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ABSTRACT

Low back pain is a relatively common health problem that afflicts many adults, and its prevalence increases with age. Several 
studies have indicated that psychosocial factors are of importance in low back pain. The aim of this study was to carry out a 
systematic review of the efficacy of psychoeducation in managing low back pain from the evidence provided by randomized 
controlled trials. The inclusion criteria for studies included in this systematic review were randomized controlled trials; patients 
with low back pain, with or without sciatica; the inclusion of a psychoeducation (treatment) arm; and the age of patients ≥ 17 
years. Data extraction revealed the heterogeneous nature of the psychoeducational interventions. Accordingly, it was deemed 
inappropriate to carry out a formal meta-analysis. Ultimately, nine studies, corresponding to 10 publications, were included in 
the systematic review. When possible, group contrast means different effect sizes were calculated for the studies. Overall, favor-
able outcomes were associated with personalized telephone coaching, while unfavorable outcomes were associated with both 
Transtheoretical Model-based counseling and motivational enhancement treatment. Other forms of one-to-one counseling 
were associated with intermediate outcomes. Psychoeducation via personalized telephone coaching was particularly associated 
with reduced low back pain, reduced daily living disability, improved function, and improved recovery expectation. On the basis 
of this review, the following suggestions are made relating to the design and publication of future studies on the efficacy of psy-
choeducation in the management of low back pain. First, it would be good to use an experimental design that blinds both the 
patients and the assessors to group status. Second, it is recommended that all the relevant outcome data from a study are pub-
lished, either in the corresponding paper or in an online supplement. Third, it is important to ensure that the intervention and 
control groups are matched at baseline. Clearly, baseline group differences can emerge following the random allocation of pa-
tients into two groups. It may be useful, therefore, to carry out all baseline assessments immediately prior to the randomization 
process; an independent assessor could then examine the degree of matching at baseline before the rest of the study proceeds. 
It is also important that sufficiently large sample sizes be recruited.

KEYWORDS: Adult low back pain, randomized controlled trials, mood, psychoeducation, disability.

aged 60 years or older a Brazilian study has reported a 
prevalence of over one in four.3 It has a major adverse 
economic effect, often being reported as the most im-
portant cause of both sick leave and medical rehabil-
itation.4 So serious is the situation, accentuated as it is 

Introduction
Low back pain is a relatively common health problem 

that afflicts many adults, and its prevalence increases 
with age.1 Worldwide, it is estimated to affect one in five 
of those aged between 20 and 59 years,2 while for those 
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worldwide by both an increasing population and an ag-
ing population, that in 2018 the Lancet medical journal 
issued a call for action regarding low back pain.5

Several studies have indicated that psychosocial fac-
tors are of importance in low back pain.6,7 Indeed, a re-
cent systematic review reported that fear-avoidance be-
liefs, self-efficacy, pain coping, catastrophizing, and de-
pressed mood are predictive, in patients with low back 
pain, of disability status.8 

The goal of educational and informational treatments is 
to provide patients with an understanding of their pain-
ful diseases which will support them in coping with the 
situation more effectively. Psychoeducation describes 
approaches that emphasize the application of psycholog-
ical information and counseling, in person or in groups. 
In the context of pain management, part of the objective 
of psychoeducation is to teach patients fundamental in-
formation about pain, and how it functions, leading to in-
creased understanding and reduced anxiety and ambigu-
ity regarding the pain. In addition, educational activities 
nearly always aim to modify patients’ behavior to improve 
their ability to cope with pain.9 Thus, psychoeducation 
for pain management can be considered to encompass 
interventions such as counseling, motivational inter-
viewing, education, skills building, and health or nurse 
coaching; indeed, psychoeducational interventions have 
been shown to diminish pain in patients with advanced 
cancer.10 The counseling itself is often based on the trans-
theoretical model of behavior change, also known as the 
stages of change, and may include facilitative or stage-
based motivational methodologies.11–15 Strict operational 
criteria defining the above psychoeducational interven-
tions are not in current use; for example, health or nurse 
coaching is not strictly defined and, indeed, such inter-
vention need not be administered in person but may be 
given by telephone (when it is sometimes referred to as 
telehealth coaching).16–18

Given that pain-related psychoeducation has been 
found to transform thought patterns and coping strat-
egies and to reduce pessimistic attitudes in patients 
dealing with acute or chronic pain symptoms,19 it is rea-
sonable to hypothesise that psychoeducation may be 
efficacious in the management of low back pain.

The aim of this study was to carry out a systematic 
review of the efficacy of psychoeducation in managing 
low back pain from evidence provided by randomised 
controlled trials.

Material and Method
The inclusion criteria for studies included in this sys-

tematic review were randomised controlled trials; pa-
tients with low back pain, with or without sciatica; the 

inclusion of a psychoeducation (treatment) arm; and age 
of patients ≥17 years. Studies of children, cognitive-be-
havioural therapy or pregnancy were excluded, as were 
any studies for which an English translation of the paper 
was not available.

On 30th March 2022, the National Library of Medicine 
PubMed was searched using the following Boolean 
search strategy: ((“randomized controlled trial”[Publi-
cation Type]) OR (“clinical trial”[Publication Type]) OR 
(“controlled clinical trial”[Publication Type]) OR (“com-
parative study”[Publication Type]) OR (“randomized”[-
Title/Abstract]) OR (“randomised”[Title/Abstract]) OR 
(“trial”[Title/Abstract]) OR (“placebo”[Title/Abstract])) 
AND ((“psychoeducation”[All Fields]) OR (“psychologi-
cal”[All Fields]) OR (“coaching”[All Fields]) OR (“coach”[All 
Fields])) AND ((“low back pain”[All Fields]) OR (“back 
pain”[All Fields]) OR (“sciatica”[All Fields])) AND (Filter: 
Humans[Species]). Since the PubMed database included 
the MEDLINE database, the latter was not searched sepa-
rately. ClinicalTrials.gov was searched using the primary 
search term “Back Pain, Low” and the filters “Adult” and 
“Older Adult”. CENTRAL (The Cochrane Central Register 
of Controlled Trials) was also searched, using the MeSH 
descriptor [Low Back Pain] + therapy + [psychoeduca-
tion OR counselling]. The PubMed search strategy was 
carried out using the SCOPUS database on 11th July 
2022; no new publications were forthcoming. A similar 
strategy using the database APA Psychinfo via EBSCO on 
15th August 2022 also revealed no new publications.

The full texts were assessed for eligibility for inclusion 
in the systematic review after duplicates were removed 
and the study abstracts and titles screened. Data extrac-
tion revealed the heterogeneous nature of the psycho-
educational interventions. Accordingly, it was deemed 
inappropriate to carry out a formal meta-analysis.20 
Instead, the effect size formula for group contrast mean 
difference effect size shown in the following eequation: 

𝑑𝑑𝑑𝑑 = (∆𝑥̅𝑥𝑥𝑥𝑖𝑖𝑖𝑖 − ∆𝑥̅𝑥𝑥𝑥𝑐𝑐𝑐𝑐)�
∑ 𝑛𝑛𝑛𝑛𝑘𝑘𝑘𝑘 − 44
𝑘𝑘𝑘𝑘=1

∑ (𝑛𝑛𝑛𝑛𝑘𝑘𝑘𝑘 − 1)𝑠𝑠𝑠𝑠𝑘𝑘𝑘𝑘24
𝑘𝑘𝑘𝑘=1

 

was calculated for each study, based on the mean dif-
ference effect size calculated in meta-analytic studies.20

In this formula, the subscript i refers to the intervention 
group and the subscript c refers to the control group. On 
the right-hand side, the first term, in parentheses, rep-
resents the difference between the mean change in the 
intervention group and the mean change in the control 
group. The second term on the right-hand side, namely 
the square root of a quotient, represents the reciprocal 
of the pooled standard deviation, with n being the num-
ber of subjects, and s being the standard deviation.
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Results

As shown in figure 1, 65 studies were potentially eli-
gible for inclusion in this systematic review. Ultimately, 
nine studies, corresponding to 10 publications,21–30 were 
included in the systematic review. The first authors, 
country locations and details of the participants in these 
studies are given in table 1. Although identified as two 
different studies, the German studies by Leonhardt et 
al22 and Becker et al.23 refer essentially to the same clus-
ter randomised controlled trial; they have therefore been 
paired together in the table and have been treated as 
one study in this systematic review. This German study 
included three groups, namely a multifaceted guideline 
implementation group, a second group which consisted 
of multifaceted guideline implementation plus moti-
vational counselling (by trained practice nurses), and a 
third group who received guidelines by post.22,23 Since 
the only difference between the first two groups is the 
inclusion of a psychoeducation element in one of them, 
for this review the second group has been treated as the 
intervention group while the first group has been treat-
ed as the corresponding control group.22,23 The duration 

of low back pain was not given in this study; all patients 
had presented to their general practitioners with low 
back pain and the researchers reported the mean num-
ber of days of such pain experienced during the previ-
ous year for each group, as given in table 1.

The treatment, if any, received by the intervention and 
control groups in each of the reviewed studies is given 
in table 2. The duration of the intervention the principal 
and secondary dependent variables and results in each 
of the studies are also given in this table. In those stud-
ies, in which there were two follow-up time-points, the 
time-point closer to six months was chosen. The corre-
sponding effect sizes for the group contrast mean dif-
ferences are given as Cohen’s d.31 The signs of these dif-
ferences, and therefore of the effect sizes, were positive 
for beneficial increases and vice versa. For example, an 
improvement in physical action duration corresponded 
to a positive change in difference scores. On the other 
hand, an increase in days in pain corresponded to a neg-
ative change in difference scores. Overall, this means 
that a positive effect size in table 2 corresponds to a 
change between the time-points in favour of the inter-

Figure 1. Flowchart of exclusions and inclusions of studies in the systematic review.



234  B.K. Puri, M. Theodoratou

vention group, while a negative effect size corresponds 
to a change in favour of the control group.

In the studies by Basler et al21 and by Leonhardt et 
al22/Becker et al,23 functional capacity (as a percentage 
of normal function) was assessed using the Hanover 
Functional Disability Scale, which assesses activities of 
daily living in relation to back pain-related disability.32 In 
the study by Basler et al., the motion range refers to the 
degree of flexion of the trunk and was assessed using 
ultrasound topometry by a physiotherapist blinded to 
group allocation.21

In the Leonhardt/Becker study, the overall activi-
ty was calculated as a weighted metabolic equivalent 
based on the first eight items of the 12-item Freiburg 
Questionnaire on Physical Activity.22,23,33 While the fol-
low-up sick leave in this study referred to the mean num-
ber of days of sick leave during the previous six months, 
the duration of time over which the number of sick days 
were assessed at baseline was not clear from either pub-
lished paper.22,23 Quality of life was assessed in this study 
using a German version of the EuroQol instrument.34

The primary outcome variable in the study by Iles et 
al. was activity limitation indexed by the Patient Specific 
Functional Scale, which gives a total score between zero 
and 10.24,35 The primary non-leisure activity was also as-
sessed using the Patient Specific Functional Scale, also 
measured on a scale of zero to 10.35 Iles et al. reported 
the 95% confidence interval for the group difference of 
the primary non-leisure activity scores at 12 weeks as 
extending from –0.6 to 5.0; the authors calculated this 
difference after covarying for the corresponding base-
line scores.24 The modified Oswestry Disability Index 
was given as a percentage, while the Pain Self-Efficacy 
Questionnaire was scored out of 60.36,37

In the study by Vong et al, the following subscales of 
the Pain Rehabilitation Expectations Scale, a clinical tool 
designed to assess expectations in patients with back 
pain regarding rehabilitation treatment and outcome, 
were assessed after the first session (denoted as “Session 
1” in table 2) and after the final (tenth) session (labelled 
“End” in table 2) of integrated motivational enhance-
ment therapy plus physical therapy (the intervention 
group) or physical therapy alone (the control group): 
proxy efficacy (scaled from zero to 40); working alliance 
(zero to 44); and treatment expectancy (zero to 56).25,38 
Assessments for these three subscales were carried 
out neither at baseline (before the first session) nor at 
one-month follow-up.25 These three subscales, togeth-
er with the Pain Self-Efficacy Questionnaire (see above), 
constituted the primary outcome variables of this 
study.25,37,38 In terms of the secondary outcomes of this 
study shown in table 2, the level of pain was assessed Ta
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using a 10-cm visual analogue scale; the lifting capac-
ity was determined from the mean of two trials of the 
maximum pain-free lifting force in a standardised test;39 
a Hong Kong Chinese version of the 24-item self-report-
ed Roland-Morris Disability Questionnaire assessment 
of lower back pain (rated between zero and 24);40,41 and 
exercise compliance, which was not assessed at baseline 
or at one-month follow-up, and was calculated from the 
product of the number of home exercises carried out 
per day and the number of days of practice per week.

In table 2 for the study by Jensen et al. the primary 
outcomes were the level of low back pain over the previ-
ous three months; both the bodily pain and the physical 
function assessments of the Short Form 36 (SF-36) in-
strument;42–44 the Roland-Morris Disability Questionnaire 
(see above);40 and both the proportion of patients who 
had accumulated at least eight weeks’ sick leave and the 
cumulated sick leave duration.26 The results of the last of 
these did not readily fit into the format of table 2 and are 
therefore given here: there was a significant reduction 
in both the proportion of patients who had accumulat-
ed at least eight weeks’ sick leave and the cumulated 
sick leave duration in the intervention group, whether 
measured via self-report or based on register data.26 The 
explanatory variables were maximum oxygen uptake 
and both the five-item work factor (measured from zero 
to 30) of the Fear-Avoidance Beliefs Questionnaire and 
the four-item physical activity factor (measured from 
zero to 24) part of this questionnaire; this questionnaire 
was specifically designed for patients suffering from low 
back pain.45,46

In the Hong Kong Chinese study by Tse et al., pain in-
tensity was assessed using an ordinal rating scale, from 
zero to 10, with verbal descriptions given in Cantonese 
for each of the 11 points, from “no pain” for zero to “un-
imaginably unspeakable pain” for 10.27,47 A Chinese ver-
sion of the Pain Self-Efficacy Questionnaire was used.37,48 
State anxiety and trait anxiety, each scored between 
20 and 80 (inclusive), with lower scores corresponding 
to lower anxiety levels, were assessed using a Chinese 
version of the State-Trait Anxiety Inventory.49,50 The lev-
el of depression was assessed using a Chinese version 
of the 15-item Geriatric Depression Scale – Short Form, 
giving total scores between zero and 15.51,52 A Chinese 
translation of the four-item Subjective Happiness Scale 
was used to assess happiness, with scores ranging from 
four (lowest level of happiness) to 28.53,54 Mobility was 
assessed using the Elderly Mobility Scale, scoring be-
tween zero (lowest level of mobility and balance) and 
20.55 A Chinese version of the Short Form 12 (SF-12) was 
used, with each component (physical and mental) scor-
ing from zero to 100, with a mean of 50 and standard 
deviation of 10.56,57

Only the baseline means and standard deviations of 
the outcome measures were published in the paper by 
Suni et al.28 Four relatively small graphs appeared in one 
of their published figures showing mean values and cor-
responding 95% confidence intervals at six-month and 
12-month follow-up for four outcomes; unfortunately, it 
was not possible to derive accurate figures from these 
graphical representations.28 Adjusted P-values based on 
generalised linear mixed modelling were given for each 
of the four outcome measures, based not on the two 
groups identified in table 1, but rather on four groups; 
the two additional groups were counselling only and a 
“control” group, the members of which did not receive 
any intervention.28,58 From the published paper, it was 
not possible formally to report on the difference be-
tween the intervention (“combined”) and control (“exer-
cise”) groups.

A Korean version of the Brief Pain Inventory (originally 
the Wisconsin Brief Pain Questionnaire) was used in the 
study by Kim et al. to assess the maximum, average and 
minimum levels of low back pain over the previous 24 
hours, as well as the current level of low back pain.29,59,60 
Similarly, a Korean version of the Oswestry Disability 
Index was used to assess the percentage daily living 
disability, with lower scores corresponding to lower lev-
els of functional disability.61,62 The mean back muscle 
strength was assessed blindly using a lumbar extension 
machine.29 Medication adherence was scored from zero 
to four, with a lower score corresponding to higher ad-
herence, using a Korean translation of a self-report in-
strument.63,64

The primary outcomes in the study by Shimo et al 
were related to physical activity and consisted of the 
mean number of steps per day and the mean rate of mo-
tor activity, both assessed using an accelerometer worn 
around the waist.30 The secondary outcomes were low 
back pain severity, assessed using a 10-cm visual ana-
logue scale; low back pain-related disability, assessed 
using a Japanese version of the Roland-Morris Disability 
Questionnaire; endurance, assessed by the six-minute 
walking distance; and flexibility, assessed using a seated 
forwards arrangement from the fingertip to toe distance 
with the legs in maximum extension at the knee joints, 
with zero corresponding to the fingertips just reaching 
the toes, and positive or negative readings correspond-
ing to the fingertips surpassing or not reaching this lev-
el, respectively.30,40,65,66 In their original paper Shimo et 
al. calculated group differences using median and range 
values.30

The overall quality of the body of evidence re-
viewed was assessed using the latest Grades of 
Recommendation, Assessment, Development and 
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Evaluation (GRADE) guidelines.67 All nine studies were 
(cluster) randomised controlled trials. This corresponds 
to a GRADE level of high certainty. In terms of the first 
GRADE criterion of risk of bias or limitations in the de-
tailed design and implementation, it was noted that all 
studies entailed random allocation of patients and ob-
server blindness to group allocation, and it was decided 
not to downgrade the quality of the body of evidence 
at this stage. Regarding the second GRADE criterion of 
unexplained heterogeneity or inconsistency of results, 
as has been noted above it was not appropriate to carry 
out a formal meta-analysis.20 Therefore, for example, the 
I2 measure which could otherwise have been used to 
index inconsistency was not calculated.20,31 On balance, 
it did not seem reasonable to downgrade the quality of 
the body of evidence at this stage. The third GRADE cri-
terion refers to indirectness of evidence. There was no 
evidence of indirect comparisons or a restricted version 
of the main review question in the studies and there-
fore the body of evidence was not downgraded at this 
stage. The fourth GRADE criterion refers to imprecision 
of results. From the data published in the studies, it can 
be inferred that some of the corresponding confidence 
intervals are relatively wide; taking a conservative ap-
proach, it seemed appropriate to downgrade the quality 
of the body of evidence on this criterion. Finally, the fifth 
GRADE criterion refers to a high probability of publica-
tion bias. Had a formal meta-analysis been appropriate, 
then it would have been possible formally to investigate 
the level of publication bias by, for example, construct-
ing a funnel plot and carrying out an Egger regression 
test.20 Notwithstanding the fact that, as mentioned 
above, the studies by Leonhardt et al22 and Becker et al23 
referred essentially to the same cluster randomised con-
trolled trial, it was considered inappropriate to down-
grade the body of evidence at this stage. Hence, overall, 
the GRADE quality of the body of evidence was assessed 
as moderate.

Discussion

The group contrast mean difference effect size data 
(table 2) show a large variation in the efficacy of psy-
choeducation. Categorising these effect sizes as large 
(d≥0.8), medium (0.5≤d<0.8), small (0.2≤d<0.5), very 
small (0<d<0.2), nil (d=0) or negative (d<0), it is clear 
from table 2 that only two of the published psychoed-
ucation intervention results showed predominantly 
large-medium effect sizes, namely those by Iles et al24 
and Kim et al29 In the former study, psychoeducation was 
administered through telephone health coaching, while 
in the latter study biweekly personalised telephone ed-
ucation was also used, but in conjunction with face-to-

face education and with the provision of an educational 
brochure.24,29 

In the weekly one-to-one counselling study by Shimo 
et al., the accelerometer-derived outcomes of the num-
ber of steps per day, motor activity and disability showed 
improvements at six-month follow-up associated with 
medium to large corresponding effect sizes.30 However, 
the effect sizes for the remaining three dependent varia-
bles ranged from small to negative.30

The improvements reported at eight weeks in the 
community centre-based study by Tse et al in state anx-
iety, level of depression and mobility were associated 
with medium to large effect sizes.27 The remaining six 
dependent variables, however, were associated with ef-
fect sizes which varied from small, at best, to negative 
at worst; indeed, for physical and mental symptoms 
(scored with the SF-12) and trait anxiety, the effect sizes 
were either zero or negative.27 

In the study by Jensen et al., entailing counselling, a 
status interview and, if required, a workplace visit, the 
improvement in fear-avoidance beliefs in relation to 
physical activity was associated with a medium effect 
size.26 However, all remaining six dependent variables 
were associated with small or very small effect sizes.26

In the remaining three studies for which suitable da-
ta were available, the effect sizes were predominant-
ly small, very small, null or negative. In the case of two 
of these studies, namely those by Basler et al21 and 
Leonhardt et al/Becker et al,22,23 the psychoeducational 
intervention consisted of counselling sessions based on 
the Transtheoretical Model. The psychoeducational in-
tervention in the third study, by Vong et al, was motiva-
tional enhancement treatment.25

Overall, the results show favourable outcomes with 
personalised telephone coaching, but unfavourable out-
comes with both Transtheoretical Model-based counsel-
ling and motivational enhancement treatment. Other 
forms of one-to-one counselling were associated with 
intermediate outcomes.

Those embarking on future studies of the efficacy of 
psychoeducation in the management of low back pain 
might wish to draw the following lessons from this 
systematic review. First, it would be good to use an ex-
perimental design which blinds both the patients and 
the assessors, so far as possible, to group status. For 
example, this was clearly not the case in the study by 
Jensen et al., in which the control group did not receive 
counselling sessions or workplace visits.26 Second, it is 
recommended that all the relevant outcome data from 
a study are published, either in the corresponding pa-
per or in an on-line supplement. It has been mentioned 
above that not all such outcome data are readily avail-
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able for the study by Suni et al.28 Third, it is important 
to ensure that the intervention and control groups are 
matched at baseline. In the study by Vong et al., there 
were significant group differences at baseline in four 
out of their seven main outcome measures.25 Clearly, 
such baseline group differences can emerge follow-
ing random allocation of patients into two groups. It 
may be useful, therefore, to carry out all baseline as-
sessments immediately prior to the randomisation 
process; an independent assessor could then examine 
the degree of matching at baseline before the rest of 
the study proceeds. Given that the level of the body of 
evidence was moderate according to the GRADE crite-
ria, although one can be moderately confident in the 
above conclusions, further clinical research should be 
carried out as it is likely to impact upon the confidence 
one has in the benefits of psychoeducation in the man-
agement of low back pain in adults.67 Larger sample 
sizes would be likely to lead to narrower confidence in-
tervals and a higher GRADE level. Finally, the results of 
the studies reviewed in this paper indicate that it may 
be useful to carry out future studies in which the inter-
vention is administered for around seven weeks. Two 
follow-up time-points, one at seven weeks and one at, 
say, six months, would give information both on the 
efficacy of the psychoeducational intervention and on 
the longevity of the improvements.

If psychoeducational interventions are shown to be ef-
fective in the management of adult low back pain, their 
implementation would be expected to have a number 

of beneficial consequences. Suffering would be alleviat-
ed relatively quickly, perhaps in less than two months. 
Patients would become more mobile and less disabled; 
suffer less from anxiety and from depressive symptom-
atology; develop improved back muscle strength; in-
crease their daily activity; and be more likely to return 
to work. Health services would benefit by having few-
er patients in the corresponding clinics; issuing fewer 
prescriptions for analgesics and hypnotics; dealing with 
fewer patients suffering from the side-effects of pre-
scription analgesics and hypnotics; and having fewer pa-
tients who, owing to their low back pain, develop obe-
sity and, subsequently, related disorders such as type 
2 diabetes mellitus. The reduced morbidity would also 
have wider socio-economic effects. Given that psycho-
educational interventions, particularly if administered 
by telephone, are relatively inexpensive, not only would 
there accrue financial benefits to the taxpayer (in those 
countries with a well-developed social security system) 
in terms of reduced expenditure on healthcare and sick-
ness and/or unemployment benefits, but by returning 
to work some patients would turn into net contributors 
to the tax base.

In sum, it is important to recognise that psychosocial 
issues may play a role in the development and mainte-
nance of low back pain. This systematic review provides 
good evidence in favour of the hypothesis that some 
forms of psychoeducation, particularly those adminis-
tered by telephone, may be efficacious in the manage-
ment of low back pain.
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ΠΕΡΙΛΗΨΗ

Η οσφυαλγία είναι ένα σχετικά συχνό πρόβλημα υγείας που πλήττει πολλούς ενήλικες και ο επιπολασμός της αυξάνεται με 
την ηλικία. Αρκετές μελέτες έχουν δείξει ότι οι ψυχοκοινωνικοί παράγοντες είναι σημαντικοί στον πόνο στη μέση. Σκοπός της 
παρούσας μελέτης ήταν η συστηματική ανασκόπηση της αποτελεσματικότητας της ψυχοεκπαίδευσης στην αντιμετώπιση 
του πόνου στην οσφυαλγία από στοιχεία που παρέχονται από τυχαιοποιημένες ελεγχόμενες μελέτες. Τα κριτήρια ένταξης 
των μελετών που συμπεριλήφθηκαν σε αυτή τη συστηματική ανασκόπηση ήταν τυχαιοποιημένες ελεγχόμενες μελέτες- α-
σθενείς με πόνο στη μέση, με ή χωρίς ισχιαλγία- η συμπερίληψη ενός σκέλους ψυχοεκπαίδευσης (θεραπείας)- και η ηλικία 
των ασθενών ≥ 17 ετών. Η εξαγωγή δεδομένων αποκάλυψε την ετερογένεια των ψυχοεκπαιδευτικών παρεμβάσεων. Κατά 
συνέπεια, κρίθηκε ακατάλληλο να πραγματοποιηθεί επίσημη μετα-ανάλυση. Τελικά, εννέα μελέτες, που αντιστοιχούν σε 10 
δημοσιεύσεις, συμπεριλήφθηκαν στη συστηματική ανασκόπηση. Όπου ήταν δυνατόν, υπολογίστηκε για τις μελέτες η μέση 
διαφορά της αποτελεσματικότητας (effect sizes) μεταξύ των ομάδων. Συνολικά, τα ευνοϊκά αποτελέσματα συσχετίστηκαν με 
την εξατομικευμένη τηλεφωνική καθοδήγηση, ενώ τα δυσμενή αποτελέσματα συσχετίστηκαν τόσο με τη συμβουλευτική με 
βάση το Διαθεωρητικό Μοντέλο όσο και με τη θεραπεία ενίσχυσης των κινήτρων. Άλλες μορφές ατομικής συμβουλευτικής 
συσχετίστηκαν με ενδιάμεσα αποτελέσματα. Η ψυχοεκπαίδευση μέσω εξατομικευμένης τηλεφωνικής καθοδήγησης συν-
δέθηκε ιδιαίτερα με μειωμένο πόνο στη μέση, μειωμένη αναπηρία στην καθημερινή ζωή, βελτιωμένη λειτουργία και βελ-
τιωμένη προσδοκία ανάκαμψης. Βάσει της παρούσας ανασκόπησης, διατυπώνονται οι ακόλουθες προτάσεις σχετικά με το 
σχεδιασμό και τη δημοσίευση μελλοντικών μελετών για την αποτελεσματικότητα της ψυχοεκπαίδευσης στη διαχείριση του 
πόνου στη μέση. Κατ’αρχάς, θα ήταν καλό να σχεδιαστεί μία διπλά-τυφλή πειραματική μελέτη τόσο ως προς την ομάδα των 
ασθενών όσο ως προς τους αξιολογητές. Δεύτερον, συνιστάται να δημοσιεύονται όλα τα σχετικά δεδομένα έκβασης μιας με-
λέτης, είτε στην αντίστοιχη δημοσίευση είτε σε ένα ηλεκτρονικό συμπλήρωμα. Τρίτον, είναι σημαντικό να διασφαλιστεί ότι 
οι ομάδες παρέμβασης και ελέγχου αντιστοιχίζονται κατά την έναρξη της μελέτης. Είναι σαφές ότι οι διαφορές των ομάδων 
κατά την έναρξη μπορεί να προκύψουν μετά την τυχαία κατανομή των ασθενών σε δύο ομάδες. Συνεπώς, μπορεί να είναι 
χρήσιμο να διενεργούνται όλες οι αξιολογήσεις κατά την έναρξη αμέσως πριν από τη διαδικασία τυχαιοποίησης. Θα ήταν ση-
μαντικό στη συνέχεια ένας ανεξάρτητος αξιολογητής να εξετάσει το βαθμό αντιστοίχισης κατά την έναρξη, πριν προχωρήσει 
η υπόλοιπη μελέτη. Είναι επίσης σημαντικό να προσλαμβάνονται επαρκώς μεγάλα μεγέθη δείγματος.
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