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ABSTRACT: Stratified care for low back pain (LBP) has been shown to be clinically- and cost-effective in the UK, but its transferability to the
German healthcare system is unknown. This study explores LBP patients’ perspectives regarding future implementation of stratified care,
through in-depth interviews (n = 12). The STarT-Back-Tool was completed by participants prior to interviews. Interview data were analysed using
Grounded Theory. The overarching theme identified from the data was ‘treatment-success’, with subthemes of ‘assessment and treatment planning’, ‘acceptance of the questionnaire’ and ‘contextual factors’. Patients identified the underlying cause of pain as being of great importance
(whereas STarT-Back allocates treatment based on prognosis). The integration of the STarT-Back-Tool in consultations was considered helpful
as long as it does not disrupt the therapeutic relationship, and was acceptable if tool results are handled confidentially. Results indicate that for
patients to find STarT-Back acceptable, the shift from a focus on identifying a cause of pain and subsequent diagnosis, to prediction-orientated
treatment planning, must be made clear. Patient ‘buy in’ is important for successful uptake of clinical interventions, and findings can help to
inform future strategies for implementing STarT-Back in the Germany, as well as having potential implications for transferability to other similar
healthcare systems.
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Introduction

a 9-item self-report questionnaire, the STarT-Back-Tool. Each
of the 3 subgroups (low-, medium- and high-risk) is matched
with appropriate early treatment options.14,18 Patients in the
low-risk group receive minimum treatment primarily comprised of assessment and advice; patients at medium risk receive
evidence-based physiotherapy; and those in the high-risk
group receive ‘psychologically informed’ physiotherapy. This
involves the integration of physical and psychological components addressing the physical capacity of the patient and any
psychological obstacles to recovery.11,19 Currently, in Germany
stratified care is not implemented in routine healthcare.
Internationally, several projects have been conducted to
implement the STarT-Back-Approach,11,13,15,20-24 but much of
the qualitative research to-date on stratified care for MSK pain,
and LBP specifically, solely explores the views of clinicians.21,25,26
Only a few studies have included patient perspectives, and these
are mainly from a UK setting, exploring patient views relating to
the development and pilot testing of a new stratified care intervention for a range of common MSK pain conditions and not
specifically on LBP.27,28 Exploration of patients’ views towards
the implementation of stratified care in routine clinical practice
specifically for patients with LBP, may bring about different
issues. Additionally, there are differences between the UK
National Health Service and other international services like the
German healthcare system,3 which means that the views of
UK-based patients may not translate to those other settings.

Low back pain (LBP) is a leading cause of disability in the
western world, with approximately two-thirds of the adult
population experiencing at least 1 episode per year.1,2 Complex
biopsychosocial factors are described in the literature as influencing which patients go on to experience chronic pain problems.2 Additionally, the treatment patients are offered often
does not reflect current evidence.3-6
Traditional biomedical approaches have shown limited
effectiveness.7,8 Therefore, it has been suggested to make treatments more strongly orientated around approaches established for
other chronic conditions and increasing attention was given to the
interaction of biomedical with psychological and social factors.9
Such an approach aims to integrate physical and psychological
approaches, aiming to reduce modifiable obstacles to recovery,
such as unhelpful beliefs and illness behaviours.10,11 Acknowledging
these challenges and offering risk-adapted therapy results in positive effects on function as well as healthcare consumption.12 One
approach to managing patients with LBP which is informed by
the biopsychosocial model is stratified care using the STarTBack-Approach (Subgrouping for Targeted Treatment).12-16 This
approach has been implemented in routine care in the UK and has
shown the potential to improve quality of life with less productivity loss and no difference in direct health-care costs.13,17
In STarT-Back, stratified care involves subgrouping patients
based on their prognostic risk of persistent disabling pain using
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Physiotherapy clinics in Germany are usually privately
owned. The therapist is paid according to the number of visits
made. The vast majority of patients have statutory health
insurance which pays for treatment,29 but before consultation
with a physiotherapist, patients with LBP in Germany usually need a referral from a physician.30 A standard referral
comprises up to 6 treatment sessions, but treatment can be
extended by the physician.31
To prepare for the implementation of the STarT-BackApproach in Germany, we previously conducted qualitative
studies with physicians and physiotherapists in order to establish barriers and enablers to the use of the STarT-BackApproach in routine practice. Both clinician groups reported
that stratified care for LBP was potentially acceptable, and
showed a willingness for piloting stratified care.3,32 However,
the need to ensure that treating therapists be qualified to conduct psychologically informed therapy, especially when working with patients with an unfavourable prognosis due to the
presence of complex biopsychosocial predictors was stressed.
Moreover, another clear theme was that certain regulatory factors, for example, remuneration and directives on the duration
of treatment sessions, would require adaptation.3,32
It is important to also understand patients’ perspectives on
transferability of stratified care to the German healthcare system. Through exploring patients’ views, this paper looks to further contribute to the evidence base regarding barriers and
enablers to implementation of the STarT-Back-Approach in
the healthcare system. Moreover, such knowledge will enable
physicians and physiotherapists to better inform patients during the shared decision process when discussing psychologically informed treatment as an option.
The objective of this study was therefore to explore the perspectives of patients with low back pain regarding the possible
future implementation of the STarT-Back-Approach in order
to understand any perceived potential barriers and enablers
regarding the use of the STarT-Back-Tool in clinical practice.

Methods
Study design
This study adopts a qualitative approach, informed by principles
of Grounded Theory, a rigorous methodological approach which
enables the inductive development of conceptual insights
grounded in empirical data.33 An advantage of grounded theory
is its across-case focus, enabling the identification of patterns
across the dataset through ‘constant comparison’ between participants’ accounts. Whilst classical grounded theory is rooted in
a post-positivist paradigm, privileging objectivity and neutrality
in the analysis of data, we follow the approach outlined by
Strauss and Corbin, in which researchers use the knowledge
gained from pervious related projects, professional knowledge
and from the literature, to inform the ongoing analysis.34,35
As part of this approach, semi-structured interviews were
conducted with LBP patients to explore in-depth their

perspectives towards the STarT-Back-Approach, within the
context of their own personal experiences of LBP and of
physiotherapy treatment. Interviews were considered to be
the most suitable method of data-collection – for instance
when compared to focus groups – as they allow participants
the opportunity to fully express their subjective views and
experiences. Though we acknowledge the benefits of a focus
group approach, this depth of individual experience can be
more difficult to gain in a group setting. Moreover, some participants feel more comfortable sharing personal views in a
one-to-one interview, which was important in this study,
since psychological factors were discussed.36,37

Participant recruitment
Participants with nonspecific LBP of any duration, aged 18 and
over were considered for participation. Patients were not eligible if they had undergone spinal surgery within the past
18 months or were not able to read and understand a questionnaire. Patients were invited to participate through 3 physiotherapy clinics from 2 different federal states, accessed through
the researchers’ clinical networks. Patients were initially asked
by physiotherapy staff if they would be willing to participate
and if they were, information about the study was given by one
of the authors (SL). A purposeful sampling approach was
adopted, considering age, profession, gender, treatment sessions
received and STarT-Back subgroup (low-, medium-, high-risk
of persistent disabling pain) to facilitate wide variety of perspectives.38 Interviews took place in the clinics the patients had
originally attended. All patients completed the STarT-BackTool before the interviews took place, but they were not treated
according to the STarT-Back-Approach.
All participants provided written informed consent before
participation, and ethical approval was obtained from the
Ethics Committee of the University of Heidelberg (registration ID: S-414/2013).

Data collection
The interviews were conducted by one of the authors (SL, a
musculoskeletal physiotherapy practitioner). A trained and
experienced facilitator participated during the first 4 interviews
(SK, researcher and educator with experience in graduate and
post-graduate pain-management training). Each interview
began with the researchers giving a 10-minute presentation to
the patient about the STarT-Back-Approach and related
research (see Table 1 for a description of the presentation content). Following this, interviews were carried out using a semistructured topic guide.37
The process of topic guide development was informed by
our previous qualitative work with physicians and physiotherapists.3,32 Four primary questions were chosen as a starting point
for the interviews (see Table 2). Further, nonspecific prompts
(What other . . .? What else . . .?) were used to invite the
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Table 1. Introductory presentation content.
Risk-factors for reappearing and persistent low back pain
Subgrouping using STarT-Back-Tool
- Content and purpose
- Definition of Subgroups
STarT-Back-Approach
- Differential diagnosis
- treatments matched with subgroups
- training of therapists
Results STarT-Back-Trial14

Table 2. Primary interview questions.
(1) H
 ow would you feel about being treated using the STarT-BackApproach?
(2) In your opinion, what barriers do you feel there may be to the
use of the STarT-Back-Approach in clinical practice?
(3) What do you think about the treatment approach for patients
at a low risk for ongoing complaints?
(4) W
 hat do you think about the treatment approach for patients
with complex risk factors? (in line with the literature the term
‘complex’ was preferred over ‘high-risk’ when working with
patients)19

participant to keep talking about the topic and in this way to
facilitate the flow of the discussion.39 To develop these, results
from previous studies with therapists and physicians, and the
consolidated framework for advancing implementation science
were reflected.40 Topic areas included perceptions of the
STarT-Back-Approach, the degree to which it aligns with
patients’ needs and priorities, clinical organisation and the perceived impact on communication with the clinician.

Data analysis
The interviews were audiotaped, and, in part, handwritten field
notes were taken to support transcription and to capture early
impressions. The audio-recordings were transcribed by the
interviewer. A verbatim style similar to that described by Dresing
and Pehl was followed.41 Transcripts were anonymised, and
checked in comparison with the audio-files by 2 of the authors
(SK, SL). To assist transcription, F4-Transcript was used.42
Data-collection and analysis were carried out iteratively in a
way that allowed early findings to inform the subsequent datacollection. The analysis was based on the principles of
Grounded Theory, as defined by Strauss and Corbin.33,34
Briefly, this methodological approach entails developing theory
in an inductive manner following a structured set of stages.33,34,43
Analysis began with the researchers becoming familiar with
the data through multiple detailed readings and discussions
about their first impressions of the interviews and transcripts
(SL, SK). The transcripts were broken down into individual
meaningful passages, and paraphrases were developed. Next,
units of meaning were built, merging related paraphrases to
themes and subthemes. The subthemes were tested against the
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data, with more detailed explication following. Core themes
and quotes supporting each identified theme were then chosen.
The emerging themes and subthemes were determined through
discussions among the members of the research group iteratively. To assist the coding process electronically, the RQDA
package in R was used (http://rqda.r-forge.r-project.org/44).

Results
Participant characteristics
Interviews were conducted with 12 patients with LBP, half of
whom were male. The mean age of participants was 52 years
(SD 11.8). At the time of the interviews, 11 patients were
receiving physiotherapy treatment, while 1 patient was interviewed before receiving treatment but with an appointment for
physiotherapy. The interviews lasted between 29 and 64 minutes (average 43 minutes). In terms of the STarT-Back- subgrouping, 8 patients were classified as low-risk, 2 were
medium-risk and 2 were high-risk. Four patients were blue
collar workers and 4 were white collar workers, 3 were retired
and 1 was a housewife. Two of the participants were treated by
one of the authors (SL) who also conducted the interviews.

Principal findings
The overarching theme identified from the data regarding the
implementation of the STarT-Back-Approach was ‘treatmentsuccess’. Additionally, the subthemes ‘Assessment and treatment planning’, ‘acceptance of the questionnaire’ and ‘contextual
factors’ were developed.
In the next section the overarching theme will be described,
followed by the presentation of the subthemes and their underpinning constructs with quotes from the data provided to illustrate the analytic points.
Treatment success. Treatment success refers to the goal patients
are aiming for from their treatment, and how they interpret
successful outcomes based on the treatments they have received.
Perceived treatment success was found to be influenced by the
following subthemes, ‘Assessment and treatment planning’,
‘acceptance of the questionnaire’ and ‘contextual factors’, which
are described in full below.
Assessment and treatment planning. This subtheme refers to the
participants’ perspectives towards receiving clinical assessments
to identify the cause of their complaint and the need to rule out
Red flag symptoms. It is shown how, from their perspective, the
STarT-Back-Approach could influence assessment and treatment planning, and how this may differ from current practice.
Patients’ acceptance of the treatment approach was found to
be related to their aim of being treated successfully and quickly
recovering. Some of the participants reported they believed the
STarT-Back-Approach had the potential to assist the physiotherapist to better tailor treatment to their needs, which, in
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turn, they expected to lead to more rapid recovery. From the
participants’ point of view, it was important that the cause of
their pain be identified to rule-out other serious diseases. The
patients wanted to be treated in line with a patient-centred
approach, with some stating that the care they had previously
experienced did not align with this expectation:

experiences. The acceptability of questionnaires in general was
related to previous experiences of using questionnaires for different conditions or purposes. Patients with such experiences
indicated that they saw questionnaires as a routine aspect of
healthcare and therefore the STarT-Back-Tool would not feel
out of place as part of a physiotherapy consultation:

Pf4*: . . .I am of the impression that they already have put more
thought into [the STarT-approach] and that this targeted [treatment] somehow for the patient is more beneficial. It is also faster,
a cure may also occur faster, because it is more specific from the
beginning on. (* Participant ID, f: female)

Pm6: I have been there many times, at the orthopaedic or in the
hospital; before I underwent surgery, there was a very detailed
questionnaire [. . .] as well as the doctor gave me a detailed questionnaire. Well, I would definitely support it [use of STarT-BackTool]; I can well imagine filling it out.

Pf12: . . .and here you really go into detail to find out ‘where is the
back pain actually coming from? What are the causes?’ And I think
this is really not done these days. And that’s what I like about this
concept.

Patient-clinician communication was highly valued. From the
point of view of some participants, the introduced questionnaire can support the anamnesis. It was expected that the findings would be explained to the patient. However negative
attitudes towards the use of questionnaires were also expressed
by some patients, expressing anxiety, that the communication
might be negatively influenced.

Pm3: And for me it was important to rule out that it may not be
something else [. . .] could have been the kidney. [. . .] because
then I went out [of the clinic] with the impression that the doctor
had hit the right thing and said that it is a muscular re-strain. And
then I assume it will get better.

Other participants described their belief that current procedures within physician clinics already resemble a stratification
process, except with a clinical examination instead of a questionnaire. They therefore did not see the approach as having
added value when compared to usual care:
Pm8: Because I can’t see what is dramatically different [between
the STarT-Back-Approach and usual care]. Except that you are
formally . . . I mean I understand what is supposed to happen. But,
what will it gain? Whether I am formally sorted [in]to a group or
whether I am sorted during the course of treatment somehow.

The questions in the STarT-Back-Tool were deemed too general by a few of the patients. They felt the need to fill in details
for it to be useful and were concerned that, due to missing
information, an incorrect therapy recommendation could
result. They also stressed their perspective regarding the relevance of a combination with a clinical examination.
Pm8: . . . you tick an answer knowing exactly: ‘actually, I would
need to explain it, how do I mean that exactly’.
Pf4: . . . if I fill out this questionnaire – I don’t know how anyone
can say ‘Well, Mrs. X, this and that is going to help her’.
Pm7: Yes, to be able to reasonably plan treatment [. . .] I am definitely convinced that an examination is important.

Acceptability of the questionnaire. This subtheme refers to participants’ perspectives on the acceptability of the STarT-Back
tool being used in routine consultations, as well as, how the use
of the tool influences their confidence in practitioners.
The participants discussed the potential future use of the
StarT-Back-Tool in the context of their previous healthcare

Pf4: [. . .] then it is already filled out when I enter the physicians
room and the information would then already be there.
Pf12: And maybe I would have the feeling ‘it’s only put into the
file-drawer’. It would be important to me that the doctor talks me
through the points [. . .]
Pf4: [. . .] I think you should still have this conversation and it
shouldn’t become too superficial between patient and doctor.

Patients stated that the use of a questionnaire may lead to concerns about the competency of the physician due to a potential
over-reliance on the questionnaire to determine treatment
decisions:
Pm2: I would prefer that I ask a question and he says ‘you take the
pills and do this and that and then everything will be fine’. Now he
foists a questionnaire on me. That’s [like] ‘wait a minute—do they
want to sell me something? Is he [the physician] uncertain [about
what he is doing]? Or why do I have to complete the
questionnaire?’

The topic ‘confidentiality’ was important to the participants.
The StarT-Back-Tool provides insight into the emotional
well-being of a patient, and participants expressed that they did
not want this information to be given to third parties. It was
suggested, that such details and scoring should be handled by a
physiotherapist or physician. It was even discussed whether the
questionnaire could be given to the patient at clinic reception
and whether the scoring could be conducted by medical assistants. The competence to assign a patient to a treatment-group
is expected of physicians or physiotherapists.
Pf4: In general, if the medical assistant gives me the questionnaire
and I fill it out, then I would expect that the doctor also looks at it
and then maybe talks to me about it.
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Pm7: Because here and there, there are some intimate questions,
[i.e.] ‘do you have back pain at the moment?’ or ‘dressing more
slowly than usual’. So, in my opinion, only a therapist or a treating
physician should see that and not a medical assistant [. . .].

Contextual factors. This subtheme describes contextual factors
which were deemed relevant to the participants for implementation of the approach. Positive and negative influences of costpressure as a contextual factor will be presented and patients’
views on how STarT-Back may facilitate interprofessional
communication.
There were several contextual factors highlighted in the interviews, primarily related to the perceived cost pressure and views
on interprofessional communication. Some worried that in general, cost pressure, especially applied to physicians, would have
greater influence on treatment decisions than therapeutic considerations and necessity. Additionally, the need to ‘beg’ (Pm3) for
physiotherapy was also reported from a patient’s previous experience, and the patients anticipated that the STarT-Back-Approach
could make it easier to get a referral in the future, as it would assist
the physician in justifying writing a referral, if its necessity could
be confirmed by the STarT-Back-Score.
Pf12: If the doctor is no longer paid for cost-effectiveness but
instead how he helps the patient in the best possible way, as it once
was, then that could change.
Pm2: [. . .] but I realize how much overall a patient having statutory health insurance [and not private insurance] needs to fight to
get a referral for therapy [. . .] Here [with the STarT-Back-Tool],
I would see a clear decision aid for those [physicians] who finally
write the referral and at the same time care financially.

On the other hand, some participants expressed reservations
about the STarT-Back-Approach, fearing that cost-effectiveness would be deemed more important when implementing
the approach than the patient’s well-being; and that particularly for low risk patients (who primarily receive education and
advice around self-management), this could result in treatment
being withheld:
Pm8: All in all this sounds very much like trying somehow to get
the patients out of the system and that somehow, they can handle
it on their own. Looks like they want to reduce costs and give it a
beautiful shine [. . .]

Moreover, it was anticipated that there might be patients who
would try to receive the most comprehensive therapy possible
by manipulating their STarT-Back-Score. In other words,
patients could try to be placed in the medium- or high-riskgroup, even if truthful answering would result in an allocation
to the low-risk-group:
Pm8: [. . .] that seems to me then to become a problem under
certain circumstances, if the patients know that they have benefits
in some way if they are among the problem patients, then you
might try to get in there.

5

The patients associated the contextual aspect of interprofessional communication with treatment satisfaction and success
based on a shared treatment regime. From their perspective, the
Start-Back-Approach could facilitate greater communication
between physiotherapists and physicians, which they felt could
lead to better treatment outcomes:
Pm2: [. . .]my wife [has had] knee surgery [. . .] But communication between a therapist and doctor probably does not take place at
all [. . .] But what I like about this concept [i.e. STarT-Back] is
that one says as a therapist ‘I realize now I don’t achieve any progress’ and sends him [the patient] back to the doctor.
Pf12: [. . .] because of the structure [of the STarT-BackApproach], it is well organized [. . .], it’s simplified. I think this
concept is easier in comparison with how it is organized today.
And the doctor and therapist, if all this would be collaborative,
then it would also be beneficial for the patient, because then he
would feel well cared for [. . .]

Discussion

This study explored the perspectives of patients towards the
implementation of stratified care in routine practice. The overarching theme ‘treatment success’ was identified, which
included the subthemes ‘identification of the cause’, ‘acceptance of the questionnaire’ and ‘contextual factors: cost-effectiveness and interprofessional communication’.
Patients’ beliefs about the treatment of LBP are clearly
influenced by the traditional biomedical model.45 The results
indicate that the basing treatment decisions on prognosis risk
instead of diagnosis was difficult to understand.46 From their
point of view, treatment success was connected to the identification of the structural deficit to be corrected.9 This is in
line with findings from the UK, where physicians and patients
have described the need to establish a diagnosis.27 However,
this patient belief contrasts with literature suggesting that
there is a poor correlation between findings from imaging and
symptoms reported by patients with nonspecific LBP.47,48 In
the vast majority of cases, it is not possible to identify a clear
patho-anatomical correlate.49,50 Overcoming beliefs that
diagnosis is necessary for informing LBP management is
therefore key to patients seeing the STarT-Back-Approach as
acceptable.
In line with the biomedical mindset described, some patients
questioned whether the questionnaire reflects all the factors
that might be necessary for an accurate prognosis. In clinical
practice, this concern should be addressed by reassuring the
patient that the STarT-Back-Tool is only one component of
the consultation, and is not intended to replace other elements
of it. History-taking and clinical examination, would therefore
still be carried out to allow interventions to be individualised to
both physical and psychosocial constructs.14,19 Additionally, it
may be possible when talking to patients for clinicians to further unpack the concept of prognosis, in order to highlight
where the strengths of the STarT-Back-Tool lies. For instance,
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it has been found that the tool’s predictive ability is better for
persistent disabling pain than for other outcomes.51-53
Communication with the clinician in consultations was
described by the patients as being of particular importance.
This is in line with the pain science literature describing it as an
important step to build an alliance with the patient.54 Moreover,
physicians as well as physiotherapists emphasised the relevance
of personal communication when discussing stratified care.3,32
Some participants deemed that the items of the STarT-BackTool are too general and they feared that implementation of a
questionnaire might negatively influence communication.
However, the STarT-Back-Tool is intended to supplement
physician-patient communication, and can provide relevant
cues, which could be further explored. Especially for the treatment of patients with complex biopsychosocial predictors, the
STarT-Back-Approach can provide a starting point, with the
therapist using stem and leaf questions which build on
the answers given to the items of the STarT-Back-Tool to
structure the anamnesis.19 In previous studies physiotherapists,
physicians as well as patients described positive experiences or
expectations for such a use of the STarT-Back-Tool.3,27,28
The participants’ perceptions about which professional
should carry out the risk stratification varied. It was stated that
physicians, like physiotherapists, could do it, while some questioned if the job could be done by clinic assistants. In the future,
with electronic versions of the tool at hand, scoring could take
place automatically and could easily be done by therapists and
physicians.55 Still, to reduce this barrier, clinic staff should be
made aware of the possible concerns of patients. Before application, patients should be reassured that their data will be handled confidentially.
Difficulties in receiving a referral for physiotherapy in the
current healthcare system were described by participants.
Corresponding barriers for referral have also been reported by
physicians, and the idea that the tool could assist the physician
to overcome such barriers was discussed.32 With its evidence
base, it might support physicians by granting them justification
to provide a referral when the need for treatment is indicated
by the STarT-Back-Tool.
Another contextual factor discussed was the concern that
the approach might only be implemented to cut costs. Studies
on the cost-effectiveness of the STarT-Back-Approach indicate that a reduction of costs is possible,13,14 and, from a socioeconomic perspective, this is an important facilitator for its
implementation.56,57 However, costs are not only cut, but reallocated from low- to high-risk patients.19 This means more
intensive and costlier treatments are recommended only for
those at high risk and not for patients whose pain is likely to be
self-limiting.14 For low-risk patients, Linton et al. have
described the process as a chance to decrease possibly harmful
overtreatment.58 Therefore, patients should be reassured that
the aim associated with the STarT-Back-Approach is not only
to cut costs, but principally to ensure patients receive the most
appropriate treatment in a timely manner. Moreover, research

has shown, that agreement between the risk profile of patients
and the treatment decision of practitioners is poor.59 The
avoidance of unnecessary costs still is an important aspect supporting implementation.
Moreover, deficits in interprofessional collaboration in current care were described by the participants, an issue also highlighted by physiotherapists like physicians in previous work.3,32
The patients in this study felt that the STarT-Back-Approach
could facilitate closer interprofessional working. This potential
for ‘integrated care’ was also highlighted by physicians and
physiotherapists in earlier studies, suggesting all 3 stakeholder
groups saw it as a potential benefit, if the STarT-BackApproach was to be implemented in routine practice.3,32

Strengths and weaknesses
All participants had received physiotherapy or a referral for
physiotherapy and therefore were able to discuss their views on
the STarT-Back-Approach within the context of their experiences of usual care for LBP. The impression of the corresponding treatment resulted from the ticking of the questionnaire
and from the presentation and could possibly change after
experiencing stratified care in clinical routine. Given that this
was an exploratory study in preparation for implementation,
and that STarT-Back is not currently in widespread use in
Germany, it was not possible to interview patients who had
already received treatment according to the STarT-BackApproach. Nevertheless, the results shed light on important
factors that would need to be taken into account for implementation, in order to ensure that patients fully engage with the
approach and its treatment recommendations.
As outlined earlier in the methods, the presentation given to
patients prior to interviews included the results of the UK-based
StarT-Back-Trial, which found the approach to be clinically
and cost-effective when compared to usual care.14 A subsequent US-based trial found that the STarT-Back-Approach
did not lead to superior clinical outcomes.22 It must be
acknowledged that only presenting trial results showing positive outcomes may have influenced patients’ perceptions of the
approach. Both researchers directly involved in the interviews
were physiotherapists and 1 (SL) had very sporadic contact
with 2 of the patients during their treatment. This might have
led to social desirability, with these patients providing the
responses that they think the interviewer wants. However,
reflection on the participant excerpts showed that an environment was created during the interviews in which the patients
felt free to critically discuss stratified care.

Conclusion

The findings from this study have implications for the implementation of stratified care for LBP, particularly in terms of the
ways in which stratified care is presented and communicated to
patients by clinicians in German health care. Moreover, the results
will enable further international comparisons, although, it should

Karstens et al

7

be noted that the aim of this study was to generate an in-depth
understanding of patients’ views in order to inform future implementation strategies, not to generalise to other populations.
Therapists may use the presented facilitators to benefit
acceptance of stratified care in clinical practice. In terms of
treatment, it has to be recognized that the biomedical model
influences patients’ perceptions strongly. This possibly makes it
difficult for them to understand the shift from diagnosis to
prediction-orientated treatment planning. Therapists need to
be aware of this when introducing the STarT-Back-Approach
to patients. To facilitate acceptance, it should be clarified to
patients that the tool used for stratification is not substituting
other elements of the consultations such as history-taking and
examination, and is intended to support, not replace, clinical
decision-making. It will also be important to reassure patients
that the use of stratified care is not only about cost-saving, but
the reallocation of resources to ensure patients receive the most
appropriate treatment at the earliest possible stage. Having
developed an understanding of patients’ perspectives towards
stratified care, future research will be needed to understand
patients’ and clinicians’ experiences of using the STarT-BackApproach in routine clinical practice.
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