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ABSTRACT 

Low back pain (LBP) is a common complaint for which patients present to a provider and 

is one of the leading causes of absenteeism from work. The duration of pain experienced 

determines the classification or type: acute (<4 weeks), subacute (4-12 weeks), chronic (12+ 

weeks).  

The framework that structured this quality improvement project is part of the Institute for 

Healthcare Improvement’s (IHI) Model for Improvement: the Plan-Do-Study-Act (PDSA) 

model, and the theory that informed the intervention was the theory of planned behavior by 

Ajzen (1991). Acute and subacute LBP are most commonly self-limiting. While those with 

CLBP showed improvement in both pain and functionality with exercise compared to no 

exercise. The purpose of the project was to identify provider knowledge and perceived barriers to 

exercise prescription to treat chronic low back pain (CLBP) at one family practice clinic. 

Stakeholders involved were the primary care providers, as they were most affected by the 

intervention. This quality improvement project was completed in two phases. Phase 1 - was a 

qualitative needs assessment used to tailor the intervention to participants. Phase 2 - was an 

educational intervention with a pretest/posttest approach. A 15-minute educational PowerPoint 

presentation focused on evidence-based treatment, specifically exercise, for CLBP was given to 

participants during a monthly staff meeting. A pretest was administered before the presentation, 

with a posttest completed weeks to months after. The questions were divided into four 

categories, which are types of exercise, provider knowledge, barriers to exercise prescription, 

and self-reported confidence to prescribe exercise. Due to a high baseline level of knowledge, 

likelihood to prescribe, and confidence, there were no changes in responses to six questions. 
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However, pre/post responses changed in six of the 12 questions. Overall, responses showed an 

increase in knowledge of exercises, and confidence in exercise prescription. The primary 

limitation was the length of time between pretest and posttest. Providers need to increase 

personal knowledge to increase confidence in prescribing exercise. Lack of educational 

opportunities was cited as a leading factor in the under-prescription of exercise. 
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INTRODUCTION 

Background 

Low back pain (LBP) is one of the leading causes of absenteeism from work, the second 

most frequent cause of permanent disability, and an extreme burden on the United States’ 

economy (Gatti et al., 2011). The Centers for Disease Control and Prevention (2010) reported 

that back problems accounted for 1.3% of total medical office visits in the United States (US). 

Costs related to LBP were estimated at $100 billion in 2006, with two-thirds being indirect costs 

of lost wages and lower productivity (Qaseem, Wilt, McLean, Forciea, & for the Clinical 

Guidelines Committee of the American College of Physicians, 2017). LBP is highly prevalent in 

modern society, as 80% of the population will experience it at least once in their lifetime, with 

7% to 10% of those cases progressing to chronic LBP (Cho, Kim, & Kim, 2014). About one-in-

four (1:4) US adults report experiencing back pain at least one day in three months (Qaseem et 

al., 2017).  

Despite the magnitude of the problem, evidence-based treatments of LBP are a challenge 

for many primary care providers (PCPs). A significant number of adults diagnosed with chronic 

low back pain (CLBP) do not receive evidence-based treatment. Instead, patients are subjected to 

a variety of treatments, many of which are unsupported by evidence (e.g., traction & corsets), 

while other patients are overprescribed second-line medications (e.g., muscle relaxants & 

opioids), leading to underuse of exercise therapy (Chou, 2017). In addition to the underuse of 

exercise therapy, the overuse of opioids can lead to drug dependence, abuse, or addiction (Chou, 

2017). Opioids are generally ineffective in the treatment of chronic back pain, as the magnitude 

of effect is clinically insignificant. In a randomized trial including 240 individuals with moderate 
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to severe chronic back pain, the use of opioids in pain-related function versus nonopioid use 

showed no difference; pain intensity was slightly less in nonopioid-treated patients, while opioid 

users experienced more side effects (Chou, 2018). Despite such evidence, 20% to 40% of US 

adolescents with LBP have been prescribed opioids when seeking medical care (Evans et al., 

2018).  

One promising treatment for CLBP is exercise. The exact mechanism through which 

exercise therapy helps to improve pain is unclear, but animal studies have shown a reversal of 

injury-induced neurologic changes associated with pain when exercise is the primary treatment 

(Hartigan & Rainville, 2018). However, not one specific type of exercise is proven more 

favorable than others are, but the benefits of exercise are generalized and may be elicited using 

various exercise techniques including walking, aerobic exercise, Pilates, yoga, core exercise, and 

spine stabilization programs, and functional restoration (Hartigan & Rainville, 2018; Wheeler, 

Wipf, Staiger, Deyo, & Jarvik, 2018). In addition to pain relief, exercise therapy is safe, readily 

available, and can help to minimize adverse effects of comorbidities, like obesity, depression, 

and diabetes mellitus (Chou, 2018).  

Local Data 

The project was implemented at a primary care clinic in Draper, Utah. Local data 

regarding treatment of and imaging for LBP are sparse. However, limited statistics are available 

by city within the state of Utah. According to local data, 18% of patients had inappropriate 

imaging ordered, meaning they received unnecessary X-rays, MRIs, or CT scans. Increased 

exposure to imaging can potentially lead to unnecessary harm and increased health care costs 

(Utah Department of Health [UDOH], 2018). Often, imaging studies are performed 
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unnecessarily and do not change the course of treatment (UDOH, 2018). Although many patients 

were inappropriately ordered imaging, there are no data on whether patients received proper 

treatments post imaging.  

Advanced Practice Nursing Role 

Evidence-based treatment of CLBP, including exercise, is underutilized in primary care 

(Qaseem et al., 2017). Advanced practice nurses (APNs) working in primary care can help 

bridge the gap between research and practice, by being champions of EBP in the treatment of 

CLBP. A large part of EBP regarding CLBP consists of educating patients on proper treatments, 

including exercise, and making patients equal participants in care. Education and integrative care 

are central to APNs’ practice.  

Purpose, Aims and Objectives 

Purpose 

The purpose of the project was to identify provider knowledge and perceived barriers to 

exercise prescription to improve CLBP management at a family practice clinic in Draper, Utah.  

Aims 

Stakeholders involved in the project were the primary care providers (in one clinic), as 

they were the main ones affected by the desired change; support staff, as they reinforce to 

patients the importance of adhering to prescribed treatment plans; secretaries and schedulers, as 

they can help pre-expose patients to providers’ preference of using non-pharmacological 

interventions; and patients, as they are the ones who are undergoing the treatment selected. 
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Objectives 

The objective of this project was to improve primary care providers’ (PCP) knowledge, 

confidence, and intentions to prescribe exercise for CLBP through pursuing the following two 

specific aims: 1) to identify barriers; and, 2) to create and implement an educational tool. After 

potential barriers to using exercise therapy as a first-line treatment for CLBP were discovered, an 

assessment of clinicians’ knowledge in using exercise therapy to treat CLBP was performed in 

the form of a pretest, with a total number of points possible. Then, a tool was used to educate 

clinicians upon the importance of using EBP, especially exercise therapy, in the treatment of 

CLBP. Finally, the efficacy of the instrument was assessed by testing the providers again, to re-

evaluate knowledge and/or confidence, and intention to use exercise. 

Study Question 

In a primary care clinic in Draper, Utah, does an educational intervention regarding the 

use of exercise in the evidence-based treatment of chronic low back pain improve providers’ 

knowledge, confidence, and/or intention to prescribe exercise? 

Framework 

The framework used to structure this quality improvement project is Institute for 

Healthcare Improvement’s (IHI) Model for Improvement: Plan-Do-Study-Act (PDSA) model, 

and the theory that informed the intervention was the theory of planned behavior by Ajzen 

(1991).  

Plan-Do-Study-Act (PDSA) 

The PDSA method is an appropriate framework to use for quality improvement projects, 

project management, daily routine management, continuous development, and process trials 
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(Langley et al., 2009). Included are three questions to ask oneself before using the model: 1) 

What are we trying to accomplish? 2) How will we know when a change is an improvement? 3) 

What changes will result in an improvement? The PDSA model is applicable, as the questions 

serve to direct the course of the quality improvement project in improving CLBP management in 

primary care through understanding and addressing barriers to exercise prescription. The aim is 

to improve intent to prescribe evidence-based exercise for CLBP. Improvement would be noted 

if at least one PCP’s intention to prescribe exercise as a treatment option increased. To address 

the last question, the identification of barriers, and subsequent implementation of an educational 

tool to overcome barriers, will result in an improvement in the intent to prescribe evidence-based 

treatment of CLBP. 

PDSA consists of four phases, with the opportunity for a cyclical, repeatable process. 

First is the planning phase, where objectives are refined, and the 5W’s are addressed: who, what, 

when, where, and why (Finkelman, 2018). In the context of the project, the planning phase 

consists of a needs assessment, to identify barriers to exercise prescription. Next, is the doing 

phase of the model, where a change is tested using a small sample (Finkelman, 2018). In the 

context of this project, the doing phase entails the educational intervention tailored to address the 

barriers identified among primary care providers. The penultimate step is the study phase, where 

effort is placed on collecting and analyzing data to understand better the desired outcomes; data 

is compared with the predictions made in the first step (Finkelman, 2018). In regards to the 

project, the study phase contains a posttest and subsequent analysis of results, to evaluate if the 

educational tool was useful in addressing the identified barriers, and if the providers’ 

attitudes/intentions changed concerning exercise prescription. The last step is the acting phase, 
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where changes are adjusted according to the data received in the study phase (Finkelman, 2018). 

For the purpose of this project, acting consists of recommendations for carrying the project 

forward after this specific project is concluded. 

 
 Adapted from Langley et al. (2009) 

FIGURE 1. PDSA approach. 

The Theory of Planned Behavior 

The theory of planned behavior (Ajzen, 1991) will guide the doing phase, or intervention 

part of the project. Ajzen (1991) said that “intentions to perform behaviors of different kinds can 

be predicted with high accuracy from attitudes toward the behavior, subjective norms, or 

perceived behavioral control” (p. 179). The stronger an intention is, the more likely that behavior 

will be performed (Ajzen, 1991). An intention can be thought of as a reflection of how hard an 

individual is willing to try, or how much effort an individual is planning to put forth, to perform 

the given behavior (Ajzen, 1991).  

Additionally, a person’s behavior is primarily influenced by his/her confidence in being 

able to perform it, or perceived behavioral control (Ajzen, 1991). Perceived behavioral control is 
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comprised of the resources and opportunities available to a person, along with his/her perception 

of control over something, and the difficulty to which performing the behavior of interest is 

perceived (Ajzen, 1991). The next component of the theory is that of subjective norm. Subjective 

norm refers to external or social pressure, to perform or not perform a particular behavior (Ajzen, 

1991). When viewing these principles in the context of the project, there is a strong emphasis 

placed on the intentions of behaviors relating to not only the provider’s attitude, but an accepted 

norm of the behavior and, the provider’s self-belief to be able to perform that behavior. The 

posttest addresses all these factors. 

The theory of planned behavior posits that perceived behavioral control, along with 

behavioral intention, can be used to predict behavioral achievement (Ajzen, 1991). Therefore, if 

providers’ knowledge and confidence in using exercise in the treatment of CLBP increases, and 

their intention to use such in their practice increases, it is predicted that they will successfully 

prescribe exercise to patients who are experiencing CLBP.  

 
Adapted from Ajzen (1991) 

FIGURE 2. TPB model for exercise prescription. 
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Synthesis of Evidence 

The current state of evidence regarding the use of exercise in the treatment of CLBP is 

sparse. A comprehensive search of the literature was done, which included searching the 

databases PubMed and CINAHL using various combinations of key terms including: low back 

pain AND noninvasive AND treatments, and low back pain AND exercise. On PubMed, search 

limiters were as follows: English language, humans, clinical trial, and published within the past 

five years. Five articles were identified. Two of the articles partially met the inclusion criteria for 

treating CLBP with exercise. A second search on CINAHL revealed no additional relevant 

studies. Limiters for this search included primary research, published within the last five years, 

human study, and English language. A third search of the reference lists of key articles yielded 

three relevant. 

Despite the small pool of evidence, some patterns were appreciated. Acute and subacute 

back pain are most commonly self-limiting, meaning that the pain will typically resolve on its 

own after over time, whether or not additional interventions are provided. There is low-quality 

evidence that exercise therapy (ET) provided pain relief or function improvement, compared to 

usual care/no exercise among those with acute/subacute LBP (Qaseem et al., 2017; Chou et al., 

2016; Wong et al., 2017; Gomes-Neto et al., 2017).  

Among patients with CLBP, there was moderate-quality evidence to show that small 

improvements in pain and functionality occurred with exercise, compared to little or no exercise 

(Qaseem et al., 2017; Chou et al., 2016; Wong et al., 2017). With moderate-quality evidence, it 

was shown that there were no differences between exercise regimens in more than 20 

randomized controlled trials that directly compared exercises among people with CLBP (Qaseem 
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et al., 2017). Two studies examined the difference between strengthening the trunk and core 

stabilization exercises, with no clinical significance found between the two study findings, but 

patients in both studies reported reduced pain (França, Burke, Caffaro, Ramos, & Marques, 

2012; Gatti et al., 2011). Similarly, a study was done to explore the effects of using a 

stabilization bar in trunk-stability movements, resulting in a decrease of reported pain (Chung, 

You, Lee, & Sim, 2018). Cho et al. (2014) combined both strength and core stabilization 

exercises in one program called CORE, and showed a significant decrease in reported pain and 

an increase in range of motion of the trunk. Additionally, Miyamoto et al. (2018) compared 

various doses of Pilates with advice alone, finding that doing Pilates twice or more a week 

resulted in a significant decrease in pain and increased functionality over six months. 

Strengths of Literature 

An apparent strength identified was consistency of results across studies in which 

treatments were effective. An advantage of the included systematic reviews/meta-analyses is that 

the publications are well structured and breakdown pharmacologic versus nonpharmacologic 

treatments with acute, subacute, or chronic LBP. Another strength is that included studies used 

the same measurement tools (VAS; Oswestry disability index [ODI]; Roland-Morris functional 

scale), which can potentially allow for more accurate comparisons of the studied interventions 

and results. 

Weaknesses of Literature 

In many of the identified studies, sample sizes were extremely small, making it difficult 

to draw meaningful conclusions from the results. A few of the studies featured only one 

ethnicity, which decreases generalizability. Another glaring weakness evident in the body of 
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literature, was that there were few randomized controlled trials available, and those that were 

available are over 10 years old. There is a continued need for research regarding the prescription 

of exercise to treat CLBP. The literature grid is presented in Appendix A. 

Gaps in Literature 

A significant gap in the current body of evidence is that the studies only test for 

improvements directly after treatment, leaving uncertainty as to the long-term efficacy exercise 

in the treatment of LBP. Additionally, more research needs to be done to show which specific 

exercise therapies are more likely to benefit individual patients (Chou et al., 2016). Additional 

research is needed to understand what combinations of pharmacological and nonpharmacological 

treatments, if any, are most effective, or if there is only a marginal benefit from a combination 

therapy versus the individual components (Chou et al., 2016). In addition, studies about 

providers’ perspectives and confidence in exercise prescription would help increase adoption. 

Lastly, one of the most impactful results of low back pain is absenteeism from work and lost 

productivity days, so in addition to measuring pain and back functionality, days missed from 

work and quality of life should be measured. 

METHODS 

Design 

The project design is a quality improvement approach in two phases: Phase 1 consists of 

a descriptive qualitative needs assessment was used to tailor an intervention. Phase two consisted 

of an educational intervention with a pretest/posttest approach. Moran, Burson, and Conrad 

(2017) explain that a descriptive project is useful in assessing “behaviors of healthcare 

professionals, patients, communities, and systems or to provide baseline data that can be used to 
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drive practice improvements” (p. 352). This project was guided by the PDSA cycle, which also 

includes the systematic collection and subsequent analysis of data to measure change (Moran et 

al., 2017). This type of design allows for specific tailoring of the intervention to the direct needs 

of the clinicians involved in the project. 

Setting 

The project was implemented at Pioneer Comprehensive Medical, a family practice clinic 

in Draper, Utah. Four APNs and one chiropractor who work at this clinic. Approximately 300 

patients frequent the clinic in an average month. Approximately 10% of those patients have a 

diagnosis with a billable code for LBP. 

Participants 

Participants invited to participate in the project included four APNs and one chiropractor. 

The sample included two females and three males with clinical experience ranging from one year 

to 25 years. Participants completed a 12-question pretest, listened to a 15-minute educational 

intervention on CLBP provided via a PowerPoint presentation, and completed a 12-question 

post-test.  

Data Collection 

For phase one, an initial survey was done to identify perceived barriers to using exercise 

as a treatment option for patients with CLBP. Surveys can be useful as a needs assessment tool 

and, can provide real-world context, are flexible and feasible, and can help to deepen the 

understanding of the study question, specifically from stakeholders’ perspectives (Moran et al., 

2017). The survey was given verbally, with no names or identifying information recorded or 

written down. Questions included: What type of treatments do you often prescribe for patients 
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with CLBP?; Do you ever prescribe exercise therapy as a treatment option?; If not, why do you 

think that is?; How do you think the patients would react to you prescribing exercise therapy?; In 

your opinion, what positives and negatives are there to prescribing exercise in the treatment of 

CLBP?; Do the negatives deter you from prescribing exercise?; If so, how strongly? Qualitative 

data collected were entered into a Word document, which allowed for the extrapolation of 

common themes. Data were reviewed by myself and an expert in qualitative methods to identify 

themes. Themes were used to tailor the educational intervention, as well as pre and post test 

questions given, to the particular needs of the site.  

For phase two, a pretest was given to assess providers’ current knowledge about using 

exercise in the treatment of CLBP. The pretest was distributed on paper and collected shortly 

before the presentation began. Data were input into Qualtrics the same day. One week after the 

educational intervention was implemented, a posttest was emailed via Qualtrics. Due to low 

response rates (n=1), reminder emails were sent three days, three weeks, four weeks, and five 

weeks after the posttest was administered. All reminder emails resulted in a limited response rate 

(n=2), I visited the clinic in person and requested each participant to complete the posttest using 

the Qualtrics link that was sent. The remaining three participants completed the posttest during 

this visit. The pretest and posttest were identical and measured knowledge, attitudes, and 

intentions. The test consisted of 12 true/false questions, multiple-choice, a Likert-style scale, and 

select all that apply style questions (Appendix B). No identifiable data were collected. 

Intervention 

The educational intervention was tailored to participant needs because of a needs 

assessment completed in Phase 1 of this project. Common barriers identified included patient 
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willingness, time, lack of patient knowledge, lack of provider knowledge, and cost. The 

educational intervention consisted of a 15-minute PowerPoint presentation focused on evidence-

based treatments for CLBP, specifically exercise that I presented during a staff meeting in 

October 2018. In addition to the PowerPoint presentation, a handout was available to providers 

as a helpful resource (Appendix C).  

Privacy, Confidentiality and Fairness 

No patient information was collected or reported for this project. An anonymous 

pretest/posttest was administered via Qualtrics ensuring anonymous responses. Anonymity 

maximizes autonomy and protects participant privacy. The project design properly ensures the 

safety of participants and accomplishes the objectives efficiently. Risks have been minimized by 

not obtaining identifiable participant/patient data, and not involving patients directly. All 

recruitment criteria/population is fair, as each practitioner at the clinic was included in the 

project. The IRB determined this project was exempt from human subject requirements 

(Appendix D). 

RESULTS 

Responses to six of the 12 questions changed between pre- and post-measurements. 

Changes were noted in questions 3, 6, 7, 8, 10, and 11 (Appendix E). Responses to question three 

changed for the positive with the number of providers choosing the correct answer increased 

from one (1) to three (3). Responses to question six increased from four (4) correct responses to 

all five (5) practitioners choosing the correct answer. Responses to question seven changed, 

however, fewer practitioners selected correct responses post-intervention. 
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Attitudes regarding frequency of prescription based on confidence in knowledge 

(question 10) of exercise changed with more providers choosing neutral or positive responses. 

The number of practitioners that chose ‘neutral,’ ‘agree,’ or ‘strongly agree,’ increased from four 

(4) to five (5). Provider knowledge regarding appropriate exercises (question 11) showed slight 

increase with one (1) provider moving from ‘disagree’ to ‘neutral.’ It is important to note that 

although there was no change in responses regarding exercise for all types of LBP (question 2), 

the majority of practitioners (n=4, 80%) chose the incorrect answer. 

Additionally, providers ranked barriers to exercise prescription (question 8). Rankings 

changed from pre- to posttest in a variety of items (Appendix E). Ranking first was patient 

willingness most commonly both pre- and posttest. The most common ranking for second in 

pretest was time. Posttest each option received one (1) vote resulting in a five-way tie. Ranking 

third most common on the pretest was cost, and the posttest was a tie between patient knowledge 

and time. Ranking fourth most commonly in pretest was patient knowledge, and posttest was 

provider knowledge. Ranking fifth was provider knowledge, and was unanimously selected 

pretest while cost was most common posttest.  

DISCUSSION 

The questions that exhibited a change between pre- and posttest will be discussed. For six 

questions (1, 2, 4, 5, 9, & 12) there were no changes in participant responses. Questions 1, 2, 4, 

and 5 were knowledge questions. Due to the high baseline knowledge of participants, there were 

no changes in responses to these questions. The likelihood of participants to prescribe exercise 

(question 9) was very high at baseline and did not change. Participant confidence in prescribing 

exercise was also very high at baseline and did not change.  
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Question 3: Type of Exercise 

Question 3 was a list type of questions – like in other examples knowledge question that 

evaluated provider knowledge about specific types of exercise that could be prescribed for 

CLBP. Provider knowledge increased regarding the effectiveness of multiple exercises. Hartigan 

and Rainville (2018) state, “no exercise technique has demonstrated superiority over others for 

patients with subacute and chronic LBP” (para. 4). Indeed, there is no one curative exercise for 

treating CLBP (Chou et al., 2016; Hartigan & Rainville, 2018; Qaseem et al., 2017). The 

increase of provider knowledge is in accordance with current literature. Increased awareness may 

lead providers to be more likely to utilize exercise as a tailored treatment, with a variety of 

options to meet patient needs.  

Question 6: Provider Knowledge 

Question 6 was a multiple-choice question that addressed provider knowledge about 

when to order radiographs appropriately. Chou, Qaseem, Owens, and Shekelle, (2011) 

recommend clinicians reserve imaging for patients experiencing neurologic deficits, or other 

serious underlying conditions. These guidelines include consideration of history and physical 

examination. Accordingly, 82% of providers in the Draper/Riverton, Utah area use radiography 

appropriately, and do not order unnecessary tests when results would not change the course of 

treatment (UDOH, 2018). Increased provider knowledge may lead to increased confidence in 

educating patients on appropriate use of imaging. Increased provider knowledge regarding 

imaging may also help overcome the barrier of cost by eliminating costs associated with 

unnecessary imaging.  
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Question 7: Provider Knowledge 

Question 7 was a select all that apply question, used to evaluate providers’ knowledge on 

patient risk factors for developing CLBP. Hartigan and Rainville (2018) describe some risk 

factors for developing CLBP including older age, spinal stenosis, scoliosis, and overuse; 

ethnicity and carpal tunnel syndrome are not risk factors to developing CLBP.The results were 

inconclusive – results showed no change in the number of correct answers; however, two (2) of 

the incorrect choices that were not selected on the pretest were selected on the posttest. The 

changes in responses to these questions may be due to limitations of the educational intervention, 

both time allotted for presentation and amount of content on slides. Additionally, results may 

have been skewed due to the extended length of time between education and the posttest. 

Question 8: Barriers to Exercise Prescription 

Question 8 asked providers to rank the five barriers identified in Phase 1, with ‘1’ being 

the most significant perceived barrier to exercise prescription. Patient willingness was ranked 

number ‘1’ barrier in both pre- and posttest, with time being ranked number ‘2’ (Appendix E). 

Despite additional training, providers ranked the most significant barriers were patient 

willingness and time. It is possible that with more patient education, patients would appear more 

willing to take exercise as a prescription, thus increasing provider confidence in prescribing.  

Question 10: Self-Reported Confidence to Prescribe Exercise 

Question 10 was a Likert-style self-report of confidence; each provider was asked if he or 

she would prescribe exercise more often if he or she felt confident in his or her knowledge of 

appropriate exercises for CLBP. Provider responses changed from neutral to positive. Providers 

reported that if they felt more confident they would be more likely to prescribe exercise. 
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Specifically, providers reported feeling less confident in which exercises are appropriate to 

prescribe for CLBP. Hence, providers in this project reported that they were less confident in 

their knowledge of which exercises to prescribe for CLBP and if they were more confident, they 

would be more likely to prescribe exercise for CLBP. Due to a large number of exercises found 

in the literature, it can be overwhelming to know which are appropriate and best for a given 

patient.  

Question 11: Self-Reported Knowledge of Type of Exercise 

Question 11 was a self-report about knowledge regarding appropriate exercises. 

Providers were asked if they felt knowledgeable about which exercises are appropriate to 

prescribe for CLBP. One provider moved from disagree, to neutral, while the other responses 

showed no change. Providers can educate themselves and increase in knowledge of appropriate 

exercises by reading current guidelines, which are made specifically for clinicians who see 

patients with subacute and CLBP. 

DNP Essential III 

One thing all DNP projects share is that each one should be aligned with a DNP essential 

to some degree. This project most closely aligns with DNP essential III. The premise of DNP 

essential III is on clinical scholarship and analytical methods for evidence-based practice. The 

focus is on translating research into practice, evaluation of that practice, and subsequent 

improvement of health care practices and outcomes (American Association of Colleges of 

Nursing [AACN], 2006). Additionally, analyzing existing literature to utilize the best evidence 

for practice, and disseminating findings from practice and research to improve healthcare 



 

 

 

 

25 

outcomes (AACN, 2006). This project contained of all of those elements within the various 

phases. 

Limitations 

Like all QI projects, this project has limitations. The primary limitation is the length of 

time between the pretest and posttest. The pretest was administered on October 3, 2018 and all 

responses to the posttest were not received until November 29, 2018. The extensive length of 

time between education and posttest may lead to limited retention of information from the 

educational intervention. 

Another limitation was the setting in which the pretest was administered. The 

presentation and pretest were given during a monthly staff meeting at the clinic, where all 

employees were gathered together in a large group of about 15 people, while eating food. The 

presentation and pretest only applied to five (5) people in the group, and the rest remained 

moderately disruptive during the presentation, as well as when the participants were taking the 

pretest. Hence, the environment was not ideal for learning or evaluation.  

Clinical Implications  

After analyzing data, two things were apparent: providers need an increase in personal 

knowledge to increase confidence in which exercises are appropriate for a particular patient or 

situation, so that they can tailor treatment to patients’ needs for best success. As part of the 

PDSA model that guided this project, I returned to the clinic to report the findings of the pre- and 

posttests. I met with a majority of participants (n=4, one participant was no longer employed at 

that clinic). I created a report using Qualtrics to show participants the changes in results. 

Providers found results interesting and realized that there were areas for improvement. Although 
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there were no firm plans made at that time, participants indicated a desire for further education to 

improve their practice. 

Dialogue about exercise increases between patients and providers helps to reaffirm the 

importance exercise has in a clinical setting. However, providers first need to increase personal 

knowledge, to increase confidence in which exercises are appropriate for a particular patient or 

situation. A lack of educational opportunities was cited to be the main factor in the under-

prescription of exercise (Hoffmann et al., 2016). One solution to help improve provider 

knowledge could be to increase provider education, for example three-hour educational 

workshops and one-day workshops, have both proven to be effective in increasing provider 

confidence and knowledge in exercise prescription, thus leading to an increase in providers 

prescribing exercise as treatment. One-day workshops led to a 40% increase in provider 

confidence, a three-hour workshop led to a 13% increase (Fowles, O’Brien, Solmundson, Oh, & 

Shields, 2018; Windt, Windt, Davis, Petrella, & Khan, 2015). Increased knowledge may 

empower providers to overcome negative attitudes, one of the identified barriers to exercise 

prescription. Fowles et al. (2018) also found that a one-day workshop resulted in a decrease of 

perceived barriers of about 20%, with lack of patient interest and lack of resources both 

decreasing in impact and frequency at follow-up. 

Additionally, having a greater understanding of exercise prescription and practices will 

allow providers to work more closely with patients, thus creating tailored exercise regimens that 

patients will more likely follow. Providers may feel more comfortable in what aspects he/she can 

alter or adjust, rather than being fixed on a specific regimen. 



 

 

 

 

27 

Conclusion 

The purpose of this project was to identify provider knowledge and perceived barriers to 

exercise prescription by surveying five (5) providers at one family practice clinic in Draper, 

Utah. Data were collected via pretest and posttest associated with an educational intervention. 

Provider responses changed for six questions. Responses to four questions reflected an increase 

in knowledge, attitude, and confidence. Results to one question indicated a decrease in provider 

knowledge. Results to another question revealed changes in ranking of barriers. The opioid 

epidemic continues to rage throughout the country, and the mistreatment of CLBP does not aid in 

combating the abuse of opioids. Instead, fixing the problem begins with each provider making a 

commitment to do all he or she can to provide evidence-based practice of CLBP, which includes 

exercise, not ineffective and dangerous opioids. The collection of individual effort determines 

the outcome for many. 
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Author/Article Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

Cho, Kim, & 

Kim 

 

Effects of the 

CORE exercise 

program on pain 

and active range 

of motion in 

patients with 

chronic low back 

pain 

 

Variables included 

the CORE exercise 

program or just 

receiving routine 

care 

 

The purpose of the 

study was to 

identify the effects 

of the CORE 

exercise program on 

pain and active 

range of motion 

(AROM) in patients 

with chronic low 

back pain 

 

None RCT 30 subjects with 

chronic lower 

back pain; 11 

male, 19 female; 

ages 29-46. The 

CORE group 

(n=15)- they 

participated in the 

CORE exercise 

program for 30 

minutes a day, 

three times a 

week for four 

weeks. The 

control group 

(n=15) only 

received routine 

care 

 

The visual analog scale 

(VAS) and an algometer 

(PPT) were used to 

measure pain and pain-

free active range of 

motion (AROM), 

respectively, in the trunk; 

measurements were 

performed before and 

one day after the 

intervention 

 

The CORE group 

showed significantly 

decreased VAS scores 

at rest and during 

movement: 

At rest (41.6±7.4 to 

21.5±5.7) and during 

movement (60.8±7.3 to 

36.4±5.1); the 

algometer (PPT) of the 

quadratus lumborum 

was significantly 

increased in the CORE 

group from 4.69±0.62 

kg/cm2 to 6.11±0.78 

kg/cm2 (p<0.05); no 

significant increase in 

PPT for the control 

group 

 

Chou et al. 

 

Noninvasive 

treatments for 

low back pain. 

Comparative 

effectiveness 

review no. 169 

Purpose is to 

evaluate the current 

evidence on 

noninvasive 

treatments for low 

back pain and 

weigh the benefits 

and harms 

The authors used the 

approach described 

in the AHRQ 

Methods Guide19, 

which is based on the 

overall quality of 

each set of evidence 

Systematic 

review 

156 articles were 

included in the 

review, with most 

containing trials 

of patients with 

nonradicular low 

back pain 

 

The authors searched 

MEDLINE, Cochrane 

Central Register of 

Controlled Trials, and the 

Cochrane Database of 

Systematic Reviews from 

January 2008 to August 

2014. That function was 

measured using the 

Roland-Morris disability 

questionnaire or the 

Oswestry disability 

Focusing only on 

exercise -related 

treatments, yoga, tai 

chi, and general 

exercise were shown to 

have small to moderate 

beneficial effects on 

chronic low back pain, 

but not acute. 
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Author/Article Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

index. Pain was 

measured using the 

visual analog scale or and 

the equivalent. 

 

Chung, You, Lee, 

& Sim 

 

Effects of 

stabilization 

exercise using the 

flexi- bar on 

functional 

disability and 

transverse 

abdominis 

thickness in 

patients with 

chronic low back 

pain 

The experimental 

group performed 

stabilization 

exercises with flexi-

bar (FB), and the 

control group 

performed only 

stabilization 

exercises 

 

Purpose was to 

examine the effects 

of lumbar 

stabilization at 

using FB on pain, 

functional 

disability, and 

transverse 

abdominis (TrA) 

muscle activation 

 

None RCT 27 subjects total; 

experimental 

group had five 

males and nine 

females, with a 

mean age of 

32.47; control 

group had five 

males and eight 

females, with a 

mean age of 

34.18 years 

 

A visual analog scale 

(VAS) was used to rate 

the severity of pain and 

effectiveness of the 

exercise; a Korean 

version of the Oswestry 

disability index (ODI) 

was used to evaluate 

functional disabilities in 

relation to lumbar pain 

during daily activities; 

transverse abdominis 

activation was evaluated 

by using the pressure 

biofeedback unit (PBU) 

The experimental group 

and control group had 

no baseline differences 

in demographics or 

clinical findings. After 

the trial, the 

experimental group 

were -5.26 and the 

control group -3.21 for 

pain; functional 

disability- experimental 

group was -11.14 and 

the control group was -

8.78; transverse 

abdominis activation- 

the experimental group 

was -3.33 mmHg and -

0.93 mmHg in the 

control group, which 

were all significantly 

different (p<0.05). 

Differences in pain, 

functional disability, 

and TrA activation 

between the two groups 

were 2.05, 2.36, and 

2.40 mmHg 
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Author/Article Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

respectively, which also 

were all significantly 

different (p<0.05) 

 

Evans, Haas, 

Schulz, 

Leininger, 

Hanson, Bronfort 

 

Spinal 

manipulation and 

exercise for low 

back pain in 

adolescence: a 

randomized trial 

 

Exercise therapy 

(ET); ET with 

spinal manipulation 

therapy (SMT); 

quality of life and 

pain 

 

Hypothesis was that 

the addition of 

spinal manipulation 

therapy to exercise 

in treating LBP 

improves pain 

severity among 

adolescents 

 

None RCT with 

parallel groups 

Adolescents 

(ages 12-18) with 

chronic LBP; 92 

participants per 

group, ET group, 

and ET + SMT 

group (184 total); 

69% were female 

 

Self-reported outcomes 

were collected at the first 

two baseline visits; at 

four, eight, 12, 26, and 

52 weeks questionnaires 

were administered; 

objective of 

biomechanical outcomes 

were collected at 

baseline, 12, and 26 

weeks post enrollment; in 

11-box numerical rating 

scale was used for pain, 

and an 18-item Roland-

Morris disability 

questionnaire was used to 

rate patient disability 

 

Duration of back pain is 

more than one year and 

72% of the participants, 

with mean severity of 

5.3 on a 0 to 10 scale; 

longitudinal omnibus 

test for pain showed 

SMT + ET as 

significantly superior to 

ET over a one-year 

period (P = 0.007) 

 

Franca, Burke, 

Caffaro, Ramos, 

& Marques 

 

Effects of 

muscular 

stretching and 

segmental 

stabilization on 

functional 

Key variables were 

segmental 

stabilization 

exercises and 

stretching of trunk 

and hamstring 

muscles 

 

Purpose was to 

compare the effects 

None RCT 30 total 

participants, 15 in 

each group-the 

segmental 

stabilization 

group (SS) and 

the stretching 

group (ST). Mean 

age in group SS 

was 42.07, and in 

Individuals were 

assessed at baseline and 

the end of the study. Pain 

was evaluated using of 

visual analog scale 

(VAS) and the McGill 

pain questionnaire; 

functional disability was 

assessed by the Oswestry 

disability questionnaire; 

In the SS training 

group, all variables 

significantly improved 

after treatment 

(P<0.001); the ST group 

showed significant 

improvements with 

treatment (p<0.001) 

except TrA contraction 

(p=0.94) 
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Author/Article Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

disability and 

pain in patients 

with chronic low 

back pain: a 

randomized 

controlled trial 

 

of the previously 

mentioned 

programs on pain, 

functional 

disability, and 

activation of the 

transverse 

abdominis muscle 

(TrA) in individuals 

with chronic low 

back pain 

 

ST 41.53. 

 

TrA muscle activation 

was evaluated by using 

the PBU 

 

Gatti et al. 

 

Efficacy of trunk 

balance exercises 

for individuals 

with chronic low 

back pain: A 

randomized 

clinical trial 

 

Variables include 

the experimental 

group which 

focuses on trunk 

balance exercises, 

while the control 

group focuses on 

strengthening 

exercises for the 

limbs and trunk. 

The purpose of the 

study is to see 

where changes were 

effective in treating 

low back pain, 

balance or strength 

exercises 

None RCT 71 participants 

total-26 males 

and 45 females 

with ages 32 to 

85. 

 

Pain was rated using the 

visual analog scale. Back 

functionality was 

evaluated with the 

Roland-Morris score. 

 

The average VAS score 

for the experimental 

group was 14.8±24.5 

(P=.001, mean±SD) 

lower than pre 

intervention score; 

reduction in VAS score 

for the control group 

was 5.6±26.9 (P=.165, 

95% CI) 

The Roland-Morris 

score for the 

experimental group was 

before and after was 

7.8±4.4 and 4.4±3.3; the 

control group was 

8.4±4.4 and 7.1±4.5 

(p=.011), respectively 
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Author/Article Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

Gomes-Neto, 

Lopes, 

Conceicao, 

Araujo, 

Brasileiro, Sousa, 

Carvalho, & 

Arcanjo 

 

Stabilization 

exercise 

compared to 

general exercises 

or manual 

therapy for the 

management of 

low back pain: a 

systematic review 

and meta-analysis 

 

Purpose was to 

perform a 

systematic review 

with a meta-analysis 

to explore the 

effectiveness of 

stabilization 

exercises versus 

general exercises in 

patients with LBP 

 

None Systematic 

Review with 

meta-analysis 

 

11 studies met 

the inclusion 

criteria, which 

included 413 

stabilization 

exercise patients, 

297 general 

exercise patients, 

and 185 manual 

therapy patients 

 

The authors searched 

MEDLINE, Cochrane 

controlled trials, Scielo, 

and CINAHL from Nov 

2014 and on, for RCTs 

that explored the effect of 

stabilization exercises 

compared to manual 

therapy or general 

exercises on pain, 

disability, and function in 

patients with LBP-

weighted mean 

differences (WMD) and 

95% confidence intervals 

were calculated 

 

Stabilization exercises 

showed an 

improvement of pain 

with a WMD of -1.03 

(95% CI: -1.29 to -0.27) 

and improved disability 

at a WMD of -5.41 

(95% CI -8.342 to -

2.49). No significant 

differences were found 

in pain and disability 

scores stabilization 

exercise group 

compared with the 

manual therapy group 

 

Miyamoto et al. 

 

Different doses of 

Pilates-based 

exercise therapy 

for chronic low 

back pain: a 

randomized 

controlled trial 

with economic 

evaluation 

 

Main variables were 

pain and disability 

 

The purpose was to 

evaluate the 

effectiveness and 

cost of varying 

doses of Pilates for 

non-specific chronic 

low back pain 

 

None RCT 296 patients total 

(74 in each 

group) with ages 

18 to 80 years old 

who had CLBP 

lasting for more 

than three 

months. Groups 

were: one who 

received a 

booklet with 

stretching and 

exercises (BG), a 

Pain was measured by 

the 11-point Pain 

Numerical Rating Scale 

(0-10 points)-patients 

were to rate their average 

pain during the last seven 

days. Functional 

disability was evaluated 

by the Roland-Morris 

disability questionnaire 

that contains 24 yes or no 

questions related to daily 

activities 

All Pilates groups 

compared with just the 

booklet group showed 

statistically significant 

improvements in pain. 

Comparing different 

doses of Pilates at the 

six week follow up 

showed statistically 

significant differences 

in pain intensity (MD: 

−1.1, 95%CI −2.0 to 

−0.1) and disability 
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Author/Article Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

group who did 

Pilates one time a 

week (PG1), a 

group who did 

Pilates two times 

a week (PG2), 

and a group who 

did Pilates three 

times a week 

(PG3) 

(MD: −2.8, 95%CI −4.5 

to −1.1) favoring PG2 

over PG1, but were not 

clinically relevant. No 

differences were found 

between PG1 and PG3 

at the six-week follow 

up. There were 

significant 

improvements for 

disability at the 6-month 

(MD: −2.4, 95%CI −4.1 

to −0.7) and 12-month 

follow-ups (MD: −1.9, 

95%CI −3.7 to −0.2) in 

favor of PG2 compared 

with PG1. 

 

Qaseem, Wilt, 

McLean, & 

Forciea 

 

Noninvasive 

treatments for 

acute, subacute, 

and chronic low 

back pain: A 

clinical practice 

guideline from 

the American 

College of 

Physicians 

Purpose of the 

guidelines is to 

present the evidence 

available, while 

providing 

recommendations 

that are clinically 

sound for the 

noninvasive 

treatment of LBP 

The authors used a 

grading system by 

the American 

College of 

Physicians (ACP) 

which weighs risks 

and benefits-based 

on the grade a 

recommendation is 

made. Additionally, 

they used methods 

developed by the 

Cochrane Back 

Review Group to 

CPG/Systematic 

Review 

The authors do 

not specify how 

many 

publications they 

used, but the ones 

they used were 

all of higher 

quality 

The reviewer searched 

MEDLINE, the Cochrane 

Central register of 

controlled trials, and the 

Cochrane database of 

systematic reviews for 

trials dated from January 

2008 2 April 2015-

searches were updated 

through November 2016 

Regarding the use of 

exercise in low back 

pain, low-quality 

evidence showed no 

difference in pain 

between normal care 

and exercise (including 

Pilates) in patients with 

acute or subacute LBP. 

Four chronic LBP, 

moderate-quality 

evidence showed 

exercise to prove 

beneficial in making 
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Author/Article Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

evaluate randomized 

trials, and A 

Measurement Tool to 

Assess Systematic 

Reviews (AMSTAR) 

 

small improvements in 

pain relief in function 

compared with no 

exercise or usual care 

 

Wong et al. 

 

Clinical practice 

guidelines for the 

noninvasive 

management of 

low back pain: A 

systematic review 

by the Ontario 

protocol for 

traffic injury 

management 

collaboration 

The purpose of the 

review is to assess 

the methodological 

quality of the 

studies to better 

guide care for 

patients 

The authors analyzed 

the evidence using 

the Appraisal of 

Guidelines for 

Research and 

Evaluation II, which 

consists of 23 items 

in six quality-related 

areas: scope and 

purpose, stakeholder 

involvement, rigor of 

development, clarity 

of presentation, 

applicability, and 

editorial 

independence of 

guidelines 

 

Systematic 

review 

Of the 2504 titles 

and abstracts 

screened for 

eligibility, only 

10 were deemed 

reliable, high-

quality 

publications 

The authors performed a 

comprehensive search 

using MEDLINE, 

EMBASE, CINAHL, 

PsycINFO, Cochrane 

database of systematic 

reviews, database of 

abstracts of reviews of 

effects, Cochrane Central 

register of controlled 

trials, national health 

services economic 

evaluation database, 

health technology 

assessment database and 

the index to chiropractic 

literature. Dates included 

were January 1, 2005, to 

April 30, 2014 

 

Findings did not suggest 

or discriminate against 

any specific type of 

exercise, but rather, 

providers should tailor 

recommendations based 

on patient-preferences-

recommended treatment 

duration was a 

maximum of eight 

sessions over 12 weeks 
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APPENDIX B: 

PRE-/POST-QUESTIONNAIRE 
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APPENDIX C: 

EDUCATIONAL INTERVENTION HANDOUT 
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APPENDIX D: 

DISCLOSURE FORM 
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Implementing an Educational Intervention Regarding Exercise Prescription for Chronic 

Low Back Pain in a Primary Care Clinic 

Ryan Strobehn 

 

The purpose of this project is to improve chronic low back pain management in primary care 

through exercise prescription. 

 

If you choose to take part in this project, you will be asked to take a pretest/posttest, and listen to 

a short PowerPoint presentation. It will take approximately 15 minutes to complete the tests, 

along with the presentation. There are no foreseeable risks associated with participating in this 

project and you will receive no immediate benefit from your participation. Test responses are 

anonymous.  

 

If you choose to participate in the project, participation is voluntary; refusal to participate will 

involve no penalty or loss of benefits to which you are otherwise entitled. You may withdraw at 

any time from the project. In addition, you may skip any question that you choose not to answer. 

By participating, you do not give up any personal legal rights you may have as a participant in 

this project.  

 

For questions, concerns, or complaints about the project, you may call Ryan Strobehn, RN, BSN, 

University of Arizona Doctor of Nursing Practice student, at 702-241-7196, or email at 

strobehn@email.arizona.edu. 
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APPENDIX E: 

SITE APPROVAL LETTER 
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Pioneer Comprehensive Medical 

12433 S Fort Street 

Draper, UT 84020 
 

Date 8/9/18 

 

University of Arizona Institutional Review Board 

c/o Office of Human Subjects 

1618 E Helen St 

Tucson, AZ 85721 

 

Please note that Mr. Ryan Strobehn, UA Doctor of Nursing Practice student, has permission of 

Pioneer Comprehensive Medical to conduct a quality improvement project at our facility for his 

project, “Implementing an Educational Intervention Regarding Exercise Prescription for Chronic 

Low Back Pain in a Primary Care Clinic.”  

 

Mr. Strobehn will conduct a survey of health care providers, as well as provide an educational 

intervention along with a pretest/posttest at Pioneer Comprehensive Medical. He will recruit 

providers by inviting them to participate in the project at the monthly staff meeting, and handout 

a paper describing the project, what they will be asked to do, the time involved, and the 

pretest/posttest. Mr. Strobehn’s activities will be completed by (10/3/2018). 

 

Mr. Strobehn has agreed to provide to my office a copy of the University of Arizona 

Determination before he recruits participants. He will also will present aggregate results to the 

providers at their monthly staff meeting. 

 

If there are any questions, please contact my office at 801-576-1086. 

 

Signed, 

 

Karina Sessions 
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APPENDIX F: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD APPROVAL 

LETTER 
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APPENDIX G: 

PRE-/POST-RESULTS 
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Question 1 (no change pre to post) 

 

Opioids are the first-line treatment for CLBP. * Pre_post Crosstabulation 
Count  

 

Pre_post 

Total pre post 

Opioids are the first-line treatment for CLBP. False 5 5 10 

Total 5 5 10 

 

Question 2 (no change pre to post) 

 

Exercise is an effective treatment for all types of LBP. * Pre_post Crosstabulation 
Count  

 

Pre_post 

Total pre post 

Exercise is an effective treatment for all types of LBP. True 4 4 8 

False 1 1 2 

Total 5 5 10 

 

Question 3 (change) 

 

One type of exercise has been clinically proven to be more effective than others in treating CLBP. * 

Pre_post Crosstabulation 
Count  

 

Pre_post 

Total pre post 

One type of exercise has been clinically proven to be more effective than others in 

treating CLBP. 

True 4 2 6 

False 1 3 4 

Total 5 5 10 

 

Question 4 (change) 

 

One type of exercise has been clinically proven to be more effective than others in treating CLBP. * 

Pre_post Crosstabulation 
Count  

 

Pre_post 

Total pre post 

One type of exercise has been clinically proven to be more effective than others in 

treating CLBP. 

True 4 2 6 

False 1 3 4 

Total 5 5 10 

 

Question 5 

 

Exercise helps to improve ALL of the following in those with CLBP except: * Pre_post Crosstabulation 
Count  

 

Pre_post 

Total pre post 

Exercise helps to improve ALL of the 

following in those with CLBP except: 

fractures 5 5 10 

Total 5 5 10 
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Question 6 

 

Radiographs should only be obtained when there is a high suspicion of: * Pre_post Crosstabulation 
Count  

 

Pre_post 

Total pre post 

Radiographs should only be obtained when there is a high suspicion of: fracture 1 0 1 

all of the above 4 5 9 

Total 5 5 10 

 

Question 7 

 

The development of CLBP include all of the following risk factors: (Select all that apply.) * Pre_post 

Crosstabulation 
 Count  

 

Pre_post 

Total pre post 

 Older age 5 4 9 

 Scoliosis  5 4  

 Spinal stenosis 5 4  

 CTS 0 1  

 Overactivity  4 4  

 Ethnicity  0 1  

 

0
0.5

1
1.5

2
2.5

3
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4
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Question 8: Pre results 
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Question 8: Post results 

 
 

Question 9 

 
How likely are you to prescribe exercise for the treatment of CLBP on a scale from 1-5, 

with 1 being not likely at all, and 5 being highly likely? * Pre_post Crosstabulation 
Count  

 
Pre_post 

Total pre post 

How likely are you to prescribe exercise for 
the treatment of CLBP on a scale from 1-5, 
with 1 being not likely at all, and 5 being 
highly likely? 

5 5 5 10 

Total 5 5 10 
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Question 10 

 
How much do you agree with this statement? “I would prescribe exercise 

more often for those experiencing CLBP if I were more confident in my 
knowledge 

of appropriate exercises/techniques to use.” * Pre_post Crosstabulation 
Count  

 
Pre_post 

Total pre post 

How much do you agree with 
this statement? “I would 
prescribe exercise 
more often for those 
experiencing CLBP if I were 
more confident in my 
knowledge 
of appropriate 
exercises/techniques to 
use.” 

Disagree 1 0 1 

Neither agree nor disagree 0 1 1 

Agree 1 3 4 

Strongly agree 3 1 4 

Total 5 5 10 
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Question 11 

 
How much do you agree with this statement? “I feel knowledgeable about which 

exercises are appropriate for patients experiencing CLBP.” * Pre_post Crosstabulation 
Count  

 
Pre_post 

Total pre post 

How much do you agree with this statement? “I feel knowledgeable about 
which exercises are appropriate for patients experiencing CLBP.” 

Disagree 2 1 3 

Neither agree nor 
disagree 

0 1 1 

Agree 2 2 4 

Strongly agree 1 1 2 

Total 5 5 10 

 

 
 

Question 12 

 
How much do you agree with this statement? “I feel confident prescribing exercise to 

my patients as a treatment for CLBP.” * Pre_post Crosstabulation 
Count  

 
Pre_post 

Total pre post 

How much do you agree with this statement? “I feel confident prescribing 
exercise to my patients as a treatment for CLBP.” 

Agree 1 1 2 

Strongly 
agree 

4 4 8 

Total 5 5 10 

 



 

 

 

 

57 

REFERENCES 

American Association of Colleges of Nursing. (2006). The Essentials of Doctoral Education for 

Advanced Nursing Practice. Washington D.C.  

Ajzen, I. (1991). The theory of planned behavior. Organizational Behavior and Human Decision 

Processes 50(2), 179-211. doi:0749-5978/91 

Centers for Disease Control and Prevention. (2010). National ambulatory medical care survey: 

2010 summary tables. Retrieved from http://www.cdc.gov/nchs/data/ahcd/namcs 

_summary/2010_namcs_web_tables.pdf 

Cho, H., Kim, E., & Kim, J. (2014). Effects of the CORE exercise program on pain and active 

range of motion in patients with chronic low back pain. Journal of Physical Therapy 

Science, 26(8), 1237-1240. doi:10.1589/jpts.26.1237 

Chou, R. (2018). Subacute and chronic low back pain: Nonpharmacologic and pharmacologic 

treatment. In J. Dashe (Ed.). UpToDate. Retrieved from https://www.uptodate.com 

/contents/subacute-and-chronic-low-back-pain-nonpharmacologic-and-pharmacologic-

treatment?topicRef=7774&source=see_link#H15 

Chou, R., Deyo, R., Friedly, J., Skelly, A., Hashimoto, R., Weimer, M., … Brodt, E. (2016). 

Noninvasive treatments for low back pain. (AHRQ Publication No. 16-EHC004-EF). 

Retrieved from https://www.ncbi.nlm.nih.gov/books/NBK350276/ 

Chou, R., Qaseem, A., Owens, D. K., & Shekelle, P. (2011). Diagnostic imaging for low back 

pain: Advice for high-value health care from the American College of Physicians. Annals 

of Internal Medicine, 154(3), 181-189. doi:10.7326/0003-4819-154-3-201102010-00008 

Chung, S. H., You, Y. Y., Lee, H. J., & Sim, S. H. (2018). Effects of stabilization exercise using 

flexi-bar on functional disability and transverse abdominis thickness in patients with 

chronic low back pain. Journal of Physical Therapy Science, 30(3), 400-404. 

https://doi.org/10.1589/jpts.30.400 

Evans, R., Haas, M., Schulz, C., Leininger, B., Hanson, L., & Bronfort, G. (2018). Spinal 

manipulation and exercise for low back pain in adolescents: A randomized trial. Pain, 

159(7), 1297-1307. doi:10.1097/j.pain.0000000000001211 

França, F. R., Burke, T. N., Caffaro, R. R., Ramos, L. A., & Marques, A. P. (2012). Effects of 

muscular stretching and segmental stabilization on functional disability and pain in 

patients with chronic low back pain: A randomized, controlled trial. Journal of 

Manipulative and Physiological Therapeutics, 35(4), 279-285. https://doi.org/10.1016 

/j.jmpt.2012.04.012 



 

 

 

 

58 

Finkelman, A. (2018). Quality improvement: A guide for integration in nursing. Burlington, MA: 

Jones & Bartlett Learning. 

Fowles, J. R., O’Brien, M. W., Solmundson, K., Oh, P. I., & Shields, C. A. (2018). Exercise is 

Medicine Canada physical activity counselling and exercise prescription training 

improves counselling, prescription, and referral practices among physicians across 

Canada. Applied Physiology, Nutrition, and Metabolism, 43(5), 535-539. doi:10.1139 

/apnm-2017-0763 

Gatti, R., Faccendini, S., Tettamanti, A., Barbero, M., Balestri, A., & Calori, G. (2011). Efficacy 

of trunk balance exercises for individuals with chronic low back pain: A randomized 

clinical trial. Journal of Orthopaedic & Sports Physical Therapy, 41(8), 542-552. 

doi:10.2519/jospt.2011.3413 

Gomes-Neto, M., Lopes, J. M., Conceicao, C. S., Araujo, A., Brasileiro, A., Sousa, C., ... 

Arcanjo, F. L. (2017). Stabilization exercise compared to general exercises or manual 

therapy for the management of low back pain: A systematic review and meta-analysis. 

Physical Therapy in Sport, 23, 136-142. doi:10.1016/j.ptsp.2016.08.004 

Hartigan, C. & Rainville, J. (2018). Exercise-based therapy for low back pain. In D. Sullivan 

(Ed.). UpToDate. Retrieved from https://www.uptodate.com/contents/exercise-based -

therapy-for-low-back-pain?source=see_link#H4 

Hoffmann, T. C., Maher, C. G., Briffa, T., Sherrington, C., Bennell, K., Alison, J., … Glasziou, 

P. P. (2016). Prescribing exercise interventions for patients with chronic conditions. 

Canadian Medical Association Journal, 188(7), 510-518. doi:10.1503/cmaj.150684 

Langley G. L., Moen, R., Nolan, K. M., Nolan, T. W., Norman, C. L., & Provost, L. P. (2009). 

The improvement guide: A practical approach to enhancing organizational performance 

(2nd ed.). San Francisco, CA: Jossey-Bass Publishers  

Miyamoto, G. C., Franco, K. F. M., van Dongen, J. M., Franco, Y. R. d. S., de Oliveira, N. T. B., 

Amaral, D. D. V., ... Cabral, C. M. N. (2018). Different doses of Pilates-based exercise 

therapy for chronic low back pain: A randomised controlled trial with economic 

evaluation. British Journal of Sports Medicine, 52(13), 859-868. 

http://dx.doi.org/10.1136/bjsports-2017-098825 

Moran, K., Burson, R., & Conrad, D. (2017). The doctor of nursing practice scholarly project 

(2nd ed.). Burlington, MA: Jones & Bartlett Learning. 

Qaseem, A., Wilt, T. J., McLean, R. M., Forciea, M., & for the Clinical Guidelines Committee of 

the American College of Physicians. (2017). Noninvasive treatments for acute, subacute, 

and chronic low back pain: A clinical practice guideline from the American College of 

Physicians. Annals of Internal Medicine, 166(7), 514-530. doi:10.7326/M16-2367 



 

 

 

 

59 

Utah Department of Health (2018). 2016 & 2015 Clinic quality comparisons for clinics with 

fewer than five service providers. Retrieved from https://opendata.utah.gov/Health/2016 -

2015-Clinic-Quality-Comparisons-for-Clinics-w/t827-hdtv 

Wheeler, S., Wipf, J., Staiger, T., Deyo, R., & Jarvik, J. (2018). Evaluation of low back pain in 

adults. In D. Sullivan and S. Lee (Eds.). UpToDate. Retrieved from 

https://www.uptodate.com /contents/evaluation-of-low-back-pain-in-

adults?search=lower%20back%20pain&source=search_result&selectedTitle=1~150&usa

ge_type=default&display_rank=1 

Windt, J., Windt, A., Davis, J., Petrella, R., & Khan, K. (2015). Can a 3-hour educational 

workshop and the provision of practical tools encourage family physicians to prescribe 

physical activity as medicine? A pre-post study. BMJ Open, 5(7), e007920. 

doi:10.1136/bmjopen-2015-007920 

Wong, J. J., Côté, P., Sutton, D. A., Randhawa, K., Yu, H., Varatharajan, S., ... Taylor-Vaisey, 

A. (2017). Clinical practice guidelines for the noninvasive management of low back pain: 

A systematic review by the Ontario Protocol for Traffic Injury Management (OPTIMa) 

Collaboration. European Journal of Pain, 21(2), 201-216. doi:10.1002/ejp.931 

 

  


