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Abstract 

Background: Back pain affects a substantial proportion of the adult population and 

back pain sufferers tend to explore a wide range of health care options. This study 

investigates the health care utilisation amongst Australian women with back pain. 

Method: This is a sub-study of the Australian Longitudinal Study on Women's Health 

(ALSWH), designed to investigate multiple factors affecting the health and well-being 

of women over a 20-year period. The study focuses on 1,851 women aged 59-64 

years, who had indicated that they had previously sought help from a health care 

practitioner for back pain.  

Results: Half of the women (56.5% n=738) with back pain had consulted a general 

practitioner (GP), 16.2% (n=213) had consulted a medical specialist and 37.3% 

(n=488) had consulted a physiotherapist for their back pain. Women consulted a GP 

and/or a medical specialist for back pain related symptoms/conditions: back pain 

(56.2%); leg pain or sciatica (39.7%); sleeping problems (36.9%); anxiety/tension 

(27.9%), pins and needles/numbness (27.7%); neck pain (27.6%); fatigue (25.5%); 

depression (25.1%); muscle spasm (23.6%); headaches/migraines (23.0%); stiffness 

(21.6); arm pain (19.1%); weakness (15.7%); nausea (12.7%); and instability (7.1%). 

On the other hand, a physiotherapist was consulted: back pain (68.0%); neck pain 

(45.5%); leg pain or sciatica (39.3%); stiffness (32.2%); muscle spasm (22.3%); arm 

pain (21.3%); pins and needles or numbness (17.6%); headaches or migraines 

(13.9%); weakness (8.8%); instability (5.5%); and other problems (14.1%).  Further, 

women with regular or continuous back pain were more likely to consult a GP 

(OR=3.98), medical specialist (OR=5.66) and a physiotherapist (OR=1.63). Women 

who consulted a general practitioner and/or a medical specialist had a statistically 
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significantly higher mean typical back pain intensity compared to women who did not 

consult a general practitioner (p=0.001) or medical specialist (p<0.001).  

Conclusion:  Australian women with back pain were more likely to consult a GP, 

medical specialist or physiotherapist if they had more regular/continuous back pain. 

However, women were more likely to consult a GP for back pain associated with 

psychosomatic comorbid conditions and consulted a physiotherapist for 

musculoskeletal issues. There is a need for a more formal cross-referral system, 

wherein medical specialists and physiotherapists refer patients with comorbid 

conditions to a GP if they were the first practitioners to be visited. It is important that 

future research to further investigate the consultation and referral patterns identified 

in this study to inform healthcare industry and the policy makers about the healthcare 

utilisation among Australian women with back pain.  

 

Key words: Medical health care, allied health care, physiotherapist, back pain, 

referral patterns  

 



1 

 

1. Background  

1.1 Chapter Introduction 

In this chapter, a background for the thesis will be provided by contextualising the 

research within the field of Health Services Research (HSR) as the overarching 

framework for examining women’s use of medical healthcare for back pain. Medical 

healthcare utilisation among women with back pain including care received from 

general practitioners (GPs), medical specialists and physiotherapists. Further, this 

chapter will present the research aims, objectives and the related research questions 

of the study. This chapter will also outline the structure for the following thesis 

chapters.  

1.2 Integration between medical and allied health care services among women 
with back pain: A health services research study 

This thesis draws upon the methods and principles of HRS to critically examine the 

integration among medical and allied healthcare in providing treatment for back pain. 

This background section outlines a broad definition and role of HRS as well as the 

application and significance of HSR approach to the broad exploration of integration 

of medical and allied healthcare services among women with back pain.  

1.3 Definition of health services research 

HSR is positioned within a broad domain of multi-disciplinary approaches 

encompassing basic, as well as applied, research for improving the understanding of 

the effects of healthcare provision on individuals and populations (Lohr & 

Steinwachs, 2002; M. Weiner, 2014). The field of HSR emerged as a study discipline 

during the 1960s to inform policies by monitoring access to healthcare and the cost 
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and quality of healthcare to link biomedical research with healthcare provision (Lohr 

& Steinwachs, 2002; M. Weiner, 2014). In 2000, the association for Health Services 

Research (HSR) in the United States updated the definition of HSR to represent "the 

multidisciplinary field of scientific investigation that studies how social factors, 

financing systems, organizational structures and processes, health technologies, and 

personal behaviours affect access to healthcare, the quality and cost of healthcare, 

and ultimately our health and well-being. Its research domains are individuals, 

families, organizations, institutions, communities, and populations (Ebinger & 

Spertus, 2017; Lohr & Steinwachs, 2002). 

1.3.1 Health services research approach used for the investigation of medical 
healthcare 

By including a broad range of disciplinary perspectives in the field of healthcare, 

HSR has evolved to extend the scope of research interest across a range of topics 

such as healthcare behaviours, decision-making, service delivery, communication, 

accessibility, cost and outcomes of healthcare delivery and provision (Adams & 

Steel, 2012). HSR integrates epidemiologic, sociological, economic and other 

analytical scientific methods in the study of health services (Ebinger & Spertus, 

2017). By drawing upon research designs, analytic techniques and methods from 

these scientific fields, HSR can estimate the prevalence of use of health services 

and evaluate the outcomes of the medical healthcare delivery that is accessed by 

individuals, groups or populations (Scutchfield, Marks, Perez, & Mays, 2007). Data in 

HSR is primarily drawn from population surveys, documents and direct observations 

(Shi, 2007; Starfield & Shi, 2007). HSR often uses survey questionnaires, medical 

records, health-status and quality of life measures and condition-specific measures 

administered to representative samples of the population to obtain data about the 
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patient experience of healthcare (Steinwachs & Hughes, 2008). Using these 

databases in HSR offers opportunities to examine large representative samples at 

relatively low cost and to systematically analyse healthcare utilisation for common 

conditions (Steinwachs & Hughes, 2008).  

Beyond these, HSR methods include the examination of processes of care such as 

doctor-patient communication patterns and their impact on satisfaction with and 

outcomes of care. HSR plays a key role in informing governments, insurers, 

consumers, and others making decisions about health-related issues (Steinwachs & 

Hughes, 2008). The evidence generated by HSR can contribute towards advising 

healthcare providers and healthcare systems regarding practices, policies, and 

therapies to improve the effectiveness of care provision for populations and 

individuals (Horner, Russ-Sellers, & Youkey, 2013).  

1.4 Research problem  

Despite the vast amounts of government and private money invested in back pain 

care/research and the knowledge that women report back pain more than men, very 

little is known about Australian women’s use of medical and allied healthcare in back 

pain care. There exists little knowledge on how decisions regarding women's choice 

of the medical and allied practitioner(s) or choices of treatments are made, what 

information and knowledge underpin women’s decision making in choosing medical 

and allied healthcare for back pain care. 

 

Studies on the integration of healthcare options in the management of back pain 

have been conducted on the efficacy of medical healthcare and allied healthcare, but 

not on determining the level of integration among the healthcare options. The lack of 
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detailed empirical investigation into the extent of integration of healthcare options 

amongst women with back pain in Australia indicates that there is a need for studies 

to determine the extent of integration of healthcare practices. The proposed research 

will investigate the extent of medical healthcare use and allied healthcare use among 

Australian women, drawing upon data collected as part of the ALSWH (a nationally 

representative sample).  

 

1.5 Aims and research questions 

This study investigates the prevalence of medical healthcare and allied healthcare 

utilisation among Australian women with back pain and to review the extent of 

integration between medical healthcare and allied healthcare for back pain. The data 

of ALSWH survey will be analysed to investigate medical healthcare utilisation 

among Australian women with back pain and the profile of medical and allied 

healthcare users and usage. 

1.5.1 Aims of the study 

1. To investigate the association between medical (e.g. GP, medical specialist) and 

allied healthcare (e.g. physiotherapist) utilisation among Australian women with 

back pain; and  

2. To investigate the back pain characteristics (e.g. frequency of back pain, years 

living with back pain, the intensity of typical back pain) among Australian women 

with back pain. 
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1.5.2 Research questions 

1. What is the association between medical and allied healthcare utilisation (GP, 

specialist, physiotherapists etc.) among Australian women with back pain? 

2. What are the back pain characteristics (e.g. frequency of back pain, years living 

with back pain, the intensity of typical back pain) among Australian women with 

back pain? 

1.5 Significance and scope of thesis 

This study employs a health services research approach to close the gap in 

knowledge on integration of healthcare options for back pain among Australian 

women. By examining how back pain sufferers utilise medical and allied healthcare, 

the HSR approach contributes to linking healthcare practice with health policy for 

back pain care. This thesis uses an HSR approach to examine the use of healthcare 

modalities among a large sample of women experiencing back pain. The specific 

research problem aims, and scope of the thesis are outlined below.  

Until recently, biomedical professionals alone influenced and shaped Australian 

healthcare delivery  (Baer, 2008a). In the current context of diversified healthcare 

options, this position of relative biomedical dominance has been challenged by an 

increasing array of practices and practitioners operating within/beside (i.e. allied 

health) and outside (i.e. complementary and alternative medicine) the biomedical 

setting (Baer, 2008b). Thereby back pain care serves as a good example of 

contemporary therapeutic pluralism, with physiotherapists, general practitioners 

(GPs) and a range of CAM practitioners all providing treatment options for back pain 

(D. W. Sibbritt & Adams, 2010b). 
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1.6 Organisation of thesis 

Chapter 1 presents background information on: an HSR approach to conventional 

medicine research both generally and specifically relating to women’s use of 

conventional medicine for back pain; categories of conventional medicine modalities, 

utilisation of conventional medicine generally for women’s health and specifically 

among women with back pain; and the wider context of back-pain care in Australia 

including consulting a GP, medical specialist and/or physiotherapist and the 

integration among providers.  

Chapter 2 reviews the international literature relating to conventional medicine use 

for back pain, with a focus on the prevalence of conventional medicine use for back 

pain, commonly used conventional medicine for back pain care.  

Chapter 3 describes the methodology, study design, sample selection, ethical 

considerations and statistical analysis employed in the research. 

Chapter 4 presents the results from the study regarding the prevalence of use and 

characteristics of Australian women (aged 59 -64 years) who use conventional 

medicine practitioners for back pain.  

Chapter 5 discusses the implications of the findings of this thesis in the context of 

previous research. 

Chapter 6 identifies limitations of the study, highlights important issues relevant to 

the research objectives and identifies areas for future research. 

Chapter 7 summarises the primary findings of this thesis, and highlights future 

research and policy directions, which may be addressed from the results of the 

study. 
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1.7 The wider significance of back pain care 

Back pain is one of the most common health problems affecting 80-85% of people 

over their lifetime and the most frequent complaint restricting activity among the 

young and middle-aged people (D Hoy, Brooks, Blyth, & Buchbinder, 2010). A 

systematic review of global prevalence of low back pain revealed that the mean 

overall prevalence rate was 31%, and that low back pain is the most prevalent 

among women aged 40-80 years (Damian Hoy et al., 2012). Being the second most 

leading cause of sick leave, back pain poses a great burden on individuals, families, 

communities, governments and health care resources (D Hoy et al., 2010; Myburgh, 

Boyle, Lauridsen, Hestbaek, & Kongsted, 2015). Of the 291 disease conditions 

studied in 2010, low back pain was ranked as the greatest contributor to global 

disability (measured in years of life lost) and the sixth in terms of overall burden 

(measured in disability adjusted life years) (Damian Hoy et al., 2014). Low back pain 

was ranked the greatest contributor to overall disability in Australia (Damian Hoy et 

al., 2014). Low back pain tends to be non-specific in most cases with only 10% of 

cases with identifiable specific causes and when back pain is persistent for several 

months, the resulting disability worsens with increasing duration of pain (Krismer & 

Van Tulder, 2007). 

Chronic back pain often results in loss of function, associated distress, behavioural 

problems, limited daily functioning ability besides work disability and dependence on 

others for care (Krismer & Van Tulder, 2007). It is known that after six months of 

back pain related sick leave, fewer than 50% return to work, and after 2 years’ 

absence from work it is likely to become permanent (Watson, Main, Waddell, Gales, 

& Purcell-Jones, 1998). Back pain sufferers cost hundreds of millions of dollars every 
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year and are considered a major economic burden for the health system. Therefore, 

back-pain care services are an essential aspect of healthcare delivery. This following 

section addresses back pain care, with description of the definitions of back pain, 

impact of back pain on individuals and the economic burden caused by back pain. 

1.7.1 Definition of Back pain  

Back pain is pain felt in the back along the spine and the anatomic classification of 

back pain follows the segments of the spine: neck pain (cervical), middle back pain 

(thoracic), lower back pain (lumbar) or coccydynia (tailbone or sacral pain) with the 

lumbar vertebrae area most common for pain (Duthey, 2013a; Ehrlich, 2003; Kleinig, 

Brophy, & Maher, 2011). Lower back pain is pain located between the 12th rib and 

the inferior gluteal folds (Krismer & Van Tulder, 2007). Defining back pain is 

complex, as back pain is neither a disease nor a diagnostic entity and is syndromic 

in presentation, seldom with a single identifiable cause and often non-specific 

(Ehrlich, 2003). For the purpose of this thesis, the term ‘back pain’ and ‘lower back 

pain’ are used interchangeably.  

1.7.2 Medical classification of back pain 

Back pain may occur as acute (sudden and intense), sub-acute (between acute and 

chronic), or chronic (persisting for a long time or constantly recurring) depending on 

the duration. While acute and sub-acute pain represents the early manifestation of 

the condition, chronic low back pain is associated with high levels of disability, 

characterising the late stages of the condition (Krismer & Van Tulder, 2007). The 

pain may be characterised as a dull ache, shooting or piercing pain, or a burning 

sensation. Depending on the location pain may radiate into the arms and hands as 

well as the legs or feet, and may include paraesthesia (tingling with no apparent 
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cause), weakness or numbness in the legs and arms (Kleinig et al., 2011). The pain 

may be caused due to muscles, nerves, bones, joints or other structures in the 

vertebral column (spine). Internal structures such as the heart, gallbladder, and 

pancreas may also cause referred pain in the back. 

1.7.3 Lower back pain (LBP) 

Back pain is common, with about nine out of ten adults experiencing it at some point 

in their life, while five out of ten working adults having it every year (Patel & Ogle, 

2000). When no specific pathology is associated with causing back pain, the term 

‘non-specific low back pain’ (LBP) is utilised and 90% of individuals experience non-

specific LBP (Ehrlich, 2003). One-year prevalence of non-specific LBP is estimated 

to be 15% to 45% and the lifetime prevalence is estimated at 60% to 70% among 

developed countries (Duthey, 2013a). For this thesis, responses by women of having 

experienced back pain in the 12 months prior to the survey were considered for 

analysis. 

LBP is categorised into three types; when LBP occurs suddenly after a minimum 

period of six months without a history of LBP and lasts for less than six weeks, it is 

considered as ‘acute LBP' (Ehrlich, 2003). When LBP occurs suddenly after a period 

of a minimum of six months without LBP and lasts for between six weeks and three 

months, it is considered as ‘sub-acute' (Ehrlich, 2003). LBP lasting for more than 

three months, and/or when LBP occurs episodically within a six-month period, it is 

considered as ‘chronic LBP’ (Krismer & Van Tulder, 2007).  

However, it is rare for it to be permanently disabling, and in most cases of herniated 

disks and stenosis, rest, injections or surgery have similar general pain resolution 

outcomes on average after one year. In the United States, acute low back pain is the 
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fifth most common reason for physician visits and causes 40% of missed days off 

work (Manchikanti, Singh, Datta, Cohen, & Hirsch, 2008). Additionally, it is the single 

leading cause of disability and one of the five leading cause of disability-adjusted life-

years (DALYs) worldwide (Murray et al., 2015). 

1.7.4 Non-specific back pain 

While a minority of back pain has identifiable causes, most non-specific back pain is 

of vague origin and may result from several factors such as lifestyle factors, heavy 

physical work, occupational risk factors, awkward static or dynamic postures, manual 

work, lifting and psychological factors (Duthey, 2013a). A range of psychological and 

occupational factors have shown to be linked with both the occurrence and chronicity 

of back pain (Krismer & Van Tulder, 2007). Factors such as obesity and pregnancy 

can contribute back pain by disrupting the natural curvature of the spine (Ehrlich, 

2003). Risk factors for back pain include trauma, cancer, use of systemic steroids, 

drug abuse or human immunodeficiency virus (HIV) infection. In such cases, 

neurological symptoms, weight loss or thoracic pain may be present depending on 

the related cause and, additionally, neurological signs and structural deformities can 

often be exhibited (Krismer & Van Tulder, 2007).  

1.7.5 Specific low back pain (Specific LBP) 

Specific LBP is a term restricted to LBP with identifiable causes and accounts for 

less than 20% of LBP cases, the probability that a case of back pain has a specific 

cause is only 0.2% of all LBP cases (Ehrlich, 2003). These cases include back pain 

resulting from trauma (i.e. moving vehicle accident, fall), osteoporosis with fractures, 

prolonged use of corticosteroids among older people, vertebral infections; tumours, 

metabolic bone disease, psychogenic pain and congenital disorders (Ehrlich, 2003). 
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In this thesis, as the data is gathered through self-reporting by back-pain sufferers, 

the type of back pain is not specified. 

1.7.6 Risk factors for LBP 

When LBP results from specific causes, certain signs and symptoms are shown to 

be common. For example, violent trauma causing back pain may present with 

constant, progressive, non-mechanical pain associated with severe restriction of 

lumbar flexion (Krismer & Van Tulder, 2007). Often, when LBP is due to specific 

causes occurring in individuals over 55 years of age, the causes may be related to 

cancer, use of systemic steroids, drug abuse or human immunodeficiency virus (HIV) 

infection. In such cases, neurological symptoms, weight loss or thoracic pain may be 

present depending on the related cause and, additionally, neurological signs and 

structural deformities can often be elicited (Krismer & Van Tulder, 2007). 

While a minority of LBP cases have identifiable causes, most LBP (non-specific) is of 

obscure origin and may result from several factors such as lifestyle factors, heavy 

physical work, occupational risk factors, awkward static or dynamic postures, manual 

work, lifting and psychological factors (Duthey, 2013b). range of psychological and 

occupational factors have shown to be linked with both the occurrence and chronicity 

of back pain (Krismer & Van Tulder, 2007). Although the erect posture of humans 

can be a predisposing factor for back pain, the natural curvature of the spine 

counteracts such risk, except in conditions where distortion of the spinal curves is 

triggered by factors such as obesity or pregnancy (Ehrlich, 2003). Low abdominal 

strength or lumbar lordosis has also been shown to play a role in LBP (Ehrlich, 

2003). Running, jogging, driving vehicles, sitting in inadequately responsive chairs 

and heavy lifting are also known to be risk factors for back pain (Ehrlich, 2003). 
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Research has shown some evidence that both current smokers and former smokers 

have a higher risk for back pain in comparison to those who have never smoked 

(Shiri, Karppinen, Leino-Arjas, Solovieva, & Viikari-Juntura, 2010). 

Psychological factors such as stress and anxiety have also been shown to be linked 

to the onset of back pain, while distress and depressive mood have been associated 

with the chronicity of back pain (Krismer & Van Tulder, 2007). Poor job satisfaction 

seems to play a major role in the onset and chronicity of back pain and research has 

shown that although job dissatisfaction is strongly linked to back pain among 

younger men, this predisposition equalises itself among both genders as they get 

older (Ehrlich, 2003). 

1.7.7 Biomechanics of LBP 

The biomechanics o can be complex and non-specific LBP may involve several 

tissues including muscles, ligaments, joint capsule cartilage, soft connective tissue 

and blood vessels (Duthey, 2013a). The tissues involved in back pain may be 

strained, stretched, pulled or sprained producing inflammation and releasing 

inflammatory chemicals (i.e. cytokines, chemokines). These inflammatory chemicals 

stimulate the nerve fibres causing pain and swelling (Duthey, 2013a). Although disc 

herniation and spinal stenosis are often considered as risk factors for back pain, and 

despite surgical intervention in these conditions, the outcomes tend to be highly 

varied and such surgeries have rarely been shown to alleviate back pain definitively 

(Duthey, 2013a; Ehrlich, 2003). Overall, the mechanism of back pain can be 

obscure, and the diagnosis of back pain may be complex making treatment of back 

pain uncertain. 
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1.7.8 Back pain related symptoms/co-morbidities 

There is much evidence that pain conditions such as back pain are often associated 

with co-morbidities (Dworkin, Von Korff, & LeResche, 1990). A number of conditions 

and symptoms including headache, depression, anxiety, sleeping problems, fatigue 

and weakness have been linked to LBP (Bingefors & Isacson, 2004). Due to the 

influence of psychological factors involved in the onset and progression of back pain, 

studies recognise psychological problems as being intimately associated with pain 

(Bingefors & Isacson, 2004). A population-based survey of 4,056 people aged 

between 20-64 showed that headache, as co-morbidity, was strongly linked to back 

pain (Bingefors & Isacson, 2004). In this study, headache, sleeping problems, 

anxiety and depressive symptoms were among the co-morbidities in both genders 

linked to back pain and pain in the extremities. Headache, depressive symptoms, 

sleeping problems and anxiety were among the highly-ranked co-morbidities for back 

pain and pain in the extremities among women (Bingefors & Isacson, 2004). 

Research suggests that psychological factors may cause pain conditions or are 

expressed as pain (Von Korff, Dworkin, Le Resche, & Kruger, 1988). It is also 

suggested that pain may cause mental health problems and that conditions such as 

depression may share common pathogenic mechanism with pain manifestation 

(Breslau, Davis, Schultz, & Paterson, 1994). 

Musculoskeletal pain may often manifest as widespread pain along with LBP. While, 

widespread pain preceding LBP is a strong predictor of chronic LBP, repeated 

incidences of acute LBP are known to evolve gradually into widespread pain 

conditions (Natvig, Bruusgaard, & Eriksen, 2001). Such manifestations of pain 

associated with LBP may include neck pain, leg pain, sciatica, arm pain, muscle 
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spasms or stiffness. LBP may present as a symptom of fibromyalgia syndrome, 

which is a long-standing condition in which patients often self-report multitude of 

symptoms such as weakness, fatigue and stiffness (R. S. Weiner, 2001). Further, 

fibromyalgic patients may also report symptoms of Irritable Bowel Syndrome (IBS), 

which is characterised by nausea, weakness, fatigue and back pain as well as other 

digestive symptoms (Ehrlich, 2003). Even without the presence of fibromyalgia, 

those suffering from IBS may experience the above symptoms (Thompson, Heaton, 

Smyth, & Smyth, 2000). In addition, sciatica, a painful condition caused by 

compression of a nerve root in the lower back, manifests as back pain associated 

with radiating pain to the lower extremities and the sensation of pins and needles 

(Konstantinou & Dunn, 2008). Back pain is associated with many other conditions 

and those suffering from back pain may not only consult a medical practitioner or a 

physiotherapist for their back pain, but also use over the counter medication for a 

range of symptoms associated with back pain. 

Therefore, it is important to understand back pain sufferers’ use of health care 

system for back pain in co-relation to a range of back-pain related symptoms. This 

thesis, analyses the prevalence of medical practitioner consultations for back-pain 

related symptoms, factors associated with back pain sufferer’s choice of medical 

practitioners for back pain related symptoms. 

1.7.9 Economic influences on back pain care 

Back-pain care has been shown to pose a significant economic burden on 

individuals and healthcare systems in order to cover diagnostic costs, health care 

interventions and disability compensation. Chronic back pain care in particular 

accounts for the highest consumption of economic resources (Maetzel & Li, 2002). In 
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the absence of definitive clinical guidelines for back-pain care, the costs toward 

computerised tomography (CT) or other diagnostic imaging, as well as treatments, 

may often increase the overall economic burden of back-pain care (Maetzel & Li, 

2002). Back pain care involves both direct and indirect costs. While direct costs are 

for diagnosis, hospital care, rehabilitation, ancillary treatments including medical and 

allied health, the indirect costs comprise loss of earnings and loss of productivity (B. 

Walker, Muller, & Grant, 2003). Despite public health and private health cover for 

costs associated with back-pain care, back-pain sufferers not only rely on their GPs 

for care but concurrently explore a range of other back-pain care options, which incur 

out-of-pocket expenditure. The various components of back pain-care seeking 

comprise, firstly, visits to a GP, purchase of medications, follow up consultations. 

Secondly, diagnostic tests. Thirdly, visits to physiotherapists and/or allied health care 

professionals. Fourthly, besides specialist consultations, many back-pain sufferers 

purchase over-the-counter pain management products. 

1.8 Overview of the Australian healthcare system 

As context for this thesis, Medicare is Australia’s universal healthcare scheme 

primarily subsidises medical costs for citizens and permanent residents. Healthcare 

in Australia is also provided by private medical practitioners and by private or public 

hospitals paid by the private insurance or government agencies, and the balance by 

the patient (Australia, 2010). Medicare users receive a benefit against healthcare 

costs for visiting a GP and medical specialists, medical investigations, and surgical 

interventions. On the other hand, Medicare provided rebates for consulting a 

Medicare registered allied health practitioners such as physiotherapists. Referral 

from a GP is required for users to claim the rebate for allied healthcare visits. 



16 

 

Medicare provides rebates for a capped number of GP referrals each year, additional 

visits must be paid out of pocket or by the user's private insurer, which may lead to 

an increase in premium costs. In the Medicare framework GPs are the primary 

contact healthcare providers, facilitating access to other health and related services 

and coordinating care for those with complex and chronic care needs. This is 

consistent with findings of other studies that also reported that GP's were the primary 

source of contact (Becker et al., 2010; Picavet, Struijs, & Westert, 2008). GP 

services are covered by the universal healthcare scheme in Australia, with GP’s as 

the primary healthcare providers and a gateway to the healthcare system. GP’s are 

pivotal in referring patients to medical specialists and allied healthcare services such 

as physiotherapy.  

1.9 Overview of back-pain care provision and providers in Australia 

Back-pain sufferers can draw upon a wide range of possible treatment providers in 

Australia who can be identified as comprising three main provider categories: 

Medical practitioners ` those core to the biomedical model and medical curriculum. 

These include: GPs, orthopaedic specialists, neurologists and rheumatologists (B. F. 

Walker, Muller, & Grant, 2004c; Xue et al., 2008). Allied health care practitioners 

those associated with the biomedical model and who traditionally closely assist the 

medical profession in service provision. These include physiotherapists, nurses and 

pharmacists (Broom, Kirby, Sibbritt, Adams, & Refshauge, 2012). 

1.9.1 Medical back-pain care provision  

Most of the back pain sufferers in Australia seek help from a GP and less than 5% 

have a follow-up visit with a medical specialist (B. F. Walker, Muller, & Grant, 
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2004a). 35% of mid-aged Australian women who suffered from back pain consulted 

a medical practitioner (Broom et al., 2012).  

1.9.2 General practitioners (GP) 

Healthcare system in Australia is designed having GP as a primary contact. The 

2012 census on general practice indicated that there are 79,653 practicing GPs in 

Australia (Australian Institute of Health and Welfare, 2014). A survey in 2011 found 

that 13% of Australians had visited a GP at least once in the previous 12 months, 

64% had visited at least twice, 47% had visited four times or more (Australian 

Bureau of Statistics, 2014).  GPs’ services cover most of their patients’ healthcare 

needs including, diagnosis, prescription of medicines, treatments for management of 

symptoms and referral to specialists or other health services. GPs visits in Australia 

are funded by Medicare; covering 85% of individuals’ costs, unless the individual is 

bulk billed. 

1.9.3 Medical Specialist  

As discussed earlier 5% of back pain sufferers visit a medical specialist. In Australia 

care for back pain is mainly provided by orthopaedic specialists, neurologists and 

rheumatologists. 

1.9.3.1 Orthopaedic Specialists 

The role of an orthopaedic specialists is limited to conditions pertaining to the 

musculoskeletal system including bones, joints, muscles, ligaments and tendons. 

The approaches adopted by an orthopaedic specialist are providing medical, 

physical, rehabilitation support and surgery when required. Orthopaedic specialists 

receive referrals from GPs especially when further medical investigations are 

necessary and/or when there is a need for surgery. Patients are referred to an 

orthopaedic specialist by GPs especially when back pain is associated with spinal 
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injuries and/or where surgery is recommended (Australian Institute of Health and 

Welfare, 2014). 

1.9.3.2 Neurologist  

In the case of musculoskeletal injuries associated with neurological damage (e.g. 

vertebral disc prolapses causing compression of spinal cord) GPs refer patients to a 

neurologist (Kleinig et al., 2011). Generally, neurologists are specialised in treating 

neurological conditions related to the brain and spinal cord. However, patients with 

neural conditions affecting their muscles are referred to a neurologist. In Australia, 

individuals with back pain present when neurological signs and symptoms GPs refer 

them to a neurologist for further assessment and treatment (Australian Institute of 

Health and Welfare, 2014). 

1.9.3.3 Rheumatologists  

Rheumatologists attend to individuals presenting with conditions associated with 

joints, muscles and bones such as arthritis, autoimmune connective tissue disease, 

spinal disorders, soft tissue disorders, osteoporosis and chronic musculoskeletal 

pain conditions (Australian Rheumatology Association, 2017). GPs refer patients to a 

rheumatologist when back pain sufferers present with pain associated with 

inflammation (Boonen et al., 2005). 

1.10 Medical back pain care treatments 

Individuals visiting a GP with a non-specific low back pain (90% of all patients with 

back pain), the clinical guidelines for the management of back pain even though has 

some variation in diagnosis and treatment by GPs and specialist but generally similar 

across many countries.  most common type of back pain (representing is met with 

some variations in diagnosis and treatment by GPs and specialists despite a general 
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consensus about the clinical guidelines for the management of back pain within, and 

between, countries (B. Koes, Van Tulder, & Thomas, 2006; B. W. Koes et al., 2010).  

1.11 Medical prescriptions 

The clinical guidelines for the management of acute or sub-acute and chronic back 

pain can suggests a multidisciplinary treatments that includes exercise and 

behavioural therapy along with prescription of medication (Chou & Huffman, 2007b; 

B. Koes et al., 2006). Prescription of medication is the most common approach 

adopted by GPs and Specialists (Chou & Huffman, 2007a). Commonly 

prescribed/used medications in back- pain care including prescription only and 

medications available for purchase over-the-counter. The prescriptions for back pain 

include analgesics, non-steroidal anti-inflammatory drugs (NSAIDs), muscle 

relaxants, opioids and antidepressants (Dagenais, Tricco, & Haldeman, 2010).  

1.11.1 Analgesic  

The commonly prescribed analgesic is acetaminophen generically known as 

paracetamol, even though the current clinical guidelines do not recommend the use 

of paracetamol it is widely prescribed in the management of back pain for its pain-

relieving property with few side effects (R. A. Davies, Maher, & Hancock, 2008). In 

more recent times the clinical guidelines recommend the use of Non-steroidal anti-

inflammatory drugs (NSAIDs) in the management of back pain (B. W. Koes et al., 

2010).  

1.11.2 Non-steroidal anti-inflammatory drugs and muscle relaxants  

Some commonly used over the counter, as well as prescription NSAIDs, in Australia 

include aspirin (in brands such as Disprin), ibuprofen (in brands such as Nurofen), 

naproxen (in brands such as Naprosyn), diclofenac (in brands such as Voltaren) and 
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celecoxib (in brands such as Celebrex) (National Institute of Neurological Disorders 

and Stroke, 2017). Generally, NSAIDs are used when back pain is not relieved by 

paracetamol (B. W. Koes et al., 2010). Study have found that NSAIDs are effective in 

the management of intense back pain (Chou & Huffman, 2007a). Muscle relaxants 

are extensively use in the treatment of non-specific back pain, clinical guidelines in 

many European countries recommend the use of muscle relaxants (B. W. Koes et 

al., 2010).  However, in Australia muscle relaxants are not a preferred 

recommendation for back pain (P. Brooks et al., 2003).  

1.11.2.1 Role of NSAIDs and muscle relaxants and their side-effects  

Until 2000, clinical guidelines around the world for back-pain care recommended 

paracetamol as the first line of treatment (B. W. Koes, van Tulder, Ostelo, Burton, & 

Waddell, 2001). Although non-steroidal, anti-inflammatory drugs (NSAIDs) have 

been given prominence in more recently published clinical guidelines, paracetamol is 

still often mentioned as a useful drug in acute back pain and a drug of choice for 

short periods in chronic low back pain (R. A. Davies et al., 2008). NSAIDs are used 

as second choice in back-pain care in cases where paracetamol is not sufficient (B. 

W. Koes et al., 2010). A systematic review of paracetamol for non-specific low back 

pain found that the effect of paracetamol treatment on pain outcomes was not 

statistically significant for acute as well as chronic back pain (R. A. Davies et al., 

2008). Cochrane review found that short-term use of NSAIDs was effective in acute 

low back pain and did not require additional analgesics (Chou & Huffman, 2007a). In 

chronic back pain, ibuprofen was found to be effective (Chou & Huffman, 2007a). 

There is little data on long-term benefits and harms associated with use of NSAIDs in 

low back pain and studies report that use of NSAIDs was no more effective than 

non-pharmacological interventions such as physical therapy or spinal manipulation 
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(Chou & Huffman, 2007b). Further, Muscle relaxants such as dantrolene, baclofen, 

tizanidine have shown to be efficacious in acute low back pain, and skeletal muscle 

relaxants have shown to be slightly superior to placebo for short-term use (Chou & 

Huffman, 2007a). However, skeletal muscle relaxants are known to be associated 

with a number of side effects (Chou & Huffman, 2007a). 

1.11.3 Opioids, antidepressants and other therapeutic recommendations 

Opioids are a preferred choice in most developed countries in the management of 

back pain. However, countries like New Zealand do not recommend the use of 

opioids for the management of back pain (Ministry of Health, 2011). One study 

showed very low quality evidence that opioids had no difference in pain relief or 

improvement in functional ability compared to another NSAID (i.e. naproxen) 

(Jamison, Raymond, Slawsby, Nedeljkovic, & Katz, 1998). On the other hand, a 

study found that 85% of LBP patients reported adverse events such as constipation 

and sedation (Hale, Dvergsten, & Gimbel, 2005).  

Antidepressants are prescribed to individuals with back pain when there are clear 

signs of depression (B. W. Koes et al., 2010). However, Australian clinical guidelines 

for the management of back pain do not recommend the use of antidepressants (P. 

Brooks et al., 2003). One systematic review found antidepressants to be more 

effective than placebo for pain relief in chronic low back pain (Salerno, Browning & 

Jackson, 2002). However, antidepressants for LBP have been reported to be 

associated with higher risk for adverse effects compared to placebo and the adverse 

effects commonly include dry mouth, drowsiness, dizziness and constipation (Chou, 

Roger & Huffman, Laurie Hoyt, 2007).  
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Clinical guidelines on LBP encourage patients to progressively be physically active 

and strictly discourage long-term bed rest (B. W. Koes et al., 2010). Manipulation 

therapies like spinal manipulations are recommended for patients who do not 

respond to other treatments, particularly in the European countries like Austria, Italy, 

Netherlands and UK  (Chou & Huffman, 2007b; B. W. Koes et al., 2010). However, 

Australia does not recommend manipulative therapy but encourages physical activity 

(B. W. Koes et al., 2010).  

1.11.4 Invasive procedures  

Invasive procedures for back pain like injection of corticosteroid and analgesic into 

the joint facets for pain relief but not recommended for individuals with non-specific 

back pain (van Tulder, Koes, & Bouter, 1995).  Surgical intervention is consider 

among individuals with back pain associated with degenerative joint conditions 

changes like degenerative lumbar spondylosis (B. W. Koes et al., 2010).   

Overall, many patients with back pain consult GPs, a small proportion of back pain 

sufferers are treated by specialist doctors, and back pain sufferers take analgesics, 

NSAIDs and/or opioids for pain relief. A certain subgroup of patients may also 

undergo invasive treatments such as joint facet injections and surgical interventions. 

Many back pain sufferers also receive information on being active and use of 

exercise from medical practitioners. Further, Australian GPs refer patients to 

physiotherapist and CAM practitioners like acupuncturists and chiropractors (Cohen, 

Penman, Pirotta, & Costa, 2005; D. Sibbritt et al., 2016).  

1.12 Allied healthcare for back pain 

As already discussed, allied healthcare providers for back pain include 

physiotherapists, nurses, and pharmacists.   
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1.12.1 Physiotherapists  

Physiotherapists in Australia use physical treatments to manage a range of 

movement disorders and assist their patients in regaining optimal function 

(Australian Physiotherapy Association, 2017). Physiotherapists are trained to support 

patients with musculoskeletal conditions (Australian Physiotherapy Association, 

2017). According to 2011 census there about 20,081 physiotherapists in Australia 

(Australian Bureau of Statistics, 2014). An Australian population based study 

revealed that 54.2% of Australian women with back pain had visited a 

physiotherapist for their back pain (D. Sibbritt et al., 2016). Another similar Australian 

study has reported that 8% of adults have primarily approached a physiotherapist for 

their back pain (B. F. Walker et al., 2004a). Physiotherapists focus on assessing 

back pain sufferers with exercise therapy and educate patients on physical activity 

and active lifestyle (Bekkering et al., 2003). Studies have shown that patient 

education on back pain care reduces disability and improves the quality of life 

(Moseley, 2002).  

1.12.2 Practicing nurse and Pharmacists  

Other allied healthcare workers in Australia include practicing nurse, pharmacists. 

Practicing nurses and pharmacists play a key role in the back pain care.  Practicing 

nurses in Australia are able to prescribe schedule 2 drugs like paracetamol, as well 

as, advise patients on self-care for back pain and educate patients about the 

invasive procedures (Hartley, Neubrander, & Repede, 2012). On the other hand, 

pharmacists in Australia play an important role in dispensing prescriptions, 

counselling customers on over-the-counter medications and educating customers on 

prevention and health promotion (Pharmaceutical Society of Australia, 2017). 

Pharmacists work as consultant pharmacists, community pharmacists or hospitals, 
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as well as, provide over-the-counter analgesics and NSAIDs (where appropriate) for 

customers with back pain. Pharmacists are readily accessible without prior 

appointments during working hours and are well positioned to offer product 

information and/or advice and refer patients for back pain care (Silcock, Moffett, 

Edmondson, Waddell, & Burton, 2007). (Silcock et al., 2007).  

Overall, allied healthcare workers give information on self-care for back pain, advice 

on activity/exercise, prescribe/counsel on pain relieving medications (mainly nurses 

and pharmacists), offer physical treatment (mainly physiotherapists) for improving 

the quality of life for individuals suffering from back pain. 

1.13 The use of complementary and alternative medicine for back pain  

Australian individuals experiencing back pain seek help from CAM practitioners 

(Xue, Zhang, Lin, Da Costa, & Story, 2007). A largest Australian longitudinal study 

reported women with long term back pain self-prescribed CAM treatments alongside 

medical treatments (D. W. Sibbritt & Adams, 2010b). An Australian study reported 

that 76% of Australian women aged 60-65 years in the year 2010 consulted a CAM 

practitioner including for back pain advice (Murthy et al., 2014a). It is a common 

practice in the west to visit an acupuncturist, a chiropractor or massage therapist for 

back pain (Côté, Cassidy, & Carroll, 2001; Murthy et al., 2014a). Internationally the 

use of herbal medicines, vitamins/minerals and/or supplements by back pain has 

been reported (Murthy et al., 2014a). Studies on the efficacy of CAM therapies for 

back pain reported massage therapy to be effective over osteopathy and 

acupuncture (Cherkin, Sherman, Deyo, & Shekelle, 2003).  

CAM treatments are perceived to be “natural” and having less adverse effects 

(Millar, 2001; Palinkas, Kabongo, & Network, 2000; Shmueli, Igudin, & Shuval, 
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2011). Furthermore, dissatisfaction with medical care, long waiting period and lack of 

accessibility are some of the reasons for individuals with back pain to approach a 

CAM practitioner (Kirby, Broom, Sibbritt, Adams, & Refshauge, 2013).  

1.14 Integration of healthcare options for back pain 

Individuals with back pain utilise medical medical, allied healthcare and CAM 

practices (Haetzman, Elliott, Smith, Hannaford, & Chambers, 2003; Murthy et al., 

2014a; Xue et al., 2007). A study of women US reported 41% of participants suffered 

from back pain and 34% utilised CAM for their condition (Wade, Chao, Kronenberg, 

Cushman, & Kalmuss, 2008). According to an Australian survey individuals with back 

pain who approach a GP for treatment are more likely to visit a chiropractor or 

acupuncturist (Xue et al., 2007) when compared with those who do not approach 

their GP. While there is cultural and political diversity inducing CAM use globally, 

chiropractic, massage, acupuncture, and osteopathy appear to be the most 

commonly utilised CAM therapies for treating back pain (Côté et al., 2001; Xue et al., 

2007). However, the extent of integration of all the healthcare options and healthcare 

providers is unknown. 
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2. Literature review  

2.1 Chapter Introduction 

The aim of the review was to examine the current prevalence, pattern, and use of 

medical and allied healthcare services among people with back pain. The purpose of 

this chapter is to provide a detailed overview of the current international literature on 

the use of medical, allied and CAM health care for back pain further to what has 

already been identified as the key issues in the Background Chapter. A 

comprehensive search of literature between the years 2000 and 2015 was 

undertaken in light of medical, allied and other healthcare utilisation among 

individuals with back pain.  

 

2.2 Search design 

MEDLINE, CINHAL, DARE, EBSCO, AMED, SCOPUS and PubMed databases were 

searched, using the following search terms: back OR “back pain" OR "lumbar" OR 

"spinal" OR "low back ache" OR "disc prolapse" OR "sciatica" OR "vertebra*" OR 

"GPs" OR "medical specialists" OR "allied medicine" OR "allied healthcare" OR 

"physiotherapy". The CINHAL, MEDLINE, DARE, EBSCO, SCOPUS, and PubMed 

are the most popular databases for health scholarship. The AMED database was 

chosen as an important resource on allied health scholarship. The database search 

was confined to peer-reviewed articles published in the English language. 

 

The search results were imported into Endnote X7 (Thomson Reuters, New York, 

NY, USA), a bibliographic management system software program. All duplicate items 
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were removed, and the remaining papers were screened and assessed by titles and 

abstracts. The criteria for inclusion in the review were: peer-reviewed articles, 

research-based articles presenting empirical findings with a focus on medical and 

allied healthcare use among people with back pain, or medical and allied healthcare 

use amongst a broader population where medical and allied healthcare use for back 

pain was clearly identifiable. Individual case reports and medical and allied 

healthcare clinical trials on back pain were excluded from the review. In 

circumstances where the abstract is insufficient in providing sufficient detail on the 

paper, the full article was retrieved and examined to make a final decision regarding 

inclusion or exclusion of such papers for the review. 

2.3 Introduction 

Back pain is one of the common and debilitating non-communicable disorders with 

an average lifetime prevalence of 70% (Murthy et al., 2014a; Nachemson, Waddell, 

& Norlund, 2000; B. F. Walker, Muller, & Grant, 2004b; Webb et al., 2003). The 

likelihood of its recurrence and chronicity it significantly reduces the quality of life of 

individuals with back pain (Andersson, 1999; Chou et al., 2007; B. Koes et al., 2006; 

Pillastrini et al., 2012). Due to lack of effective management interventions (B. Koes et 

al., 2006; Pillastrini et al., 2012) back pain poses major constraints on individuals, 

health systems and social care systems across developed countries (P. M. Brooks, 

2006; D Hoy et al., 2010; Juniper, Le, & Mladsi, 2009; Maniadakis & Gray, 2000; van 

Tulder et al., 1995; Woolf & Pfleger, 2003). In Australia alone, the direct and indirect 

economic burden exceeds $AUD 9.17 billion per annum (Buchbinder, Jolley, & 

Wyatt, 2001; Economics, 2001).  
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2.4 Prevalence/incidence 

Back pain affects a large proportion of the adult population (B. F. Walker et al., 

2004b) and is the most prevalent musculoskeletal conditions (P. M. Brooks, 2006; 

Woolf & Pfleger, 2003). Back pain is the second most common complaint in general 

practice (Broom et al., 2012; Haetzman et al., 2003) and unresolved back pain 

results in reduced physical function and psychological distress (Furlan et al., 2005). 

Hence back pain sufferers tend to explore a wide range of healthcare options. 

Women and individuals with previous history of back pain, individuals with severe 

back pain and suffering from disability from back pain are more likely to seek help 

(Ferreira et al., 2010). Back pain sufferers consult medical, allied and CAM 

practitioners (Cohen et al., 2005; Haetzman et al., 2003; Licciardone, Brimhall, & 

King, 2005; Rainville, Bagnall, & Phalen, 1995; Tulder, Scholten, Koes, & Deyo, 

2004; Williams et al., 2009).  

2.4.1 Healthcare utilisation among women with back pain  

There is increasing evidence that women with back pain tend to be also higher users 

of medical care, studies reported that US women consult a medical practitioner for 

their back pain care (Burke, Upchurch, Dye, & Chyu, 2006; Wade et al., 2008). 

2.4.2 Healthcare utilisation among Australian women with back pain 

In Australia, women with back pain utilise a range of healthcare services that include 

medical healthcare services (General Practitioners and Medical Specialists) and 

allied healthcare services (Physiotherapists) (Kirby, Broom, Sibbritt, Adams, et al., 

2013; Kirby, Broom, Sibbritt, Refshauge, & Adams, 2013; D. W. Sibbritt & Adams, 

2010a). Previous reports have focused on the prevalence of CAM use and 

associated factors amongst a random selection of the national population (Murthy et 
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al., 2014a, 2014b; Murthy, Sibbritt, & Adams, 2015; Steel et al., 2012). Studies have 

found an increase in the use of CAM (Adams et al., 2013; Barnes, Bloom, Nahin, & 

Statistics, 2008). But little is known about the integration of healthcare options 

(medical and allied healthcare) utilised specifically by women with back pain.  

2.5 Referral practices  

GPs are the primary source of referrals to medical specialists and/or 

physiotherapists (Hensher, 1997; Jørgensen & Olesen, 2001). The main reasons for 

referring back pain patients to a medical specialist is for surgical or non-surgical 

advice/intervention (Speed & Crisp, 2005). On the other hand, referrals to a physiotherapist 

include, pain not resolving in two weeks, inability to work, daily lifestyle affected and 

having problems with sleep (Pinnington, Miller, & Stanley, 2004). GPs referrals are 

more cost effective than direct physiotherapist access as it is feasible and 

acceptable for the back pain sufferers and the general practice could easily recoup 

the cost for additional physiotherapy visits (Pinnington et al., 2004). It is been 

reported that the location of the practice and perceived need for therapy influenced 

the referral process (Jørgensen & Olesen, 2001). A New Zealand study reported that 

physiotherapists receive a referral from GPs for accident related back pains (Love, 

Dowell, Salmond, & Crampton, 2004). Suggesting a lot of factors influence GPs to 

refer back pain sufferers to a physiotherapist.    

 

2.6 CAM use for back pain   

Furthermore, in the recent years studies have reported a persistent growth in the use 

of CAM for back pain care (Adams et al., 2013; Barnes et al., 2008). Each year 

Australians spend over $4 billion on CAM and visit CAM practitioners almost as 
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frequently as they do conventional medical (Xue et al., 2007). Individuals with back 

pain utilise CAM alongside medical and allied healthcare (Haetzman et al., 2003; 

Murthy et al., 2014b; Xue et al., 2007). Women are higher users of health services 

than men and tend to use CAM frequently for musculoskeletal conditions. A US 

women study reported 41% of participants suffered from back pain and 34% utilised 

CAM for their condition (Wade et al., 2008). However, very little is known about the 

attitudes of medical and allied healthcare practitioners towards CAM practitioners 

with regards to back pain care. Moreover, the extent of integrations among all the 

healthcare options available for back pain care is unknown. All the studies on the 

effectiveness of integration treatments for back pain (medical, allied, and CAM) 

remain inconclusive (Barnes et al., 2008; Cherkin et al., 2003; Critchley, Ratcliffe, 

Noonan, Jones, & Hurley, 2007; Eisenberg et al., 2007; Foster, Thompson, Baxter, & 

Allen, 1999; Gracey, McDonough, & Baxter, 2002; Molsberger, Zhou, Arndt, & 

Teske, 2008; Tekur, Singphow, Nagendra, & Raghuram, 2008).  

 

2.7 Conclusion  

There is a lack of detailed empirical investigation regarding the integration of medical 

and allied healthcare utilisation among Australian women with back pain. The 

proposed research will investigate the prevalence of medical and allied healthcare 

utilisation and integration of healthcare options among Australian women suffering 

from back pain, drawing upon data collected as part of a national representative 

sample of Australian Longitudinal Study on Women’s Health (ALSWH) survey. 

Through an examination of women’s healthcare use, this study will provide novel 

empirical insight into the use of medical and allied healthcare integrations among the 
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practices in back pain care. This will provide valuable current information regarding 

the use of healthcare practices in back pain care and its implications for women's 

health and well-being. 

 

The results from this study will provide important insights of interest and benefit to 

patients, practitioners and policy makers. Further, understanding and analysis of 

issues around medical and allied healthcare use are essential for determining the 

need for and the nature of initiatives by governments and healthcare agencies to 

enhance the safety, quality and effectiveness of health service provision and 

organisation (for medical healthcare and allied healthcare practices/practitioners). 

Therefore, in its methodology, this study adopts a HSR approach to critically 

examine the Australian women’s use of integrated medical healthcare for back pain. 

Therefore, this research firstly examines the prevalence of medical and allied 

healthcare utilisation usage amongst Australian women with back pain. Secondly, it 

examines the back pain characteristics among Australian women with back pain. 

Finally, the integration of healthcare options between medical and allied healthcare 

utilisation were examined. The research informs the healthcare providers and policy 

makers the current trends of medical and allied healthcare utilisation among women 

with back pain and the prevalence of integration among the medical and allied 

healthcare services. 
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3. Methodology 

The purpose of this chapter is to provide an outline of the methodology employed in 

this study. The study will have two main components: 1) to examine the literature on 

the use of medical and allied healthcare utilisation for back pain through a literature 

review, and 2) to conduct an empirical examination of the use of medical healthcare 

services and allied healthcare services use by back pain sufferers. This second 

component utilises data from the ALSWH survey to examine the integration of 

healthcare options for back pain amongst Australian women, in particular the use of 

medical and allied health care. The analyses firstly will examine the characteristics of 

Australian women who consulted medical and allied healthcare practitioners back 

pain care; and secondly, it investigates the integration among medical and allied 

healthcare services for back pain care.  

3.1 Empirical examination 

This study conducts an empirical examination of the use of medical healthcare 

services and allied healthcare services among Australian women suffering from back 

pain. This section provides an overview of the methods employed in the empirical 

examination of the use of integrated healthcare options for back pain through a sub-

study from the ALSWH survey. This study employs a quantitative design using a 

cross-sectional postal survey. The survey draws upon a nationally representative 

sample of Australian women, which identifies relevant factors that examine women's 

use of medical and allied healthcare services for back pain.  
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3.2 Sample 

The ALSWH was designed to investigate multiple factors affecting the health and 

well-being of women over a 20-year period (Brown et al. 1999). Women in three age 

groups (‘young' 18-23 years, ‘mid age' 45-50 years and ‘older' 70-75 years) were 

randomly selected from the national Medicare database and invited by mail to 

participate in the baseline survey in 1996 (Brown et al. 1999). The respondents have 

been shown to be broadly representative of the national population of women in the 

target age groups (Brown et al, 1999). The focus of this sub-study is women from the 

45-50 years' cohort (i.e. born in 1946-51), of which there were 10,011 women in the 

ALSWH survey conducted in 2010 (survey 6). There were 1,851 women across 

Australia who have reported that they experienced back pain. In 2011, the sub-study 

questionnaires were mailed to these women. Of the 1, 851 women, 5 drop outs from 

ALSWH survey, 2 were deceased, 34 women elected not to participate in the sub-

study, 1 was overseas and 92 women were ineligible as they did not suffer from back 

pain at the time of the survey. A total of 1,310 women (response rate 80.8%) 

completed the survey.  

3.3 Healthcare utilisation 

The women were provided with a list of medical practitioners (i.e. GP, orthopaedic 

specialist, neurologist, and rheumatologist) and allied health practitioners (i.e. 

physiotherapist) and asked how many times they consulted any of them for back 

pain during the previous 12 months.  

The women were also asked to nominate the reasons that were important in their 

decision to consult medical and allied healthcare practitioners. The list of reasons 

included: pain relief; to improve mobility; to improve function; relaxation or stress 



34 

 

relief; and general well-being. In terms of the care received by medical and allied 

healthcare practitioners, the women were asked to rate (i.e. excellent, very good, 

good, fair, poor) their: access to medical and allied healthcare practitioners if they 

need one; access to female medical and allied healthcare practitioners; length of 

wait to get a medical and allied healthcare practitioners' appointment; and quality of 

care received by their medical and allied healthcare practitioners. 

3.4 Back pain  

The women were asked to indicate the amount of time (years) they had back pain 

and how frequently they experienced the back pain, in the previous 12 months. They 

were also asked to rate the intensity of their typical back pain in the previous 12 

months out of 10 (where 0=no pain and 10=worst possible pain).  

3.5 Ethics 

Ethics approval (2015000249) for this analysis from ALSWH was gained from the 

University of Technology Sydney on 3rd June 2015. 

Expression of Interest (EoI) approval (#A544) was gained on 16th September 2014 

from the ALSWH Publications, Sub-studies  

3.6 Questionnaire  

The questionnaire was developed through the collaboration of a multi-disciplinary 

team including experts in conventional medicine, complementary and alternative 

medicine, biostatistics and epidemiology. The questionnaire had 50 questions and 

some questionnaire items were based on survey questions used previously in other 

ALSWH studies (Women’s health Australia 1996; Women’s health Australia 2007; 

Women’s health Australia 2009). Following are the questions included in this study: 
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 Back pain, its intensity, and chronicity. Women were asked about how 

long they have had back pain, the frequency of back pain (never, rarely, 

intermittently, regularly or continuously) (see appendix 2) (Question 2). 

Women were asked about the intensity of pain at its worst, at its best and at 

an acceptable level in the previous 12 months. A 10-point Likert scale, where 

1 = ‘no pain’ and 10 = ‘worst possible pain’ was used to indicate the intensity 

of back pain. 

 Health service utilisation including consultations with allied health 

practitioners. The response categories included a physiotherapist, 

occupational therapist, nurse, pharmacist and any other (see appendix 2) 

(Question 9). Likert scale was used for indicating the frequency of visits as 

none, 1 or 2 times, 3 or 4 times, 5 or 6 times and 7 or more times.  

 Health service utilisation including consultations with medical 

practitioners. The response categories included a general practitioner, 

medical specialists (orthopedic specialist, neurologist, a rheumatologist and 

any other) (see appendix 2) (Question 11). Likert scale was used for 

indicating the frequency of visits as none, 1 or 2 times, 3 or 4 times, 5 or 6 

times and 7 or more times.  

 Demographic characteristics. The marital status, urban/rural residence, 

highest educational qualification the participants had completed and their 

spending ability with regard to medical and allied healthcare utilisation as 

reported in the baseline survey during 2010 (see appendix 1) was utilised to 

extrapolate the demographic characteristics in this sub-study. Postcode of 

residence at the time of sixth ALSWH survey (2010) was utilised to classify a 
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woman’s area of residence as urban or non-urban according to the Australian 

Standard Geographical Classification (ASGC) (Australian Institute of Health 

and Welfare, 2016). Based on the distance by road to the nearest service 

center, SGC classifies areas of residence as ‘major cities', ‘inner regional', 

‘outer regional', ‘remote' and ‘very remote'. The ASGC categories of remote 

and very remote were combined for the ALSWH surveys, as the number of 

participants in these two areas was low. Therefore, the ALSWH classify the 

areas of residence as ‘major cities', ‘inner regional', ‘outer regional' and 

‘remote/very remote'. For the purpose of this thesis, ‘urban' represents a 

combination of ‘major cities', ‘inner regional' and ‘outer regional' and ‘rural' 

represents ‘remote/very remote'. 

Women were asked about their marital status (see appendix 1) (Question 

110) married (registered), de facto relationship (opposite sex), de facto 

relationship (same sex), separated, divorced, widowed, never married). 

Women were also asked about their highest educational qualifications 

completed (see appendix 1) (Question 108) no formal qualifications, school or 

intermediate certificate or equivalent, high school or leaving certificate or 

equivalent, trade/ apprenticeship, diploma, university degree, higher university 

degree). Women were asked about their ability to manage on their available 

income (see appendix 1) (Question 99) it is impossible, it is difficult all the 

time, it is difficult some of the time, it is not too bad and it is easy to manage 

on available income).  
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3.7 Statistical analyses 

Descriptive statistics are employed including frequencies and percentages. 

Pearson’s chi-square tests are used to compare categorical variables. For 

multivariate analyses, a logistic regression has been performed. All analyses are 

conducted using the statistical software package STATA 13.1. 

 

Analysis of demographic characteristics including marital status, urban/rural 

residence, educational level and income were extrapolated from the 2010 survey. 

Prevalence estimates for healthcare utilisation are calculated with 95% confidence 

intervals. These include visits to GPs, medical specialists (orthopaedic specialist, 

neurologist, rheumatologist) and allied healthcare practitioners (physiotherapists, 

occupational therapists, nurses, pharmacists). Prevalence estimates for visits to 

medical practitioners is calculated with 95% confidence intervals. These include 

GPs, orthopaedic specialist, neurologist, a rheumatologist. 

The bivariate association between the consultation with a medical practitioners’ 

variable and various categorical variables were assessed using a chi-squared test. 

Multivariate regression models (logistic) is used to test for differences between back 

pain characteristics (while adjusting for demographic characteristics including socio 

economic status, ethnicity, and rural or urban place of residence) of women’s 

healthcare options use for back pain as model predictors against each research 

question (model outcomes). 

Two logistic regression models were utilised: 1) a logistic regression model with 

consultation with a healthcare practitioners' (GPs, medical specialists and 

physiotherapists) as the dependent variable and back pain frequency, years with 
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back pain, and back pain intensity as the independent variables, as well as the 

confounder variables of area of residence, education, marital status and income; and 

2) a logistic regression model with consultation with a healthcare practitioners' (GPs, 

medical specialists and physiotherapists) as the dependent variable and consultation 

with healthcare practitioners (GPs, medical specialists and physiotherapists) as the 

independent variables, as well as the confounder variables of area of residence, 

education, marital status and income. All analyses were conducted using the 

statistical software Stata, version 13.1. 
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4. Results 

4.1 Chapter introduction  

The results presented in this chapter are based on analyses of data obtained from 

the ALSWH sub-study. Information on the ALSHW has been provided in chapter 3. 

This chapter provides results of the healthcare utilisation among Australian women 

aged 59.64 years for their back pain. A detailed analysis of Australian women 

utilisation of medical (GP and medical specialists) and allied (physiotherapist) 

healthcare services is presented in this chapter. 

4.2 Demographic characteristics  

There were 1,310 women in the study, Table 1 presents the demographic 

characteristics of the participants. 56% of participants reside in the rural Australia, 

40% reside in urban cities and 4% reside in remote areas. In relation to education 

47% had at least high school qualification, 20% had trade/diploma qualification, 16% 

had tertiary qualification and 17% had no formal qualification. Considering the marital 

status, 73% of the participants where married or defacto relationship, 24% where 

either separated or divorced or widows and 3% were single.     

4.3 Consulting a healthcare practitioner   

Table 2 presents the women’s consultation with healthcare practitioners 56.5% 

(n=738) consulted a GP, 16.2% (n=213) consulted a medical specialist (orthopaedic 

specialist or neurologist or rheumatologist) and 37.3% (n=488) consulted a 

physiotherapist for their back pain in the previous 12 months. 26% (n=327) consulted 

a GP 1-2 times, 16.5% (n=208) consulted a GP 3-4 times, 7.3% (n=92) consulted a 

GP 5-6 times, and 8.8% (n=111) consulted a GP 7 or more times.  
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Table 1: Demographic characteristics of the participants  

Demographic characteristics Participants (n=1310) 
 % 

Area of Residence Urban 40 
 Rural 56 
 Remote 4 
Education No formal 17 
 High School 47 
 Trade/Diploma 20 
 Tertiary 16 
Marital Status Married/Defacto 73 
 Separated/Divorced/Widow 24 
 Single 3 

 

 
Table 2: Women’s consultation with a healthcare practitioner  

 General Practitioner % Medical Specialist % Physiotherapist % 

Consulting 56.5 16.2 37.3 

1-2 times 26 18.8 13.1 

3-4 times 16.5 5.7 9.4 

5-6 times 7.3 1.1 5.8 

7 or more times 8.8 1.1 9 

Order of consultation  
1st practitioner 74.6 7.1 21.7 

2nd practitioner 12.7 56.7 35.7 

3rd practitioner 6.7 17.1 24.9 

4th practitioner 2.3 7.4 11.6 

5th – 8th practitioner 3.2 11.4 6.1 

 

Similarly, 8.6% (n=80) consulted an orthopaedic specialist 1-2 times, 2% (n=19) 

consulted an orthopaedic specialist 3-4 times, 0.4% (n=4) consulted an orthopaedic 

specialist 5-6 times, and 0.3% (n=3) consulted 7 or more times. 4.2% (n=38) 

consulted a neurologist 1-2 times, 1.3% (n=12) consulted a neurologist 3-4 times, 
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0.1% (n=1) consulted a neurologist 5-6 times, and 0.4% (n=4) consulted 7 or more 

times. 6% (n=54) consulted a rheumatologist 1-2 times, 2.4% (n=22) consulted a 

rheumatologist 3-4 times, 0.6% (n=6) consulted a rheumatologist 5-6 times, and 

0.4% (n=6) consulted 7 or more times. Furthermore, 13.1% (n=171) consulted a 

physiotherapist 1-2 times, 9.4% (n=123) consulted a physiotherapist 3-4 times, 5.8% 

(n=76) consulted a physiotherapist 5-6 times, and 9.0% (n=118) consulted 7 or more 

times. 

4.4 Consultations with a GP and a medical specialist   

In terms of the order in which the (n=738) women consulted a GP for their back pain, 

a GP was the first practitioner consulted by 74.6% of the women; the second 

practitioner consulted by 12.7% of the women; the third practitioner consulted by 

6.7% of the women; the fourth practitioner consulted by 2.3% of the women; with the 

remaining 3.2% of women consulting a GP as the fifth to eighth practitioner. On the 

other hand, the order in which the (n=213) women consulted a medical specialist for 

their back pain, a medical specialist was the first practitioner consulted by 7.1% of 

the women; the second practitioner consulted by 56.7% of the women; the third 

practitioner consulted by 17.1% of the women; the fourth practitioner consulted by 

7.4% of the women; with the remaining 11.4% of women consulting a medical 

specialist as the fifth to eighth practitioner.  

4.5 Consultations with a physiotherapist   

Similarly, in terms of the order in which the (n=488) women consulted a 

physiotherapist for their back pain, a physiotherapist was the first practitioner 

consulted by 21.7% of the women; the second practitioner consulted by 35.7% of the 

women; the third practitioner consulted by 24.9% of the women; the fourth 
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practitioner consulted by 11.6% of the women; with the remaining 6.1% of women 

consulting a physiotherapist as the fifth to eighth practitioner. Note that for those 

women who consulted a physiotherapist, 57% consulted a GP first. For the women 

that did consult a physiotherapist for their back pain, 45.5% stated that they always 

consulted a doctor before using physiotherapy, while 24.3% sometimes consulted a 

doctor before using physiotherapy, 10.0% rarely consulted a doctor before using 

physiotherapy, and 20.2% never consulted a doctor before using physiotherapy.  

4.6 Back pain related symptoms/conditions for consulting a GP and a medical 
specialist   

A GP and/or a medical specialist was consulted by the women for the following 

symptoms/conditions related to their back pain: back pain (56.2%); leg pain or 

sciatica (39.7%); sleeping problems (36.9%); anxiety/tension (27.9%), pins and 

needles/numbness (27.7%); neck pain (27.6%); fatigue (25.5%); depression 

(25.1%); muscle spasm (23.6%); headaches/migraines (23.0%); stiffness (21.6); arm 

pain (19.1%); weakness (15.7%); nausea (12.7%); and instability (7.1%). Note that 

the women could indicate more than one symptom/condition. Of the 951 women who 

consulted a GP or a medical specialist, 772 (81.1%) did so for pain relief, 342 

(35.9%) for general wellbeing, 314 (33.0%) to improve mobility, 262 (27.5%) to 

improve function, and 145 (15.2%) for relaxation or stress relief. Note that the 

women could indicate more than one reason for consulting a GP or a medical 

specialist.  

4.7 Back pain related symptoms/conditions for consulting a physiotherapist 

On the other hand, a physiotherapist was consulted by the women for the following 

symptoms/conditions related to their back pain: back pain (68.0%); neck pain 
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(45.5%); leg pain or sciatica (39.3%); stiffness (32.2%); muscle spasm (22.3%); arm 

pain (21.3%); pins and needles or numbness (17.6%); headaches or migraines 

(13.9%); weakness (8.8%); instability (5.5%); and other problems (14.1%). Note that 

the women could indicate more than one symptom/condition. Of the 488 women who 

consulted a physiotherapist, 333 (68.2%) did so for pain relief, 415 (85.0%) to 

improve mobility, 313 (64.1%) to improve function, 86 (17.6%) for relaxation or stress 

relief, and 127 (26.0%) for general well-being. Note that the women could indicate 

more than one reason for consulting a physiotherapist.  

4.8 Accessibility to a healthcare practitioner for back pain    

Only 9.7% of women rated their access to a medical specialist if they need one as 

being poor, while 28.3% rated their access as very good and 19.4% excellent. 24.4% 

rated access to a GP who bulk bills as poor, 15.6% as very good and 9.9% as 

excellent. Similarly, access to a female GP was considered poor by 12.5%, very 

good by 21.3% and excellent by 21.7% of women. 6.3% women considered access 

to a hospital if you need it as poor while 28.5% rated their access as very good and 

20.5% excellent. Similarly, access to after-hours medical care was rated poor by 

24.4%, very good by 15.6% and excellent by 9.9% of women. Rating about the hours 

when a GP is available, 12.2% of women rated hours GP available as being poor, 

while 17.1% rated hours of GP available as very good and 7.7% excellent. Similarly, 

the amount of time for a GP consultation was considered poor by 6.7%, very good by 

27.0% and excellent by 15.3% of women. 

The length of wait to get a GP appointment was rated as being poor by 16.7% of 

women, but very good or excellent by 23.4% of women. 13.8% of women rated 

number of GPs they have to choose from as poor, while 19.6% rated GPs they could 
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choose from very good and 10.9% excellent. Similarly, the ease of which they could 

see a GP of their choice was considered poor by 14.4%, very good by 19.5% and 

excellent by 10.9%. The women rated the quality of care provided by their GP as 

being mostly excellent (27.1%) or very good (31.2%). Similarly, rating the technical 

skills (thoroughness, carefulness, competence) of their GP, 31.7% rated their GPs 

technical skills as excellent, 32.0% as very good and 1.6% as poor. 

4.9 Quality of back pain care    

Rating the amount of information sharing by their GP, 4.6% women rated information 

sharing by their GP was poor, 29.2% was very good and 20.1% was excellent. 

Similarly, personal manner (courtesy, respect, sensitivity, friendliness) of their GP 

was considered poor by 0.9%, very good by 31.8% and excellent by 35.7% of 

women. Rating the outcomes of their medical care (how much they were helped by 

their GP), 3.7% rated poor outcome, 28.9% as very good and 17.9% as excellent 

outcome. The majority of women who consulted a GP considered the consultation(s) 

to be very beneficial (26.2%) or beneficial (18.2%). The remaining women 

considered the GP consultation(s) to be moderately beneficial (12.5%), of little 

benefit (4.0%), or of no benefit at all (18.1%). Similarly, reporting on the medical 

specialist 9.2% of women have found their medical specialist very beneficial, 7.8% of 

women have found beneficial, 5.2% of women have found moderately beneficial, 

7.8% of women have found little benefit, and 59.5% of women did not find their 

medical specialist beneficial. 

4.10 Accessing a physiotherapist for back pain care    

When answering the question on access, only 6.2% of women rated their access to 

a physiotherapist if they need one as being poor, while 28.4% rated their access as 
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very good and 16.2% excellent. Similarly, access to a female physiotherapist was 

considered poor by 10.2%, very good by 30.6% and excellent by 20.9% of women. 

Waiting time to get a physiotherapist appointment was rated as being poor by 8.5% 

of women, but very good or excellent by 35.4% of women. The women rated the 

quality of care provided by their physiotherapist as being mostly excellent (30.9%) or 

very good (36.6%). The majority of women who consulted a physiotherapist 

considered the consultation(s) to be very beneficial (41.8%) or beneficial (26.6%). 

The remaining women considered the physiotherapist consultation(s) to be 

moderately beneficial (16.4%), of little benefit (10.2%), or of no benefit at all (5.0%). 
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Table 3: The association between consultation with a general practitioner for back pain and back pain characteristics. 

  Consulted a General Practitioner     
Characteristics  Yes No p-value  Odds Ratio* 95% C.I. * p-value* 
  (n=738) (n=518)      
  % %      
         
Back pain frequency regularly / continuously 73 32 <0.001  3.98 2.83, 5.59 <0.001 
 rarely / intermittently 27 68   1.00   
         
  mean (SD) mean (SD)      
         
Years with back pain  19.72 (13.03) 21.42 (13.15) 0.028  0.999 0.998, 1.00 0.051 
         
         
Back pain intensity (typical) 5.98 (1.74) 4.34 (1.85) <0.001  1.42 1.28, 1.56 <0.001 
         

* obtained from a logistic regression model, adjusted for area of residence, education, marital status, and income.  
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Table 4: The association between consultation with a specialist for back pain and back pain characteristics. 

  Consulted a Specialist     
Characteristics  Yes No p-value  Odds Ratio* 95% C.I. * p-value* 
  (n=213) (n=757)      

  % %      
         
Back pain frequency regularly / continuously 84 43 0.001  5.66 3.20,9.90 <0.001 
 rarely / intermittently 16 57   1.00   
         
  mean (SD) mean (SD)      
         
Years with back pain  19.48(12.15) 21.14(13.11) 0.1030  0.998 0.997,1.00 0.149 
         
         
Back pain intensity (typical) 6.27(1.83) 4.82(1.92) 0.001  1.25 1.09.1.42 0.001 
         

* obtained from a logistic regression model, adjusted for area of residence, education, marital status, and income.  
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Table 5: The association between consultation with a physiotherapist for back pain and back pain characteristics. 

  Consulted a Physiotherapist     
Characteristics  Yes No p-value  Odds Ratio* 95% C.I. * p-value* 
  (n=488) (n=666)      

  % %      
         
Back pain frequency regularly / continuously 63 47 <0.001  1.63 1.17, 2.28 0.004 
 rarely / intermittently 37 52   1.00   
         
  mean (SD) mean (SD)      
         
Years with back pain  20.86(13.45) 20.33(13.05) 0.5096  1.000 0.99, 1.001 0.539 
         
         
Back pain intensity (typical) 5.51(1.88) 4.97(1.97) <0.001  1.09 0.99,1.19 0.054 
         

 

* obtained from a logistic regression model, adjusted for area of residence, education, marital status, and income.  
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4.11 Associations between consulting a GP and various back pain 
characteristics    

Table 3 presents the associations between consultations with a GP for back 

pain within the previous 12 months and various back pain characteristics. A 

statistically significantly greater percentage of women who consulted a GP had 

regular or continuous back pain compared to women who did not consult a GP 

(73% and 32% respectively) (p<0.001). Further, after adjusting for the area of 

residence, education, marital status, and income, women who consulted a GP 

for their back pain were 3.98 (95% CI: 2.83, 5.59) times more likely to have 

regular or continuous back pain compared to women who did not consult a GP 

(p<0.001).  

Women who consulted a GP had a statistically significantly higher mean typical 

back pain intensity (mean=5.98, SD=1.74) compared to women who did not 

consult a GP (mean=4.34, SD=1.85) (p<0.001). After adjusting for area of 

residence, education, marital status and income, women who consulted a GP 

for their back pain had an 42% higher level of typical back pain intensity (OR= 

1.42; 95% CI: 1.28, 1.56) compared to women who did not consult a GP 

(p<0.001) 

4.12 Associations between consulting a medical specialist and various 
back pain characteristics    

Table 4 presents the associations between consultations with a medical 

specialist for back pain within the previous 12 months and various back pain 

characteristics. A statistically significantly greater percentage of women who 

consulted a medical specialist had regular or continuous back pain compared to 
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women who did not consult a medical specialist (84% and 43% respectively) 

(p<0.001). Further, after adjusting for area of residence, education, marital 

status and income, women who consulted a medical specialist for their back 

pain were 5.66 (95% CI: 3.24, 9.90) times more likely to have regular or 

continuous back pain compared to women who did not consult a medical 

specialist (p<0.001).  

Similarly, women who consulted a medical specialist had a statistically 

significantly higher mean typical back pain intensity (mean=6.27, SD=1.83) 

compared to women who did not consult a medical specialist (mean=4.82, 

SD=1.92) (p<0.001). After adjusting for area of residence, education, marital 

status and income, women who consulted a specialist for their back pain had an 

25% higher level of typical back pain intensity (OR= 1.25; 95% CI: 1.09, 1.42) 

compared to women who did not consult a medical specialist (p<0.001). Note 

that there was no significant difference between women who did and did not 

consult a GP and or a medical specialist and the number of years with back 

pain.  

4.13 Associations between consulting a physiotherapist and various back 
pain characteristics    

Table 5 presents the associations between consultations with a physiotherapist 

for back pain within the previous 12 months and various back pain 

characteristics. A statistically significantly greater percentage of women who 

consulted a physiotherapist had regular or continuous back pain compared to 

women who did not consult a physiotherapist (63% and 47% respectively) 

(p<0.001). Further, after adjusting for the area of residence, education, marital 
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status, and income, women who consulted a physiotherapist for their back pain 

were 1.63 (95% CI: 1.17, 2.28) times more likely to have regular or continuous 

back pain compared to women who did not consult a physiotherapist (p=0.004). 

Women who consulted a physiotherapist had a statistically significantly higher 

mean typical back pain intensity (mean=5.51, SD=1.88) compared to women 

who did not consult a physiotherapist (mean=4.97, SD=1.97) (p<0.001). After 

adjusting for the area of residence, education, marital status, and income, 

women who consulted a physiotherapist for their back pain had an 8% higher 

level of typical back pain intensity (OR= 1.09; 95% CI: 0.99, 1.19) compared to 

women who did not consult a physiotherapist (p=0.032). Note for number of 

years with back pain there was no significant difference between women who 

did and did not consult a physiotherapist.  

4.14 Associations between consulting a GP and other healthcare 
practitioners  

The associations between consultation with a GP for back pain and 

consultations with other healthcare practitioners are presented in Table 6. 

Statistically significant associations were identified between a number of 

healthcare practitioner consultations and consultations with a GP, for back pain. 

Specifically, women were more likely to consult with a GP for their back pain if 

they consulted with: medical specialists (OR=5.58; 95% CI: 1.90, 16.36) 

(p=0.002); and/or a physiotherapist (OR=2.49; 95% CI: 1.14, 5.44) (p=0.021).  
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4.15 Associations between consulting a medical specialist and other 
healthcare practitioners  

Similarly, associations between consultation with a medical specialist for back 

pain and consultations with other healthcare practitioners are presented in 

Table 7. Statistically significant associations were identified between a number 

of healthcare practitioner consultations and consultations with a medical 

specialist, for back pain. Specifically, women were more likely to consult with a 

medical specialist for their back pain if they consulted with: a GP (OR=4.96; 

95% CI: 1.70, 14.47) (p=0.003); and/or a physiotherapist (OR=2.57; 95% CI: 

1.01, 6.50) (p=0.046);  

4.16 Associations between consulting a physiotherapist and other 
healthcare practitioners  

On the other hand, associations between consultation with a physiotherapist for 

back pain and consultations with other healthcare practitioners are presented in 

Table 8. Statistically significant associations were identified between a number 

of healthcare practitioner consultations and consultations with a physiotherapist, 

for back pain. Specifically, women were more likely to consult with a 

physiotherapist for their back pain if they consulted with: a medical specialist 

(OR=2.67; 95% CI: 1.04, 6.80) (p=0.039) and/or a GP (OR=2.57; 95% CI: 1.20, 

5.44) (p=0.014).   
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Table 6: The association between consultation with a general practitioner and consultations with other healthcare practitioners 

  Consulted a General Practitioner     
Characteristics  Yes No p-value  Odds Ratio* 95% C.I. * p-value* 
  (n=738) (n=518)      
  % %      
         
Consulted yes 41 3 <0.001  5.58 1.90, 16.36 0.002 
medical specialists no 59 97   1.00   
         
Consulted a yes 55 25 <0.001  2.49 1.14, 5.44 0.021 
physiotherapist no 45 75   1.00   
         
         

* obtained from a logistic regression model, adjusted for area of residence, education, marital status, and income. 

 
Table 7: The association between consultation with a specialist and consultations with other healthcare practitioners 

  Consulted a Specialist     
Characteristics  Yes No p-value  Odds Ratio* 95% C.I. * p-value* 
  (n=213) (n=757)      
  % %      
         
Consulted a yes 93 37 <0.001  4.96 1.70,14.47 0.003 
general practitioner no 07 63   1.00   
         
Consulted a yes 63 30 <0.001  2.57 1.01,6.50 0.046 
physiotherapists no 37 70   1.00   
         
         

* obtained from a logistic regression model, adjusted for area of residence, education, marital status, and income. 
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Table 8: The association between consultation with a physiotherapist and consultations with other healthcare practitioners 

  Consulted a Physiotherapist     
Characteristics  Yes No p-value  Odds Ratio* 95% C.I. * p-value* 
  (n=488) (n=666)      
  % %      
         
Consulted a yes 73 43 <0.001  2.57 120, 5.49 0.014 
general practitioner no 27 57   1.00   
         
Consulted  yes 35 12 <0.001  2.67 1.04, 6.80 0.039 
medical specialists no 65 88   1.00   
         
         

* obtained from a logistic regression model, adjusted for area of residence, education, marital status, and income
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5. Discussion 

This thesis reported on the first national, representative study of women’s back 

pain care in Australia, focusing on the self-reported medical and allied 

healthcare utilisation and formal and informal integration of healthcare services 

among the 59-64-year-old from the 1946 – 1951 cohort of the Australian 

Longitudinal Study on Women’s Health.  The analysis revealed interesting 

findings among Australian women suffering from back pain and their healthcare 

utilisation from the medical and allied practitioner and reasons for consulting a 

practitioner.   

As context for the findings, as mentioned in Chapter 1, Medicare being 

Australia’s universal healthcare scheme and GPs being the primary contact 

healthcare providers, facilitating access to other health and related services and 

coordinating care for those with complex and chronic care needs. This study 

also found that over half of women with back pain consulted a GP, one-sixth of 

women consulted a medical specialist, and over one-third of women consulted a 

physiotherapist suggesting that back pain sufferers seek help for both medical 

and allied healthcare providers. Similarly, a study from the UK (n=2,422), 

reported 67.2% of chronic pain sufferers consulted a GP with 34.0% consulting 

a medical specialist and 25.9% a physical therapist (Haetzman et al., 2003). 

The high prevalence may be contributed to the design of the healthcare system 

in Australia. Studies reported that referrals for medical imaging, medical 

interventions, and affordability were the strong predictors for individuals with 

back pain consulting a medical practitioner (Chenot et al., 2008; Hurwitz et al., 
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2016; Macfarlane et al., 2012).  A Canadian study on patients seeking help for 

back pain reported 83.4% of study participants consulted a medical doctor and 

the contributing factors for the high prevalence in seeking help from medical 

doctors was the intensity of back pain and absent to work (Blanchette, Rivard, 

Dionne, Hogg-Johnson, & Steenstra, 2016). Therefore, the high prevalence of 

GP consultations may be contributed due to the framework of the healthcare 

system, intensity of back pain experienced by the sufferers, work absenteeism 

and seeking a referral for claiming rebates and to reduce out of pocket medical 

expenditure by individuals suffering from back pain. 

Furthermore, the duration and intensity of pain experienced by women 

appeared to influence consultations with healthcare providers. Women were 

more likely to consult a GP, medical specialist and a physiotherapist if they had 

regular/continuous back pain but GP or medical specialist were more likely to 

be consulted if they had high levels of back pain intensity. Similarly, studies 

from France and Canada reported the intensity of back pain and age of the 

individual were the key predictor to seek help from a medical practitioner 

(Blanchette et al., 2016; Depont et al., 2010b). Further, the majority of women 

with back pain consulted a GP for pain relief but consulted a physiotherapist for 

improved mobility and function along with pain relief. Women felt that they 

benefited more from consulting their GP and/or physiotherapist rather than a 

medical specialist. This may be due to effective pain management interventions 

provided by their GP or physiotherapist. A German study reported that medical 

specialists were consulted for imaging and surgical intervention purposes and 

not for pain management (Chenot et al., 2008).  
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This study findings suggest that GP consultations were the preferred choice for 

back pain care among women with comorbid conditions such as sleeping 

problems, anxiety/tension, fatigue, and depression. Other studies have also 

reported that the medical doctors were the preferred choice among individuals 

with back pain coexisting with other health conditions (Gore, Sadosky, Stacey, 

Tai, & Leslie, 2012; Hong, Reed, Novick, & Happich, 2013).  The majority of 

women who visited a physiotherapist consulted for musculoskeletal symptoms 

related to back pain like leg pain or sciatica, stiffness, muscle spasm, pins and 

needles or numbness, and other back pain related symptoms. Therefore, 

comorbid conditions associated with back pain appear to determine the 

preferred healthcare choice by Australian women.  

Furthermore,  previous studies have shown a high rate of referral associations 

between GPs and physiotherapists and GPs have been found to be the primary 

source of referrals to physiotherapists (Cant & Foster, 2011; Hensher, 1997; 

Jørgensen & Olesen, 2001). Another study from New Zealand demonstrated 

that physiotherapists receive 47% of referrals from GPs for accident related 

back pain (Love et al., 2004). It has been also reported that the female patients 

were more likely to be referred compared to males (Jørgensen & Olesen, 2001). 

This study found that majority of women consulted their GP as their first 

practitioner (74.6%) and as a second practitioner consulted by 12.7% of the 

women. On the other hand, physiotherapist was the first practitioner consulted 

by 21.7% of the women and the second practitioner consulted by 35.7% of the 

women. Suggesting that there were more referrals from GPs to physiotherapists 

but fewer referrals from physiotherapists to GPs. 
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Women expressed that waiting time for getting a GP and medical specialists 

appointment was greater than getting an appointment with a physiotherapist. 

This may be due to the ready availability of registered physiotherapists 

compared to GPs and medical practitioners in the workforce (Australia, 2010; 

Australian Institute of Health and Welfare, 2014). However once GP was 

consulted, the majority of women were satisfied with the consultation time with 

their GP. Women with back pain also expressed satisfaction towards care 

received from their physiotherapist. Participants in a French study also reported 

that the waiting time for getting an appointment with a medical specialist was 

greater, and an early intervention from a physical therapist was correlated to 

reduced work absenteeism (Bouton et al., 2008). The debilitating nature of back 

pain may persuade back pain sufferers to explore healthcare options for 

managing symptoms associated with pain. Furthermore, patients personal and 

work circumstances and a need for reducing costs associated with medical care 

may be the reasons for consulting a GP for receiving referrals to visit a 

physiotherapist, these factors may be a focus of future research.   

Integration between healthcare providers is crucial for delivering effective 

healthcare services (Suter, Oelke, Adair, & Armitage, 2009). The framework of 

Australian Medicare scheme recognises and supports formal integration 

between GPs, medical specialists and allied healthcare services (G. P. Davies, 

Perkins, McDonald, & Williams, 2009). Further, informal integration between 

public and private healthcare providers were medical and allied healthcare 

practitioners referring patients to private medical practitioners and CAM 
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practitioners like chiropractors and massage therapists and other CAM 

practices. 

Integration of healthcare services with formal and informal integration between 

GPs, medical specialists and physiotherapists are effectively established in 

Australian healthcare system, the referral patterns are based on the GPs 

assessment of the patient condition (G. P. Davies et al., 2009). However, the 

intensity of back pain and comorbid conditions appear to determine the 

consultation patterns among patients with back pain. GP consultations were 

prevalent among women with back pain associated psychosomatic comorbid 

conditions and women with musculoskeletal symptoms consulted a 

physiotherapist. As the scope of this study was unable to determine the causes 

of back pain and whether psychosomatic factors or the musculoskeletal 

symptoms were the causes for back pain. It is maybe worth considering a 

formal cross-referral system, wherein medical specialists and physiotherapists 

refer patients with comorbid conditions to a GP if they were the first practitioners 

to be visited. 

This study found significant referral associations between medical healthcare 

providers and allied healthcare providers. Further, women who consulted a 

medical specialist were more likely to visit a GP, suggesting medical specialists 

may be refereeing women with back pain to a GP. The referral associations 

between physiotherapists and GPs is less significant compared to medical 

specialists. Similarly, as reported in other studies this study also found women 

who consulted a GP were more likely to consult a medical specialist but women 

who consulted a physiotherapist were less likely to consult a medical specialist, 
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suggesting a need for physiotherapists to refer women with back pain to a GP 

for a referral to a medical specialist. Therefore, there is a stronger formal 

integration between medical healthcare providers and physiotherapist but the 

referrals from physiotherapist to medical healthcare providers are less 

significant, these associations may be a focus of future research. 

The study has outlined the findings from the ALSWH about the healthcare 

utilisation among Australian women suffering from back pain, 1) the findings 

may inform healthcare practitioners, policy makers and back pain sufferers 

about the currents trends in healthcare utilisation among women with back pain. 

2) the findings will inform healthcare policy makers to devise effective policies 

around formal cross referral patterns between medical and allied healthcare 

providers particularly for patients with comorbid conditions to improve the 

quality of life for women with back pain, reduce the burden on healthcare 

services, and reduce productivity loss. 

5.1 Limitations 

The interpretation of our study findings is limited as visits to GPs, medical 

specialists and/or physiotherapists for back pain were self-reported and 

therefore the results may be potentially affected by recall bias. Despite this, 

ALSWH is a respected source of data for epidemiological research in Australia, 

and these limitations are countered by the insights provided the opportunity to 

analyse a large, nationally representative sample of older women with back 

pain. Further, this study investigated back pain behaviour of 59-64 years old 

Australian women and therefore generalisability/external validity of the findings 

to others who suffer back pain is limited. 
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6. Implications 

6.1 Implications from the research 

The research findings presented in this study have a number of implications for 

a range of stakeholder including medical and allied healthcare providers, 

women with back pain, and health policy makers regarding medical and allied 

healthcare utilisation among back pain sufferers. This section now focuses on 

exploring the implications of the research findings presented for each of these 

stakeholder groups. 

6.1.1 Implications for women with back pain and related symptoms 

Women who are experiencing back pain and related symptoms with serious 

consequences for their health and quality of life are directly visiting a medical 

specialist or a physiotherapist without consulting their GP. Indeed, the findings 

presented in this thesis tend to reinforce the need for back pain sufferers with 

associated comorbid conditions such as psychosomatic and musculoskeletal 

symptoms, to consider the relative safety and risks of directly consulting an 

allied healthcare practitioner without consulting a GP. This finding has 

significant health services and public health implications around possible direct 

and indirect risks to women with back pain associated with comorbid conditions. 

One primary finding arising from this study pertains to the women with intense 

back pain shows a high prevalence of use of medical healthcare directly visiting 

a physiotherapist, this refers to the risk of physiotherapists just focusing on 

intense pain and not on any psychosomatic conditions associated with back 

pain. Indirect risks include risk associated with delayed or incorrect diagnosis 
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and/or treatment of psychosomatic conditions, which can be a risk especially if 

the physiotherapist does not refer individuals with back pain associated with 

comorbid conditions to a GP. There is a need for women to help promote open 

communication with all healthcare providers contributing to the management of 

their back pain related symptoms. Furthermore, it is important that women with 

back pain communicate effectively with their GPs or medical specialists 

regarding their current and ongoing physiotherapy. 

6.1.2 Implications for back pain care providers 

The body of work presented in this thesis has clearly demonstrated the high use 

of medical and allied healthcare practitioners amongst women with back pain 

and a range of back pain related symptoms that predict use of specific medical 

and allied healthcare providers and stratified by back pain status and/or visiting 

them. Such findings can assist both medical practitioners (GPs and medical 

specialists) and physiotherapists. For example, the study found a positive 

association between women experiencing intense back pain and consulting a 

GP and/or a medical specialist. Women with back pain along with 

musculoskeletal issues preferred visiting physiotherapist. Women with back 

pain along with comorbid psychosomatic conditions were positively associated 

with consultations with GP. Women who were having regular and continuous 

back pain were more likely to consult a GP or a specialist. 

The high prevalence of consultations with GPs or medical specialists among 

women with back pain as found in this study might elicit the importance of 

medical healthcare providers referring women to allied healthcare services. 

From this study it is clear that GPs are referring women to medical specialists 
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and physiotherapists but there is a need for medical specialists and 

physiotherapists cross-referring women to GPs if they have comorbid 

condition/s along with back pain especially if medical specialists and 

physiotherapists happened to be their first practitioner to be visited. The cross-

referral processes would ensure optimal back pain care and care for comorbid 

condition/s. The cross-referral processes could strengthen the existing formal 

integration between medical and allied healthcare services to ensure a 

collaborative approach by all healthcare services for addressing back pain as 

well as, the comorbid condition/s. 

Further, the cross-referral processes could be improved by attending medical 

and allied healthcare workshops or training sessions and by better cooperating 

between medical and allied health providers, particularly when attending to 

individuals with back pain and associated comorbid condition/s. The cross-

referral processes may lead an improved discussion between medical and allied 

healthcare regarding care provided for individuals with back pain. This may help 

healthcare providers to learn and understand healthcare information to help 

reduce the risk for individuals with intense pain associated with comorbid 

condition/s. Both medical and allied healthcare providers should take the 

responsibility of improving patient-practitioner communication in back care; the 

efficient and satisfactory communication may help healthcare providers prevent 

potential health risks among their patients and provide safe treatment option for 

back pain care and associated comorbid condition/s. 
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6.1.3 Implications for policy makers 

This study has investigated the use of medical and allied healthcare utilisation 

among Australian women aged 59-64 years with back pain. This research 

demonstrates the high use of medical and allied healthcare for back pain care. 

A majority of women expressed accessing a physiotherapist was easier 

compared to accessing a medical healthcare provider. Majority of women were 

satisfied with the care provided by their GP and their physiotherapist. However, 

women expressed that the waiting time for receiving medical care was longer. 

The findings from this research have implications for and should be considered 

within, future health policy development around medical and allied healthcare 

services, particularly in reducing the waiting time for receiving medical care 

among people suffering from back pain.  

In the context of the significant associations between the consultations with a 

medical and allied healthcare provider for continuous/regular and intense back 

pain associated with comorbid conditions, policy makers should consider the 

need for statutory regulation of the effective cross-referral procedures between 

GPs, medical specialists, and physiotherapists. Medical specialists and 

physiotherapists referring individuals with intense back pain associated with 

comorbid conditions to a GP. In addition to the necessity of statutory regulation 

to improve better communication between medical and allied healthcare 

providers. It is also recommended that health policy makers may design 

strategies for educating individuals with back pain to promptly report any 

comorbid conditions to their healthcare providers. For example, developing 

flyers which illustrate possible comorbid conditions associated with back pain or 
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designing a symptom checklist that could be provided to the individuals with 

back pain for diagnosing any associated comorbid condition/s. Further, there 

appears to be a need for guidelines to encourage and facilitate providers to 

seek information from individuals with back pain associated with comorbid 

conditions to make informed decisions about health services referrals. 

6.1.4 Implications for future research 

This thesis highlights the need for future research examining the reasons for 

back pain sufferers choose to visit a specific healthcare provider as their first 

choice, to explore the associations between the characteristics of elderly 

women and their consultation patterns. The study found that comorbid 

conditions appear to determine the consultation patterns among women with 

back pain, future research may focus on the associations between comorbid 

conditions and consultations with medical and allied healthcare providers, to 

investigate relationships between comorbid conditions and consultations 

patterns. Another area for future research is the referral associations between 

physiotherapist and medical healthcare providers. The study found formal 

integration between medical and allied healthcare services, however, the cross-

referral associations between physiotherapists and medical healthcare 

practitioners are less significant. Therefore, future research may investigate the 

cross-referral associations between physiotherapists and medical healthcare 

providers particularly among individual with back pain who are diagnosed with 

comorbid condition/s.  
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7. Conclusion 

This study revealed that Australian women are consulting with different and 

multiple medical care providers for the back pain; with back pain severity and 

intensity appearing to help determine which practitioner is consulted. Women 

were more likely to consult with a GP, medical specialist or physiotherapist if 

they had regular or continuous back pain. In addition, women were more likely 

to consult with a GP or medical specialist if they had high levels of back pain 

intensity. Women were more likely to consult a GP if they had psychosomatic 

comorbid conditions associated with back pain. Women were more likely to 

consult a physiotherapist if they had musculoskeletal symptoms related to back 

pain. In addition, the type of back pain related symptom among women has also 

influenced the choice of care provider (e.g. women were more likely to visit a 

GP and a physiotherapist for pain relief). It does, however, appear that 

Australian women with back pain are satisfied with the care they received from 

their GP, medical specialist and/or physiotherapist. Formal integration between 

GPs and medical specialists and GPs and physiotherapists is well established 

in Australia. However, given the high prevalence of consultations with GPs, 

medical specialists, and physiotherapists for back pain care, there is a need for 

a more formal cross-referral system, wherein medical specialists and 

physiotherapists refer patients with comorbid conditions to a GP if they were the 

first practitioners to be visited. It is important that future research to further 

investigate the consultation and referral patterns of Australian women with back 

pain for safer and better planning of healthcare responses for back pain care.  
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9. Appendices  

Appendix 1: Survey 6: Australian Longitudinal Study on Women’s Health. 
Sixth Survey for the 1946 – 51 cohort 
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Appendix 2: Sub-study Survey: Use of Alternative Medicine, Allied Health 
and General Practitioners for Back Pain Care Among Women of the 1946 – 
1951 Cohort 
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Appendix 3: The characteristics of women who consult health care 
practitioners for back pain: a nationally representative sample of 1,310 
Australian women aged 59-64 years. 
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Abstract 

Background: Back pain affects a substantial proportion of the adult population and 

back pain sufferers tend to explore a wide range of health care options. This study 

investigates the use of a range of health care options utilised amongst Australian 

women with back pain. 

Method: This is a sub-study of the Australian Longitudinal Study on Women's Health 

(ALSWH), designed to investigate multiple factors affecting the health and well-being 

of women over a 20-year period. The study focuses on 1,851 women aged 59-64 

years, who had indicated that they had previously sought help from a health care 

practitioner for back pain.  

Results: Half of the women (56.5% n=738) with back pain had consulted a general 

practitioner (GP), 16.2% (n=213) had consulted a medical specialist and 37.3% 

(n=488) had consulted a physiotherapist for their back pain. Women with regular or 

continuous back pain were more likely to consult a GP (OR=3.98), medical specialist 

(OR=5.66) and a physiotherapist (OR=1.63). Women who consulted a general 

practitioner and/or a medical specialist had a statistically significantly higher mean 

typical back pain intensity compared to women who did not consult a general 

practitioner (p=0.001) or medical specialist (p<0.001).  

Conclusion:  Australian women with back pain were more likely to consult a GP, 

medical specialist or physiotherapist if they had more regular/continuous back pain. 

However, women were more likely to consult a GP for back pain associated with 

psychosomatic comorbid conditions and consulted a physiotherapist for 

musculoskeletal issues. It is important that future research to further investigate the 

consultation and referral patterns identified in this study to inform health care 
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industry and the policy makers about the health care utilisation among Australian 

women with back pain.  

 

Key words: Medical health care, allied health care, physiotherapist, back pain  
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Introduction 

Back pain is a common and debilitating musculoskeletal disorder with an average 

lifetime prevalence of 70% (P. M. Brooks, 2006; Murthy et al., 2014a; B. F. Walker et 

al., 2004b; Webb et al., 2003). Back pain is the most prevalent of musculoskeletal 

conditions amongst adult populations (P. M. Brooks, 2006; Woolf & Pfleger, 2003) 

and is the second most common complaint seen in general practice (Broom et al., 

2012; Haetzman et al., 2003). Unresolved back pain results in reduced physical 

function and psychological distress (Furlan et al., 2005), hence, back pain sufferers 

tend to explore a wide range of health care options including consultation with 

medical and allied health services (Burke, Upchurch, Dye, & Chyu, 2006; Wade et 

al., 2008). 

A French study reported that 89% of the study sample of back pain suffers had 

visited general practitioners (GPs) 6 months prior to the study, 27.3% consulted a 

specialist and 55.9% had a visit from a physiotherapist (Depont et al., 2010a). 

Furthermore, studies have shown GPs are the prime source of referrals to allied 

health practitioners such as physiotherapists (Hensher, 1997; Jørgensen & Olesen, 

2001). 

Despite ongoing research on this topic, the extent of utilisation of all health care 

options by Australian women suffering from back pain is unknown, as to are the 

reasons for consulting different health care practitioners for back pain. In response to 

this gap in knowledge, this study investigates women’s consultation with GPs, 

medical specialists, and physiotherapist for back pain. 

Methods 
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Sample 

This research is based on a sub-study of the Australian Longitudinal Survey on 

Women's Health (ALSWH). The ALSWH investigates multiple factors affecting the 

health and well-being of women over a 20-year period. In 1996, women in three age 

groups (18-23, 45-50, 70-75 years) were randomly selected from the national 

Medicare database and invited to participate. The respondents have been shown to 

be broadly representative of the national population of women in the target age 

groups (Brown et al, 1999). The focus of this study is women from the mid-age 

cohort (i.e. born in 1946-51), of which there were 10,011 women in the ALSWH 

survey conducted in 2010 (Survey 6). A sub-study survey of this cohort occurred in 

2011 when the women were aged 59-64 years. For this substudy, 1,851 women who 

had indicated in Survey 6 that they had experienced back pain were mailed a 

questionnaire and of these women 1,310 (80.8%) returned completed sub-study 

questionnaires. Relevant ethical approval was gained from the Human Ethics 

Committee at the University of Queensland and University of Newcastle, Australia. 

Demographic characteristics 

Postcode of residence was used to classify the area of residence as urban or non-

urban. Women were asked about their current marital status, the highest educational 

qualification they had completed, and their income. 

Health care utilisation 

Women were asked to indicate how many times they saw a GP, medical specialist 

(orthopaedic specialist or neurologist or rheumatologist) and/or physiotherapist for 

their back pain in the previous 12 months. Additionally, women were asked to 
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nominate the reasons that were important in their decision to consult a health 

practitioner. The list of reasons included: pain relief; to improve mobility; to improve 

function; relaxation or stress relief; and general well-being. Women were asked to 

rate (i.e. excellent, very good, good, fair, poor) their: access to GPs, medical 

specialists and/or physiotherapists for the treatment of back pain; access to a female 

GP, medical specialist and/or physiotherapists, if this was their preference; length of 

wait and quality of care received by the health practitioner 

Back pain 

Women were asked to indicate the amount of time (years) they had back pain and 

how frequently they experienced back pain, in the previous 12 months. They were 

also asked to rate out of 10 (where 0=no pain and 10=worst possible pain), the 

intensity of their typical back pain in the previous 12 months.  

Statistical analyses 

Bivariate associations between consultations with a health practitioner and various 

categorical variables were assessed using a chi-squared test. A logistic regression 

model with consultation with a medical practitioners' as the dependent variable and 

back pain frequency, years with back pain, and back pain intensity as the 

independent variables, as well as the confounder variables of the area of residence, 

education, marital status and income was conducted. 

 

 

Results 
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Of the 1,310 women in the study, 56.5% (n=738) had consulted a GP, 16.2% 

(n=213) had consulted a medical specialist, and 37.3% (n=488) had consulted a 

physiotherapist for their back pain in the previous 12 months.  

A GP and/or a medical specialist was consulted by women for the following 

symptoms/conditions related to their back pain: back pain (56.2%); leg pain or 

sciatica (39.7%); sleeping problems (36.9%); anxiety/tension (27.9%), pins and 

needles/numbness (27.7%); neck pain (27.6%); fatigue (25.5%); depression 

(25.1%); muscle spasm (23.6%); headaches/migraines (23.0%); stiffness (21.6); arm 

pain (19.1%); weakness (15.7%); nausea (12.7%); and instability (7.1%). Of the 951 

women who consulted a GP or a medical specialist, 772 (81.1%) did so for pain 

relief, 342 (35.9%) for general wellbeing, 314 (33.0%) to improve mobility, 262 

(20.0%) to improve function, and 145 (15.2%) for relaxation or stress relief.  

A physiotherapist was consulted by women for the following symptoms/conditions 

related to their back pain: back pain (68.0%); neck pain (45.5%); leg pain or sciatica 

(39.3%); stiffness (32.2%); muscle spasm (22.3%); arm pain (21.3%); pins and 

needles or numbness (17.6%); headaches or migraines (13.9%); weakness (8.8%); 

instability (5.5%); and other problems (14.1%). Of the 488 women who consulted a 

physiotherapist, 333 (68.2%) did so for pain relief, 415 (85.0%) to improve mobility, 

313 (64.1%) to improve function, 86 (17.6%) for relaxation or stress relief, and 127 

(26.0%) for general wellbeing.  

A total of 47.7% of women rated their access to a medical specialist as very good or 

excellent whilst 9.7% rated this as poor. The amount of time for a GP consultation 

was described as very good or excellent by 42.3% of women, whilst 6.7% 

considered this to be poor. The length of wait to get a GP appointment was rated as 
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very good or excellent by 23.4% of women and poor by 16.7% of women, but the 

majority of women considered the GP consultation(s) to be very beneficial (26.2%) or 

beneficial (18.2%). However, 59.5% of women did not find their medical specialist 

beneficial. 

When answering the question on access, 44.6% of women who wanted to consult a 

physiotherapist rated their access as very good or excellent, whilst only 6.2% of 

women rated their access as poor. The length of wait to obtain a physiotherapist 

appointment was rated as good or excellent by 35.4% of women and very poor by 

8.5% of women, with the majority of women considering the physiotherapy 

consultation(s) to be very beneficial (41.8%) or beneficial (26.6%). However, 31.6% 

of women did not find their physiotherapist beneficial.  

Table 1 presents the associations between consultations with a GP for back pain 

within the previous 12 months and various back pain characteristics. A statistically 

significantly greater percentage of women who consulted a GP had regular or 

continuous back pain compared to women who did not consult a GP (73% and 32% 

respectively) (p<0.001). Women who consulted a GP had a statistically significantly 

higher mean typical back pain intensity (mean=5.98, SD=1.74) compared to women 

who did not consult a GP (mean=4.34, SD=1.85) (p<0.001). Further, after adjusting 

for area of residence, education, marital status and income, women who consulted a 

GP for their back pain were 3.98 (95% CI: 2.83, 5.59) times more likely to have 

regular or continuous back pain and have 42% (OR=1.42; 95% CI: 1.28, 1.56) higher 

typical back pain intensity levels, compared to women who did not consult a GP 

(p<0.001).  
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The associations between consultations with a medical specialist for back pain within 

the previous 12 months and various back pain characteristics are shown in Table 2. 

A statistically significantly greater percentage of women who consulted a medical 

specialist had regular or continuous back pain compared to women who did not 

consult a medical specialist (84% and 43% respectively) (p<0.001). Similarly, women 

who consulted a medical specialist had a statistically significantly higher mean 

typical back pain intensity (mean=6.27, SD=1.83) compared to women who did not 

consult a medical specialist (mean=4.82, SD=1.92) (p<0.001). Further, after 

adjusting for area of residence, education, marital status, and income, women who 

consulted a medical specialist for their back pain were 5.66 (95% CI: 3.24, 9.90) 

times more likely to have regular or continuous back pain and have 25% (OR=1.25; 

95% CI: 1.09, 1.42) higher typical back pain intensity levels, compared to women 

who did not consult a medical specialist (p<0.001).  

Table 3 presents the associations between consultations with a physiotherapist for 

back pain within the previous 12 months and various back pain characteristics. A 

statistically significantly greater percentage of women who consulted a 

physiotherapist had regular or continuous back pain compared to women who did 

not consult a physiotherapist (63% and 47% respectively) (p<0.001). Further, after 

adjusting for the area of residence, education, marital status, and income, women 

who consulted a physiotherapist for their back pain were 1.63 (95% CI: 1.17, 2.28) 

times more likely to have regular or continuous back pain compared to women who 

did not consult a physiotherapist (p=0.004). 

Discussion 
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In this paper, we have reported the first national, representative study of women’s 

back pain care in Australia, focusing on the self-reported medical and allied health 

care utilisation and formal and informal integration of health care services among the 

59-64-year-old from the 1946-51 cohort of the Australian Longitudinal Study on 

Women’s Health. As outlined below, our analysis revealed interesting findings 

among Australian women suffering from back pain and their health care utilisation 

and reasons for consulting a health care practitioner.  

As context for our findings, Medicare is Australia’s universal health care scheme 

which primarily subsidises medical costs for citizens and permanent residents. 

Health care in Australia is also provided by private medical practitioners and by 

private or public hospitals paid by the private insurance or government agencies, and 

the balance by the patient (Australia, 2010). Medicare users receive a benefit against 

health care costs for visiting a GP and medical specialists, medical investigations, 

and surgical interventions. In addition, Medicare provided rebates for consulting a 

Medicare registered allied health practitioners, such as physiotherapists. Referral 

from a GP is required for users to claim the rebate for allied health care visits. 

Medicare provides rebates for a capped number of GP referrals each year, additional 

visits must be paid out of pocket or by the user’s private insurer, which may lead to 

an increase in premium costs. In the Medicare framework GPs are the primary 

contact health care providers, facilitating access to other health and related services 

and coordinating care for those with complex and chronic care needs (Becker et al., 

2010; Picavet et al., 2008).     

Our study found that over half of women with back pain consulted a GP, one-sixth of 

women consulted a medical specialist, and over one-third of women consulted a 



133 

 

physiotherapist suggesting that back pain suffers seek help for both medical and 

allied health care providers. Similarly, a study from the UK (n=2,422), reported 

67.2% of chronic pain sufferers consulted a GP with 34.0% consulting a medical 

specialist and 25.9% a physical therapist (Haetzman et al., 2003). The high 

prevalence may be contributed to the design of the health care system in Australia. 

Studies reported that referrals for medical imaging, medical interventions, and 

affordability were the strong predictors for individuals with back pain consulting a 

medical practitioner (Chenot et al., 2008; Hurwitz et al., 2016; Macfarlane et al., 

2012).  A Canadian study on patients seeking help for back pain reported 83.4% of 

study participants consulted a medical doctor and the contributing factors for the high 

prevalence in seeking help from a medical doctor was the intensity of back pain and 

absents to work (Blanchette et al., 2016). Therefore, the high prevalence of GP 

consultations may be contributed due to the framework of the health care system, 

the intensity of back pain experienced by the sufferers, work absenteeism and 

seeking a referral for claiming rebates and to reduce out of pocket medical 

expenditure by individuals suffering from back pain. 

Furthermore, the duration and intensity of pain experienced by women appeared to 

influence consultations with health care providers. Women were more likely to 

consult a GP, medical specialist and a physiotherapist if they had regular/continuous 

back pain but GP or medical specialist were more likely to be consulted if they had 

high levels of back pain intensity. Similarly, studies from France and Canada 

reported the intensity of back pain and age of the individual were the key predictor to 

seek help from a medical practitioner (Blanchette et al., 2016; Depont et al., 2010b). 

Further, the majority of women with back pain consulted a GP for pain relief but 
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consulted a physiotherapist for improved mobility and function along with pain relief. 

Women felt that they benefited more from consulting their GP and/or physiotherapist 

rather than a medical specialist. This may be due to effective pain management 

interventions provided by their GP or physiotherapist. A German study reported that 

medical specialists were consulted for imaging and surgical intervention purposes 

and not for pain management (Chenot et al., 2008).  

Our findings suggest that GP consultations were the preferred choice for back pain 

care among women with comorbid conditions such as sleeping problems, 

anxiety/tension, fatigue, and depression. Other studies have also reported that the 

medical doctors were the preferred choice among individuals with back pain 

coexisting with other health conditions (Gore et al., 2012; Hong et al., 2013). The 

majority of women who visited a physiotherapist consulted for musculoskeletal 

symptoms related to back pain like leg pain or sciatica, stiffness, muscle spasm, pins 

and needles or numbness, and other back pain related symptoms. Therefore, 

comorbid conditions associated with back pain appear to determine the preferred 

health care choice by Australian women.  

Our study found a high rate of referral associations between GPs and 

physiotherapists. Studies conducted in other countries have also reported that GPs 

are the primary source of referrals to physiotherapists (Hensher, 1997; Jørgensen & 

Olesen, 2001), with a New Zealand study reporting that physiotherapists receive 

47% of referrals from GPs for accident related back pain (Love et al., 2004). Further, 

it has been reported that female patients were more likely to be referred compared to 

males (Jørgensen & Olesen, 2001). GPs were the first practitioner consulted by 

74.6% of the women; the second practitioner consulted by 12.7% of the women and 
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physiotherapist was the first practitioner consulted by 21.7% of the women; the 

second practitioner consulted by 35.7% of the women. Suggesting that there were 

more referrals from GPs to physiotherapists but fewer referrals from physiotherapists 

to GPs.   

Women expressed that waiting time for getting a GP and medical specialist 

appointment was greater than the waiting time for getting an appointment with a 

physiotherapist. This may be due to the ready availability of registered 

physiotherapists compared to GPs and medical practitioners in the workforce 

(Australia, 2010; Australian Institute of Health and Welfare, 2014). However, once a 

GP was consulted, the majority of women were satisfied with the consultation time 

with their GP. Women with back pain also expressed satisfaction towards care 

received from their physiotherapist. The debilitating nature of back pain may 

persuade back pain sufferers to explore health care options for managing symptoms 

associated with pain. Furthermore, patients personal and work circumstances and a 

need for reducing costs associated with medical care may be the reasons for 

consulting a GP for receiving referrals to visit a physiotherapist, these factors may be 

a focus of future research.  

Integration of health care services with formal and informal integration between GPs, 

medical specialists and physiotherapists are effectively established in Australian 

health care system, the referral patterns are based on the GPs assessment of the 

patient condition (G. P. Davies et al., 2009). However, the intensity of back pain and 

comorbid conditions appear to determine the consultation patterns among patients 

with back pain. GP consultations were prevalent among women with back pain 

associated psychosomatic comorbid conditions and women with musculoskeletal 
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symptoms consulted a physiotherapist. As the scope of this study was unable to 

determine the causes of back pain and whether psychosomatic factors or the 

musculoskeletal symptoms were the causes of back pain. It maybe worth 

considering a formal cross-referral system, wherein medical specialists and 

physiotherapists refer patients with comorbid conditions to a GP if they were the first 

practitioners to be visited.  

When interpretation our study findings, it is important to be aware that the visits to 

GPs, medical specialists and/or physiotherapists for back pain were self-reported 

and therefore the results may be potentially affected by recall bias. Despite this, 

ALSWH is a respected source of data for epidemiological research in Australia, and 

this limitation is countered by the insights provided the opportunity to analyse a 

large, nationally representative sample of older women with back pain. 

Conclusion  

Australian women with back pain expressed satisfaction towards care received from 

their GP, medical specialist and/or physiotherapist. Women were more likely to 

consult with a GP, medical specialist or physiotherapist if they had regular or 

continuous back pain. In addition, women were more likely to consult with a GP or 

medical specialist if they had high levels of back pain intensity. Women were more 

likely to consult a GP if they had psychosomatic comorbid conditions associated with 

back pain. Women were more likely to consult a physiotherapist if they had 

musculoskeletal symptoms related to back pain. Women were more likely to visit a 

GP and a physiotherapist for pain relief. It is important that future research to further 

investigate the consultation and referral patterns of Australian women with back pain 

for better planning of health care responses for back pain care.  
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Table 1: The association between consultation with a general practitioner for back pain and back pain characteristics 
 

      Consulted a General Practitioner 
 

    

Characteristics  Yes No p-value  Odds Ratio* 95% C.I. * p-value* 
  (n=738) (n=518)      
  % %      
         
Back pain  regularly / continuously 73 32 <0.001  3.98 2.83, 5.59 <0.001 
frequency rarely / intermittently 27 68   1.00   
         
         
  mean (SD) mean (SD)      
         
Years with back pain 19.7 (13.0) 21.4 (13.2) 0.028  0.999 0.998, 1.00 0.051 
         
Back pain intensity (typical) 6.0 (1.7) 4.3 (1.9) <0.001  1.42 1.28, 1.56 <0.001 
         

 

* Adjusted for area of residence, education, marital status, and income  

  



 

Table 2: The association between consultation with a specialist for back pain and back pain characteristics 
 

       Consulted a Medical Specialist 
 

    

Characteristics  Yes No p-value  Odds Ratio* 95% C.I. * p-value* 
  (n=213) (n=757)      
  % %      
         
Back pain  regularly / continuously 84 43 0.001  5.66 3.20,9.90 <0.001 
frequency rarely / intermittently 16 57   1.00   
         
         
  mean (SD) mean (SD)      
         
Years with back pain 19.5 (12.2) 21.1 (13.1) 0.103  0.998 0.997,1.00 0.149 
         
Back pain intensity (typical) 6.3 (1.8) 4.8 (1.9) 0.001  1.25 1.09.1.42 0.001 
         

 

*Adjusted for area of residence, education, marital status, and income 

  



 

Table 3: The association between consultation with a physiotherapist for back pain and back pain characteristics 
 

             Consulted a Physiotherapist 
 

    

Characteristics  Yes No p-value  Odds Ratio* 95% C.I. * p-value* 
  (n=488) (n=666)      
  % %      
         
Back pain  regularly / continuously 63 47 <0.001  1.63 1.17, 2.28 0.004 
frequency rarely / intermittently 37 52   1.00   
         
         
  mean (SD) mean (SD)      
         
Years with back pain 20.9 (13.5) 20.3 (13.1) 0.510  1.000 0.99, 1.001 0.539 
         
Back pain intensity (typical) 5.5 (1.9) 5.0 (2.0) <0.001  1.09 0.99,1.19 0.054 
         

 
* Adjusted for area of residence, education, marital status, and income 
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