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Objective: To explore perspectives, including social
and psychological aspects, of patients seeking
manual care for low back pain, in order to understand
constructs of functioning that are important across
different cultural contexts. The International
Classification of Functioning, Disability and Health
(ICF) emphasizes the importance of these aspects to
describe health-related functioning.

Design: Focus group interviews.

Patients: Patients from Botswana, Canada and
Norway seeking manual care for their low back pain.
Methods: Interviews were conducted in the 3
countries, transcribed verbatim, translated into
English, and linked to the ICF according to establis-
hed rules.

Results: Seven focus groups yielded 1,863 meaning-
ful concepts that were linked to ICF categories. The
largest proportion of responses linked to the Activi-
ties and Participation domain. The most frequently
mentioned chapters related to pain and its mental
aspects, suggesting that the psychological impact of
living with low back pain is important to patients.
Conclusion: Despite cultural differences, patients
seeking manual care for low back pain in Botswana,
Canada and Norway reported similar experiences of
disability across ICF domains. The relatively high
ranking of psychosocial factors highlights their im-
portance for patients, in addition to factors of bio-
logical origin, and indicates that the contextual
nature of the lived experience of low back pain may
not be covered in standard examinations used in
manual medicine.
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ow back pain (LBP) is the leading cause of disabi-
lity globally (1), and is expected to increase further
in the coming decades due to population growth and

(LAY ABSTRACT )
The aim of this study was to understand the experiences
of people living with low back pain in 3 countries. The
study explored perspectives of patients seeking manual
care for low back pain, in order to understand aspects
of functioning across different cultural contexts. Seven
focus groups with 31 patients seeking manual care for
their low back pain in Botswana, Canada and Norway
were recorded, transcribed, and coded using the
International Classification of Functioning, Disability
and Health linking rules to categories. More than 1,800
meaningful concepts were linked to categories, with the
largest proportion linked to Activities and Participation.
Participants from all 3 countries most frequently men-
tioned issues related to the pain and mental aspects of
health-related functioning, suggesting the psychologi-
cal impact of living with low back pain is important to
patients, regardless of cultural context. While patients
seeking manual care are commonly assessed for pain
and function, it is also important to capture the lived

preriences associated with low back pain. Y,

ageing (2). LBP affects physical wellbeing, but also
personal, societal and psychological aspects of life
(3). For people living with pain and disability, these
aspects significantly influence their lived experiences,
mental health, social interaction, quest for diagnosis
and expectations of clinical care (4-6).

In caring for patients with LBP, patient-reported out-
comes, such as pain intensity and disability, are com-
monly assessed (7). However, these assessments do not
capture the biopsychosocial (8) and environmental (9)
nature of LBP-related disability, which may influence
its management and outcomes.

To capture the multifaceted nature and varying
patient experiences of disability, the World Health
Organization (WHO) developed the International
Classification of Functioning, Disability and Health
(ICF) framework to collect, document and communi-
cate information about health-related functioning
(10). Rather than consider disability a consequence of
disease, the ICF operationalizes an integrative model
of health and presents related outcomes from the inte-
raction between a person’s health condition and their
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contextual factors (11) (Fig. 1). The ICF framework
applies to all people regardless of sex, age, culture or
health condition, and provides a common language to
describe functioning across health professions.

Furthermore, the WHO delineated a system of con-
cepts and a hierarchical classification system based on
components, chapters and categories (12). Functional
depictions include: Body Functions and Structure
according to body regions or systems; Activities and
Participation from both individual and societal per-
spectives; from specific to general Environmental
Factors (12). Personal Factors, although considered
important to the ICF (13), are not classified because
of their wide social and cultural variance (12).

The ICF comprises more than 1,400 human function-
ing categories and serves as a framework to organize
information (12). To increase applicability for clinical
assessments and research, ICF Core Sets were de-
veloped, based on literature reviews, expert surveys
and quantitative and qualitative clinical studies (14).
Core Sets include category selections that describe the
typical spectrum of functioning problems for patients
with specific conditions (15).

In manual medicine, little is known about the core
components of LBP-related disability relevant to
patients. Most clinical tools used in manual medicine
measure functioning and disability related to Body
Functions and Activities and Participation (9). In ge-
neral, patients’ main reasons for seeking care for LBP
are pain (16) and, especially, higher levels of disability
(17), but also fear of future job impairment, limited
social functioning and engagement in sports (17).
However, patients seeking manual medicine may differ
from patients seeking traditional medical care (18).

The aim of this study was to explore the perspectives
of patients seeking manual care for LBP in 3 countries,
in order to understand what constructs of functioning
are important to them. The ICF framework was used to
guide the analysis of lived experiences of persons with
LBP and disability. This study is part of an international,

collaborative project between Ontario Tech University
(Ontario Tech) and the University of Oslo, to identify
the aspects of functioning that are most important to
patients, and, subsequently, to develop an ICF assess-
ment schedule for manual medicine with standardized
measurement and reporting of functioning.

MATERIALS AND METHODS

Design and setting

The design is a multicentre qualitative study of patients see-
king manual care for LBP. Seven focus group interviews were
conducted, in both developed and developing countries: 3 in
Canada, and 2 in both Botswana and Norway.

Participants

Patients between the ages of 20 and 65 years, who consulted
a participating clinic for LBP in 1 of the 3 countries, were
eligible. Those who did not speak the native language of each
respective country were excluded. Purposeful sampling was
used to recruit patients from several manual medicine clinics
located in 3 countries. Each participating clinic received full
information about the study.

Participants in Canada were recruited from 3 Canadian
Memorial Chiropractic College (CMCC) teaching clinics in
the Greater Toronto Area in Ontario, which care for patients
of different socioeconomic backgrounds. Participants in
Botswana were recruited through the World Spine Care
network and included patients from Shoshong, a rural village
of approximately 10,000 people (19). Participants in Norway
were recruited from chiropractic and manual therapy clinics
in the Oslo area, capturing diverse social, economic, and
educational backgrounds.

All participants gave their informed consent in their native
language and completed a questionnaire with demographic de-
tails. Approvals from the Regional Ethics Committees were
received in Canada from the Research Ethics Boards of Ontario
Tech University (REB # 14050) and CMCC (REB # 1629014). In
Botswana, the project was part of the World Spine Care initiative,
led by Ontario Tech University, which granted ethical approval
(REB #14232) alongside The Ministry of Health, Republic of
Botswana (HPDME 13/18/1 X (773)), and in Norway, the project
was deemed exempt from ethics approval (decision 2016/1116)
as it did not directly collect information on health or disease.
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Fig. 1. Components of the International Classification of Function, Disability and Health (ICF) model.
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Table I. Sex and age of the participants in each focus group

Lived experiences of patients with low back pain p. 3 of 9

Characteristics Canada FG1  Canada FG2 Canada FG3 Botswana FG1 Botswana FG2 Norway FG1 Norway FG2 Total
Sex
Male 2 2 1 1 1 2 1 10
Female 3 2 2 5 4 3 2 21
Age group
20-35 years 0 1 1 1 1 2 0 6
36-50 years 1 1 0 0 1 2 2 7
51-65 years 4 2 2 5 3 1 1 18
Total 5 4 3 6 5 5 3 31

FG: focus group.

Data collection

Focus group methodology guided by a semi-structured inter-
view schedule with open-ended and accompanying probing
questions was used for data collection. The questions were
framed according to the 5 ICF domains (body function and
structures, activities, participation, environmental factors and
personal factors). The interview guide is shown in Appendix L.
Two examples of questions and probes are:

1. What sorts of emotional or mental responses have you noticed
about yourself while living with LBP? (Probes: ability to
concentrate; whether easily distracted; energy levels; ability
to fall and stay asleep)

2. Tell us about some of the social activities you are involved in.
(Probes: limitations, barriers; impact on others (e.g. friends,
family, colleagues); frequency of socializing)

Basic demographic data were collected from participants
prior to discussions. A trained facilitator guided the discussion
to ensure input from all participants.

Focus group meetings were conducted in 2016 and 2017 in lo-
cations convenient for participants, in their native language. An
interpreter was used in the 2 Botswanan focus groups to translate
the discussion from Setswana into English. All conversations
were audio-recorded and transcribed verbatim. Participants
were seated in a circular arrangement and encouraged to share
individual experiences regarding their LBP. All focus groups
lasted approximately 90 min.

Quality assurance was deliberate in Botswana, using close
collaboration with the transcriptionist to ensure that the trans-
cripts accurately reflected the interviews. Field notes were kept
in the Botswanan and Canadian settings to record non-verbal
behaviours and to augment the transcripts.

The International Classification of Functioning, Disability and
Health content linking

Focus group interviews were translated into English and the-
matically analysed by first coding and organizing key passages.
The codes were then organized into related categories and linked
to components of the ICF framework, using the refined linking
rules of the ICF, according to the 10 refined linking rules (12,
20, 21). Linking rules 1-3 specify how to get familiar with the
ICF, identifying the purpose of a concept to be linked to the ICF.
First, the meaning of the information to be linked was identified
(rule 1, 2 and 3) (20). The next step was to document the per-
spectives from which the information was collected (linking rule
4). The most common perspectives are the descriptive appraisal
and the needs or dependency perspectives (20). The descriptive
perspective refers to a person’s function of the body, the ability
to perform a task in a standardized environment (capacity), or
actual performance of certain task or activities in the natural
environment. Linking rule 5, concerns the categorization of the

response option in a measure and was not relevant in the present
study. Finally, all concepts identified during steps 2 and 3 were
linked to the most precise ICF category (linking rules 6-10).
The “not definable” (nd) option was used for those concepts
not sufficiently specified to allow linking to ICF. Likewise, if a
concept was not covered by any of the ICF classifications, the
option not covered (nc) was used.

Each translated interview was independently linked by 2
researchers with diverse professional backgrounds and expe-
riences. The researchers involved in the linking process viewed
presentations from an ICF workshop, and underwent e-learning
from the WHO website (22) including a discussion of the re-
sulting self-assessment in order to share an understanding of
the linking process. They discussed and resolved ambiguities
in coding until consensus was reached.

As an example, a comment from one of the participants was
“lifting is very hard for me”, where “lifting” was identified as
the meaningful concept and subsequently linked to the ICF
category “d4300 Lifting”.

Agreement between reviewers regarding second-level ICF
categories was calculated with the Cohen’s kappa coefficient.
The 95% confidence intervals (95% CI) for the kappa coef-
ficient were calculated using the standard error of the kappa:
k+1.96 SE, (23).

RESULTS

Participants’ basic demographic information varied
by site, with an overall greater proportion of females
and those between 51 and 65 years age represented
(see Table I).

Altogether, 1,863 meaningful concepts were identi-
fied and linked to the ICF, of these 499 were from the
Canadian interviews, 514 from the Botswanan inter-
views, and 850 from the Norwegian interviews. The
calculated kappa coefficient of the linking was 0.87
for the Canadian interviews (95% CI 0.84-0.89), 0.90
for the Botswanan interviews (95% CI1 0.87-0.92), and
0.83 for the Norwegian interviews (95% CI1 0.81-0.86).

Linked ICF categories are shown in Tables II-IV.
Of the linked ICF categories, 496 (26.6%) belonged
to Body Functions (Table II), 38 (2.0%) to Body
Structures component, 744 (40.0%) to Activities and
Participation (Table I1I) and 329 (17.7%) to Environ-
mental Factors (Table IV). In addition, 217 (11.6%)
meaningful concepts were classified as Personal
Factors, and 39 (2.1%) as not covered by the ICF. The
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Table II. In descending order, linked second-level International Classification of Function, Disability and Health (ICF) categories belonging

to Body Function

Canada Botswana Norway Total Percentage (%

Functions (n=91) (n=139) (n=266) (n=496) of total 26.6)
b280 Sensation of pain 33 81 127 241 12.9
b152 Emotional functions 15 16 22 53 2.8
b134 Sleep functions 7 14 15 36 1.9
b780 Sensations related to muscles and movement functions 7 25 32 1.7
b130 Energy and drive functions 3 3 22 28 1.5
b455 Exercise tolerance functions 2 3 9 14 0.8
b730 Muscle power functions 1 2 6 9 0.5
b140 Attention functions 1 3 3 7 0.4
b770 Gait pattern functions 2 3 5 0.3
b240 Sensations associated with hearing and vestibular function 1 3 4 0.2
b265 Touch function 1 3 4 0.2
b160 Thought functions 1 2 3 0.2
b440 Respiration functions 2 2 0.1
b550 Thermoregulatory functions 2 2 0.1
b710 Mobility of joint functions 2 2 0.1
b830 Other functions of the skin 2 2 0.1
b147 Psychomotor functions 1 1 0.1
b210 Seeing functions 1 1 0.1
b410 Heart functions 1 1 0.1
b450 Additional respiratory functions 1 1 0.1
b760 Control of voluntary movement functions 1 1 0.1
b840 Sensation related to the skin 1 1 0.1
Body functions, not defined 6 3 20 29 1.6
b1 Mental functions, not defined 1 1 2 0.1
b7 Neuromuscular and movement-related functions, not defined 4 11 15 0.8

analysis shows that most categories were mentioned
among participants in all 3 countries, despite contex-
tual differences.

Among the ICF categories belonging to Body Fun-
ctions, the most frequently mentioned ICF chapters
were b2 Sensory functions and pain (13.4%), bl Mental
functions (7.0%), and b7 Neuromusculoskeletal and
movement-related functions (3.4%). Altogether, 22
unique second-level ICF categories were identified.
The most frequent category mentioned was b280
Sensation of pain, followed by b152 Emotional func-
tions, b134 Sleep functions, b780 Sensations related
to muscles and movement functions, and b130 Energy
and drive functions. Body Structures accounted for
only 2% of the categories mentioned, mainly relating
to movement (1.9%), or Body structures, not defined.

Among the ICF categories belonging to Activities
and Participation, the most frequent ICF chapters were
d4 Mobility (19.0%), d9 Community, social and civic
life (6.3%), d6 Domestic life (5.3%) and d8 Major life
areas (4.1%). Altogether, 37 different second-level ICF
categories were identified. The most frequent cate-
gories, in descending order, were d415 Maintaining
a body position, d920 Recreation and leisure, d410
Changing basic body position, d850 Remunerative
employment, d430 Lifting and carrying objects and
d450 Walking.

Among the Environmental Factors, the most frequent
ICF chapters were e5 Services, systems and policies
(6.7%), el Products and technology (5.2%), and e3
Support and relationships (4.5%). Altogether, 29 dif-

www.medicaljournals.se/jrm

ferent second-level ICF categories were identified.
The most frequent categories in descending order
were: €580 Health services, systems and policies, e115
Products and technology for personal use in daily living,
€310 Immediate family, e135 Products and technology
for employment, €110 Products or substances for perso-
nal consumption, and e355 Health professionals.

Altogether 217 meaningful concepts (11.6%) were
classified as Personal Factors. Among these, beliefs
about back pain and concerns about the future were
frequently reported in all 3 countries. In the Botswanan
material, participants frequently mentioned that prob-
lems related to widespread pain and other comorbidi-
ties interfered with their back pain.

DISCUSSION

Focus group interviews were conducted with patients
seeking manual care for LBP, with participants from
3 different countries, to explore their perspectives
and to understand what constructs of functioning
are important across different contexts. The largest
proportion of responses was linked to the domain
Activities and Participation, while the most frequently
mentioned chapters related to Body Functions and its
mental aspects.

As expected, the Body Functions category “pain”
was the overall most frequent category across compo-
nents, accounting for almost 13% of total cases. It is,
however, worth noting that, within the Body Functions
component, mental functions, such as emotional, sleep,
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Table III. In descending order, linked second-level International Classification of Function, Disability and Health (ICF) categories

belonging to Activities and Participation

Canada Botswana Norway Total Percentage (%
(n=201) (n=246) (n=297) (n=744)  of total 40.0%)
d415 Maintaining a body position 25 24 55 104 5.6
d920 Recreation and leisure 31 20 48 99 5.3
d410 Changing basic body position 6 33 28 67 3.8
d850 Remunerative employment 11 19 35 65 3.5
d430 Lifting and carrying objects 15 11 18 44 2.4
d450 Walking 10 11 22 43 2.3
d640 Doing housework 4 13 9 26 1.4
d650 Caring for household objects 3 17 4 24 1.3
d470 Using transportation 8 3 10 21 1.1
d455 Moving around 13 3 4 20 1.1
d910 Community life 7 7 2 16 0.9
d210 Undertaking a single task 4 8 3 15 0.8
d475 Driving 6 2 6 14 0.8
d630 Preparing meals 5 7 2 14 0.8
d240 Handling stress and other psychological demands 2 2 9 13 0.7
d660 Assisting others 4 8 1 13 0.7
d460 Moving around in different locations 4 8 12 0.6
d440 Fine hand use 5 3 8 0.4
d620 Acquisition of goods and services 1 7 8 0.4
d445 Hand and arm use 2 3 2 7 0.4
d510 Washing oneself 3 3 6 0.3
d465 Moving around using equipment 2 2 4 0.2
d770 Intimate relationships 2 2 4 0.2
d230 Carrying out daily routine 3 3 0.2
d540 Dressing 1 1 1 3 0.2
d830 Higher education 3 3 0.2
d360 Using communication devices and techniques 2 2 0.1
d845 Acquiring. keeping and terminating a job 2 2 0.1
d855 Non-remunerative employment 2 2 0.1
d166 Reading 1 1 0.1
d310 Communicating with - receiving - spoken messages 1 1 0.1
d435 Moving objects with lower extremities 1 1 0.1
d480 Riding animals for transportation 1 1 0.1
d530 Toileting 1 1 0.1
d750 Informal social relationships 1 1 0.1
d930 Religion and spirituality 1 1 0.1
Activities and Participation, not defined 11 14 21 46 2.5
d2 General tasks and demands, not defined 2 3 0.2
d4 Mobility, not defined 3 2 5 0.3
d5 Self-care, not defined 1 1 0.1
d6 Domestic life, not defined 1 8 4 13 0.7
d8 Major life areas, not defined 4 4 0.2
d9 Community, social and civic life, not defined 1 1 0.1

and energy and drive functions, were ranked 2, 3 and 5,
respectively. Such findings support the complexity and
multidimensionality of LBP and its strong association
with mental health symptoms and impact on recovery
(24). The relatively high ranking of other psychosocial
factors (recreation and leisure, remunerative employ-
ment, immediate family, health services) speaks to
their importance for patients beyond those of biological
origin, and is consistent with findings from qualitative
studies exploring lived experiences of patients with
LBP (5, 25-27). For example, a recent qualitative
study of patients with LBP identified psychological
and emotional dimensions as 1 of 5 main themes in
the interviews (27).

The highest number of categories (40%) was found
within Activities and Participation, suggesting the
importance of this domain in people living with back
pain, which is well covered by routine instruments

in manual medicine (9). Similar concern with loss of
function and its effect on performing various activities
was a key theme identified among studies exploring pa-
tients’ experiences with chronic LBP (3). The impact-
ed activities emerging from this work are consistent
with those linked to this domain in the current study,
such as mobility for daily activities, which accounted
for almost one-fifth of the categories linked from the
interviews. In particular, activities involving moving
or maintaining a position, or lifting and carrying, were
frequently identified. This finding further supports key
determinants for care-seeking in patients with LBP,
where higher levels of disability are more strongly
associated with seeking care than is pain intensity (17).

Environmental Factors accounted for nearly one-
fifth of the concepts mentioned, confirming the con-
textual nature of the lived experience of back pain.
In particular, health systems and support from family

J Rehabil Med 53, 2021
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Table IV. In descending order, linked second-level International Classification of Function, Disability and Health (ICF) categories belonging

to Environmental Factors

Canada Botswana Norway Total Percentage (%
Category (n=116) (n=59) (n=154) (n=329) of total 17.7%)
e580 Health services, systems and policies 31 28 51 110 5.9
e115 Products and technology for personal use in daily living 22 2 20 44 2.4
€310 Immediate family 3 11 8 22 1.2
e135 Products and technology for employment 18 18 1.0
e110 Products or substances for personal consumption 6 2 9 17 0.9
e355 Health professionals 8 5 4 17 0.9
€120 Products and technology for personal indoor and outdoor 3 1 4 8 0.4
e150 Design, construction and building products and technology 4 2 6 0.3
e360 Health-related professionals 3 2 5 0.3
e570 Social security services, systems and policies 1 4 5 0.3
€320 Friends 2 2 4 0.2
e325 Acquaintances, peers colleagues, neighbours and community 3 1 4 0.2
e540 Transportation services, systems and policies 3 3 0.2
e155 Design, construction and building products and technology of build 2 2 0.1
e315 Extended family 1 1 2 0.1
e330 People in positions of authority 2 2 0.1
e340 Personal care providers and personal assistants 1 1 2 0.1
e425 Individual attitudes of acquaintances, peers colleagues, n 2 2 0.1
e430 Individual attitudes of people in positions of authority 2 2 0.1
€210 Physical geography 1 1 0.1
e225 Climate 1 1 0.1
e255 Vibration 1 1 0.1
e345 Strangers 1 1 0.1
e445 Individual attitudes of strangers 1 1 0.1
e530 Utilities services, systems and policies 1 1 0.1
e550 Legal services, systems and policies 1 1 0.1
e555 Associations and organizational services, systems and policies 1 1 0.1
e575 General social support services, systems and policies 1 1 0.1
€590 Labour and employment services, systems and policies 1 1 0.1
Environmental factors, not defined 1 2 2 5 0.3
el Products and technology, not defined 1 1 0.1
e3 Support and relationships, not defined 9 5 9 23 1.3
e4 Attitudes, not defined 9 5 14 0.8
e5 Services, systems and policies, not defined 1 1 0.1

were frequently mentioned as facilitators for function-
ing by the participants. Such contextual factors have
previously been found to have a significant impact on
care seeking (17); patient perspectives on employ-
ment and work environments (28); personal, family
and social relationships (5, 29); and health system
experiences and expectations (5, 28); and may not
be covered in standard examinations used in manual
medicine (9). Linking patients’ experiences to each of
the ICF domains in our study supports and emphasizes
the biopsychosocial foundation of the ICF framework.

Overall, there was considerable overlap between
patient experiences among the Canadian, Botswanan
and Norwegian participants. With few exceptions,
categories were similarly highly ranked across na-
tionalities. This is of interest, given the differences
in socioeconomic and health status between Canada,
Norway and Botswana (1). In addition, the concept of
disability and related functional status varies among
cultures (30), as do illness perceptions, self-efficacy,
pain attitudes (31), and the ways people behave and
perform tasks (32). However, some diversity was
observed between countries; for example, concepts
relating to changing basic body position were not

www.medicaljournals.se/jrm

mentioned among the participants from Canada to
the same degree as among the participants from the
2 other countries; whilst doing housework, assisting
others, preparing meals, and remunerative work were
mentioned more frequently among the Botswanan
participants. These differences may be related to
unique cultural factors (33) or variations in focus group
interactions and interpretation of interview questions.
Another possible explanation for these differences is
that the Botswanan sample mainly included women
in the older age category, because HIV/AIDS and
outmigration of people of working ages has resulted
in a skewed age distribution (25).

The most common ICF components identified in
the current study are included in the Core Set. In fact,
the most frequently mentioned component in each
ICF domain in the study is that ranked as first in the
Brief Core Set, except for Body Structure, for which
the component was ranked third. The data therefore
strengthens the clinical applicability of the Brief ICF
Core Set for patients with LBP (15), reported to capture
items important to patients (34) and to patients setting
rehabilitation goals (35). However, similar to the current
findings, the Brief Core Set can be challenged for not
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capturing items reflecting enjoyed activities prevented
by LBP (25, 34), needing country-specific scores to
clinically measure function (33), lacking detailed infor-
mation about function (36), as well as personal factors
that reflect lived experiences important to patients (37).
Mullis et al. explored whether functional problems iden-
tified by patients with LBP seeking physiotherapy were
included in the Core Set for LBP (34). They reported
the Brief Core Set adequately captured items patients
had most difficulty with, but not items that reflected
enjoyed activities prevented by their LBP. Similarly,
Ibsen et al. compared the ICF Core Set with commonly
used patient-recorded-outcome measures, and found
only a 34% overlap, highlighting that commonly used
outcomes fail to adequately capture the lived experience
of people with LBP (38).

Personal factors and meaningful concepts not cover-
ed by the ICF accounted for 11.6% and 2.1%, respec-
tively, of the meaningful concepts. In the ICF, Personal
Factors are the particular background of an individual’s
life and living and comprise features of the individual
that are not part of a health condition or health states
(39). In a recent systematic review, Personal Factors
were acknowledged as relevant to the ICF framework
as determinants, but also as outcomes, moderators or
modifiers of health and disability, previously discussed
as potentially enhancing the empowerment of persons
with disabilities (13). If the ICF is to fully capture the
totality of an individual’s health-related experience
within a biopsychosocial model, including such factors
is critical to understanding the lived experiences of
patients with LBP with varying degrees of pain and
disability. The considerable number of non-classified
concepts in the data in the current study highlight a
key limitation of the clinical applicability of the ICF
and support the need for a standardized classification
of this category by the ICF.

Although not systematically analysed, Personal
Factors differed somewhat between countries. This
may reflect the limitations in the healthcare system,
rendering Botswanan patients more dependent on
social support to cope with their LBP condition, but
may also suggest that the lack of standardization of
ICF Personal Factors may conceal important cultural
variations in disability. These findings support the sug-
gestion that Personal Factors may be important in the
clinical assessment of patients (39). A recent scoping
review found that Personal Factors were not commonly
assessed in manual medicine (9).

The current study has several strengths, including:
() use of similar interview guides and probes grounded
within the ICF framework; (i7) consistency in analysis
and interpretation with high kappa scores to limit mis-
classification, thereby avoiding coding variation that
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may occur if conducted independently in each country
(32); and (iif) sampled patients from different cultures.
The study had some limitations, including: (7) popula-
tion sampled differed by country, e.g. Canada (recruit-
ed from chiropractic teaching clinics) compared with
Norway (recruitment took place from different manual
therapists), and Botswana (recruitment through Spine
Care clinics); (i) variation in demographics: age and
sex are important in how LBP is experienced (40); (ii7)
number of participants varied by site, impacting the
saturation in each category; and (iv) despite a similar
number of focus groups in countries, the resultant
variation in number of categories identified may reflect
the depth and quality of the facilitated discussions.
Furthermore, there may have been some variation in
the severity of LBP and the disability of participants,
which could impact patients’ experiences (5, 32); ho-
wever, this information was not collected.

CONCLUSION

Despite cultural differences, Canadian, Botswanan
and Norwegian patients seeking manual care for LBP
report similar experiences of disability across the ICF
domains. ICF categories belonging to Activities and
Participation account for almost half of the categories
involved, showing the considerable impact of LBP on
daily lives. This study illustrates some of the limita-
tions of the ICF for classifying patients’ personal be-
liefs and concerns related to LBP. These results expand
our current knowledge of lived experiences of patients
with back pain and could be used to inform a future
ICF assessment schedule specific for manual medicine.
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Appendix 1. Focus group interview guide (abridged version).

Body Structure

1. In what part of your body is the pain localized?
Probe: location of primary and secondary pain and discomfort

2. In what part of your body do you feel the pain is coming from?
Probe: Joints, muscles, bones

Body Function

3. What sorts of physical problems have you noticed about yourself while living with low back pain (LBP)?
Probes: strength and endurance; movements and posture

Emotional Energy

4. What sorts of emotional or mental responses have you noticed about yourself while living with LBP?
Probes: ability to concentrate, if easily distracted, energy levels, ability to fall and stay asleep

Activity and Participation

5. If you think about your daily life, what difficulties do you encounter living with LBP?
Probe: impact on day-to-day activities, carrying on with usual work or household activities

6. Tell us about some of the social activities you are involved in.
Probes: limitations, barriers, impact on others (e.g. friends, family, colleagues); frequency socializing

Personal Factors

7. Think about yourself, your life situation, gender, who you are - how does it affect the way you function?
Probe: experiences with low back pain

Environmental Factors

8. Thinking about your environment, e.g. home, working conditions and social settings, what do you think are some things that enable you to function bet-
ter?

Probe: developed habits or use of devices

9. How well do you think society understands you? Would you say people are supportive in helping you manage from day-to-day? How?
Probe: attitudes and assistance of those around you

10.What services and/or resources in the community have you used and found helpful?
Probe: system or people assistance

**************hindering Factors * % %k % sk %k 5k 5k 5k sk %k 5k 5k 5k 5k % 5k 5k ok 5k 5 5k % %k >k %k 5%k 5k % 5k %k %k >k %k %k %k %k >k ok Kk k%

11. Reflecting or thinking about your surroundings, e.g. home, working conditions and social settings, is there anything that limits your ability to adequately
function? What limits you and how?
Probe: challenges and limitations through the day

12. Describe any services or resources which you find difficult to use or implement into your everyday life?
Probe: difficulties accessing or using resources or services
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