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OBJECTIVE: The objective of this study was to develop and validate a questionnaire on specific knowledge about low back pain 

entitled “The Low Back Pain Knowledge Questionnaire”. 

INTRODUCTION: There is a need for instruments to assess patient knowledge regarding chronic illness. Such methods can 

contribute to the education of patients. 

METHODS: The Low Back Pain Knowledge Questionnaire was developed through five focus groups. The questionnaire was 

distributed to 50 patients to assess their comprehension of the terms. To assess the reproducibility, 20 patients were surveyed by 

two different interviewers on the same day and twice by a single interviewer with a one-to-two week interval. For the construct 

validation, the Low Back Pain Knowledge Questionnaire was given to 20 healthcare professionals with knowledge on low back 

pain and 20 patients to determine whether the questionnaire would discriminate between the two different populations. To assess 

the sensitivity of the questionnaire to changes in the knowledge level of the patients, it was given to 60 patients who were randomly 

assigned to the Intervention Group and the Control Group. The Intervention Group answered the questionnaire both before and 

after attending a chronic back pain educational program (back school), whereas the Control Group answered the questionnaire 

twice with an interval of one month and no educational intervention. 

RESULTS: The focus groups generated a questionnaire with 16 items. The Spearman’s correlation coefficient and the intra-class 

correlation coefficients ranged from 0.61 to 0.95 in the assessments of the intra-observer and inter-observer reproducibility (p< 

0.01). In the construct validation, the healthcare professionals and patients showed statistically different scores (p< 0.001). In the 

phase regarding the sensitivity to change, the Intervention Group exhibited a significant increase in their specific knowledge over 

the Control Group (p< 0.001). 

CONCLUSION: The Low Back Pain Knowledge Questionnaire was validated and proved to be reproducible, valid and sensitive 

to changes in patient knowledge. 

KEYWORDS: Low back pain; Patient’s knowledge; Education; Back school, Questionnaire. 

INTRODUCTION

Non-specific chronic low back pain is considered a 

major health problem in industrialized countries. It leads 

to disability, absenteeism and considerable annual health 

costs.1 The most common forms of treatment are medication, 

physiotherapy, surgery and educational interventions such 

as “back schools”, where patients practice exercises, learn 

basic information about the vertebral column and low back 

pain and receive orientations regarding the conservation of 

energy and joint protection. 

In the last ten years, there has been a tendency toward 

an educational focus associated with intensive functional 

restructuring programs, with the supervised training of 

activities that can be harmful if performed incorrectly.2 

Patient education can be improved with the adoption of 

consistent instruments that assess the disease-specific 

knowledge of patients. Such instruments can help educators 

identify individuals with a greater need for educational 

intervention. Valid, reliable methods can also help assess the 
This is an Open Access article distributed under the terms of the Creative Commons 
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effectiveness of education and rehabilitation programs such 

as back schools. 

Educators have recognized the need for these tests and 

have begun to develop instruments to measure disease-

specific patient knowledge.3,4 There are a number of studies 

that have developed instruments to assess knowledge on 

chronic illnesses such as rheumatoid arthritis,5,6 ankylosing 

spondylitis7 and fibromyalgia.8 However, there are no 

references in the literature on methods that assess patient 

knowledge regarding low back pain. Thus, the aim of the 

present study was to develop and validate a questionnaire to 

assess the disease-specific knowledge among patients with 

non-specific low back pain.

MATERIAL AND METHODS

Population

All of the patients were recruited from the rheumatology 

outpatient clinics of the Federal University of São Paulo. The 

subjects were men and women between 18 and 65 years of age 

with a diagnosis of non-specific chronic low back pain. The 

participants in all of the phases read and signed an agreement 

of informed consent. The study was approved by the Research 

Ethics Committee of the Federal University of São Paulo.

Development of the items and questions

The initial questionnaire was developed through 

the focus group (FG) process, consisting of a small 

discussion group coordinated by a facilitator. The make-

up of the FGs followed the recommendations used in the 

construction of other questionnaires addressing disease-

specific knowledge.4,9

The groups were interviewed by a rheumatologist with 

expertise in patient education who guided the discussions. 

For the size of the focus groups, the literature recommends a 

small number of informants (around five to twelve).9 The aim 

of the FG was to suggest important items for the formation 

of the questions. These discussions were recorded and the 

researcher/observer took notes. Five FGs were formed by the 

following: I) four physicians; II) three physiotherapists and 

one physical educator; III) two occupational therapists and one 

nurse; IV and V) five patients each. These patients had to have 

at least four years of schooling and had to have previously 

participated in some type of educational intervention. We 

selected professionals who are specialized in spine disorders 

from different clinics (rheumatology, neurosurgery, orthopedic 

surgery, physical therapy, occupational therapy and nursing) 

working in university hospitals. 

The developed questionnaire contained partially closed 

items considered important to the focus groups: general 

aspects (the anatomy of the spinal column, causes of low 

back pain, symptoms, diagnosis and prognosis), concepts 

and treatment. We used international guidelines1,10,11,12,13,14 to 

define the topics and the correct answers.

The closure of questions

Based on the items and questions generated by the focus 

groups, the researcher and two rheumatologists formulated 

closed multiple-choice questions, some of which had more 

than one correct response. The number of correct alternatives 

was stated in the question itself so as not to confuse the 

interviewees. In order to avoid the possibility of patients 

responding without knowing the answer, the final response 

to all questions was “I don’t know”. 

Question reduction

The items were analyzed by the same focus groups. In 

this stage, each question and alternative received a score 

from zero to five with regard to its importance, clarity, 

objectivity and the ease of comprehension of the terms 

employed. Only questions that had received scores of four 

and above were included in the questionnaire. 

The pretest: the assessment of comprehension 

Another 50 patients with low back pain participated in 

this phase. The inclusion criteria were any level of schooling 

and not having previously participated in any patient 

education or rehabilitation program. The patients were asked 

whether they understood each question and response option. 

Any question, option or word that was not understood by 20 

percent or more of interviewees was reworded until reaching 

a comprehension level of over 80 percent. 

Reproducibility

Twenty patients with any level of schooling and who had 

never participated in any education or rehabilitation program 

regarding the illness answered the LKQ three times. For the 

inter-observer evaluation, the interviews were conducted by 

two examiners on the same day with a one-hour interval. 

For the intra-observer evaluation, the interviews were 

conducted by a single examiner on two occasions with a 

six-to-fourteen-day interval.

Validity

 The face and content validities were determined through 
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the judgment of the focus groups to assess whether the LKQ 

encompassed all of the relevant low back pain items and 

whether the questions adequately addressed each item. The 

construct validity assessed whether the LKQ discriminated 

between the two different populations. In this phase, the 

questionnaire was given to 20 healthcare professionals with 

knowledge of the illness and 20 patients without the specific 

knowledge. The scores from the 20 patients who participated 

in the reproducibility phase were used.

Sensitivity to change

Sixty patients with low back pain, any level of schooling 

and who had never participated in any patient education 

or rehabilitation program were assessed. Patients were 

randomized by lots into two groups: the Intervention Group 

(IG) underwent an education program (back school) and 

the Control Group (CG) was placed on a waiting list. The 

IG answered the questionnaire both before and after the 

back school, whereas the GC answered the questionnaire 

on two separate occasions with a one-month interval. The 

questionnaire was always applied by the same “blind” 

interviewer. The back school was conducted by a physician 

and a physiotherapist who provided information on the items 

addressed in the LQK. The classes had both theoretical and 

practical content, lasted an average of one hour and were 

held once a week for four weeks. Groups of between five 

and ten patients participated.

The major literature describing this type of questionnaire 

used sample sizes from 20-40 patients to test the reliability 

and validity of self-assessment instruments.4,9

Statistical analysis 

The clinical-demographic characteristics of all of the 

patients in all phases were assessed using a descriptive 

analysis (the average and standard deviation).15 Spearman’s 

correlation coefficient (SCC) and the intra-class correlation 

coefficient (ICC) were used for the assessment of inter-

observer and intra-observer reproducibility.15 The internal 

consistency of the questions was assessed using the 

Cronbach’s alpha coefficient.16 The Mann-Whitney test was 

used in the construct validation of the LKQ to compare the 

average scores between the healthcare professionals and 

patients because the data were not normally distributed.16 

The Student t-, Mann-Whitney and Chi-square tests were 

used to address the sensitivity of the LKQ to change in 

order to determine the homogeneity of the groups in relation 

to their age, schooling and gender. A repeated measures 

ANOVA was used for comparison of the average LKQ 

scores in all of the topics as well as in the two groups and on 

the two separate occasions.17 The significance level for the 

statistical tests was set at 5 percent or p< 0.05.

Translation into English

The questionnaire was translated into English by two 

translators with experience in medical text translation. The 

two versions were revised, compared and fused into a single 

version by three physicians (Appendix I). This new version 

was then back-translated into Portuguese and compared to 

the original version.18

RESULTS

Construction of the LKQ and the assessment of com-

prehension

Among the ten patients who participated in the focus 

group, the average age was 46.0 years, ranging from 26 to 

65; four of the patients were female and six were male, with 

an average of eight years of schooling. The questionnaire 

initially had 26 questions, but was reduced to 16 questions. 

Two questions were eliminated for receiving less than four 

points when analyzed by the focus group with regard to the 

importance, clarity, objectivity and ease of comprehension. 

The other eight were considered redundant. In the pretest 

phase, Questions 1 (option a), 9 (options b and c), 11 

(option d), 12 (option c) and 16 (options b and d) failed to 

reach the pre-established standard of comprehension by at 

least 80 percent of the interviewees. These questions were 

then modified and achieved the comprehension standard 

when the LKQ was given to another 20 patients. The final 

version of the questionnaire was made up of 16 multiple-

choice questions divided into three topics: general aspects 

(Questions 1, 6, 7, 8, 15), with a maximum score of nine; 

concepts (Questions 2, 3, 4, 5), with a maximum score of 

four; and treatment (Question 9, 10, 11, 12, 13, 14, 16), with 

a maximum score of 11. The overall maximum score of the 

questionnaire was 24 (Appendix I).

Assessment of the measurement properties

Reproducibility

Regarding the clinical and demographic characteristics 

of the 20 patients with low back pain included in the 

reproducibility assessment of the LKQ, 13 were women 

and 7 were men, with an average age of 44.3 years 

and 9.4 years of schooling. Spearman’s correlation 

coefficient in the inter-observer assessment obtained 

statistically significant values (p< 0.01) ranging from 

0.69 to 0.86, revealing a high level of reproducibility. The 
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intra-class correlation coefficients were also statistically 

significant (p< 0.01), ranging from 0.80 to 0.94 and also 

demonstrating the high reproducibility (Table 1). The 

internal consistency was measured using Cronbach’s α, 

which was 0.71 for Observer 1 and 0.77 for Observer 2.

In the assessment of intra-observer reproducibility, 

the Spearman’s correlation coefficient and the intra-class 

correlation coefficient were statistically significant (p< 0.01), 

varying from 0.61 to 0.86 and from 0.75 to 0.95, respectively 

and revealing a high level of reproducibility. Cronbach’s α was 

0.71 in the first evaluation and 0.74 in the second (Table 2).

Construct validity

The 20 patients who participated in this step were the 

same patients who participated in the reproducibility phase 

and therefore, their clinical-demographic variables were 

described above. The group of healthcare professionals 

was made up of 13 physicians, five physiotherapists and 

two occupational therapists specialized in spinal column 

diseases. Table 3 shows the averages (standard deviation) 

of the domains and the overall LKQ score. The scores were 

statistically different between the groups for all of the topics. 

The overall score was 23.55 for the healthcare professionals 

and 9.80 for the patients (p< 0.001).

Sensitivity to change

The clinical-demographic characteristics of the 60 

patients who participated in this step reveal the homogeneity 

of the groups (Table 4).

Table 5 displays the sensitivity to change as assessed 

by an ANOVA for the repeated measures. In the initial 

evaluation (TO), the groups were homogeneous regarding 

their knowledge. There was a significant increase in 

knowledge among the members of the IG over those of the 

CG following the intervention. The average overall LKQ 

score at T0 was 9.4 for the CG and 9.1 for the IG. In the 

second evaluation (T1), the overall score was 9.1 for the CG 

and 16.0 for the IG (p< 0.001). The variation in the scores 

between the groups over time was significant (p< 0.001). 

In this phase, we had a loss of one patient from the IG. In 

Table 1 - The inter-observer reproducibility according to the 

Spearman’s correlation coefficient (SCC) and the intra-class 

correlation coefficient (ICC). The averages (standard devia-

tion) of the two observers for each topic and the overall LKQ 

score are listed

LKQ Domains Average (SD) Coefficient

Obs A1 Obs B SCC ICC

General 

Aspects 

4.50(1.96) 4.65(2.32) 0.70* 0.84*

Concepts 0.50 (0.69) 1.00 (0.97) 0.69* 0.80*

Treatment 4.80 (2.22) 5.00(2.22) 0.85* 0.92*

Overall score 9.80 (4.19) 10.65(4.82) 0.86* 0.94*

Internal 

consistency (a 

Cronbach)

0.71 0.77 

SD- standard deviation; SCC- Spearman’s correlation coefficient; ICC- 

Intra-class correlation coefficient; Obs A1- First observer; Obs B- Second 

observer; * p<0.01

Table 2 - The intra-observer reproducibility according to the 

Spearman’s correlation coefficient (SCC) and the intra-class 

correlation coefficient (ICC). The averages (standard devia-

tion) of the two observations for each topic as well as the 

overall LKQ are listed

LKQ domains Average (SD) Coefficient

Obs A1 Obs A2 SCC ICC

General 

Aspects 

4.50(1.96) 4.70 (2.13) 0.74* 0.87*

Concepts 0.50(0.69) 0.75 (0.91) 0.61* 0.75*

Treatment 4.80(2.22) 4.90 (2.22) 0.79* 0.90*

Overall score 9.80(4.19) 10.35 (1.01) 0.86* 0.95*

Internal 

consistency 

(Cronbach’s a)

0.71 0.74

SD- standard deviation; SCC- Spearman’s correlation coefficient ICC- Intra-

class correlation coefficient; Obs A1- Initial observation; Obs A2- Observa-

tion by same observer seven to 14 days following the initial observation; 

* p< 0.01

Table 3 - The construct validity of the LKQ, comparing the 

scores between the healthcare professionals and the patients 

using the Mann-Whitney test

LKQ domains

 

Score (average – SD)  P*

Patient  Professional

General Aspects 4.50(1.96) 8.85(0.36) <0.001

Concepts 0.50(0.68) 3.90(0.30) <0.001

Treatment 4.80(2.21) 10.80(0.41) <0.001

Overall score 9.80(4.18) 23.55(0.60) <0.001

SD= standard deviation *p<0.001

Table 4 - The clinical-demographic characteristics of the 

patients included in the assessment of the sensitivity to change

Variable  CG  IG  p

Age – average (SD) 52.47 (8.99) 50.07 (10.58) 0.35* 

Schooling (Complete years)  5.60(3.5)  6.80(4.3) 0.26**

Gender - female: male  19:11  19:11 1.00***

SD = standard deviation; CG = Control group; IG = Intervention group; 

*t-student; ** Mann Whitney; ***Chi-Square
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the evaluation of this individual’s data, we considered the 

possibility of no improvement and simply repeated the same 

scores from the initial evaluation.

DISCUSSION

Education programs benefit patients with chronic 

conditions mainly through improvements in self-efficacy, 

which is defined as the expectation an individual has in their 

ability to successfully achieve a beneficial change. These 

programs also determine the acquisition of disease-specific 

knowledge, which allows patients to participate in their 

own care.19 Patient education is accepted as an important 

part of the therapeutic arsenal in the treatment of chronic 

diseases. However, the best manner of carrying out the 

education process has not yet been well defined. Regarding 

low back pain, there are a number of ways to achieve patient 

education. Back school is the most well-known and most 

commonly used method. Whatever the method employed, 

it is important to assess whether the patient has indeed 

acquired the knowledge. For some diseases, this assessment 

is accomplished by means of questionnaires on the specific 

knowledge related to diseases such as rheumatoid arthritis 

and fibromyalgia.8,20

The aim of the present study was to develop a 

questionnaire to assess the disease-specific knowledge 

among patients with non-specific low back pain. The 

recommendations in the literature were followed in order to 

develop a method that is valid, reproducible and capable of 

detecting changes.4 The questionnaire was created through 

focus groups, with the participation of both healthcare 

professionals and patients alike so that the instrument 

would encompass the areas considered important for both 

the treatment of the condition as well as for the patients 

themselves. This minimized the possibility of developing 

a questionnaire that only assessed the issues considered 

important to just one of the groups involved.9 We used the 

international guidelines1,10 to define the topics and the correct 

answers. The Low Back Pain Knowledge Questionnaire 

(LQK) was applied through interviews due to the low 

level of schooling and unfamiliarity with self-applicable 

questionnaires among the sample of patients, which could 

hinder the adherence or even the performance. 

The average age in the different steps of the questionnaire 

development process ranged from 44.3 to 52.5 years. 

Similar results are found in the literature.21,22 There was a 

predominance of women, probably due to the fact that women 

are generally more interested in participating in clinical 

studies of this nature. Other studies assessing low back pain 

interventions also observed a predominance of women.23,24

The level of schooling is one of the social development 

indicators assessed in a number of studies because there 

is a close relation between level of schooling and social 

development.25 In the present study, the average schooling, 

as measured in the completed years of study, ranged from 

5.6 to 9.4. This factor may have negatively influenced the 

study, as the patients with lower levels of schooling may 

have had greater difficulties in understanding the questions 

as well as greater difficulties during the learning phase in 

the step regarding the sensitivity to change. On the other 

hand, our sample accurately reflects patients in the Brazilian 

population, who have low levels of schooling. In the last 

census held, just 6.8% of individuals 25 years of age or older 

had concluded higher education courses in the country.26 The 

average number of years of study also coincides with that 

used for the development of other questionnaires employed 

to assess knowledge in our general health field.8,20

The low level of schooling probably also played a role 

in the difficulty patients experienced in the comprehension 

phase, which led to the replacement of a number of terms 

for more common words. No technical or medication names 

were changed because we did not consider this factor to be 

a lack of comprehension, but rather a lack of familiarity with 

the terms. Following these modifications, the questionnaire 

was understood by over 90 percent of the respondents.

In the intra-observer and inter-observer reproducibility 

assessment, the Spearman’s correlation coefficient and the 

intra-class coefficient demonstrated satisfactory correlations 

Table 5 - The assessment of the sensitivity to change for all LKQ topics

LKQ Domains

Scores (SD)

P*Control Group (CG) Intervention Group (IG)

T0 T1 T0 T1

General Aspects 4.2 (1.82) 3.7 (2.01) 3.8 (2.05) 5.9 (2.49) <0.001

Concepts 0.9 (0.81) 0.9 (0.77) 1.0 (1.21) 2.3 (1.51) <0.001

Treatment 4.4 (2.09) 4.0 (1.99) 4.3 (2.11) 7.8 (2.95) <0.001

Overall score 9.4 (3.57) 8.6 (3.82) 9.1 (4.74) 16.0 (6.08) <0.001

SD: standard deviation; T0: initial evaluation; T1: final evaluation
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in all of the LKQ topics. The lowest coefficients were related 

to the concepts. This is perhaps due to the considerable 

difficulty patients experience in discerning their individual 

clinical condition from among the various medical 

definitions healthcare professionals use. This difficulty, 

together with a low level of disease-specific knowledge, 

may have caused the variability in the responses. The inter-

observer evaluations generally presented higher coefficients 

than the intra-observer evaluations. Although the interviews 

were conducted by different observers, they were held on 

the same day. This short interval between the interviews may 

explain the higher correlation between the scores.

In the construct validity phase for the LKQ, the average 

scores of the healthcare professionals were higher than those 

of the patients. This demonstrates that the questionnaire was 

capable of discriminating between two populations with 

different levels of knowledge. No comparison was carried 

out between this questionnaire and any other instrument 

because there is no valid questionnaire in the literature that 

assesses knowledge on low back pain. 

There was a low level of knowledge among the patients 

in the present study regarding their illness. Cedraschi 

et al. (1996) found a similar result in a study assessing 

the difference in the knowledge between patients with 

chronic low back pain and healthcare professionals who 

administered a back school. This assessment was carried out 

with the spontaneous definitions given by the patients and 

healthcare professionals regarding 11 terms: arthrosis, disk, 

herniated disk, sciatica, curvature of the spine, musculature, 

psychological, change of habit, prevention, joint protection 

and conservation of energy. An interviewer posed questions 

such as “What does arthrosis mean to you?” before a back 

school intervention as well as one month and one year 

following it. A large difference in knowledge was found 

between the patients and healthcare professionals before 

the back school, with a reduction in this difference after 

the intervention. However, the assessment of knowledge 

in the study was not performed with the use of a valid 

questionnaire.27

The average number of correct responses from patients 

in all phases of the present study was below 50 percent (9 

correct answers), with a broad range from 0 to 23 in a total of 

24 responses. Considerable variability in the level of disease-

specific knowledge has also been observed in other studies on 

chronic diseases such as fibromyalgia,8 rheumatoid arthritis4,20 

and psoriatic arthritis.7 It is important to stress that our patients 

exhibited relatively good knowledge with regard to treatment 

when compared to the other domains (the general aspects and 

concepts). The considerable amount of available information 

in the media on new medications and therapies for low back 

pain may have partially contributed to the knowledge the 

patients had acquired. In the phase assessing the sensitivity 

to change, there was a relative improvement of the patients 

who attended the back school. The average number of correct 

responses before the school was 9.1 from a total of 24. After 

the intervention, this average rose to 16 correct responses. 

Patients exhibited a lower level of knowledge acquisition in 

the concepts topic, perhaps due to the difficulty in discerning 

their own diagnosis from among the various medical 

definitions. 

Although back schools have been well known and used 

as one of the treatment options for non-specific chronic 

low back pain, controversy remains regarding their actual 

effectiveness.1 Increased knowledge probably does not 

imply a direct clinical improvement, but rather an indirect 

improvement in managing the condition and pain triggering 

factors, and an increase in joint protection measures. The 

true impact of education programs is difficult to quantify. 

In chronic diseases, the development of questionnaires 

to assess the initial knowledge of patients with regard to 

the disease could help identify patients that may benefit 

from the intervention. A second application can assess the 

effectiveness of back schools with regard to the acquisition 

of disease-specific knowledge among the participants. 

Patients with chronic low back pain require a 

multidisciplinary approach aimed at treating the condition, 

which is the principal goal of back schools. Ribeiro (2007) 

assessed a back school held at our institution and found an 

improvement in general health among patients with chronic 

low back pain, as well as a reduction in the consumption 

of acetaminophen and anti-inflammatory medications.28 

However, there was no assessment of whether the clinical 

improvement was related to the knowledge acquired. 

This was due to the lack of an assessment tool on low 

back pain knowledge. Our study offers an instrument 

that is capable of assessing the specific knowledge of 

this condition in our population, thereby enabling the 

detection of possible flaws in the education programs. 

Further studies are needed to determine whether a lack of 

knowledge is related to a worsening of the condition and 

whether a gain in specific knowledge benefits the patient 

in both psychological and clinical terms. 

The choices of the items used in the development of 

the questions reflected the opinions of local healthcare 

professionals and patients, which are not always applicable 

to every population or lifestyle. Cultural adaptation and 

validation in the population to be studied is important. The 

following steps are required for the present questionnaire 

to be used in other cultures: translation into the language 

of the study population, verification and adjustment of the 

terminology to the local culture, and the application of the 

changes necessary for its use in the target population.19,29
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CONCLUSIONS

The LKQ was validated and proved to be reproducible, 

valid and sensitive to change.

Supported by the ethical comitee of Federal University 

of Sao Paulo, SP, Brazil 

APPENDIX 1 - Low Back Knowledge Questionnaire - 

LKQ

The purpose of this questionnaire is to evaluate your 

knowledge of low-back pain. Mark the correct or incorrect 

alternative according to each question, if you don’t know the 

answer, mark the option “I don’t know”.

1) In regards to the general anatomy of the spinal 

column, mark ONE incorrect alternative: 

a) It has the cervical, thoracic and lumbar vertebrae and the 

sacrum.

b) Between each vertebra, there is an intervertebral disc that 

acts as a “shock absorber”.

c) The vertebrae form a canal through which the spinal cord 

passes.

d) The back and abdominal muscles have no function in 

supporting the spinal column.

e) I don’t know.

2) What is low back pain? Mark ONE correct 

alternative:

a) pain located between the lowest ribs and the pelvis 

b) pain between the lowest ribs and the pelvis that radiates 

down the leg to the foot

c) pain in any region of the back, from the neck to the hip

d) pain in the abdomen, lower part of the pelvis or kidneys

e) I don’t know.

3) What is acute low back pain? Mark ONE correct 

alternative:

a) pain in the lumbar region that usually improves in three 

weeks, with or without treatment

b) untreatable pain in the lumbar region 

c) pain in the lumbar region requiring surgery

d) pain in the lumbar region lasting more than 3 months

e) I don’t know.

4) What is chronic low back pain? Mark ONE correct 

alternative:

a) pain in the lumbar region that usually improves in three 

weeks, with or without treatment

b) untreatable pain in the lumbar region 

c) pain in the lumbar region requiring surgery

d) pain in the lumbar region lasting more than 3 months

e) I don’t know.

5) What is sciatica pain? Mark ONE correct alternative:

a) pain located between the lowest ribs and the pelvis 

b) pain between the lowest ribs and the pelvis that radiates 

to the leg down to the foot

c) pain in any region of the back, from the neck to the hip

d) pain in the abdomen, lower part of the pelvis or kidneys

e) I don’t know.

6) These can cause low back pain. Mark TWO correct 

alternatives:

a) cold and aging 

b) postural problems, arthrosis and a herniated disc 

c) tumors, infections and fractures

d) diabetes

e) I don’t know.

7) These are symptoms of low back pain. Mark TWO 

correct alternatives:

a) a cough, sluggishness and loss of energy 

b) tiredness and pain throughout the body

c) pain in the lumbar region that worsens when carrying 

weight 

d) difficulty in picking up objects from the floor

e) I don’t know.

8) What is needed for the diagnosis of low back pain? 

Mark TWO correct alternatives:

a) Magnetic resonance imaging (MRI) and computerized 

tomography (CT scan) are always needed.

b) An x-ray is not always needed.

c) The diagnosis is often possible through the medical 

history and physical exam of the patient without the need of 

supplementary exams.

d) laboratory tests such as glycemia, cholesterol and urine 

are always needed.

e) I don’t know.

9) In regards to drug treatment for low back pain, mark 

ONE incorrect alternative:

a) Anti-inflammatory medicines and analgesics may be used 

during acute crises.

b) Corticosteroids may be necessary during an acute crisis.

c) Antidepressants and anticonvulsants may be used for 

chronic low back pain.

d) Topical medications such as gel, plasters or ointments are 

always indicated.

e) I don’t know.
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10) In regards to the treatment for acute low back pain. 

Mark TWO correct alternatives:

a) One week of absolute bed rest is indicated.

b) Definitive sick leave from work is indicated.

c) Low back pain may improve even without treatment.

d) The least possible rest is indicated.

e) I don’t know.

11) What can be used to treat chronic low back pain? 

Mark TWO correct alternatives:

a) the long-term use of anti-inflammatory medicines 

b) instructions on spine protection and exercises 

c) abdominal supportive belt when performing heavy-duty 

activities

d) Physical means such as short waves, ultra-sound, and 

Bier’s oven which are more important than oriented physical 

exercises.

e) I don’t know.

12) In regards to physical activity and low back pain, 

mark ONE incorrect alternative:

a) Walking three times a week for an hour can improve 

chronic low back pain.

b) Intensive exercises are indicated for acute low back pain.

c) Aquatic activities may be beneficial to the patient with 

chronic low back pain.

d) The most highly recommended exercises are 

strengthening of the abdomen and the back muscles, 

stretching and physical conditioning.

e) I don’t know.

13) To protect the spine, mark TWO correct alternatives:

a) The best way to sleep is on your stomach.

b) Sit down to put on your socks and shoes. 

c) Pick up objects from the floor without bending your 

knees.

d) Wash the dishes with your stomach leaning against the 

sink.

e) I don’t know.

14) Again, in relation to spinal protection, mark ONE 

incorrect alternative:

a) You should get out of bed carefully, turning sideways with 

the help of our hands.

b) Avoid carrying too much weight on one side of the body 

(divide the load between both arms).

c) Avoid twisting of the spine.

d) Wear high heels all day.

e) I don’t know.

15) In regards to acute low back pain, mark TWO 

correct alternatives:

a) The great majority of patients recover in three weeks.

b) After recovery and improvement of the pain, the patient is 

cured and there is no risk of further crises.

c) Instructions on how to protect the spine are only important 

during the crisis.

d) The orientations for spine protection and energy 

conservation should be routine in patients with a history of 

low back pain because relapses are frequent.

e) I don’t know.

16) In regards to surgical treatment for low back pain, 

mark TWO correct alternatives:

a) It is indicated in few cases.

b) It may be important in cases with nerve root compression 

and spinal column instability that do not improve with 

clinical treatment. 

c) Surgery guarantees the cure of low back pain.

d) It is the best treatment for any type of low back pain

e) I don’t know.

REFERENCES

1. vanTulder, M.W et al Back schools for non-specific low-back pain.. 

Cochrane Database of Systematic Reviews. In: The Cochrane Library, 

Issue 3, Art. No. CD000261.2009

2. Hazard RG. Spine update. Functional restoration (review). Spine. 

20:2345-8.

3. Hill J. A pratical guide to patient education and information giving. 

Baillieres Clin. Reumatol.1997;11:109-27.

4. Hill J, Bird HA, Hopkins R, Lawton C, Wright V. The development and 

use of patient knowledge questionnaire in rheumatoid arthritis. Br. J. 

Rheumatol. 1991;30:45-9.

5. Edworthy SM, Devins GM, Watson MM. The arthritis knowledge 

questionnaire. A test for measuring patient knowledge of arthritis and 

its self-management. Arthritis Rheum. 1995;38:590-600.

6. Lineker SC, Badley EM, Hughes EA, Bell MJ. Development of an 

instrument to measure knowledge in individuals with rheumatoid 

arthritis: The ACREU Rheumatoid Arthritis Knowledge Questionnaire. 

J. Rheumatol. 1997;24:647-53.

7. Lubrano E, Helliwell P, Moreno P, Griffiths B, Emery P, Veale D. The 

assessment of knowledge in ankylosing spondylitis patients by a self-

administered questionnaire. Br. J. Rheumatol. 1998;37:437-41.



1175

CLINICS 2009;64(12):1167-75 The development and validation of a low back pain knowledge questionnaire – LKQ

Maciel SC et al.

8. Suda AL, Simoes MFJ, Bueno VC, Natour J. Development and 

Validation of Fibromyalgia Knowledge Questionnaire - FKQ. In: Annual 

European Congress of Rheumatology, 2006, Amsterdam. Annals of The 

Rheumatic Diseases. v. 65. p. 652.

9. Streiner DL, Norman GR. Health Measurement Scales- A practical guide 

to their development and use. New York : Oxford University Press; 1989, 

1995.

10. Philadelphia Panel Members. Philadelphia panel evidence-based 

clinical practice guidelines on selected rehabilitation interventions 

for low back pain. Phys Ther. 2001;81:1641-74.

11. van Tulder MW, Assendelft WJJ, Koes BW, Bouter LM. Spinal 

radiographic findings and nonspecific low back pain: a systematic 

review of observational studies. Spine. 1997;22:427-34.

12. van Tulder MW, Scholten RJPM, Koes BW, Deyo, RA. Non-steroidal 

anti-inflammatory drugs for low back pain. Cochrane Database of 

Systematic Reviews. In: The Cochrane Library, Issue 3, Art. No. 

CD000396.2009

13. van Tulder MW, Malmivaara A, Esmail R, Koes BW. Exercise therapy 

for low back pain. Cochrane Database of Systematic Reviews. In: The 

Cochrane Library, Issue 3, Art. No. CD000335, 2009

14. Airaksinen O, Hildebrandt J, Mannion AF, Ursin H, Brox JL, Klaber-

Moffett J, et al. European guidelines for the management of chronic 

non-specific low back pain, 2004. www.backpaineurope.org.

15. Bussab W, Morettin PA. Estatística Básica. São Paulo: Editora Saraiva; 

2002.

16. Cronbach, LJ. Coefficient alpha and the internal structure of test. 

Psychometrika. 1951;16:297-333.

17. Littell RC, Milliken GA, Stroup WW, Wolfinger RD. SAS System for 

Mixed Models. North Carolina: SAS Institute, 1996.

18. Falcão AM; Ciconelli RM, Ferraz MB. Translation and cultural 

adaptation of quality of life questionnaires: an evaluation of 

methodology. J Rheumatol. 2000;30:379-85.

19. Helliwell PS, O’Hara M, Holdsworth J, Hesseden A, King T, Evans 

P. A 12-month randomized controlled trial of patient education on 

radiographic changes and quality of life in early rheumathoid arthritis. 

Reumatol. 1999;38:303-8.

20. Jennings F, Tofolo S, Assis MR, Natour J. Brazil patient knowledge 

questionnaire (PKQ) and evaluation of disease-specific knowledge in 

patients with rheumatoid arthritis. Clin Exp Rheumatol. 2006;24:521-8.

21. Leclaire R, Esdaile JM, Suissa S, Rossignol M, Proulux R, Dupuis M. 

Back school in a first episode of compensated acute low back pain: 

a clinical trial to asses efficacy and prevent relapse. Arch Phys Med 

Rehabil. 1996;77:673-9.

22. Glomsrod B, Loon JH, Soukup MG, Bo K, Larsen S. Active 

back school. Prophylactic management for low back pain: three 

year follow-up of a randomized controlled trial. J Rehab Med. 

2001;33:26-30.

23. Stankovic R, Johnell O. Conservative treatment of acute low back pain. 

Spine. 1990;5:120-3.

24. Miranda H, Viikari-Juntura E, Martikainen R, Takala EP, Riihimaki 

H. Individual factors, occupational loading, and physical exercise as 

predictors of sciatic pain. Spine. 2002;27:1102-9.

25. Pincus T, Callahan LF. Associations of low formal education level and 

poor ealth status: behavioral, in addition to demographic and medical, 

explanations? [commentary]. J Clin Epidemiol. 1994;47:355-61.

26. IBGE Censo demográfico – 2000: educação. HTPP//www.ibge.gov.br/

censo

27. Cedraschi C, Reust P, Lorenzi-Cioldi F, Vischer TL. The gap between 

Back pain patients’ prior knowledge and scientific Knowledge and 

its evolution after a back school teaching programme: a quantitative 

evaluation. Patient Education and Counseling. 1996;27:235-46.

28. Ribeiro LHC, Simões MFJ, Jones A, Natour J. Effectiveness of a 

back school program in low back pain. Clin. Experim.Rheumatol. 

2008;26:81-8.

29. Gillemin F, Bombardier C, Beaton D. Cross-cultural adaptation of 

health-related quality of life measures: literature review and proposed 

guideline. J Clin Epidemiol. 1993;46:1417-32. 


	THE DEVELOPMENT AND VALIDATION OF A LOW BACK PAIN KNOWLEDGE QUESTIONNAIRE – LKQ
	INTRODUCTION
	MATERIAL AND METHODS
	Population
	Development of the items and questions
	The closure of questions
	Question reduction
	The pretest: the assessment of comprehension
	Reproducibility
	Validity
	Sensitivity to change
	Statistical analysis
	Translation into English

	RESULTS
	Construction of the LKQ and the assessment of comprehension
	Assessment of the measurement properties

	DISCUSSION
	CONCLUSIONS
	APPENDIX 1 - Low Back Knowledge Questionnaire - LKQ
	REFERENCES


