial completion of their plan, clinicians should recognize
their accomplishment. If the patient does not carry out their
plan, we should provide reassurance that this is a common
occurrence and ask, “What would you like to do next?”.
The next step might be a modification of the existing plan
or a new plan altogether.g A recent guideline for persistent
low back pain suggests patient reassessment at every visit
using the self-rated recovery question. This question asks,
“How well do you feel you are recovering from your inju-
ries?” The response options include (a) completely better,
(b) much improved, (c) slightly improved, (d) no change,
(e) slightly worse, (f) much worse, and (g) worse than ever.
Patients reporting to be “completely better” or “much im-
proved” should be considered recovered. Patients who have
not recovered are advised to follow the care pathway out-
lined in this guideline.’

2.3 | Treatment outcomes

After completing a cycle of brief action planning spanning
four sessions over two months, the patient reported much im-
provement in low back symptoms and fewer recurrences of
pain. She obtained full-time employment during the course
of treatment, working full duties with fewer missed days due
to back pain. After initially returning to work for three con-
secutive full days, she reported feeling “more resilient” and
identified useful self-management strategies such as taking
breaks (pacing) and stretching. Upon follow-up, she reported
a numeric pain rating score of 2/10.

3 | DISCUSSION

The purpose of this case report is to illustrate how brief action
planning was used for a patient with persistent nonspecific
LBP as a structured and concise approach to help manage
persistent psychosocial barriers. Psychosocial barriers or
“Yellow Flags” can delay or impede recovery from muscu-
loskeletal conditions, including LBP. Therefore, it is recom-
mended that poor prognostic factors are identified early in
the patient encounter.’ Healthcare providers can benefit from
learning and implementing approaches to help patients with
self-management strategies and brief action planning is one
potential strategy, which helped this patient improve self-
efficacy and physical activity levels.

Studies on brief action planning suggest that it offers
benefits to some patients with low physical activity levels or
low treatment adherence. In a previous study, patients with
low levels of physical activity were more likely to achieve
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significant improvements in levels of physical activity fol-
lowing brief action planning.9 It is also possible that brief
action planning contributes to treatment adherence as part of
a multifactorial intervention.'® In addition, individuals with
knee pain receiving brief action planning report that they
complete preventive exercises more frequently.'” In our case
study, brief action planning was able to improve self-efficacy
in this patient with LBP experiencing psychosocial barriers,
warranting further research in its role for the management of
LBP.

3.1 | Limitations and future research

There are limitations to this case report. First, valid and re-
liable patient-reported outcome measures were not used
to assess changes in disability or quality of life over time.
However, a numeric rating scale was used to measure im-
provements in pain. Second, this single case report does not
provide findings on effectiveness; however, it does illustrate
the clinical application of brief action planning for a patient
with persistent LBP. There is moderate evidence that self-
management strategies have small effects on people with
LBP.8 However, we were unable to locate any studies evalu-
ating the effects of brief action planning on people with LBP.
Future studies exploring the effects of brief action planning
for patients with LBP who are experiencing psychosocial
barriers are warranted. Future studies may assess whether
brief action planning is an effective goal setting strategy in
patients with persistent LBP, as well as assess which patients
are best suited to participate in action planning.

Healthcare providers may consider the integration of
evidence-based interventions in their program of care for
the management of patients presenting with psychosocial
barriers. The clinician (chiropractor with 6 years in prac-
tice) in this study learned brief action planning from short
online instructional videos and reading recent literature on
the topic.9’14’15 Formal training can be obtained through the
Centre for Collaboration, Motivation & Innovation.'® Formal
training is not required to perform brief action planning, but
if healthcare providers are uncomfortable or inexperienced
implementing interventions to address psychosocial barri-
ers, they may consider referring individuals at risk for poor
long-term LBP recovery to an appropriate provider.16 When
patients present with poor prognostic factors that may delay
recovery, self-management interventions should be included
into a plan of management.3 Emphasizing goal setting and
active coping strategies may minimize reliance on passive
therapies in persistent LBP. The key message in this case re-
port is to evaluate and address poor prognostic factors early in
the care plan in patients experiencing persistent nonspecific
LBP. We have demonstrated how to do this using a specific
method—brief action planning.
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