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1) Have you had low back pain in the last 7 days? 
(  ) Yes
(  ) No

Observation: the following questions will only appear if the participant has answered “Yes” for the previous question. 


2) Please indicate on average what was the intensity of your low back pain on a scale from 0 to 10, where 0 means “no pain” and 10 means “the worst pain imaginable”, over the last 7 days.*
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3) Was the low back pain bad enough to limit your usual activities in the last 7 days?*

(  ) Yes (the following options will only appear if they answer “yes”)
(  ) No (go to next question)

(  ) Work
(  ) Socializing 
(  ) Sports
(  ) Hobbies
(  ) Intimacy 
(  ) Chores

4)  Have you sought any treatment for this low back pain in the last 7 days?*

(  ) Yes (the following options will only appear if they answer “yes”)
(  ) No (go to next question)

(  ) GP
(  ) Physiotherapist
(  ) Chiropractor
(  ) Emergency department
(  ) Surgical procedure
(  ) Other		Please specify: 
Trials used written infor-
mation, discussion sessions, and audiovisual resources
(i.e., audiotape, videotape, or web site) as self-management
strategies. 









*Weekly pain levels outcome was based on question 2; weekly disability outcome was based on question 3; weekly care-seeking outcome was based on question 4.  
